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ABSTRACT

Patients with borderline personality disorder (BPD) have great difficulties with interpersonal relations. Their extreme difficulties

with interpersonal relations are illustrated in psychic family interaction. Parents become the recipients of conflicts and patients’
aggressive behavior, while family stress increases due to suicidal tendencies, self-injuries and substance abuse. The current re-
port presents the introduction of group psychotherapy for parents of young adult patients with BPD, treated in a special unit of
personality disorders at Eginition Hospital. The aim is, through the parallel group therapy of patients and their parents, to estab-
lish the conditions of continuing therapy for the patients as well as maintaining therapy outcomes and construct a facilitating

environment where the family’s mental pain, anxieties, anger, shame, guilt and sadness can be contained. Clinical material from

the first sessions of a 13-member parent group is presented to illustrate the resistances, the primitive defenses, and the basic
assumptions of dependency and fight-flight developing in therapeutic work with parents. Furthermore, the groups’ split and

hostile transference communications and the therapists’ countertransference reactions are discussed. The containing function of
the group is described as a therapeutic process of transformation of the primitive anxieties and projective identifications, which

is gradually established through the therapists’ elaboration of their countertransference reactions and their tolerance to hostility

and confusion. Containment facilitates the establishment of a group culture of empathic understanding for parents’ unconscious

resistances, denial of the iliness and negative projections onto their child and the therapists, so that resistances gradually to be

curbed and archaic projections to be transformed. Hence, the group is expected to function as a safe space to allow the man-
ifestation and relief of destruction anxieties, and the expression of unuttered and intolerable emotions. Finally, the group as a

mother object is expected to be internalized as a model of positive parental care, enhancing the empathic and reflective ability

of the parents so that they may repeat the parental role in a process of reparation.

KEYWORDS: Parental group psychotherapy, borderline personality disorder, basic assumptions, group’s containing function.

Introduction

Patients with borderline personality disorder (BPD)
have great difficulties with interpersonal relations.
They are characterized by a lack of integration of the
self and of important others, namely identity diffusion
and the predominance of primary defense mecha-
nisms: splitting, primitive idealization, projection and

projective identification, denial, omnipotence and
devaluation. They also have limited capacity for subli-
mation and tremendous difficulties with maintaining
impulse control. The typical borderline patient usual-
ly maintains full control of reality. The main problem
consists in an inability to combine positive and nega-
tive introjections and identifications. Exacerbation and
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pathological fixation of splitting mechanisms are also
observed.' Possible causes include an idiosyncratically
determined lack of tolerance to anxiety and high in-
tensity of aggressive drives usually originating in se-
vere early frustrations. Their extreme difficulties with
interpersonal relations are illustrated in psychic family
interaction. Parents become the recipients of conflicts
and aggressive behavior, while family stress increases
due to suicidal tendencies, self-injuries and substance
abuse. Thus, patients with BPD bring their family sys-
tem into therapy in a state of heightened tension.

The model of family transactions includes the pro-
jection of unconscious, highly distorted and compact
representations among family members. The child with
BPD is the object of primitive projective identifications
and represents the “bad” part of the family.2? Borderline
pathology induces strong ambivalence in parents.
According to the literature, parents, due to their own
childhood adversities and serious deficits on the level
of identifications, fail to calm the anxieties and satisfy
the needs of their children,*” whereas strongly resist
any efforts of differentiation.?? Although the children’s
attempt at differentiation is experienced as a threat by
the parents,'® their history shows that, due to a series of
parameters, they were not able to be a stable object for
their children in early childhood."""3

In this context, the current article presents the in-
troduction of group psychotherapy for parents of
young adult patients with BPD, treated in the Special
Sector for Personality Disorders, operated at Eginition
Hospital, the First Department of Psychiatry, School of
Medicine, Athens University."'> The aim is, through the
parallel therapy of patients and their parents, to estab-
lish the conditions for commencing and continuing
therapy for the patients as well as maintaining therapy
outcomes. Group psychotherapy is expected to enable
parents to accept and support the changes brought
about by therapy in their families. Importantly, parents
are expected to reflect more and become more em-
pathic in order to repeat the process of parental care
with a view to reparation.'®

The purpose of the current report is to present the
objectives and setting of the group, and to illustrate,
through session narratives, basic assumptions phe-
nomena, as well as transference and countertransfer-
ence reactions typically encountered in groups for par-
ents of BPD patients. Furthermore, a discussion of the
clinical material as well as therapeutic processes and
working through transference and countertransfer-
ence are provided in order to suggest how the group
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can be experienced as a safe and holding environment
to enhance parents’ tolerance of unbearable emotions
and as a model of “containing” parental care.

