Emotional development and personality disorder 
What I want to explain to you is a very simple theory that puts people’s emotional experience at the centre of personality development and personality disorder. Start with the thought: what does a baby need to experience to turn into a fairly healthy adult? To not end up with a chaotic unstable life, but not to be a perfect person – if such a thing exists – either.
By ‘experience’ I don’t mean discrete events like being cuddled as a baby or leaving home before 40; nor do I mean social activities like having friends or going to school. I’m trying to get at the long term “feeling” of what their early life was like – the culture, the environment or the ‘milieu’, if you want to get technical. What sort of climate was it - always warm and sunny? – or unpredictable and stormy? – or freezing cold and never thawed?
When I talk to prospective members of a therapeutic community about this, I ask very vague questions like “what was it like at home?” and “what were family holidays or Christmases like?” – as well as more personal ones like “was there ever anybody you could trust and talk to?” and “what sort of thing were you frightened of?”. And those questions often get answers that are very telling – but would be almost impossible to measure. Like somebody who joined the community in Nottingham on Monday, who said “I don’t think I ever really had a family” when I asked her the one about holidays and Christmas, and said she loved it when the au pairs were sacked because she could be in charge of the “huge house” (when she was aged 11).
So I believe that this sort of internal experience is what is makes and (later) might change people. It might be a single horrible event, or a number of them, like sexual abuse by a visiting uncle – but that would almost certainly be accompanied by an overwhelming feeling of …something like dread or shame …that was in the background all the time. It wouldn’t be possible to describe your childhood as “warm and sunny all the time” if that was going on. But just as likely, it would be the fear of a drunken father coming home after closing time every weekend and yelling uncontrollably at your mother, and hitting her some times. Or – increasingly commonly – the ‘vibes’ of a failing marriage with very little being openly said and a continuous atmosphere of worry and foreboding.
So what I’ve put together for you is a pick-and-mix theory: to try and make some sense of this loose idea of what is needed for “healthy emotional development”.   It will use some sociological ideas, take some of the psychoanalytic concepts of object relations theory and borrow from the ideas of group analytic psychotherapy. It’s a way of putting several different theories on a map, which is absolutely centred on the necessary emotional experiences of the people we try to help, and - of course – the necessary emotional experiences of all of us. 

It is an overlapping sequence of five linked ideas - five themes from different psychological theories describing the essential qualities of an healthy environment. 

The way I have put them together is also a progression, a developmental progression - from the primitive vulnerability of attachment, through both supporting and controlling aspects (maternal and paternal if you like) of containment  -- to the social interaction of communication. Note how communication skills are always emphasised as if we can just be told to “DO” them – I am saying that other things need to come first. Then, after communication, onto the adolescent struggle of involvement and the adult and empowered position of agency - finding the self which is the seat of action, and for our patients to deploy their own power and effectiveness. 

But before that, I want to think how it fits alongside biomedical models of personality development - as I don't believe it is in conflict with them. Both are relevant, and completely intertwined.



Emotional development - primary and secondary.
In this theory, emotional development is something that happens to all of us. It is the sequence of necessary experience to end up with a normal-ish personality. Of course, nobody's personality is perfect - but for most of us, our development has been "good enough" (as Winnicott would say) - so we survive in a reasonable way most of the time. 
But some people end up with personalities that mean they have considerable difficulty understanding themselves, each other, or the world. They have trouble in much of their dealings with what we call reality: like education, employment and general functioning. Trauma theorists see this as a consequence of repeated or unresolvable trauma – not a lot different from what I’ve been saying about people’s longterm internal experience of their environment – or the “climate” they live in. In object relations language, these people lack object constancy, use primitive defences, relate in a part-object way and generally live their lives through intense transferences. In psychiatric terms, they “have” personality disorder (which – as well as being a rather objectionable way to talk of people, sounds as if it’s something you can measure with a blood test!) and an increased risk of episodes of mental illness. 

