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John F. McDermott, Jr., M.D., Selma Fraiberg, 
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A unique therapeutic condition of residential psychiatric treatment 
of emotionally disturbed children lies in the transference potential 
which the institution provides. The child who is separated from his 
family and from the original partners in conflict re-experiences and 
re-enacts these conflicts within the institution. As the conflicts 
emerge in the new setting, the child tends to seek transference figures 
within the institution with whom to re-enact the old conflicts. He 
relives the past with this new cast of characters—the staff of the resi­
dential treatment center.

Intensive study of certain cases within our hospital demonstrates 
that the recorded events of the daily life of a child in residential 
treatment can be constructed as a narrative; reading such data care­
fully, with meticulous attention to detail, reveals the history of the 
disorder, the major conflictual figures in the illness, and the specific 
meanings of the child’s pathological behavior and defense.

In these respects, the transference behavior of the child toward in­
stitutional figures as well as to the psychotherapist provides a diag­
nostic key to the nature and origins of the emotional disorder as well 
as the therapeutic instrument for effecting change in the personality 
through insight and corrective emotional experience. In order to
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utilize the full therapeutic potential of the milieu, the psychother­
apist, the child careworkers, and other specialists who constitute the 
child’s treatment team must collaborate closely in the exchange of 
daily clinical observations and in the development of mutually rein­
forcing therapeutic methods. This is not to say that the child care 
worker or the teacher should act as psychotherapists. The responsi­
bility for the conduct of the child’s psychotherapy remains in the 
hands of his individual therapist, but in all those ways in which child 
care and educational personnel support and reinforce the therapeu­
tic aims for each child, they are regarded as collaborators and mem­
bers of the clinical team.

In this paper we shall present a case illustration which describes 
one model of our clinical team approach and some of the typical 
problems which arise in the effective utilization of this approach.

Background

A number of writers have commented on the relationship between 
psychotherapy and milieu management in a residential treatment 
center. The literature reports considerable diversity of opinion on 
the subject, which is in itself a healthy and fertile condition in a field 
that is still new and must engage in experimentation.

Noshpitz (1962) has reviewed the history of the early residential 
centers when psychotherapy was secret, special, different, and apart 
from the milieu. The residence held onto the youngsters while they 
were in therapy in such a way as to promote the course of therapy. 
Benign, uninformed common-sense handling by staff was all that was 
asked. Robinson (1947) recommended that the problems of psycho­
therapy be removed somewhat from the practical realities, involve­
ments, and consequences of the child’s daily behavior. He also com­
mented on the dilution of psychotherapeutic effectiveness if the child 
invested his main interests and drive in vicarious achievement, such 
as school or outside group activities. He noted similar effects if the 
management of problem behavior in the daily living experience be­
came the main focus of attention.

On the other hand, Redl and Wineman (1957) emphasized the 
problems of utilizing psychiatric interview techniques with “chil­
dren who hate.’’ They felt that a certain minimum of ego functioning 
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was a prerequisite, as well as the readiness of the child to relate at 
all. They observed that the volume of restlessness, aggression, and ex­
citement forced the therapist into acts of interference. Thus, the 
therapist either became personally entangled in the child’s pathol­
ogy and his war with the world around him, or was put safely where 
he could do no harm, into the role of the “friend without influence.” 
Redl and Wineman described a new design for treatment for these 
children who were so skilled at producing a never-ending chain of 
symbolic substitute figures in life situations. In addition, they felt 
that in an open treatment setting, when treatment began to take 
hold, the spillover into the life space of the child was so great that no 
ordinary psychotherapeutic arrangements could be expected to cope 
with it.

Bettelheim and Sylvester (1948) also utilized a fusion of psycho­
therapy and milieu management in one process. They spoke of a 
continuously maintained one-to-one relationship within a therapeu­
tic milieu. Their milieu psychotherapy transposed features of in­
dividual psychotherapy (recapitulating the illness within the benign 
setting of the psychotherapeutic relationship) to a general milieu 
function. They felt that insight could thus be translated into unin­
terrupted action over twenty-four hours a day.

The issues involved in handling multiple transference reaction in 
severely disturbed children were discussed with clarity by August 
Aichhorn (1925). He said that the worker must act toward the child 
in such a way as to prevent a repetition with the worker of the situa­
tion with the parents which led to the conflict. In psychoanalysis, on 
the other hand, he noted that it was of greatest importance to let this 
situation repeat itself. (However, Aichhorn was referring to the 
neurotic child with dissocial features only. For the delinquent acting- 
out child he suggested taking the child’s side in order to establish a 
“positive transference.”) Lourie and Schulman (1952) stated that 
the disturbed child sees every adult in some distorted fashion derived 
from attitudes toward his parents, and that this is not only inevitable 
but desirable in the residence. They felt that the child could not be 
successfully treated if he were insulated from the disturbing aspects 
of his interpersonal relations.

More recently, Alt (1960) has discussed the therapeutic prob­
lems involved in children’s “transfer to the institution itself,” pro­



172 J. F. McDermott, S. Fraiberg, S. I. Harrison

jected onto many different figures within it. He recommended that 
these elements of relationships with other adults be brought into the 
interview situation rather than concentrated on those with the ther­
apist alone. Thus, he felt that environmental treatment and psycho­
therapy must be unified in a total treatment approach.

Anna Freud (1946), envisioning what would happen with chil­
dren treated in a residential setting, stated that the children would 
group their “abnormal reactions around new personages,” thereby 
experiencing transference in relation to the residential treatment 
staff.

We cite these remarks to bring our own discussion of transference 
into focus and to help us study transference behavior in residential 
treatment. One might consider the first condition which facilitates 
transference repetition in the residential treatment center to be sep­
aration from the original objects. The second, then, would derive 
from the individual therapy when such a therapy follows analytic 
lines of investigation and makes use of transference repetitions in 
the psychotherapist-patient relationship as well as the transference 
to other figures within the institution. By examining the transfer­
ence manifestations with the child patient, the therapist makes it 
possible for the conflictual areas of the child’s past to emerge, and 
both active and repressed conflicts which were formerly locked in 
characterological problems or mutually reinforcing pathology of 
child and parents, to dissolve into components that can be analyzed.

This is not to say that every piece of a child’s everyday life in the 
institution must be labeled transference. We are only addressing 
ourselves to certain forms of repetition which are clinically demon­
strable as transference, that is, tested by psychoanalytic criteria in 
the course of individual psychotherapy. While Freud addressed him­
self mainly to the psychotherapeutic transference (the revival of the 
repressed past in the analytic situation), he explicitly regarded trans­
ference as a manifestation of repression and the repetition compul­
sion, in which case, as he indicates in the passages that follow, the 
tendency to transfer is not confined to the psychotherapeutic situa­
tion alone.

Freud (1914) says: “we may say that the patient does not remem­
ber anything of what he has forgotten and repressed, but acts it 
out. He reproduces it not as a memory but as an action; he repeats 
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it, without, of course, knowing that he is repeating it. . . . We soon 
perceive that the transference is itself only a piece of repetition, and 
that the repetition is a transference of the forgotten past not only on 
to the doctor but also on to all the other aspects of the current situa­
tion. ... We may now ask what it is that he in fact repeats or acts out. 
The answer is that he repeats everything that has already made its 
way from the sources of the repressed into his manifest personality 
—his inhibitions and unserviceable attitudes and pathological char­
acter-traits. He also repeats all his symptoms in the course of the 
treatment” (p. 150f.).

In this report we present some material from the residential treat­
ment of an eleven-year-old boy in which we see that the forgotten 
past is relived and re-experienced in the transference to the psycho­
therapist and to other figures in the institutional setting. It is part of 
a larger study of the factor of transference in residential treatment 
of children which was initiated in 1963 by the authors. We will not 
attempt in this short essay to take up some of the complex theoretical 
problems in transference which have emerged from the larger study. 
These will be the subject of a future publication. For purposes of 
this presentation we feel able to say that our use of the term “trans­
ference”—embracing the repetition of the past in the psychother­
apist-patient relationship as well as repetitions with other therapeu­
tic staff in the hospital—appears to us to be consistent with psycho­
analytic usage.

Children’s Psychiatric Hospital

As a background for the problems and methods described in the 
illustrative case material we shall briefly describe the institutional 
setting and its structure.

Children’s Psychiatric Hospital is a training facility within the 
University of Michigan Medical Center. It operates an inpatient, 
outpatient, and day care facility serving the state of Michigan. The 
inpatient service is composed of three wards, each a separate unit 
housing sixteen to eighteen children, varying in age, sex, and pathol­
ogy, who are hospitalized for an average of one and a half years. Each 
ward is under the direct supervision of a head nurse, two staff nurses, 
and four or five child care workers during the day. There is com­
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parable staff coverage in the evening. A school and recreational pro­
gram involving additional specialized staff is conducted within the 
hospital.

The child care workers, who have the largest amount of individual 
contact with the children, are for the most part college students in 
their early twenties who are unfortunately too transient in their stay, 
averaging one year at the hospital. (Only one out of seven is a ca­
reer worker. They are high school graduates who average thirty-five 
years of age and have had about ten years of experience.) The child 
care staff begin with little or no formal experience dealing with chil­
dren. Their inservice training consists of supervision from the psy­
chiatric nurses and more experienced child care staff. In addition, 
they attend an ongoing orientation course in milieu management as 
well as regularly scheduled team meetings and case conferences on 
the ward. A large part of their understanding of individual psycho­
pathology is acquired through their informal individual contacts 
with therapists who have patients on the ward.

Each child has a primary therapeutic team composed of his psy­
chotherapist, a senior psychiatric staff supervisor who acts as a con­
sultant, the social caseworker who works with the child’s parents, a 
key child care person, a teacher, an occupational therapist, and a 
recreational therapist. While most of the psychotherapists are resi­
dent psychiatrists in their third or fourth year of training, senior 
staff members in psychiatry, psychology, and social work also func­
tion as psychotherapists. The therapist, who carries one to four in­
patients, is the captain of the team, and formulates, organizes, and 
coordinates goals and approaches.

The core of the program has been built around individual psy­
chotherapy which averages three sessions per week for each child. 
Casework treatment of the parents is typically on a once weekly basis 
conducted by the social worker. The children have regularly sched­
uled appointments with their therapists. The ward staff have con­
siderable overall authority in the handling of the child’s daily life as 
reflected in the setting up and management of certain requirements 
of social living on the ward, the child’s home base. Overall adminis­
trative policy is decided by the psychiatric director of the inpatient 
service and the nursing supervisor and their respective assistants on 
each ward. Although the therapist supports the realities of daily liv­
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ing as defined by the ward staff, he is also involved, as a member of 
the hospital staff, in modifications and redefinitions of policy and 
management problems in the total milieu on behalf of his patient.