Objectives and setting of the parents’ group

Parents’ groups meet for 3 years. Sessions occur every
fortnight on the same day and hour and last 90 min-
utes. The group is coordinated by two therapists. The
objectives of the group are as follows:

1. To create a space offering the appropriate mental
stimuli for sensitization, understanding and accept-
ance of the mental disease.

2. To construct a facilitating environment where the
family’s mental pain, anxieties, fears and sadness can
be contained.

3. To create an atmosphere of trust where direct and
honest verbal communication will allow the expression
of painful feelings such as anger, shame or guilt, and
offer relief from these painful emotions. At the same
time, the sharing of common experiences is expected
to reduce the feelings of loneliness, demoralization
and stigma while enhancing empathic listening and
bonding between the members.

4. To reinforce the motivation of parents for individ-
ual therapy.

Before parents join the group, the two parental ther-
apists meet separately with each parental couple in
order to evaluate the family, investigate the parents’re-
quest for help, try to secure their commitment to thera-
py and establish the therapy contract.

In parent-group therapy sessions, the method of free
discussion is used without the therapists introducing
a fixed topic from the start. Careful listening and ob-
servation by therapists are part of their effort to under-
stand latent content without overlooking the explicit
aspects of the explanations provided by the parents.
The main concern of the group is identified and struc-
tured in a framework of cognitive, emotional and psy-
chological elements. These elements must mobilize
members by offering relief and giving meaning to the
incomprehensibility of the disease and the behavior of
their children. Parents are encouraged to be involved
in the discussion, enquire, make hypotheses and at-
tempt to explain. The interventions are of a supporting,
pedagogical, social and psychotherapeutic nature. The
understanding of their children’s difficulties proceeds
through clarification and mirroring. Interpretation
comes later on to illuminate their own difficulty to con-
tain the anxieties of their children.
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Basic assumptions, transference
and countertransference reactions

When the family of a borderline patient comes to
the Clinic for help, the family is already deep in crisis
and there is a great extent of regression. The parent’s
participation in group therapy creates expectations of
relief from the mental pain caused by their children’s
disorder but exacerbates narcissistic injuries, since the
request for help officially confirms their failure to per-
form the parental role.’

At this point, pieces of clinical material from the first
sessions of a 13-member parent group are presented.
Two female analytic therapists led the group. The par-
ticular material was deemed appropriate to illustrate
the resistances, the primitive defenses and the basic
assumption group phenomena developing in therapy
work with parents.

At the initial stage of therapy, the group condition
further consolidates regression. The feelings of guilt,
shame, fear and anger overwhelm parents unavoida-
bly, affecting their transference reactions. During the
first session, overexcitement is obvious among them.
They speak non-stop providing minute details of their
children’s symptoms: self-injuries, virulent attacks
against family members, substance abuse, episodes of
anorexia and binge eating. The group is terribly upset.
The difficult and incomprehensible behavior of their
children causes confusion, powerful feelings of despair
and violent anger, overwhelming and blocking their
thinking. They assail the therapists with questions,
rudely interrupting each other. They urgently seek in-
formation about the disorder, its causes and outcomes
and ask repeatedly for immediate practical advice on
how to deal with the difficult, unpredictable and ag-
gressive behavior of their children.