So just what are the things we can identify – in broad terms – that lead to this terrible climate for children to be growing up in?

We’’, here’s the simple list – not many people would argue that these DO have bad consequences for people’s development.

‘Trauma’ is a catch-all for some

Abuse

Deprivation / Neglect

Loss

Others – like illness

So is it genetic or environmental? Nature or nurture? I want to argue that the question is irrelevant, because it is more complex and unpredictable than you could ever analyse, and in a way it is all of both – and maybe more as well. A child is born with a certain genetic makeup, and history of nourishment, space, oxygenation and chemical milieu in utero. Before birth, these have an almost total effect on what sort of brain and body he or she has. Some children are born with much more difficult constitutions than others: more needy, we could say. For example, a child with certain random genes, severe anoxia at birth or exposed to much alcohol in utero will have a different brain to a luckier child. And some of those children will be "more difficult" - it will be harder to meet their emotional developmental needs. The young woman who joined our TC in Nottingham on Monday said “I think I was needier than my parents could be bothered with” – which gives us a vivid idea that both her genetic constitution (being “needier”) and her environment (“than they could be bothered with”) were not going to give her an easy life.
But after being born, what happens to every child is development. For the lucky ones, as long as they have a "good enough" parenting, they will emerge well-adjusted. The constitutionally disadvantaged ones may come out OK if they have extra input for their emotional development – and maybe that includes professional help. But any child who has a bad experience of emotional development will end up at risk of having an unhelpful view of themselves, other people, and the world - in other words, a personality disorder. By bad experience, I mean the things that ‘set the climate’ as I have already mentioned – specifically: neglect, deprivation, abuse, trauma, severe loss. Some experts call them all different forms of trauma, which seems fair enough.
Some of the children who experience these things but were born with a lucky genes (to give them a strong constitution) may be protected, and able to cope fairly well as adults. This may also be because they had some good relationships to help them develop a less isolated and distorted view of the world. But those who start life with a congenital disadvantage – needier if you like - are very much likelier to suffer a severe impact from failure of their environment (like trauma, deprivation, abuse and so on). Here is an oversimplified representation of this.

And to make it more complicated still - and even more impossible to separate out the nature and nurture effects - both aspects (what we are born with, and environmental conditions) are continuously variable, and not simply "good" or "bad". Environmental conditions (including how much a child feels loved) also change over time. And modern neuro-imaging techniques which now do fantastically sophisticated scans of brains, support this idea by showing us that environmental events can have an impact on brain structure itself. And of course, it works the other way too. The way a child behaves - because of its brain structure maybe - will have an effect on, for example, whether it is punished or comforted. So I think it is far too complex to ever say reductionist things like "personality disorder is 65% genetic" - it is never possible to separate them like that. 
To go even further, we can add the effect of human agency at every point – meaning we all make conscious or unconscious choices that may be adaptive or maladaptive at every decision point in our lives. These will have an impact on our thoughts, feelings, behaviour and subsequent choices – in a systemic way with multiple dependent and independent variables that is closer to chaos theory – than this simple 2 by 2 table. For example, ideas such as “sensitive dependence on initial conditions” (as the butterfly effect is properly known) and the complexity of what is called “deterministic nonperiodic flow” (from when they were first trying to work out the equations to define unpredictable events like hurricanes) – seem much closer to this than statistical techniques like regression, however many variables sophisticated computer programmes like SPSS can now handle.

So emotional development is something that needs to be considered for everybody - not just for those who end up with severe and incapacitating difficulties. This – during the period we all develop our personalities, in childhood and adolescent -  is what I’m calling PRIMARY EMOTIONAL DEVELOPMENT. 