The child is aware from the beginning of his treatment that his 
therapist and the rest of his staff need to communicate with each 
other in order to help him with his problems and help him get well. 
He is also aware that his therapist has considerable authority in mak­
ing certain decisions on his behalf such as home visits, community 
privileges for shopping, movies, etc., and that the decisions are made 
on his therapist’s estimate of his ability to cope with such experiences.

While this investment of authority in the psychotherapist must be 
taken into account in the transference relationship, it is our observa­
tion that it need not be an impediment to treatment—in fact, we can 
envision no better alternatives in light of the realities of hospital 
treatment of the child with severe ego disturbances. Since the psy­
chotherapist must have ultimate responsibility for all aspects of case 
management and has the advantage of the most intimate knowledge 
of the child on which to base such decisions, a tactical evasion of this 
issue would serve no therapeutic purpose. Further, the absence of 
candor would in itself be more detrimental to the therapeutic 
relationship.

In order to maintain the integrity of psychotherapy and of milieu 
therapy, daily communication between therapist and ward staff is 
required. This is achieved through a variety of means: each therapist 
makes daily ward rounds, to read the detailed notes by ward staff 
maintained around the clock and to be available for informal con­
sultation with ward staff. Scheduled team meetings or formal prog­
ress conferences for individual cases are held twice a week on each 
ward so that each child is formally presented in conference about 
every two months. In addition, there is a third ward conference each 
week which is an open discussion of policy and general clinical issues. 
Monthly meetings are held by the therapist with the evening staff, 
after the children are in bed. Informal, unscheduled team meetings 
are frequently set up by the therapists or any other member of the 
staff, as often as they are needed, especially during a difficult period 
in the child’s hospitalization. Finally, the therapists meet weekly 
with their supervisors for consultation and/or supervision.
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Excerpts from the Inpatient Treatment of an Eleven-year-old 
Boy

In order to illustrate some problems in communication between 
psychotherapists and milieu staff we have abstracted the treatment 
of eleven-year-old Tom, focusing on certain aspects of transference 
and the collaborative relationship between the therapist and the 
ward staff. Tom, in many respects, is a representative of the children 
with behavior problems admitted for inpatient treatment.

Tom was admitted to Children’s Psychiatric Hospital following 
numerous school exclusions. Typically, he ran around the classroom 
in a giddy fashion, crawled on the floor making animal noises, 
clowned exhibitionistically in a driven, joyless way, thereby pro­
voking his teacher until Tom was forcibly removed from the class­
room. In spite of above average intelligence he was unable to work 
or to learn. At home he had goaded his parents relentlessly, leading 
to beatings from his father. Tom’s impulsive, erratic behavior had 
exhausted his parents and the entire community. Frequently he dis­
appeared for hours and wandered around the streets of the city.

Psychiatric and psychological evaluations had demonstrated se­
rious defects in impulse control, shallow object relationships, tend­
encies toward withdrawal, isolation, and depression. It was noted 
that when Tom became flooded with anxiety, which occurred several 
times daily, there were periods of complete ego dissolution.

Almost as soon as Tom was admitted to the hospital he displayed 
the full repertory of his behavior. There was no “honeymoon pe­
riod” to give us an opportunity to establish a relationship with him 
and to employ this relationship in influencing his behavior. He was 
immediately defiant and provocative and upon learning the few 
simple rules governing ward life, he took pains to break all of them. 
There appeared to be little or no discrimination in his antagonism 
toward all adults. Tom viewed none of his behavior as a “problem.” 
When the therapist attempted to focus on the kind of difficulties 
which Tom was experiencing on the ward, he was indifferent or de­
fensive, exhibiting no remorse and certainly no evidence of “the ob­
serving part of the ego” which we consider indispensable in psycho­
therapy. Like most of our patients, he was not reflective, he was not 
concerned with causes, and he had almost no vocabulary for putting 
feelings into words. When he experienced something, he translated 
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it into action. The private sessions with a doctor with whom he was 
invited to find reasons for his behavior must have been one of the 
most extraordinary experiences of his life.

This need to transfer, almost indiscriminately, without regard for 
the objective characteristics of the persons in this new environment 
was certainly one of the first indications of the extent of the ego dis­
turbance in this child. There was a driven, urgent quality in his 
global acting out that we have seen in many of our borderline pa­
tients. It was as if an interior drama sought a theater and a cast of 
characters for interminable re-enactment.

During the first days the meaning of this behavior was a mystery. 
As long as we did not know its meaning, we were unable to handle it 
therapeutically and we could not effectively influence the behavior 
on the ward and in the classroom. Even our experienced ward staff 
found the antics of this child exhausting. The question was asked at 
a workshop at which this case was presented (we are paraphrasing 
the question now): “What sustained the staff during the period 
when Tom’s behavior made no sense and when there were no meas­
ures to bring about effective control?” As we thought about it, it 
struck us that the sense of alliance with the therapist was probably 
one of the strongest supports for the child care staff during this pe­
riod. The therapist and the staff of this ward had worked together 
as a team for some time. There had been successes in their collabora­
tive work together and reasonable confidence that once the meaning 
of the behavior was revealed there would be more effective means 
of bringing about some measure of control.

Soon we began to see certain patterns in Tom’s acting as they ap­
peared in therapeutic sessions and on the ward. The relentless goad­
ing and challenging were accompanied by mounting excitement; 
clearly he wanted to induce anger in the adults and was longing for 
punishment. There was, of course, no direct physical punishment 
from the staff. However, when Tom was out of control he was taken, 
often bodily, to the seclusion room until he calmed down. When the 
adults failed to provide gratification for Tom’s apparent wish for a 
beating, he turned to his peers. He needled and goaded the other 
boys into attacks upon him, and the longing to be beaten was finally 
gratified by several boys on the ward. All of this added its 
own weight to problems of management in a ward for severely dis­
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turbed boys. We were also attentive to Tom’s choice of partners in 
these invitations to attack. His partners were boys with strong homo­
sexual conflicts.

As the provocative behavior became manifest in therapeutic ses­
sions, the therapist began to draw Tom’s attention to the patterns. 
He pointed out to Tom how he seemed to use every means to try to 
bring about anger and punishment both in treatment sessions and 
on the ward and added that there must be some reason for it. Mean­
time, too, ward staff began to show Tom how he provoked the other 
boys into attacks upon him and to reinforce the current work in ther­
apy which was focused on isolating the behavior and helping the 
child to observe himself.

Gradually, in therapeutic sessions, Tom began to reveal in play 
his fear of attack and body injury and his longing for attack. In play 
acting Tom was in great danger of attack by men who were trying 
to capture him. There was much talk about doctors, about shots, 
about blood and death. And now for the first time, the therapist could 
begin to approach Tom on the basis of his fears. While listening sym­
pathetically to Tom’s fears of attack and injury, the therapist began 
to show Tom how his out-of-control behavior was connected with 
anxiety; when he became afraid and felt helpless, he lost control.

Within the next two weeks there were a number of occasions in 
which Tom himself began to see the connections between anxiety 
and acting out. On one occasion Tom created a disturbance in the 
classroom by clowning and running around the room, following 
which he was found hiding at the top of the hospital. He had climbed 
up and was hanging on to the screened grating atop the stairwell. 
When Tom talked with the therapist shortly afterward, he himself 
made the connection between fear of punishment and his flight to 
the highest part of the hospital. He was afraid that he would be put 
in the seclusion room, but guessed that the greatest fear might be of 
having nothing to do there—and as he spoke Tom’s hand went auto­
matically to his genitals.

In the therapeutic sessions that followed, the episode of the class­
room crisis and the flight to the top of the building were examined 
with Tom in some detail. From this material certain vital links with 
the past became available. Tom mentioned battles with his father
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over schoolwork. Tom’s father had forced him to stay in his room 
until his schoolwork was done. As threats of expulsion from school 
for erratic behavior and academic failure were renewed each year, 
school had become the theater for conflict between father and son. 
It was already known that the father’s rage had reduced him to acts 
of brutality against the child. Alone in his room, Tom told the ther­
apist, he could not face the schoolwork and his fear of his father’s 
rage would mount. There was one means of escape. By climbing out 
his window at home to the branches of a tree that overhung the roof, 
he could reach a low roof and jump down or shinny down the tree 
and take off. He would then lose himself in the city streets for hours 
or climb a nearby hill to hide and brood.

What was he afraid of if he stayed in the room? He didn’t know 
and the therapist suggest a “spanking.” (Spanking was a euphe­
mism for the father’s attacks upon Tom which were acknowledged by 
both parents to be beatings.) As the therapist uttered the word 
“spanking,” Tom had a look of near panic on his face and began to 
move away from the therapist. He ran to the window, and began to 
jab at the window with a pencil in a frenzied fashion.

It was in this way that Tom’s sadomasochistic relationship with 
his father came into the treatment. The fear of father’s beatings and 
later the excitement in being beaten were gradually brought into 
the treatment and eventually provided access to the homosexual 
conflicts which proved to be central to this child’s disturbance.

At this point, then, we obtained insight into one aspect of Tom’s 
impulsive acting. Through careful observation and reporting on the 
part of ward staff we were able to follow the narrative of the critical 
events. By pursuing the elements in the classroom drama and the 
flight to the top of the building in therapy we discovered the repeti­
tious features of this acting. The classroom disturbance led back to 
the conflicts with father over “doing the work.” Then followed panic 
and fear of punishment in close correspondence with the pattern at 
home, and finally the flight to the top of the building in which he re­
enacted the flight from father. We think that here for the first time 
when Tom made these links he began to understand that his appar­
ently irrational behavior had meaning, that something that couldn’t 
be put into words was translated into action. From this point on the 



180 J. F. McDermott, S. Fraiberg, S. I. Harrison

therapist was able to use Tom’s behavior as “a way of talking” and 
there was progressively more cooperation from Tom in searching out 
the meaning of his acting.

And now, too, as we began to understand the meaning of this im­
pulsive acting, we could share the diagnostic insight with the staff to j
provide them with the kind of understanding that could sustain 
them in dealing with an erratic child and to give them tools for work­
ing with the child in his periods of panic. Tom himself understood 
that not only the therapist but the ward staff were there to help him, 
that the therapist communicated with the ward staff in order to help 
them understand Tom, and that the staff talked to the therapist 
in order to give him a picture of Tom in his everyday life.

The therapist suggested to the staff that they could make use of 
the diagnostic information in preventing panic in Tom by spotting 
the moment when anxiety was about to trigger acting and encourag­
ing verbalization of anxiety. One of the nurses who had the most in­
fluence upon Tom (if anyone did in those days) now approached 
Tom directly and told him that when he got frightened after leaving 
the classroom or at any other time, he did not have to panic but he 
could come directly to any of the staff and ask for help. She told him 
that they all understood that he was scared at times and would try 
to help him. On the following day Tom came to Don, one of the at­
tendants, and told him that he was scared and that he had the feeling 
again of wanting to run off. Don then sat down with Tom and en­
couraged him to talk. And, of course, Tom did not act out.