In the first session, after a short silence, Mrs. S. takes
the floor and says: “I'm Mrs. S., Z's mother and I'm very
relieved that this therapy group is starting”-her soft
eyes filled with tears. “Z. took pills again yesterday,
thankfully not too many. We went to the hospital and
they pumped her stomach. This happened yesterday
and today this group started. | was lucky at least in that,
talk to people who understand and tell me how to deal
with my child. But | find it very difficult to understand
what is happening to her. Please, help me. Will you tell
me why she’s doing this?”...she asks, indignantly look-
ing at the therapists... “All the time that my daughter is
cutting herself or trying to kill herself, | alone without
any help try to support her. | have had no help from her
father since we divorced. The psychiatrist who treated

her before avoids me and doesn’t answer my calls. |
don’t know what else to do anymore. My whole life is
spent trying to help her and save her life. But that’s not
enough either. We're lucky the unit accepted Z. here for
treatment. Only you can save us. Every expert | asked
said this unit here is the only one suitable to deal with
Z's problems”. Then Mr. K., H! father, interrupting her,
asks the therapists: “Please, tell us, do these children
ever get better? Tell us, whose fault is it? Is all this he-
reditary? Is it the genes? We've given her everything.
We've sacrificed our lives for this child. Have we given
her too much love, is that it? But why does our daugh-
ter hate us so much? She has been aggressive with her
mother since she was a child, but now it’s vomiting and
it's suicide attempts. Can you help her? Because we are
desperate. You are our last hope. If you can't help our
child, our family will be destroyed”.

This first contact with parents was experienced by a
couple of female therapists as the agonizing groping of
the shipwrecked for his/her rescuer. The group express-
es powerful infantile oral needs, demanding immediate
gratification and pressing hard on therapists. The basic
assumptions of dependency prevail through the ideal-
ization of the Unit and also the therapists, as the repre-
sentatives of the institution. During these first sessions,
the therapists experienced their idealization as a form
of blackmail to act concurrently as omnipotent mother
figures, meeting these greedily expressed needs and as
paradigmatic representatives of the idealized institu-
tion. They were not allowed to fail because their failure
threatened to undermine the reputation of the entire
institution. They were terrified of disappointing these
greedy “infant parents” —yet knowing that disappoint-
ment is inevitable— because dissatisfying their oral
sadism threatened to trigger their hostility which was
being appeased through idealization. As Ganzarain'’
points out “the dependency basic assumptions ideal-
ize the therapist as a source of everlasting omnipotent
nurturance... The dependency basic assumptions form
a cluster of defenses against guilt induced by greed...
Greed and hostility were split and projected as a de-
fense against guilt”. Obviously, the child with BPD is
the object of projected parental greed and demanding
hostility: “We've given her everything. We've sacrificed
our lives for this child... But why does our daughter
hate us so much?”. Therapists speculated that paren-
tal denied guilt, expressed through idealization, was
possibly triggered after parents were greedily taking
over the role of the client in this group, claiming help
through their children’s difficulties. Moreover, thera-
pists wondered whether this characterizes their pat-



tern of parental bonding, conceiving their children as
transitional objects and inanimate extensions of them-
selves or as need-gratifying objects, which is repeated-
ly described in previous works.'2°

When in a subsequent session the same agonizing
questions on who's to blame for their children’s illness
are repeated, some members of the group were more
willing to accept and express feelings of guilt. In par-
ticular, Mrs. B. said: “Why do we keep asking whose
faultitis? It's our fault. We blew it

This comment triggered great tension in the group.
A prolonged silence ensued until Mr. K. spoke: “l don’t
know what you believe but |, for my part, think that
people are born, people don’t become. What is hap-
pening to our children is hereditary, | said it before.
Do you really believe what the lady is saying?” he asks
addressing the therapists. And he goes on: “Do you
believe it's our fault? Because, if you believe that, we
have no reason for being here. We came here to get
help for what we're going through, not to listen to this
lady saying it's our fault. What is this, a court passing
judgment on what we did or didn’'t do? You don’t un-
derstand what we're going through. It's easy to talk
when you're not involved. Do you think you can cure
H. here? I'm telling you, you're in the dark. And | ask
you (addressing the therapists again), what would you
do when H. turns into a wild beast at home and hurls
ashtrays, heavy crystal ashtrays, nearly killing myself
and her mother? How do you keep calm when you
have the devil in disguise in front of you? How can you
take it easy? Would you take it easy or beat the hell out
of her? | don't even know what kept me. | only gave
her a couple of smacks on her thighs, just to stop her
from beating her mother. I'm telling you this to make
you understand what we're going through at home.
Can you do something about this situation? Can you
rid us of the devil who's got into her? Can you explain
to us why she’s doing these things? We've given her
everything. She never missed anything. What about
us, we've known poverty and hunger and had no as-
sistance or understanding from our parents. My father
used to hang me from a tree head down and beat the
hell out of me when | did some mischief. | admit it, |
was wild, but if | dared do what she’s doing to us, he
would have killed me.”