By that, I mean what happens - or largely happens – or should largely happen - as a normal part of growing up. So constitutional make-up + primary emotional development = personality. And I was taught as a medical student that personality + stress = neurosis (except we aren’t meant to say neurosis any more, although it is such a useful concept). Putting those two together gives constitutional make-up + primary emotional development + stress = symptoms. And the one I work with, and want to concentrate on here, is the emotional development.
Psychotherapy, and therapeutic communities in particular, offer the opportunity to re-experience emotional development in a specially constructed environment. I am going to call this "SECONDARY EMOTIONAL DEVELOPMENT". Hopefully, from this process, people can gain experience that leads to better adjustment, and less likelihood of breakdown with mental illness – in other words, the impact of their genetic and constitutional makeup, and external stress, will cause less distress and symptoms to them. And hopefully to those around them.

So, back to the developmental sequence. I am saying that the five necessary experiences for a satisfactory emotional development are 

•
attachment (feeling connected, and belonging)

•
containment (feeling safe)

•
communication (feeling heard, in a culture of openness)

•
inclusion (feeling involved, as part of the whole)

•
agency (feeling empowered with a solid sense of self)

Now I will just spend a few moments on each, to explain its roots, and how we try to recreate it.



Attachment

All individuals start their lives attached: umbilically, within the mother and with the blood of one flowing right next to the blood of the other.  At birth, this attachment is suddenly and irreversibly severed: it is the first separation and loss, with many others to come later.  How well the emotional and nurturant bond replaces the physical one was classically described by Bowlby, and is still highly respected today. He describes problems resulting in anxious attachment (where infants are very ‘needy’) or avoidant attachment (where they seem ‘cut off’) -  and this, plus subsequent developments of attachment theory, have been well verified by experimental and clinical research. But other writers have said it in different ways too. The famous psychoanalyst Balint, who did absolutely groundbreaking work about GP consultations, wrote about the "Basic Fault" as a lack of fit between mother and baby - the bond is not secure, so nor is the infant. 

When disturbance is this fundamental, the first task of treatment is to reconstruct a secure attachment, and then use that to bring about changes in deeply ingrained expectations of relationships and patterns of behaviour. 

What we so often find in working with these people is that attachment is powerfully sought, but strongly feared. This is the struggle between what the object relations supremo Fairbairn called the libidinal and antilibidinal egos: the one desperate and needy, and the other angry and rejecting – the classic borderline split, if you like. Not enough stable ground has developed between them, and the demands of reality almost always meet the emotional responses of anger, shame, humiliation and pain. Living life in the transference, as I mentioned before. So clinically, we need to understand and accept the turbulent and traumatic nature of disturbed attachment patterns. But we also need to be aware of the risks of dysfunctional attachment – like anxious attachment (with possible pathological dependency – and the serious consequences of things like staff having affairs with patients), and avoidant attachment (with people becoming dangerously isolated, and being likely to kill themselves).


Containment

This one is about the experience of safety, and the capacity to trust oneself, other people and the world in general. A balanced internal representation of containment is both maternal and paternal – sorry to use stereotypes, but it is quicker. The maternal element is safety and survival in the face of infantile pain, rage and despair.  In a good therapeutic environment those are certainly permitted, and this in itself may be a mutative new experience for deprived or repeatedly traumatised people - whose usual expectation will be to face hostility, rejection and isolation. Now they have the new experience of not having these powerful primitive feelings denied and invalidated.  

The paternal element is about limits, discipline and rules. Again it is safety - but safety through knowing what is and is not possible and permitted. The same as knowing the limits, or enforcing the boundaries. 

Bion described this process best: he talked about the turbulent and primitive internal experience of it all, and how it affects thinking and the earliest mental states imaginable, when “islands of experience” – such as hunger and discomfort - dominate the infant’s mind with overwhelming emotion and ferocity; then how this is conveyed to and contained by another, usually the mother. Winnicott described the sensuous and nurturant qualities of the environment in which it needed to happen: he talks about the mother who actively gives the infant a sense of its own existence through the intersubjective process of mirroring – an infant confirms his or her own existence by seeing himself reflected in his mother’s face, if you like. Here is the difference between Bion’s "containing" and Winnicott’s "holding" - one is mostly inside (in the mind), and one is mostly outside (in the environment). 