In this sequence the ward staff and the therapist collaborated in 
the diagnostic process, sifting and organizing details of the child’s 
behavior until the data tell their own story. In the process of ex­
amining the child’s behavior the ward staff needed to be fully aware 
of the meaning of transference behavior even when they could not 
know what, in fact, the child was transferring. When we consider that 
the ward staff were also in the position of being the people who 
needed to manage this erratic behavior, we can fully appreciate the 
complexity of their job. It was not expected, of course, that the ward 
staff would behave with analytic remove and evenly hovering atten- »
tion when Tom began his antics. All that can be reasonably asked of 
a good person is that so far as possible he understand that when a 
child behaves as if an adult were a dangerous attacker when in fact 
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he is not, the child is repeating something from the past. And while 
he as one of the caretaking persons must handle this behavior, 
he must handle it in such a way that he does not reinforce the 
transference image; he must not become the dangerous person. If, 
in fact, the staff had allowed themselves to be seduced into the role 
of threatening and “dangerous” people, the therapist would not have 
been able to uncover the meaning of this erratic behavior and we 
would have been plagued with an interminable re-enactment of 
Tom’s internal drama or been impelled to “beat” Tom into sub­
mission.

In the sample cited the insight achieved in the therapeutic session 
was shared with staff and the staff was encouraged to make use of it 
in handling Tom in the moments of panic that initiated wild behav­
ior and flight. By getting Tom to verbalize his fears before the panic 
cycle began, they achieved a means of control that became increasing­
ly effective. There were no further episodes of “flights to the roof,” 
although this by no means ended Tom’s acting out in a variety of 
other ways.

Gradually during the first months of hospitalization we began to 
see a diminution of acting out and very significant changes in Tom’s 
communications to the therapist. Tom himself began to see that as 
he talked about his anxieties and communicated his fears through 
play, he found relief and acquired a means of control. Like so many 
children with severe conduct disorders, Tom feared his own loss of 
control. The feeling of disintegration, of “craziness” which accom­
panied these episodes was terrifying to him. At those moments, he 
later told the therapist, he had the feelings that he was “not Tom,” 
“somebody else,” and from his descriptions it was very clear that the 
child meant that there was a dissolution of the sense of identity. 
Many times the therapist reassured Tom that by working on the fear 
problems, the “not Tom” feelings would go away and he would keep 
himself together. Increasingly, Tom began to regard the therapist 
as an ally against danger. He needed him and he valued him. It was 
striking that later, even when Tom was sometimes hostile toward the 
therapist or terrified of his own homosexual feelings toward the ther­
apist, he never took flight from treatment to the extent that he al­
lowed the stability of the therapeutic alliance to be completely 
undermined.
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Yet for a long time the classroom remained the central theater 
of conflict. Even when Tom improved in other areas and became in­
creasingly accessible to all those who worked for him, special difficul­
ties persisted in school, which will be described in some detail. It 
was not only that Tom had selected the classroom as the focus of con­
flict long before we knew him. We felt that we did not have access to 
the classroom conflicts even in our hospital school because the trans­
ference aspects of this acting out remained obscured. Tom’s teacher 
was new to our staff. As an educator he had understandable ambi­
tions to educate. Even in a classroom of five severely disturbed boys, 
Tom distinguished himself as a provocateur, an agitator, and an in­
citer to chaos. If the teacher succeeded in getting these five disordered 
children to attend and to work on any aspect of the schoolwork, Tom 
could be depended upon to begin a cycle of acting that followed a 
predetermined course ending with the removal of Tom from the 
classroom. Over a period of months we pieced together the classroom 
pattern, and it looked something like this:

Typically, Tom would give his attention to work for fifteen minutes 
or half an hour. Then signs of restlessness and agitation would appear. 
He would begin girlish clowning or call out obscene words. His class­
mates, welcoming the diversion, offered him warm encouragement. 
The teacher would intervene with appropriate but futile remon­
strances or warnings which Tom ignored. At the point of no return 
the teacher would ask Tom to leave the class and return to the ward 
until he could quiet down. Tom would refuse to leave. The teacher 
would now approach Tom, intending to lead him firmly out of the 
room. Tom would drop to the floor and firmly wind himself around 
the leg of a piece of furniture so that he could not be moved. In a 
variation of this scene, he would sometimes crawl around on the 
floor, making animal noises or imitating stereotyped phrases of one 
of the autistic children of the ward. All of this brought vast apprecia­
tion from his four classmates, and the spectacle of the teacher trying 
to detach Tom from the furniture or elevate him from the floor 
added special entertainment for the classs. The final act of this class­
room performance was preordained. The teacher called for two male 
staff to come down and bring Tom back to the ward. It was clear 
from the mounting excitement of Tom that this was the climax he 
longed for. As the two staff approached him and each took an arm 
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to lead him off or carry him off he struggled, with mixed excitement 
and panic, then kicking and cursing, allowed himself to be taken out 
of the classroom.

The girlish clowning in the classroom, the obscene words, the in­
vitation for a struggle with a man, told us exactly what was being 
acted out in these scenes. Yet for several months we were helpless 
to bring about anything more than antiseptic interventions in these 
acting cycles. We knew that Tom found these scenes exciting, and 
the climax in which he needed to be carried off represented for him 
a homosexual surrender that was both longed for and dreaded. But 
the homosexual conflicts were not yet available to us in treatment 
and we knew that we needed to go slowly here because this was the 
dangerous territory for Tom, the area where the sexual conflicts and 
the ego disorder were united. The supreme danger was surrender in 
the ego sense as well as in the sexual sense. The danger of a psychotic 
break was always present in our thinking. Since we had to move with 
extreme care in this area and follow the child’s own leads in ex­
amining the homosexual conflicts, we could not handle the classroom 
acting by focusing on its homosexual content which, theoretically, 
would have diminished the acting.

We spent many hours together and with our ward staff and the 
teacher trying to find ways in which the classroom problem could be 
handled. We wanted to avoid the situation in which Tom would 
have to be removed from the classroom. We tried various approaches. 
The therapist suggested to Tom (with the consent of the teacher) 
that when he felt he was about to lose control, he simply ask to leave 
the classroom and return to the ward himself. The teacher tried to 
intervene earlier, at the first signs of agitation, to help Tom main­
tain control. But, for reasons that may already be apparent, Tom did 
not want to be prevented from pursuing this drama from the begin­
ning to the end. The pleasure gain was too great. In the absence of 
any effective intervention during this period, we could only handle 
the removal of Tom as antiseptically as possible. The therapist dis­
cussed with the teacher and with ward staff members the nature of 
Tom’s excitement. The staff was helped to see how Tom seemed to 
be seeking some kind of gratification in being held and in struggling 
and that at this time the most important contribution the staff could 
make to Tom’s treatment was handling Tom’s removal from the 
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classroom in ways that would not feed into his fantasies: by holding 
him only when necessary and through voice and manner getting 
across to Tom that nobody wanted to be a partner in such a situation. 
To a large measure the ward staff succeeded in communicating this 
message.

Meantime, the therapist dealt with the acting out in school by re­
peatedly bringing Tom’s attention to the provocative aspects of this 
acting and to his wish to be restrained. Without suggesting the homo­
sexual nature of the motive, the therapist focused on the gain aspects 
of this behavior and invited the child to join the therapist in trying 
to unravel why Tom needed to get himself into this situation again 
and again. When Tom provided good samples of his classroom antics 
in the therapeutic sessions, the therapist was able to bring Tom’s at­
tention to the sequence of events which led to acting.

Certain patterns began to emerge in therapeutic sessions. A fan­
tasy in which the therapist would attack Tom or kill him would be 
translated in a few moments to wild antics in the office and mounting 
excitement to see what the therapist would do. The therapist could 
then use this behavior to show Tom what he was doing in the class­
room; how he turned the exciting fantasy into acting with the ex­
pectation that somebody should restrain him. Sometimes the threads 
led back to the father and Tom’s fear of his father’s beatings. But the 
erotic component of the struggle with father was not readily acces­
sible. On several occasions, the therapist had made a mental note to 
himself that Tom appeared to have an erection just before the pe­
riod of acting, bringing the diagnostic picture into better focus. We 
hypothesized that the wild acting in the classroom was initiated by 
an erection and that the drama that ensued represented the enact­
ment of a masturbatory fantasy. Of course, none of this was com­
municated to Tom at this point.

As we were wondering to ourselves how we were to gain access to 
the homosexual conflicts that underlay the classroom disorder, Tom 
himself provided the means. As might be expected, he did it through 
acting. His classroom clowning was becoming more and more explic­
it. He would play the coy girl for the entertainment of his peers, 
swinging his hips, pulling his T-shirt down to his knees, patting his 
hair into place. And on more than one occasion as he was removed 
from the room by ward staff, he screeched in a high-pitched girlish 
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voice. Then, feigning surrender he waved a handkerchief toward his 
peers in a comic rendering of the scene of the abduction of the maid­
en. In variations of this scene he waved his handkerchief to his teach­
er and turned his buttocks to him in an exit gesture. The child care 
workers reported to the therapist that as Tom was brought out of the 
classroom on these occasions he was at a high pitch of excitement 
and showed signs of erection, not only of his penis but of his entire 
body.

It was now felt that the erotic component of this acting was explic­
it enough to invite handling in therapy. The therapist began to raise 
sober questions regarding “playing girl” on the ward, in school, in 
the therapeutic sessions. In order not to create intolerable anxiety, 
the therapist laid a careful groundwork in the treatment by pointing 
out to Tom that since he himself did not know why he did these 
things, the acting must be telling something that could not be put 
into words. Perhaps, the therapist suggested, it was a way of remem­
bering something that was frightening; and as Tom already knew, 
he sometimes tried to get rid of scary daydreams or memories by 
acting them over and over again. In telling Tom this, we did not 
know, of course, whether this referred to the acting out of a mas- 
turbatory fantasy or a memory of a seduction or both, or whether in 
fact the content was repressed. Tom was struck by this interpreta­
tion. Then gradually in the course of many sessions a story began to 
emerge.

Memories of his father’s beatings came back with details that 
added new dimensions. The details appeared in fragments over 
many sessions. Tom remembered with an ambiguous smile how, 
when he was small, he used to wiggle his hips in order to make his 
father miss with his belt. He remembered, too, that when he was 
sent to his room by his father he would dress up with a towel around 
his waist and another around his head, pretending to be dressed like 
his sister, his father’s favorite. When he was dressed like a girl, he 
felt safe from his father. And it was also fun, he acknowledged. Later 
he remembered being held between his father’s legs, struggling and 
wriggling, while his father beat his buttocks with a belt. These mem­
ories emerged with feelings of panic and barely contained erotic ex­
citement. But there was relief in the telling and Tom began to un­
derstand how even these most terrible and shameful memories could 
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be told to the therapist and that afterward he no longer needed to 
feel as helpless. Now the therapist could help Tom see how “playing 
girl” was a defense against certain dangers. And as “playing girl” 
brought forth its own even greater anxieties, the therapist was able 
to show Tom that there would be other ways and better ways of deal­
ing with his fears of attack.