The group is obviously seized by powerful feelings of
anger and hatred and their attacks against the thera-
pists are merciless. Paranoid-schizoid phenomena pre-
vail and the group is in a state of fight-flight. Psychotic
anxieties arise, as feelings of guilt threaten to invade
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the group’s psychic life. Primary defense mechanisms
are mobilized to stall thinking, and subsequent feel-
ings of shame and guilt threaten members with nar-
cissistic collapse. Splitting phenomena predominate.
Through primary projective identifications, dichoto-
mized “good” and “bad” sides of the self and the object
are projected onto the therapists, the members and
the group as a whole.?’ From “saviors”, therapists are
turned to “punishing judges” The group is turned into
a “merciless court” threatening to pass cruel penalties
and “hang the members-parents from the tree heads
down” for what they did or failed to do. The omnipo-
tent therapists are turned into inadequate parents who
do not understand, do not help and abuse. From the
object of cherished love, the child becomes an object
of archaic projections and is made into a terrifying per-
secutory figure threatening to eliminate and destroy.
The child becomes “the devil in disguise”. The thera-
pists are under tremendous pressure from the attacks
and the attempts to dissolve the group. They feel the
need to remain steady, holding back the anxiety of
members and setting clear limits in order to preserve
the setting, maintain their therapeutic role and salvage
the possibility of thinking and hope.

Discussion

The first issue emerging from the clinical material
is the ambivalent attitude of parents towards paral-
lel therapy,'® despite their desperate call for help, and
their regression to primitive defenses. The fact that
they accept or seek therapy for their children and for
themselves does not necessarily mean that they are
willing to confront their own deficits. Nor that they are
willing to modify their defenses or the model of fami-
ly communication and function. Therefore, one of the
basic tasks of a parental therapist is to investigate the
unconscious meaning of these primitive mechanisms.
Unconsciously, the child with BPD is assigned the role
of scapegoat to ensure family cohesion. Although this
is a pathological family function, parents are bent on
its preservation. The changes to this pathological fam-
ily balance pursued by therapy inspire fears of family
breakdown in parents. Concurrently, the parents’ resist-
ance is often expressed as denial of the disorder. To de-
ny the disorder is to deny the painful narcissistic blow
caused by it. Moreover, the terror of retaliation from
the setting, generated in parents at the beginning of
therapy, leaves no room for mature guilt which will in
time be transformed to care.

The second fundamental issue emerging from the
reported clinical material is double identification
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which is activated during the performing of the pa-
rental role.*'¢ This is the kind of identification whereby
adults, on the one hand identify with their own par-
ents in order to perform the parental duty, and on the
other, with their own childhood in order to communi-
cate with their children, understand their needs and
respond to them. Unresolved conflicts with their own
parents and childhood traumas are revived during pa-
rental care and unavoidably affect parental function.
Deficits and old traumas may have seriously disturbed
the normal internalization of parenthood and may
prevent the identification of parents with their chil-
dren at distinct developmental stages of their lives.??
In particular, as the reported clinical material indicates,
the borderline pathology of the child and the onset of
parent group therapy mobilize dynamics of deep re-
gression in parents. The group setting creates the con-
ditions for a revival of the parental family where par-
ents-members become children in regard to two ther-
apists-parents. Experiences from their original family
come alive again and powerful contradictory feelings
vis-a-vis parents and siblings are stirred. In the context
of multiple transference and group phenomena, con-
flicting object relations and representations of the self
and the object are activated. Intrapsychic conflicts are
externalized through projective identifications. “Bad”
aspects of the self and the object are projected onto
the therapists, the members, the borderline child and
the fellow parent.