To create it, we need to have the patience and tolerance of a mother with a screaming infant which she is trying to feed, and the clarity of boundaries of what IS an IS NOT allowed. Good cop, bad cop I think you could call it  - hard for one person to do both. But in a therapeutic community, you’ve usually got a dozen or so to fill the roles, when they’re not centre stage themselves.


Communication
Tom Main wrote that the culture of a unit is more decisive in bringing about change in human relationships, than is the structure. He wrote of the "culture of enquiry" .  Nowadays, I think of it more as a culture of openness to make it less like a trial or inspection – it’s collaborative, not like the Spanish Inquisition. Of course, openness is what a lot of therapy is all about: "talking treatments", "putting it into words", and "being heard". It is very important, it is at the heart of therapy - but I think we must not forget what comes before it, and what needs to be done after. A demand on people for open communication is simply not enough: they must want it, and feel safe about doing it. This requires an intangible quality that must be present in the atmosphere. It mostly depends on establishing the first two conditions: attachment and containment - for it is only when a somebody belongs and feels safe that they can start to look at and think about potentially difficult and painful experience. Patients or staff, I would add.
I think this is what Foulkes implied when he wrote 

"Working towards an ever-more articulate form of communication is identical to the therapeutic process itself"

 - so the therapeutic process is not just one of communication, but the struggle to get into a position to be able to communicate. This means establishing the network of relationship in which that can happen.  The term that group analysis uses for this is the matrix. Like for containment, producing this sort of open atmosphere is more an attitude than a specific skill – a way of “being with” rather than “doing to” as Heinz Wolff elegantly described it. I think you can train people for it, and although it’s hard to teach exactly what it is – it is like a capacity, and perhaps a competence.


Inclusion

This moves away from individual therapy, and is more specific to group dynamics – and TCs in particular.

For 24 hours a day, all interaction and interpersonal business conducted by members of a community "belongs" to everybody – whether they are physically present with each other or not.  The expectation will be to use it and understand it as part of the material of therapy. Not in isolation, but in the real and "live" context of the interpersonal relationships all around.

In this way in a therapeutic community, individuals can find a very deep understanding of their place amongst others: and this will be examined the whole time. People are responsible for themselves, for the others, and for the relation between the two. There is "no place to hide" as members of TCs frequently complain. 

When the group is considered together, this is basic group analytic theory. Each has a different but vital contribution to make to the health of the whole. 

"The group constitutes the very norm from which each member may individually deviate":

 the aggregate of all the individual elements produces a thing with its own qualities and a whole that amounts to more than the sum of its parts. 

Margaret Thatcher said that there was no such thing as society, Winnicott said there is no such thing as a baby, and Foulkes tells us there is no such thing as an individual: 

"each individual is an abstraction: determined by the world of which he forms a part". 

This is the opposite of our current individualistic views, and it gives us the possibility that the richness and variety of the web of relationships between people, with all the rights and responsibilities that implies, is itself a creative and reparative force - in group analytic words, the matrix. 

We create it by getting to understand each other (staff and patients) – and for staff to understand each other by having their own time and space to work out what’s going on.


Agency
In 1941 at Mill Hill Hospital, Maxwell Jones found that soldiers suffering from "effort syndrome" were more helpful than the staff at helping each other. At Northfield, Bion's experiment was stopped after six weeks when he refused to own total responsibility for the disorder of others, and he was replaced by Main, Foulkes and Harold Bridger. These two locations are the start of ‘mental health therapeutic communities’, and the point I want to make is that both made fundamental challenges to the nature of authority. Now many of the challenges seem less strange, and they even have become part of Government policy, like with service users becoming experts about their own condition. But in other ways we have gone backwards – and patients and staff have become disempowered in a command and control structure that does not allow much professional judgement or flexibility at all.