As some of the seductive behavior began to come into therapeutic 
sessions and the signs of excitement were unmistakable, the therapist 
began to draw Tom’s attention to the pleasure aspects in playing 
girl as another problem that needed to be understood. In many months 
of work Tom was able to reveal more and more of his homosexual 
fantasies and fears and his dread of becoming a “queer.” Memories 
of homosexuals in a quarter of his hometown appeared. One distorted 
memory of an old man led us to suspect that Tom might, in fact, have 
experienced a homosexual seduction on at least one occasion. But 
when this material was traced in the course of treatment, the threads 
led back to the father again and we were left with uncertainty as to 
whether there had been an actual seduction or whether the memory 
of the old man was, in fact, a screen memory for the father who excited 
homosexual longings.

As the homosexual conflicts entered treatment and became acces­
sible to investigation, Tom’s acting began to diminish in the class­
room. There were longer periods of time in which Tom was not only 
manageable in the classroom but was making progress in his school­
work. But the relation to Mr. L., Tom’s teacher, was never completely 
free of feeling on both sides and it was not until later when Mr. L. 
left and Tom was transferred to another teacher that the symbol 
“teacher” no longer conjured up old ghosts. Then, for the first time 
in his life, Tom achieved a constructive positive relationship with a 
teacher and when conflicting feelings emerged he could be helped to 
see them as transference reactions. With this bridge to education, 
Tom began to take pleasure in learning and eventually made such 
rapid progress that he was transferred to a public school in the com­
munity during the third and last year of his stay in the hospital. That 
year, he achieved good grades and some distinction in his work in 
science. There were no episodes of acting out and his behavior was 
regarded as unexceptional and entirely normal by his teachers.
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In this sequence again we see that the collaborative work of thera­
pist and institutional staff provides extraordinary opportunities for 
the diagnostic assessment of transference behavior and the exploita­
tion of the transference in therapy. The examples show, too, that 
clinical neutrality is a very difficult condition to achieve in residen­
tial treatment. Nor can it be required. It seems to us that those child 
care personnel who understood something of the nature of trans­
ference had the means with which to manage their own reactions and 
thereby contribute greatly to our therapeutic work on behalf of Tom. 
The child care workers who knew that the child found excitement 
in his bizarre antics and who did not themselves play into the erotic 
cycle made it possible for us to show the child that he was transferring 
from the past. The teacher who, with the best will in the world, could 
not see the transference implications of this acting made it very diffi­
cult for the therapist to demonstrate to the child that his reactions to 
the teacher were transference reactions. And because the teacher had 
the double problem of teaching Tom as well as managing his be­
havior, he deserves our sympathy too. An experienced teacher in our 
hospital would probably have modified his educational objectives in 
certain ways and would not have taken Tom’s antics as a reflection 
upon himself.

Much of the success of Tom’s hospital treatment can be attributed 
to the flexible collaborative relationship between psychotherapist and 
child care staff. As we reviewed Tom’s voluminous record, we were im­
pressed by how many avenues were opened up in therapy through staff 
observations and sound clinical handling. When at one period Tom 
began a strange kind of midnight wandering and an elaborate spying 
on the night staff, this was reported to the therapist as clinical material 
by the staff. Exploration in psychotherapy revealed that Tom was con­
vinced that after the children went to bed, the male and female night 
staff engaged in secret sexual activities. When he accused certain staff 
members of sexual adventures, he was evidently put out by their atti­
tude of clinical remove in the face of such scandal. (As a commentary 
on the powerful nature of transference belief, it should be noted that 
during this same period Tom and several boys in his group were on a 
supervised nature walk in the local arboretum and while pursuing bo­
tanical specimens, they surprised a couple in coitus. This actual en­
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counter with coitus was reported by Tom with considerably less inter­
est than the concurrent sexual fantasies about the staff.)

The transference fantasies were handled by the therapist as “a way 
of telling us something”; something that Tom may have seen or 
heard that disturbed him. It was in this way that another part of the 
past was unfolded. Tom remembered with particular vividness a time 
when he had disturbed his parents at night. He did not observe coitus 
on that occasion, but clearly had interrupted a point in his parents’ 
lovemaking. His father, enraged, chased him out of the room. The 
father’s pajamas were open and Tom saw his erect penis which he 
remembered at first as “bloody” and then as “big and red.” Now we 
could put into place another piece of the puzzle.

The excitement and dread that Tom associated with the erect 
male penis led further into exploration of his homosexual fantasies 
and his passive identification with the woman. Fascination with the 
erect male penis came into the picture for considerable therapeutic 
scrutiny and cast light not only upon a crucial point in Tom’s homo­
sexual fixation but the meaning of some psychotic mechanisms which 
had eluded us in our earlier work soon after Tom’s admission to the 
hospital.

All of this derived from a piece of acting—the midnight prowling 
in the hospital which was handled by stafiE not just as a piece of mis­
chief but also as a clinical communication and a story that needed to 
be reported to the therapist.

Working closely with the therapist the staff acquired an attitude of 
clinical attention to minutiae. When Tom refused for weeks to tie 
his shoes or fasten his belt during the first months in the hospital, the 
stafiE at first tried to handle this realistically, quietly insisting that he 
dress himself like all the other boys. But soon the stafiE began to sense 
something else beyond this apparent negligence. Tom became anxious 
when he tied his shoes and he behaved as if wearing a belt was a form 
of torture. Again the staff urged Tom to take this up with his doctor as 
“a problem” and temporarily relaxed their insistence upon con­
formity.

As this material came into psychotherapy, it led into the most ex­
traordinary and unexpected paths: Tom’s fantasy was that tying his 
shoes and fastening his belt “cut off circulation” and would make his 
body numb. This led him in turn to another dread. We knew from 
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the history and from observations during the first months of hospital­
ization that for a long time Tom had a curious writing inhibition 
in the classroom and would avoid any exercises that required writing. 
He told his therapist that writing made his hand “numb” and that 
when his hand became numb he felt as if it had gone dead. Numbness, 
deadness, panic at loss of sensation now crowded into the therapeutic 
picture and led in the course of weeks into the ultimate horror—the 
fear of loss of sensation in the penis, the fear that the penis would “go 
dead.” (This was, of course, a basis for his compulsive masturbation— 
the need to revive the dead penis and reassure himself.) It also spoke 
eloquently for a more profound dread, we knew, the fear of the death 
of ego functioning itself. When the fear of the “dead feelings” was 
explored during this period in relation to the penis, the handwriting, 
the shoe tying, the belt fastening, we saw an impressive sympto­
matic improvement. The shoes were tied and the belt fastened as a 
matter of course. But much more important, Tom began to complete 
written work in the classroom for the first time in his school history 
and writing dropped out as a problem thereafter.

In this kind of collaborative work between the therapist and child 
care staff, the problem of confidentiality must receive sober consider­
ation. We know that respect for confidential communications is as 
important for the work of child therapy as work with the adult. The 
kind of sharing of information which we employ entails certain risks 
even when the child himself understands the reasons for communica­
tion between therapist and staff. The child can tolerate this kind of 
sharing only when he himself experiences the benefits of his therapist 
and staff working together. Tom, for example, understood very well 
that when the ward staff understood the kind of anxiety that pre­
cipitated his wild acting out, they could help him with his anxiety at 
critical moments. But there are times when the child may feel that 
certain kinds of information should not be transmitted to others from 
the therapeutic sessions. And he may be right. The following example 
from Tom’s case is illuminating in this respect:

There was a period in Tom’s treatment when much of his homo­
sexual longing and dread centered on Charles, a Negro child care 
worker. He was afraid of Charles and had disturbing thoughts that 
Charles would like to kill him. He had fantasies that Charles would 
come into his room at night and stab him or “change skins” with him. 
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During this period, Tom had difficulty in falling asleep. Charles, 
sensing the fear and hostility in Tom, tried to “make friends’’ with 
Tom in order to dissipate some of the irrational hatred the child 
directed toward him. And, of course, the friendliness of Charles only 
created more anxiety on Tom’s part. As the feelings toward Charles 
came into psychotherapy and were linked to other material in the 
therapeutic transference, Tom began to see how fear of Charles was 
connected with his own homosexual fantasies and with some dimly 
remembered past experiences with Negroes in the days when he wan­
dered around the city streets and found excitement in the Negro quar­
ter of the city.

Now, almost abruptly, Tom closed off further exploration of his 
feelings toward Charles and toward Negroes. Was it his fear of the 
homosexual transference in therapy? Was it the fear of remembering 
a homosexual experience in the past? We could not be certain and 
waited to see what forms this resistance would take. Soon we began to 
see a pattern. For the first time in Tom’s hospitalization, he began to 
complain that he could not trust the therapist. He complained that the 
therapist was in league with the staff against him. He began to prowl 
around the door of the conference room when he knew that the thera­
pist and staff were having their regular meetings. He claimed that he 
overheard the therapist talking with the ward staff about sex and 
that now everyone on the ward was looking for sex play whenever 
Tom was horsing around with other boys.

Apart from the transference implications in the fantasy of the 
therapist “plotting against” the patient, we felt that Tom had a legiti­
mate grievance. We had begun to explore in therapy some very pain­
ful material in the area of homosexual conflict. Shameful memories 
had begun to emerge and there were self-accusations “you are a queer.” 
It is painful enough to talk of such things in the privacy of therapeutic 
sessions. If one knew that such shameful things had to be communi­
cated to the entire ward staff, including Charles, perhaps, why should 
one speak of these things at all?

At this point the therapist did two things. First he presented the 
problem to the ward staff in general terms. He explained that Tom 
was working on some very difficult problems in therapy, problems 
generally in the sexual area, and that Tom appeared to be afraid to 
have others know about them, even the staff who had been trusted 
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with all kinds of confidential information. The therapist frankly con­
fided his dilemma to the staff and asked their advice. The staff imme­
diately expressed sympathy for Tom. After all, who would want to dis­
cuss embarrassing sexual thoughts or experiences if everyone in the 
hospital were listening in? They suggested that Tom be given assur­
ance of confidentiality for certain information.

Now the therapist asked Tom if he felt that he could trust the thera­
pist if something very private came up not to discuss it with others. 
Tom said that he could and that he had been worried that his hatred 
for Negroes would be communicated to the ward and that this would 
make life harder for him there. Subsequently, the flow of material 
resumed, and acting out diminished. No complications were noted 
in the triangular communication between the therapist, patient, and 
staff. It was our impression that such complications occur only when 
staff are told arbitrarily that certain information is withheld be­
cause it is part of the doctor-patient relationship and is excluded with­
out staff understanding of the reasons.