According to Bion’s concept of “container-con-
tained”?® therapists’ capacity to contain the projected
primitive emotions, fantasies and thoughts - inherent
in “basic assumptions”- and the hostile or split trans-
ference communications is of paramount importance
for the salvation of the group, and the evolution of
thinking and meaning processes.?* However, therapists’
capacity to tolerate primitive attacks relies on their for-
titude to contain their countertransference or other
emotional reactions induced by members’ projective
identifications. Therapists’ strength to withstand mem-
bers’ hostile and ambivalent communications, instead
of acting out the projected aggressiveness, can be pri-
marily based on their inner emotional and cognitive
reserves and, importantly, on their mutual support and
understanding of the projected material. Very often
this means that therapists are called upon to endure
feelings of inadequacy, frustration, failure and guilt and
to bear that sometimes they cannot think about and
make meaning of the group interactions. Therapists’
containing capability enables them, working through
their countertransference and emotional experiences

in the group, to unravel the significance of the confus-
ing and hostile projections and to trace the underlying
early psychotic-like anxieties. The containing function
becomes then a transformative process: therapists de-
code and reconstruct the confusing, unacceptable and
intolerable thoughts and emotions, and communicate
them back to parents, through verbal and non-verbal
interactions, in a form that can be acceptable, mean-
ingful and tolerable.? This process is expected to re-
duce parents’ anger, desperation and helplessness and
to reinforce the tolerance of feelings of guilt and frus-
tration.

Conclusion

Containment facilitates the establishment of a group
culture of empathic understanding for parents’ uncon-
scious resistances, denial of the illness and negative
projections onto the borderline child, so that resist-
ance gradually to be curbed and archaic projections
are transformed. Only then will the group be experi-
enced as an adequate mother object whose containing
function will provide that safe, holding and facilitating
environment that will endure the attacks, metabolize
and return them in a digested form free of toxicity.
Hence, the group is meant to function as a safe space
to allow the manifestation and relief of destruction
anxieties, the expression of unuttered, painful and in-
tolerable emotions, and to host the pain of living with
the borderline patient. Finally, the group as a mother
object is expected to be internalized as a model of pos-
itive parental care, enhancing the empathic and reflec-
tive ability of the parents so that they may repeat the
parental role in a process of reparation.
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Opadikn YuyxoBepameia yia Toug yoveic Twv acOevwv
ME oplakn diatapaxn mpoowmKkoTnTag: Ot BaACIKEG
unmmoB£€oelg Kal n mepiEéYovoa Asttovpyia tng opadag

MevtaywTtiooa ZTe@avATou

A" Yuxiatpikry KAwvikni, Atyiviitelo Noookopeio, latpikry 2xoAr, EOviké kai Kamrodiotpiakd Mavemotriuio ABnvav

IZTOPIKO APOPOY: MapaAripOnke 8 Maptiou 2022/AvaBewpribnke 16 MapTtiou 2022/Anpooctevbnke Aladiktuakd 27 Ampihiou 2022

NEPINHYH

O1 aoBeveic pe oplakn dtatapayn mpoowmikdtntag (OAM) eppaviouv e€alpeTIKEG SUOKOMIEG OTIC SIATTPOOWTTIKES TOUC OXEOELG. H

SuokoAia oTIG SlamTPOCWTTIKEG OXEOELG TwV aoBevwv pe OAN amelkoviletal 0To MAAIOLO TNG EVOOOIKOYEVEIOKNG YUXOOUVAANAYAG.
Ot yoveic yivovtal ol amoSEKTEG TWV CUYKPOUOCEWV Kal TNG EMOETIKAG CUUTTEPIPOPAG TOU aoBEVOUG, EVW TO Stress TNG OLKOYEVELNG
gival avénuévo e€artiag TNG AUTOKTOVIKOTNTAG, TWV AUTOTPAUUATIOUWY, TNG XPNONG ouctwv. To mapdv apBpo mapoucidlel Tnv
ulo0B€Tnon opadikng YuxoBepareiag yia Toug yoveic veapwy evnAikwv aoBevwv pe OAT, ot omoiol mapakohouBoUv to BepameuTt-
KO TpoOYpapua To omoio mapéxetal oto Atyvritelo Noookopegio amo tnv Eidikn Movdda Alatapayxwv MNMpoowmikdtntag. Alapéoou