But for therapeutic communities, this aspect of user-power was always there. It like Jung's idea that the patient's unconscious knows better where to guide the therapy than does the analyst's expertise.  It also has a strong tradition in the teachings of Harry Stack Sullivan and the interpersonal theorists, as well as Kohut, where any power imbalance is seen as authoritarian, distancing and preventing the establishment of a satisfactory therapeutic space.

This is the principle of agency, where authority is fluid and questionable. It is not fixed but it is negotiated - and the resulting culture is one of empowerment. This goes much further than the original "flattened hierarchy" of democratisation, that everybody picks up on. Rather than being a fashionable idea, or a policy which is imposed on a unit, it demands a deep recognition of the potential intrinsic worth of each individual, and it is about REAL social inclusion – but where everything is open to scrutiny – so respect and authority need to be earned. Nor is it a "harmony theory" that says we simply have to find this positiveness within people - for it includes powerfully destructive, envious and hateful dynamics which exist in all of us, and are sometimes beyond reach. However, working this way does presuppose the possibility of a considerable degree of professional intimacy, which is an intimacy that is safe, open and healing rather than previous ones which may have been frightening, dark and abusive. 


Having a second try at emotional development
So Secondary Emotional Development is what we try to do by recreating these five conditions in a therapeutic environment. We are trying to provide a ‘psychic space’ in which the things that went wrong or got stuck in primary emotional development can be re-experienced and re-worked in this artificially created "secondary emotional development". It can never be quite the same as first time round: we can’t ‘really’ mother people or provide a real family – and it’s never the same when people are 20 or 40 years on from when they SHOULD have had those experiences. So it can never be quite as good and nurturant, but we try to make it as good as we can get. People might not be fully “cured”, but we hope they’ll get a life – and go to college or get work, rather than living off DLA.

But this secondary emotional development can also work the AGAINST people - and produce an environment which is unhealthy, or anti-therapeutic – and unfortunately, I think this is quite common in mental health settings nowadays, but there are steps being taken to improve things, like “Star Wards” and Quality Networks with accreditation. But at it worst, which I fear will be familiar to many of us here, an acute ward, for example, may deliberately foster a culture that discourages attachment, that then does not feel safe or containing, has perverse and distorted communication, unspoken or top-down rules about what is and is not admissible, and power based on arbitrary criteria.  In this place, basic human needs (or when I really get on my soap box I say ‘rights’) for secondary emotional development are being ignored or obstructed. 
And this can be as much true of a school (where children feel demotivated and uninspired), an office (where there is a continual feeling of suspicion and fear), a company (where workers constantly feel there is an ‘us and them’ relationship with the bosses) as of a family or therapeutic community: any setting where a group of people are emotionally engaged in some sort of developmental task together. 

So what I am talking about is not only about specialist hospital or prison units for treating personality disorders - it it about everyday life, and struggling to try and meet needs that we all have as we go about our normal lives. 
But for those of us who do it for a living – by working in mental health - we can do it well, or we can do it badly – in other words, we can make and maintain helpful relationships with those we try to help – or we can get into an unhelpful  “me doctor, you patient” situation. Then we get professionally defensive, and lose the ability to be normal and human. But this work is not rocket science: it is not difficult to see people with personality disorder as members of the human race, and do some really useful things which are really quite ordinary and not very difficult. Like conducting well boundaried and dependable relationships and creating environments within which that can happen.
I really believe that the Government’s £6.8m for the eleven English pilot projects is money that is being well spent – and hopefully, through things like the training – for which the “Knowledge and Understanding Framework” is being decided on Friday - will help more and more people in the NHS (and outside it) to do it well instead of do it badly. But as I’ve just said, it’s not difficult: it’s just about being respectful and human. 
But thankfully, however hard our modernised systems with all their governances and targets and accountabilities try to make it look, there’s still a lot of mileage in simple things like that. Except of course it’s pretty complicated to be simple nowadays!