Conclusion

These fragments from the hospital treatment of Tom do not in 
themselves tell the story of Tom’s treatment. (A detailed report of 
the therapy is planned for another publication.) We should mention, 
however, that Tom’s hospital treatment was brought to a successful 
conclusion toward the end of the third year. During the last year of 
hospitalization when Tom was fourteen years old, he was attending a 
public high school and, as already mentioned, his schoolwork was 
regarded as very good (he was functioning at the top of his high aver­
age capacity) and his classroom behavior was unexceptional. The 
homosexual conflicts seemed to have achieved favorable resolution in 
therapy and Tom demonstrated at fourteen a healthy interest in girls 
and an appreciation of his own masculinity. In all areas of ego func­
tioning there were significant changes, but most important of all were 
those seen in the capacity for human attachments. This child, who 
had only mourned his dog when he first entered our hospital, made 
his farewells to the therapist and certain staff members with tears in 
his eyes and he was not ashamed of his tears.

Tom, we reflect, could never have been treated on an outpatient 
basis. We are also convinced that we could never have obtained 
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access to the conflictual material that underlay this grave ego distur­
bance if we did not have in our hands the transference potential of the 
institution. Through the collaborative work of therapist and ward 
staff that we have described above, we found the paths that led from 
the present to the past; and as we saw how memories were revived and 
transformed into bizarre actions, we were able to construct a thera­
peutic approach along analytic lines in which the analysis of the trans­
ference led the way.
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UTILIZATION OF TRANSFERENCE BEHAVIOR IN

RESIDENTIAL TREATMENT OF THE CHILD

John F. McDermott, M. D., Seims Fraiberg- and Saul I. Harrison, Me D

A unique therapeutic condition of residential psychiatric 

treatment lief; in the transference potential which the institution 

provides. The child who is separated froia his family and from the 

original partners in conflict will re-experience and re-enact these 

conflicts within the institution. As the* conflicts emerge in the 

new setting, the child tends to seek trziasference figures within 

the institution, to repeat the old conflicts with the new figures 

and to relive the past with this new cast of characters.

la our intensive study of certain cases within our own hospital 

we have seen how the recorded events of the daily life of a child 

la residence can be constructed as a narrative; if they are read 

carefully, with meticulous attention to detail, they reveal the 

Metory of ah- disorder, the major eunfllctual figures in the ill- 

nass, and the specific meaning of pathologies! behavior and defense.

In these respects, the transference behavior of the child toward 

institutional figures as well as to tfie therapist provides a diag­

nostic key to the disorder and : gins and the instrument for
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effecting change in the personality through insight and corrective 

emotional experience- In order to utilize the full therapeutic 

potential of the milieu, the psychotherapist, the child-care workers 

and other specialists who constitute the child’s milieu team must 

collaborate closely in the exchange of daily clinical observations 

and in the development of mutually reinforcing therapeutic methods. 

This is not to say, that the child-care worker or the teacher act 

as psychotherapists in our setting. The responsibility for the 

conduct of the child’s therapy remains with his individual thera­

pist, but in all those ways in which child-care and educational 

personnel support and reinforce the therapeutic aims for each childs 

they are regarded as collaborators and members of the clinical team-

Xn this paper we will present some brief case illustrations 

which describe our clinical team approach and some of the typical 

problems which arise in the effective utilization of this approach•

Historleal 3ackground

A number of writers have comniented on the place of psychother­

apy within a residential center- The literature shows a considerable 

diversity of opinion on the subject which is, in itself, a healthy 

and fertile condition in a field that is still new and must engage 

in experimentation♦

Moshpits (1962) reviews the history of the early residential 

centers when psychotherapy was secret and special, different and 

apart from the milieu. The residence held onto the youngster while 

they were in therapy in such a way as to promote the course of 

therapy. Benign, common sense handling by staff was all that was 

asked, Eobinson 1947; July, 1947) recossaetided that the
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problems of psychotherapy be removed somewhat frora the practical 

realities, involvements» and consequences of the childly daily 

behavior* He also commented on the dilution of psychotherapeutic 

effectiveness if the child invested his main interests and drive 

in vicarious achievement, as for example in school or in outside 

group activities, and if managing problem behaviors in the daily 

living experience beease the main focus o£ attentions

On the other hand, Bed! (1957) emphasises the problems of 

utilising psychiatric interview techniques with ’’children who 

hate J* He feels that a certain minimum of ego functioning is a 

prerequisite, as well as the readiness of the child to relate at 

all* He felt that the volume of restlessness and aggression and 

amount of excitement those youngsters produce, forces the therapist 

into acts of. interference. Thus the therapist either becomes per­

sonally entangled in the child58 pathology and his war with the ' 

world around him, or la put safely where be can do no harms into 

the role of the. “friend without influence «$$ Red! described a new 

design for treatment for these children who are so skilled at pro* 

ducing a never-ending chain of symbolic substitute figures in life 

situations* In addition, he felt that in an open treatment setting, 

when treatmant begins to take hold, the spillover into the life 

space of the child will be so great that no ordinary arrangements 

can be expected to take care of it<.

Set—lheim £19iSs also utilises a fusion of psychotherapy and 

milieu therapy in one processv He speaks of a continuously main* 

ttiined one-to-one relationship within a therapeutic milieu^ His 

milieu psychotherapy transposes features of individual psychotherapy 



(recapitulating the illness within the benign setting of the psycho* 

therapeutic relationship) to a general milieu function s He feels 

that insight can thus be translated into uninterrupted action over 

twenty-four hours a day.

The issues involved in handling multiple transference reaction 

in severely disturbed children were discussed with clarity by August 

Mchom (1935), He said that the worker must ac rd the child 

in such a way as to prevent a repetition with the worker of the 

situation with the parents which led to the conflict. In psycho* 

analysis5 an the other hand, he noted that it was of greatest im­

portance to let this situation repeat itself, (However, Aichom 

was referring to the neurotic child with dissocial features only; 

for the delinquent acting out child he suggested taking the child's 

side in order to get a positive transference.”) Lourie (1952) 

states that the disturbed child sees every adult id some distorted 

fashion derived from attitudes toward his parents and that this is 

a©t only inevitable but desirable in the residence. He feels that 

the child cannot be successfully treated if he is insulated from 

the disturbing aspects of his interpersonal relations.

More recently, Alt (1960) discusses the therapeutic problems 

involved in childrens transfer to the institution itself”, pro­

jected onto many different figures within it. Me recommends that 

those elements of relationships with other adults must be brought 

into the interview situation rather than concentrating on those 

with the therapist alone. Thus he feels that environmental treat* 

meat and psychotherapy must be untried in a total treatment approach.
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Children1 a Psychiatric Hospital

As a background for the problems and methods described in the 

illustrative material that follows we will briefly describe the in* 

sfcitutional setting and its structure«

Children?s Psychiatric Hospital is a training facility within 

the University of Michigan Medical Center# It operates an in-patient, 

out-patient, and day care facility serving the state of Michigan# 

The in-patient service is composed of three wards, each a separate 

emit housing, sixteen to eighteen children, varying in age, sex and 

pathology. who ere hospitalized for an average of one and one-half 

years» Each ward is under the direct supervision of a head nurse, 

two staff nurses and four or five child-care workers during the day» 

There is comparable staff coverage in the evening# A school and 

recreational program is conducted within the hospital#

Each child has a primary therapeutic teas composed of his 

psychotherapist, a senior psychiatric staff supervisor who acts as 

a consultant, the social caseworker who works with the chlldf s 

parents, a key child-care person, a- teacher, occupational therapist 

and recreational therapist# Ivhile most of the psychotherapists are 

resident psychiatrists in their third or fourth year of training, 

senior staff metabeirs in psychiatry, psychology and social work also 

function as psychotherapists» The therapist, who carries one to 

four in-patients is the captain of th® team, and formulates, organ* 

izes and coordinates goals and approaches#

The core of our program has been built around individual psy­

chotherapy with an average of three sessions per week for each 

child, and. casework fcre&teeat of the parents on a once weekly basis
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conducted by the caseworker. The children have regularly scheduled 

appointments with their therapistse Ward staff have considerable 

over-all authority in the handling of the child's daily life and 

in setting up and managing certain requirements of social living 

on the ward. Over-all administrative policy is decided by the 

nursing supervisor, in-patient director and their assistants, The 

therapist supports the realities of daily living as handled by ward 

staff, but he is also involved in modifications and redefinitions 

of policy and management problems on behalf of his patient and the 

therapeutic requirements of the case*

The child is aware from tne beginning of his treatment that 

hrs therapist and his ward staff need to cqsimysnicate with esch 

other in order to help him with his problems and help him get well. 

He is also aware that his therapist has considerable authority in 

ma^vng certain decisions on his behalf such as home visits, commun­

ity privileges for shopping, movie-going, etc.. and that the decisions 

are made on his therapists* estimate of h. ndle such

e2q^erl6nees« And while this investment of authority in the therapist 

must be taken into account in the transference relationship^ we have 

learned that it need not he an impediment to treatment and in fact, 

we can envision no better alternatives when we consider the realities 

o.h aospital treatment of the child with severe ego disturbances. 

Since the therapist must have ultimate responsibility for all aspects 

case management and has the most intimate knowledge of the child 

ozi which to base certain decisions, a tactical evasion of this 

issue would serve no therapeutic purpose and absence of candor would, 

in itself, be sore detrimental to the therapeutic relationship*

In order to maintain the integrity of psychotherapy and milieu
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therapy, daily communication between therapist and ward staff is 

required. This is achieved through a variety of meanss each thera­

pist makes daily ward rounds, to read the detailed notes by ward 

staff maintained around the clock and to be available for informal 

consultation with ward staff, Scheduled team meetings or formal 

progress conferences are scheduled every one to two months for the 

day staff and monthly meetings are held by the therapist with the 

evening staff, Informal, unscheduled team meetings are frequently 

set up by the therapists or any other msmbei: of the staff, as often 

ad they are needed, especially during difficult periods in the 

childfs hospitalisation. Finally, the therapists meet with their 

supervisors once e. for esse consul tat ion,

th®. XiCTatient.Tree;.an.B'Uygn.Tear Old goy 

We have drswu a group of problems from the treatment.of eleven 

old »«di* ti-s sassins eertein ‘"aspects of transference behavior 

and the collaborstivs relati . therapist and the

ward staff,. Tom, is in many respects a fairly representative case 

amoxig children admitted for in-patient treatment,

: hospital following numerous school, 

ally he ran around the classroom in giddy fashion, 

or era®?led on the floor making animal noises. He clowned exhibi* 

truistically in a driven^ joyless way, and goaded his teacher • 

fssclhly ■ -7-7-...- :____

average intelligence he was unable to work or to learn, At home 

,yO$tisot lixs parents relentlessly, ssid provoked beatings from his 

----- shaustsd his parents 

t::c * y he disappeared for hours and



wandered around the streets of the city. Psychiatric and psycho* 

logical evaluations had demonstrated serious defects in impulse 

control, shallow object relationships, tendencies toward withdrawal, 

isolation and depress ion, It was noted that when Torn became 

flooded with anxiety (which happened several times daily) there

periods o£ cotsslete: ego dissolutions

Almost as soon as Tom was admitted to the hospital he displayed 

the full repertory of his behavior, There was no ’'hoiieymoon period” 

to give ua an opportunity to establish a relationship with him and 

to employ this relationship in influencing his behavior., He was 

immediately defiant and provocative and upon learning the few simple 

rules which govern ward life, he took pains to break all of them* 

Thavs spaced to be little or no discrimination in his antagonism 

aj,l aduxtsp i?-cr ditl ne sg-s ssy of his behavior as a $,probw. 

