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Abstract 

This case study explores the first eleven sessions of a psychoanalytic therapy with Helen, an 

adult woman diagnosed with major depressive disorder. Our focus is on the complaint: 

Helen’s plaintive narrative and the therapist’s response to her words are closely examined. 

The therapist shows interpretative restraint, while clearly communicating his desire to work 

with Helen. The ambivalent and passionate dimension of the complaint at the beginning of the 

treatment is studied, together with the creation of an analytic space where the different 

psychological functions of the complaint can be heard and questioned. In the first session 

Helen portrays herself as (1) a lonely outsider, (2) a perpetual mourner, (3) a malnourished 

child and (4) a weeping woman. We study the stylistic characteristics of her colorful language 

and follow the development of these narratives throughout the subsequent sessions. During 

the preliminary analytic work Helen transforms the scope of her cries: from unaddressed 

wordless despair towards a grief put into words in the steady presence of the therapist.  

Keywords. Psychoanalytic therapy, complaint, preliminary sessions.  
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Theoretical and Research Basis for Treatment 

Psychoanalytic therapy aims to improve patients’ quality of life and personal freedom, which 

is a clinical goal it shares with most other therapeutic orientations. However, a distinctive feature of 

psychoanalytic therapy is its reluctance to accept the removal or reduction of symptoms as the single 

or even most important way of achieving these aims (Ogden & Gabbard, 2010). Rather than taking the 

meaning of symptoms and associated suffering at face value, psychoanalytic technique is typically 

characterized by an attitude of interpretative restraint and a suspension of understanding. An important 

reason for this reserved attitude is that psychoanalytic theory does not consider a patient’s complaint 

as a mere neutral or impartial presentation of a personal fact. The shaping of the symptom and the 

vocalization of the suffering that it brings, involve acts of creativity and may harbor personal 

meanings. Psychoanalysis typically regards symptoms as being not only passively suffered by patients, 

but as concealing some purpose or function in which patients can be actively engaged (although often 

in an unconscious way).  

In her first session of therapy Helen mentions death, experiencing an inhumane way of living, 

and her doubts about being “salvable”. These topics tend to elicit heightened attention and might even 

provoke a furor sanandi (a passion to heal) in the mental health professional. In this case though, the 

therapist listened to her suffering without immediately combatting or curtailing her plaintive speech. 

This narrative case study zooms in on Helen’s preliminary sessions with a psychoanalytic therapist to 

explore how the patient was able to engage with the therapy process, despite her strong ambivalence 

and hopelessness at the onset of the therapy. In this paper we explicitly focus on the plaintive 

dimension of Helen’s speech and how it is received by the therapist.  

Historically the complaint has not been offered a sustained discussion in psychoanalytic 

theory (Prade-Weiss, 2020), unlike concepts such as ‘the symptom’ or the triad ‘need, demand and 

desire’. Freud does offer important clinical observations on the complaints articulated by his patients. 

Freud emphasizes the ambivalence that can be inherent in the complaint and the sometimes almost 

passionate dimension that appears when a patient laments a loss or describes something that is simply 

too much to bear (Schuster, 2016). The complaint tends to be cathartic as well as defensive, wishful as 

well as vengeful, while often being insatiable. 
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As a precondition for the start of psychoanalytic therapy, Freud (1914g/2006) emphasized that 

the patient needs a certain type of active engagement with his own symptoms (p. 429). Zénoni (2003) 

similarly describes how the confrontation with a symptom can elicit a certain curiosity on the part of 

the patient that is needed to begin exploring his or her experience. The psychoanalytic therapist is 

expected to support this exploration by creating a climate that is not primarily or directly focused on 

healing. In this way, the starting sessions aim to guide the patient towards taking up a position where 

he or she desires more than the therapist’s clinical knowledge or care (Zénoni, 2003). Treatment can 

only really begin when a therapeutic demand (“can you help me?”) intertwines with a more epistemic 

curiosity (“what does it mean?”//”what do my symptoms say about me?”) (Acke & Meganck, 2024; 

Cauwe & Vanheule, 2018).  

Reith et al. (2018) have further described these dynamics during the first interviews. Here the 

psychoanalytic therapist is tasked with the creation or the opening of a “psychoanalytic space” (p. 76). 