NG MapAAANANG Bepameiag madiwv Kat yovéwv, emOIWKeTAL N e€ao0@AAlon Twv MPoUToBEcewy CUVEXKELDG TNG Bepameiag Twv
acBevwy, n dlotripnon Twv BEPATTEVTIKWY AMOTEAECUATWY Kal N 0lkodOuUNon evég SleUKoAUVTIKOU TEPIBAANOVTOC, OTTIOU O YUXI-
KOG TOVOG, Ol avnouxieg, 0 BuPOG, n VIPomH, N evoxn Kat n BAIYN TG OlKoyEVELaG va Umopolv va TieplexBouv. MapouotdleTal To

KAIVIKO UNIKO amo TIG TPWTEG CUVEDPIEC MIag OpAdaC YOVEWVY E 13 PENN VIO VO ATTEIKOVIOEL TIG AVTIOTACELS, TIC TPWTOYOVES AU-
VEG Kal TIG «BaoIkEG UTTOBEDEIG» £€APTNONG KAl LAXNG-PUYNG, Ol OTTOIEG AvanmTUooOoVTAl 0T BEPATIEVTIKY EPYATia e TOUG YOVEIG.
EmmmAéov, avalUovTal ol SiYOTOUNMEVEC Kal EXOPIKEC LETARBIBATELC TNG OUAdAC OTIWG KAl Ol AVTILETARIBACTIKES AVTISPACEIC TWV

BepamevTtwv. H mepiéxovoa Aertoupyia TnG opddag meplypdPeTal WG Uia OepameuTIK S1adIKaoia HETACKNUATIONOU TOU TTPWTO-
YOovou Ayxou¢ Kal Twv TIPoBANTIKWY TAUTIcEwV, N omoia eykabioTatal otadlakd Héow Tng eme€epyaaiag otnv omoia mpofaivouv

0l BEPATIEVTEG OXETIKA ME TIG AVTIHETARBIBAOCTIKEG TOUG AVTIOPACELG, AANA KAl PE TNV AVEKTIKOTNTA TOUG 0TNV £XOpdTNTA KAl TN

ouyxuon. H mepiéxovoa Aettoupyia S1eUKOAUVEL TNV KABIEPWON IAG KOUATOUPAG EVOUVAICONTIKAG KaTavonong otnv opdda yla

TIC AOUVEIONTEC AVTIOTACEIC TWV YOVEWY, TNV dpvnon TNG aoBEVelag Kal TIC apvnTIKES TTPooAEC oTo Taudi Toug Kal otoug Bepa-
TIEUTEC, £TOL WOTE Ol AVTIOTACEIC VA TIEPIOPIOTOUV OTASIAKA Kal Ol apXAIKEC TTPOBOAEC VA HETAOKNUATIOTOUV. KaTd autov Tov

TPOTO, N OPASA AVAUEVETAL VO AEITOUPYNOEL WG £VAG A0QOANAG XWPOG TTOU EMITPEMEL TNV EKOAAWON KAl avakoUu®lon TOU KaTta-
OTPEMTIKOU AyXOUC OTIWE KAl TNV EKPPACN AVEIMWTWY KAl aVUTTOPOPWY cuvaloONUATWY. TENOG, N ONASA WG UNTPIKO AVTIKEIUEVO

QVAMEVETAL VO E0WTEPIKEVOE] WG TTPOTUTIO BETIKNAG YOVIKNG @PpovTidag, evioxovTag TNV EVOLVAICONTIKH KAl AVACTOXACTIKN LKa-
vOTNTA TWV YOVEWVY, WOTE Va EMAVANABOLV eMavopBWTIKA TOV YoVIKS poAo.

NEZEIZ EYPETHPIOY: loveikr opadikn Yuxobepareia, oplakn Sdiatapayr mpoowmKoTnTag, BAoIKEG UTTOBETELG, TTEPIEXOLOA
Aertoupyia Tn¢ opadac.
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