lesu” When the therapist attempted to focus on the kinds of diffi­

culties which Tom was experiencing on the ward he was indifferent 

or defensive but there wars. no remorse and certainly no evidence of 

3lthe observing part of the ego” which we consider indispensable in 

psychotherapy. Like most of our patients, he was not reflective, 

he was not concerned with causes, and he had almost no vocabulary 

for putting feelings into words. When he experienced something he 

translated xt into an action, and the private sessions with a doctor 

witx sShcs was dsvitznd to fled, r^sons^for his behavior must have 

been one of the most extraordinary

This need to transfer., hlixost indiscriminately, without regard 

tor the .objective cbarjX^teristiQS' c parsons in this new envi— 

ron5B*2nc t-ras csrtainiy one of the first, indications of the extent



of the ego disturbance in this child. Thera was a driven$ urgent 

quality in his global acting out that ve haw seen ir many of our 

borderline patients» Xt was as if an interior drama sought 3 theater 

and a east of characters for interminable reenactioeat»

But during the first days we did not yet know the meaning of 

this benavior» As long as we did net know its meaning we'were not 

able to handle it therapeutically and we coiild not effectively in* 

fluence the behavior on the ward and in tho classroom« Even our

>f this child exhausting.#

BSwted (w ura paraphrasing the question now) ,$What sustained the 

staff during the period when Tow’s behavior made no sense end when 

there were no measures is bring about effective control?”# As 

thought about it, it struc t sense a£ alliance with the

therapist was probably one of the strongest . ;:n during this 

period# The therapist and the staff of this ward had worked fcoget« 

her as a team for sosss tiM* There had been successes in their 

collaborative worn together sue reasonabi,^ confidence that once 

the meaning of the behavior was revealed there would'be more effec» 

tive means of bringing about some measure of control#

Soon we iscgsa to see certain patterns in Tom* 3 acting as they 

r'.Ti therapeutic sessions and on the ward. The relentless 

goading and challenging was acco^artied by mounting exciteniessti

he wanted to induce angax i$i the -adults and was longing for 

punislmsnt.a* There was3 of course, no p -.;,xc-

3i.aff ano when. 5.Tom was out of control 2ic w&s to xhc seclusion 



gratification Tom turned to his peers# He needled, and goaded the 

other boys into attacks upon him# and- the longing to be beaten vras 

finally gratified by several hoys on his ward. All o£ this added 

its own weight to problems of management in a ward for severely 

disturbed boys, We were also attentive to Tours choice of partners 

in these invitations to attack# His partners were boys with strong 

homosexual conflicts.

As the provocative behavior manifested itself in therapeutic 

sessions, the therapist began to draw Tom’s attention to the pat* 

terns# He pointed out to To® how he seemed to use every means to 

try to bring abovZ anger and punishment both In treatment sessions 

and on the ward and that there must be some reason for it» Mean* 

tizae, too# ward staff began, to show Tom how he provoked the other 

bays into attach ft upon him and to reinforce the current work in 

therapy which wan focused on isolating the • •;■-

the child to observe himself#

Gradually? in therapeutic sees ions, To® began to reveal in play 

his fear of attack and body injury and his longing for attack, In 

play actino To® was in great danger of attack by men who were trying 

to captv,*;e him# There was much talk about doctors, about shots, 

about blood and death# And nw for the first time, the therapist 

coif/d begin to approach Tom on the basis of his fears. While 

.'.ydtesing sympathetically to Tom/’s fears of attack and injury, the 

therapist began to show Tom how his out-of-control behavior was 

connected with anxiety, that when he became afraid and felt helpless 

ho lost control#

Within the next two weeks there were a number of occasions in 

which Tom, himelf, l^egan to see the connections between axixiety
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and.acting out. On one occasion Tom created a ci:; 

classroom, clowning and running around the room, then was found 

hiding at the top of the hospital, He had climbed up and was hanging 

on to the screened grating atop the stairwell. When Tom talked with 

the therapist shortly afterwards, he# himself# made the connection 

between fear of punishment and his flight to the highest part of 

the hospital. He was afraid that he would be put in the seclusion 

room, afraid# he guessed, of having nothing to do there « and as he 

spoke Tom* a hand went automatically to hie genital*

In the therapeutic sessions that followed# the episode of the 

classroom crisis and the flight to tide top of the building were ex* 

amined with Tom in some detail* Frost this material we began to 

shraln certain vital'-links with ths past. Tom began to talk about 

battles with hi# father over school work# At home# Tom*s father 

forced, him to stay in his room until Ms school work was done® And 

as threats of expulsion from school for erratic behavior md academic 

failure were renewed each year, school had become the theater for 

conflict between father and son» The father's rage# we already 

knew# had reduced him to acts of brutality against the childe Alone 

in his room, Tom told the therapist # he could not face the school 

work and he would begin to fear his father’s rage. There was one 

means of escape* By climbing out his window at home to the branches 

of a tree that overhung the. roof# he could reach a low roof and j-urtp 

down or shinay do«n tbs tree and take off. would then lose him** 

self i*- city streets for- hours#

Bhat was he afraid of if lie -stayed in th® room? He could not 

tell the therapist and the therapist suggested a 41 spanking?11»
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(Spanking, -was a -euphemism for the father's attacks upon Torn, which 

were acknowledged by both parent to be beatings.) As the therapist 

uttered the word nspanking,t Tom had a look of near panic on his 

face and began to move away from the therapist* He ran to the 

window> and began to jab at the window with a pencil in a frensied 

fashion*

It was in this uay that Tom's sado*masooMstic relationship 

with his father came into the treatment* The fear of father? s 

beatings, and later the excitement in being beaten were gradually 

brought into the treatment and eventually provided access to the 

homosexual conflicts which were central to this child^s disturbance.

At tills point, then^we obtained insight into one' aspect of Tom’s 

impulsive acting. Through careful observation and reporting on the 

part of ward staff we were able to follow the narrative of the 

critical events. By pursuing the elements in the classrocsa drama 

and the flight to the top pf the building in therapy w discovered 

the repetitious features nf this acting. The classyoosb dls^irbenee 

led back to the eonflieta with father over i$doing the work.” Then 

followed panic and fear of punishments in close correspondence with 

the pattern at heme, anil finally the flight to- the top ox the build* 

lag in which he reenacted the flight from father. W k,#:O-5.sK *.ta-S> i*S&4S 

for the first, tisae, when Toei $ - ? r - ■

that his sppa're'fifcly irrational behavior h-ad safraing, chat southing 

that' c<mlds!$t be put into words was ti'anslated into action- ^rcma 

this point on the therapist was able to use To$a*s behavior as $ia 

way of talking” and thsre was progressively note cooperation from 

Tcxa in searching out fcbe seaniag of his seeing.
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And now, too, &s we began to understand the meaning of this 

impulsive acting, we could share the diagnostic insight with the 

staff and. provide them with the kind of understanding that could 

sustain them in dealing with an erratic child cad give them tools 

for working with the child in his periods of panic. Toxa, himself, 

tssderstood that not only the therapist but the ward staff we're timers 

to help him and that the therapist communicated with the ward staff 

in order to help them understand Tom, and that the staff talked to 

the therapist to give him a picture ax Tom in his everyday life.

The therapist now suggested in his tweeting with the staff that 

they could make use of the diagnostic information in preventing 

panic In Tom, by spotting the Exraient when anxiety was about to 

trigger acting and encourage verbalisation of anxiety. One of the 

nurses who had the most influence upon Tom (if; anyone did in those 

days) now approached Tom directly and told him that when he g^t 

frightened after leaving tie classroom or at any other time, he 

did not have to panic, but be could come directly to any of the 

staff members aad ask for help, She told him that they all under* 

stood that he was scared ufc times and would try to help him» On 

the following day, Tom c</.te to Son, one of the attendants and told 

h$m that he was seared snd that he had the feeling again of wanting 

to run off» Don then sat down with Tom ^xd encouraged him to talAc. 

And, of course, Tom did lot act out*

In this se^u^ce, thh ward staff - 

in the diagnostic proces?,, sifting and organising details of the 

child$a behavior until the dal 

cess of examining the e/.:.'



14 *

be fully aware of the meaning of transference behavior even when 

they could net know what, in fact, the child was transferring* When 

we consider that the ward staff were also in the position of being the 

people who needed to manage thia erratic behavior, we can fully ap-

■ predate the complexity of thdr job, it was not expected, of 

course, that the ward.staff should behave with analytic remove and 

evenly hovering attention whan Tom began his antics, All that can 

be reasonably asked of a goad person is that so far as possible he 

understand that when a child behaves as if an adult were a danger* 

ous attacker when in fact he is not, that the child io repeating 

something from the past, And while he as one of the care*taking 

persons, must handle this behaviors he must handle it in such a way 

thse dl52s ™ re-inforye the f . . . rence image* he must not be- 

ecHce the- dangerous person. If, in fact, the staff had allowed 

themselves to be seduced into the role of threatening and 6?dan- 

gerc»v,g. , people, the therapist would not have been able fcc uncover 

the Hieaning of this erratic behavior and we would have had inter- 

E5.nc.Hc reenactment c; Tom*s internal drama.

Xn the sample cited, the insight achieved in the therapeutic 
•session was shared W.h staff and ake

-■ it fit handling in the moments of panic that initiated 

wild , arballse his fears

panic cycle began, they now had a means of control that 

bec^Ka increasingly effective. There were no £wct 

. flights to the roof,M although this by no means ended Tone's acting 

ii a variety of other ways,

,.,-^UiAxly, <mriT*5-. first months of hospitalfs-ation, we



• 15 *

began to see a diminution of acting out and very significant changes 

in Tom’s communications to the therapist. Tom, himself, began to 

see that as he talked about his anxieties and communicated his fears 

through play, he found relief and acquired a means ox control, 

hike many children with severe conduct disorders, he feared his own 

loss of control5 the feeling of disintegration., of t,r.r^l,£eGsts which 

accompanied these episodes was terrj i lose moments,

he later told the therapist, he had feelings ehat he was "not Torn11, 

6-somebody else" and from his descriptions it was very clear that 

the child meant that there was a dissolution of the sense of identity.

ty times, the therapist reassured Tom t / y working on the fear 

problems the "not Tom" feelings would go awey and he would keep 

himself together. Tom, himself, began to regard the therapist as 

m ally against danger. He needed hriun and he valued him. It was 

striking that later* even when Tom was sometimeu hostile toward the 

therapist or feared his own homosexual feelings toward the there* 

£Ut, he never took flight from treatment and nnver allowed the 

stability of the ' X77. ' =;~ t'-'rdu "v ":v. f$ -?id

Yet, for a long time, the classroom remained the theater of 

conflict even when Tom improved in other areas and became increas* 

iugly accessible to all those who worked for hi®. Ard here we had 

spacial difficulties, which we should describe in sore detail. Xt 

w^s not only that Tom had selected the classroom as the focus of 

conflict 'long before we knew hiiu We felt that we did not have 

access to the classroom conflicts even in our hospital school be­

cause the transference aspects of this, acting out were obscure 

Tomfs teacher was new to our school. As an educator he had under* 
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staedable ambitions to educate, Even in a classroom of five severely 

disturbed boys, Tom distinguished himself as a provocateur3 an agi­

tator and an inciter to chaos, If the teacher succeeded in getting 

these five disordered children to attend and. to work on any aspect 

of the school work, he could depend upon Tam to begin the cycle of 

acting that followed a predetermined course and caded with the re* 

moval of Tom from the classroom, Over a period of months we pieced 

together the classroom pattern6 and it looked souething like this;

Typically, Tom would give his attention to work for fifteen 

minutes or a half hour, but sometimes longer» Then signs of rest" 

lessness and agitation would appear- Ha would begin girlish clowning 

ox” calling out obscene words. His classmates, welcoming the diver- 

sion, offered him warn encouragement, The teacher would now inter­

vene with futile remonstrances or warnings which Toxa ignored. At 

the point of no return, the teachar would ask Tom to leave the class 

sni return to the ward until he could quiet down, Tom refused to 

le&ve, The teacher would now approach Tom, intending to firmly 

lead him out of the room- Tom would drop to the. floor and firmly 

wind himself around the lag of a piece of furniture so that he could 

not be moved, In variations of this scene, he would sometimes crawl 

arc-imd on the floor, making animal noises or imitating the stereo* 

phraser ox ecs- cr the autistic children of the ward- All of 

this brought vast appreciation from the four other class member^ 

aaad the spectacle of the teacher trying to detach Tam from the furni­

ture or elevate him from the floor added its own entertainment for 

the class. The final act of this classroom performance was pre* 

orsnineo, The teacher called for two ward staff members to cose 
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down and bring Tom back to the ward, It was clear from the mounting 

excitement of Tom, that this wan the climax he longed for. As the 

two attendants approached him and each took an arm to lead him off 

or carry him off he struggled. with mixed excitement and panic, 

then kicking and cursing, al7owed himself to be taken out of the 

room#

The girlish clowning tn the classroom, the obscene words, the 

invitation for a struggle with a man, told ua exactly what was 

buing acted out in thes# scenes« Yet, for several months, we were 

helpless to bring abo7- anything more than antiseptic interventions 

in these acting cycles* We knew that Tom found these scenes exciting 

end the climax in #aich he needed to be carried off represented for 

him a homosexual surrender that was both longed for end dreaded» 

But tee homosey3al conflicts wm?e not yet available to us in treat* 

meat and we View that w needed to go slowly here because this was 

the dangerr/is territory for Tou$ the area where the sexual conflicts 

d the e/> disorder were united» The danger was surrender in the 

c ,o sen^i as well as in the sexual sense. The danger of a psychotic 

ak *as always present In our thinking, Since i-.a >■-. /q 

e>;tr»^e care in this area and follow the childfs own leads in exasn» 

the homosexual conflicts, we could not handle the classroom 

net-ng by focusing on its homosexual content which, theoretically, 

werld have dimirtlshed the acting.

. He spent many hours together and with our staff and the teacher 

t lying to find wa)-*s in which the classroom problem could be handled. 

*)e did not want .the situation in which Tom would have to be removed 

from the classrooms. We tried various approaches. Tlxe then
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suggested to Tom (with the consent of the teacher) that when he 

felt he was about to lose control he simply ask to leave the 

classroom and return to the ward himself, The teacher tried to 

intervene earlier, at the first signs of: agitation, to help Tom 

keep under control. But, for reasons that may already be apparentf 

Ton did not want to be prevented from pursuing this drama from the 

beginning to the end* The pleasure gain was too great* In the 

absence of any effective intervention during this period, we could 

only handle the removal of Tom as antiseptically as possible. The 

therapist discussed with the teacher and with ward staff members the 

escitomant .that everyone was aware of in Tom* The staff was helped 

to see how '.tea seemed to be seeking some kind of gratification in 

being held and in struggling and that at this time the most impor­

tant contribution the staff could n.ake to TomTs treatment was handling 

Tosrs removal from the classroom in ways that would not feed him 

x:;L-: bis fantasies^ that is,holding him only when necessary and 

th; ugh voice tsd manner getting across to Tom that nobody wanted 

to tu a partner in such a situation, To a large measure the ward 

staff succeeded in getting this across to Tom*

by ringing Tom’s attention repeatedly to the provocative aspects

■ his acting and the wish to be restrained# Without suggesting, 

of r surge, the homosexual motive the therapist could still focus 

on '. io gain aspects of this behavior and invite the child to try 

to work out with the therapist why he needed to get himself into

/ tuat'.ion again and ageiru And sometimes, xrhen Torn provided 

goe-j samples of his claasroora antics in the therapeutic sessions.



the therapist brought: his c-x tent ion to- the sequence of events which 

led to acting6

Certain patterns began to emerge in therapeutic sessions, A 

fantasy in which the therapist would attack him or kill him would 

he translated in a few moments to wild antics in the office and 

mounting; excitement to see what the therapist would do, The thera­

pist could then use this behavior to show Tom what he was doing in 

the classroom and how he turned the exciting fantasy into acting 

with the expectation that somebody should restrain hisu Son's times 

the threads led back to Tom's father and the fear of father'"a 

baatiogs., But the erotic component of the struggle with father 

wi-is not easily accessible# On several occasions- the. therapist.

; to have an erection

j^sst before, the period of acting and <mr diagnostic picture began 

to cosae into focus.- l£a were ew fairly certain that the wild 

acting in the classroom was initiated by an erection, and that the 

dr^ma that ensued represented the enactment of a msturbatory fanta­

sy# Of course, none of this could be corauniCated to Tom at this 

point*

As we were wondering to ourselves how we were to gain access 

to the taoosex&ai conflicts that underlay the' classroom disorder, 

Toms himself, provided the means, once again tlnough actings His 

classroom clowning had become more and boko explicit# He would play 

the .‘C entertains &ers, swinging his hips,

pulling bis T-shirt down to his knees, pMti'.v:, c/-; ■ ' ■; ;-' ■ '".

And on more then one occasion as he was removed from the roosa by 

ward aides, he screeched in a high pitched girlish voice» then 

falgnlng surrender he waved a h*mdkerehief his peers in a 



conic rendering of the scene of the abduction of the smiden, In 

variations of this scene he waved his handkerchief to his teacher 

and tarried his buttocks to him in an exit gesture. Staff aides re* 

ported to the therapist# that i as brought out of the classroom 

on these occasions, he was at a high pitch of excitement and showed 

signs of erection,

? -.bar. di- erotic .•_ >f this acting was ex*

plicit enough to invite handling in therapy, The therapist now 

began to raise sober questions regarding ^playing girl?; on the ward* 

in school9 in the therapeutic sessions. In order not to create in* 

onziety, the / groundwork in the

: . himself$ did not

■. :

that could not be put into wort's therapist,’ suggested*

it was a way of remembering aoitu thing that ~ tsA-.O

; .x v:."vx ;>? c-xxl. •,- ' - scary daydreams

or nismories by acting them out over and over ag3tn» In telling Tom 

this, we did not luwv/ of course, w this was the acting out 

of a masturbatory f/$ntasy or «*$ memory or whether in

fact the content was repressed, himself* was struck by this 

x;xtsx't *'b .7. ■ rse of many sessions*

£1 story began to smorgs.

Meisoriar/ of his father's beatings c-ame back with details that 

/• .

sessions, To® remesbcred with an ambiguous smile$ how$ when he was 

i ■ '

tb.e beltc Ke rem^^ered, too, that whan he was sent to his room by 



his father, lie would (tress up with a tassel around his waist and 

another around his head, pretending to be dressed like his sister, 

the father’s favorite.. When he was dressed like a girl, he felt 

safe frees his father, (And it. was also fun, lie acknowledged e) And 

later, too, he remembered being held between his father's Legs, 

struggling and wriggling, while his. father beat his buttocks with 

a belt, These memories emerged with feelings of paxtie and barely 

contained exotic aaeciteigent, But there was relief in the telling, 

and Tom began to understand how even these most terrible and shame­

ful memories could be told to the therapist' and that afterwards he 

so logger needed to feel helpless. Now the therapist could help 

Teaa see how Splaying, girl13 was a defense "gainst certain dangers« 

Ard as "playing. girl" brought forth even greater au^iety, the ther­

apist was able to show Toni that there would ha .other ways and better 

ways of dealing with his fears of attack.

As sosae of the seductive behavior begm to cgeig into fcherapeutie 

sessions and the signs of eKcite^nt were- smBfstakahle, the therapist 

beg.an £o draw Tcsaea attention to the pleasure aspects in playing 

girl as another .preblas that needed to be understood. In sassy 

months of work Tea was able to reveal samre and more of his homosex­

ual fsstasies ®nd fears snd his dread of becoming, a 5tquacru» 

Memories of homosexuals in a quarter of his native, city appeared* 

One distorted ®eaiory of an old san led us to suspect that To$a might, 

in fact, have csperienced a homosexual seduction era at least one 

Gecasicn.- But, whe-n this material was traced in the course of treat­

ment:, the. threads led hack to the father sgsxu snd we ware left 

.with uncertainty as to whether there had been an .actual seduction 



ou whether the memory of the old isan was, in fact, a screen memory 

for the father who excited hoayysexual longings.

As the homosoxual conflicts entered treatment and were capable 

.-'. -.:/. ■•'/ ..'■/ '■■-, vV: v./:-•■•••.-: In the ClaSSrOOtt.

There wre wholn periods of time in which Tom war- • :.'iy 

able in the classroom but was making exce 

school work, But the relationship to Mr, L. 9 Toe>?s teacher, was 

never cona/ketely free of des and it was not until

later Vbea. Tom was transferred to another teacher that the symbol 

uteachjr“ no longer conjured up old ghosts* Then, 

time /.a Ms life, Tom achieved a strong Ltiw relationship with 

& teacher and when conflicti Ings- emerged he could be helped

feresee reactions, Vith this bridge to education, 

To® bfgan -to take pleasure in learning anc made such rapid progress 

that he was transferred to @ public school during the third and 

)

goc^/ •grades- \yad soiae distinction in his wox’<v :ln science, There 

were no episodes of aetit^ out and his behavior was regarded as un* 

exceptiop/)! entirely normal *37 his teachers.

In »his sequence, agsin we see that ths collaborative work of 

u.: / '-. 8 extraordinary opporttm"*

for the diagnostic aasest ?ansfe^ne.e behavior sad

rz.5 exploitation of the transference in therapy, The ex&sples show, 

tOO, t*#eitr ■ ■■’•-• 5. »«v- 8.^-' 3>.S a tZXU lXCUxU OOEXCA^.t .LCtTi. tO e**

chieve in residential treatment, $or, can we require it. It seems

■

nature of transference and who ther uzesns to isanatge their



reactions contributed greatly to our therapeutic work on behalf 

of Tom® The aides Who knew that the child found excitement in his 

bisarre antics sad who did not themselves play into the erotic cycle 

made it possible for us to show the child that he was transferring 

/<■-. w-?r.; thti best rill in the world,

could not see the transference iciplicatioKis of thio acting, made it 

very difficult for the therapist to demonstrate to the child that 

his reactions to the teacher were transference reactions, And be­

cause th© teacher had the double problem o-r revening © .’.om as well 

as managing his behavior lie needs our sympathy too, The experienced 

teacher in our hospital would probably have modified his educational 

objectives in certain ways and would not, certainly, have taken Tom9s 

antics as a reflection upon himself.

Much of the success of Tom$s hospital treatment cast be attri­

buted to this flexible collaborative relationship, between therapist 

and staff® As we reviewed Tom8s volw • dT isaze l*»p?*8s?s®d

through staff oh** 

servations and good clinical handling 

beg^s a strange kind of midnight wa nd an elaborate spying

on the night staff# this was repotted to us as,» cl2As?.ca.?- ^ac©2:.is.t by 

the staff, To*s was convinces the ehildr^ to bed-. ,

the sasle snd female night staff engaged in secret sexual goiags on. 

I^hen he accused <sert6i^ staff merfiers of se^Sial adventures s tse was 

evidently put but by their attitude of clinical 

of such scandal. (As a coseaentaxy on th© nature of transference 

belief we might add that during this same period Tom and several
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boys in Ms group were on a nature walk in the local arboretum and 

while pursuing botanical specimens surprised a .couple in coitus. 

This actual encounter with coitus (verified by the chi Id-care worker) 

was reported by To® with considerably less interest than the £sa- 

tastes about the staff that were running concurrently.

The transference fantasies were hor/dx;^ -  - /

“a of telling ua something”, something that Tom ®sy have seen 

or heard about that disturb1 way that another

part of the past was unfolded, Tom remembered with partieirlar viv­

idness a ^.i.iae when he had disturbed Ms parents st night* lie did 

not observe coitus- on that > •■ ■ .V * '

a point in his parent^ love tasking, His fattier, enraged, chased 

him out of the Boes. The father* s pajamas were open and To® sw 

his erect penis which he remeribered at first as “bloody” and thtn 

as “big and reti^T. Ane. nos? we could put into place another piece of 

the pussle«

The excitement and dread that Toss associated with the erect 

male penis led us further into the exploration of Mb hostaaeKtxai 

fantasies and his passive identification with the wc®cn» Fascina­

tion with the oroci -aaln penis cas*e into the picture for ■considerable 

therapeutic work and threw light not anly upon a eixteial point in 

To®6 s iMnsosexual fixation but the -meaning of sose psychotic ®echffis* 

isamwhich had eluded eo in our earlier work soon after To®6s 

rhi-?:4.~-3ior» to the bLs^itul.

All of thfe derived frees a piece of acting « the midnight prowling * 

*#hich was handled -by staff 

cos^waication and a stcry ?rted to the plst. •
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. Working closely with the therapist, the staff acquired an at* 

titude of clinical attention to minutiae, When Tom refused for 

weeks to tie his shoes or fasten his belt during the first months 

in the hospital, the staff at first tried to handle this realistically, 

quietly insisting that he get himself dressed like all. the other 

boys, But soon they began to sense something else beyond this 

apparent negligence<. He became anxious when lie tied his shoes and 

behaved as if wearing a belt was a form of torture, Again they 

urged Tom to take this up with his doctor as ”a problem” and tempo* 

rarily relaxed their insistence upon conforming. As this material 

came into treatment8 it led into the most extraordinary and unex­

pected paths, Tom* 8 fantasy was that tying his shoes and fastening 

bls belt ”cut off circulation” and would make his body numb, This 

led him in turn to another dread, Ws knew during' the first months 

of hospitalisation3 that Toss had a curious writing inhibition in 

the classroom and would avoid any exercises that required writing. 

He told his therapist that writing ssade his hand “nusab” ..aad that 

when his hand became numb ha felt as if it had gone dead, HcsSmeas, 

deadness, panic at loss of sensation now crowded into the thera­

peutic picture and led in the course of weeks into' the ultimate 

horror - the fear of loss•of sensation in the penis, the fear that 

the penis would Mgo dead,” (This was, of course, the basis for his 

compulsive masturbation •* the need to revive the dead penis and re* 

assure himself.) It also spoke eloquently for s taore profound dread, 

we knew, the fear of the death of the ego itself. When the fear of 

the ndead feelings” were worked over during this period in relation 

to the penis, the hand writing, the shoe tying, the belt fastening.
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grid the belt fastened as a matter oi course. But much more impor* 

tent, Tom began to do written work in the classroam for the first 

time in his school history and writing, dropped out as a problem 

thereafter.

In this kind of collaborative work between the therapist and 

child*care staff, the problem of confidentiality must receive sober 

consideration. Ue knew that respect for confidential comaimications 

is as important for the work of child therapy as work with the adult, 

The kind of sharing of information which we employ entails certain 

risks even when the child himself understands the reasons for this 

coHEnsnicatloo. between therapist and staff* The child can only 

tolerate this kind of sharing when he, himself , experiences the 

benefits of his therapist and staff working together, Tom, for 

ex^aple, understood vary well that when his ward staff understood 

the "'kind of anxiety that precipitated his wild acting out that the 

staff could help him with his amdLety at critical moments» But 

there are times when the child may feel that certain kinds of in* 

formation should not be transmitted to others from the therapeutic 

sessions. And he may be right, The following example from Tom’s 

case is illianlnatixig in this respects

There was a period in Tom’s treatment when much of his homo* 

sexual longing and dread centered on Charles, -2 Hegro staff aide* 

Me was afraid of Charles and had disturbing thoughts that Chnrles 

would like to kill him, He had fantasies that Charles would coms 

into bis room at night and stab him or ^change skiixst5 with him, fid 

ng this period, Tom had difficulty in falling asleep, Ciarbs, 

sensing the fear and hostility in Tom, tried to “make r^-.Dnd:?,: 3 th 
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Tom in order to dissipate some of the irrational hatred the child 

felt toward him. And, of course, the friendliness of Charles only 

created more anxiety on Tom?s part. As the feelings toward Charles 

came into treatment and were linked to other material in the ther­

apeutic transference, Tom began to see how fear of Charles was 

connected with his own homosexual fantasies and with some dimly 

remembered experiences with Negros in the past, in the days when 

he wandered around the city streets and found excitement in the 

Megro quarter of the city.

And now, alswst abruptly, Tom closed off further exploration 

of his feelings coward Tom and toward Negros, Was it his fear of 

the homosexual transference in therapy? Was it the fear of retaem- 

baring a hor/.sexual experience in the past? We could not be cer­

tain and waited to see what forms this resistance would take. Soon 

we began -O see a pattern. For the first time in Tom’s hospitali­

sation., he began to complain that he could not trust the therapist. 

He complained that the therapist was in league with the staff 

against hire. He began to prowl around the door of the conference 

rtom when he knew that the therapist and staff were having their 

regular ward conference. He claimed that he overheard the therapist 

talking with the ward staff about sex and that now everyone on the 

ward was looking for sex-play whenever Tom was horsing around with 

other boys.

Apart from the transference implications in the fantasy of 

the therapist "plotting against” the patient, we felt that Tom had 

a legitimate grievance. We had begun to explore in therapy some 

very painful material in the area of homosexual conflict. Shameful
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memories had begun to emerge and self accusations “you are a queer.1' 

It is painful enough to talk of zuch things in the privacy of ther­

apeutic sessions. If one knew that such shameful things had to be 

communicated to the entire ward staff, including Charles, perhaps, 

why should one speak of the/a things at all?

At this point the thei ipist did two things. First he presented 

the problem to the ward staff in general terms. He explained that 

Tom was working on some wy difficult problems in therapy, problems 

in generally the sexual area, and that he appeared to be afraid 

to have others know 8<ocr them, even the staff who had been trusted 

with all kinds o' confidential information. The therapist f?ankly 

confided hi/ dilemma to the staff and asked their advice, Th<i staff 

immediacy expressed sympathy for Tom. Who, they felt, would want 

to /.scuss embarrassing sexual thoughts or experiences if everyone 

the hospital were listening in? They suggested that Tom be 

given assurance, of confidentiality for certain information,

Now the therapist asked Tens if he felt that he could trust 

the therapist if something very private came up not to discuss it 

with others. To® said that he could and that he had been worried 

that his hatred for Negros would be communicated to the ward and 

that this would make life harder for hies there. Subsequently, the 

flow of material resumed, and acting out diminished. No complica­

tions were noted in the triangular comsaimication between the ♦ 

therapist, patient end staff. Such eoiapl teat Ians only occur, we 

feel, when staff are told arbitrarily that certain information is 

withheld because it is part of the doctor-patient relationship and 

is excluded without staff understanding of the reasons.
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These fragments from the hospital treatment of Tom do not, in 

themselvess tell the story of Tom's treatment, (A detailed report 

of the therapy is planned for another publication,) We should 

mention5 however, that Toiu's hospital tr*?atsis~t: irsr? btou.gr**: to a 

successful conclusion toward the end ot the third year, Duting «-he 

last year of hospitalisation, when Tom was fourteen years old, he 

was attending a public high school and, as already mentioned, his 

school work was regarded as very good (he was functioning at the 

top of his high average capacity) and his classroom behavior was 

unexceptional. The homosexual conflicts achieved very favorable 

resloution in therapy and Tom demonstrated at fourteen a healthy 

interest in girls and an appreciation of his own masculinity. In 

all areas of ego functioning there were significant changes, but 

most important of all ware those seen in the capacity --oc nussn 

attachments« This child, who had only mourned his dog when he 

first entered our hospital, made his farewells to the therapist 

and certain staff members with tears in his eyes and he was not 

ashamed of his tears«

Tom, we reflect, could never have been treated on an out-pa­

tient basis. We ate also convinced that we could never have obtained 

access to the conflictual material that underlay this grave ego dis­

turbance if we did net have in our hands the transference patents, si 

of the institution. Through the collaborative work of therapist 

and ward staff that we have described, we found the paths that led 

from the present to the past and as ve saw how memories wete revived 

and.transformed into bicacre actions, we were able to construct a 

therapeutic approach along analytic lines in which the analysis of 

the transference led the way.
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