The creation of this space is not necessarily performed by offering interpretations, but rather by 

creating a climate that is open to the emergence of meaning (Reith et al. 2018, p. XII). Amongst 

others, remaining calm in the face of anxiety and a balanced attitude of ‘not understanding’ are said to 

be crucial elements of creating this psychoanalytic space (Reith et al., 2018, p. 82).  

The psychoanalytic therapist is not expected to provide immediate relief; their task is rather to 

ensure that the patient can continue to elaborate his story and to accentuate potential inconsistencies 

and ambiguities. This approach is expected to reveal the subjective dynamics underlying the patient’s 

suffering which need to be addressed to achieve meaningful progress within psychoanalytic therapy 

(Yakeley, 2018).  

In this psychoanalytic case study, we explore how patient and therapist grapple with the 

intense dynamics that characterize these first sessions. We look at the language, the intensity, the 

subjective meaning and the evolution of Helen’s complaint. Concurrently, we are attentive towards the 

interventions and attitudes of the analyst that support the start of therapeutic work. The selection of the 

material was purposefully driven by our theoretical interests and the interpretation is undoubtedly 

colored by our academic and clinical background. GH studied history, philosophy and clinical 

psychology. Her attention was on both the content and the form of the complaint, so as to better 
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understand the performativity of this phenomenon. This case study is part of a larger investigation of 

the complaint within GH’s PhD-project. A theoretical inquiry into the melancholic complaint precedes 

it (Hermans, 2023), while a philosophical exploration of the hypochondriacal complaint will follow 

(Hermans & Feyaerts, 2026). 

The case study has always had a central place in the study of psychoanalytic practice and the 

development of psychoanalytic knowledge (Kaluzeviciute & Willemsen, 2020). There is a great 

diversity in aim and execution of the psychoanalytic case study. A case might be studied to evaluate 

treatment outcome and the effectiveness of analytic interventions (e.g. Cohen & Hulsey, 2022; Kors et 

al. 2019) or a case might be studied in a more exploratory way, to focus on a specific clinical 

phenomenon (Franklin & Swan, 2015; Javid et al. 2026). We have written an instrumental case study, 

to explore the phenomenon of the complaint within the context of the preliminary sessions of a 

psychoanalytic psychotherapy (Creswell & Poth, 2018). We built our case using multiple sources, such 

as audio recordings of the sessions, transcripts, observations from research interviews and feedback 

from Helen on how she looks back at her own experience. 

We chose a narrative case study format to highlight the dramatic capability and the rhythmic 

character of plaintive language, used in a therapeutic setting (Råbu & Binder, 2025). There are 

important limitations to our chosen method (see Kaluzeviciute, 2021 for a clear overview of criticisms 

and challenges). And yet, we hope our in-depth exploration of the complaint will invite students and 

clinicians to listen to the plaintive language they encounter in their practice, again and again, in a new 

way. 

Case Introduction 

Helen contacted the university to participate in a study of psychotherapy in Belgium for 

people with depressive complaints (Meganck et al., 2023). After receiving a written and oral 

explanation on the data collection and purpose of the study, Helen signed an informed consent. This 

case was selected because of the explicit and expressive plaintive manner in which Helen gave voice 

to her suffering. Helen was also very outspoken in doubting the possible merits of psychotherapy. She 

begins the sessions in an ambivalent way and from a position of disbelief. She doesn’t think the 
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therapy will be able to help her, but “what won’t help her won’t hurt her” so she might as well try. She 

speaks from experience, having consulted multiple therapists in the past. 

Helen was randomly assigned to her therapist. The sessions took place in the private practice 

of said therapist. Their meeting was different from a typical private practice beginning of 

psychotherapy, where the patient chooses to contact a specific therapist. It does mirror other common 

situations, such as a referral to a therapist within a government subsidized program for mental health 

where the patient is not free to choose. Within the Ghent Psychotherapy Study 20 sessions of 

psychotherapy were offered. If patients wanted to continue the therapy after the 20th session, this could 

be done, but those sessions were no longer within the purview of the research.  

Her case offers rich narrative material that allows insight into the ambivalence that is often 

more silently or subtly present when people commence a process of therapy. For this clinical case 

study the first eleven sessions with a psychoanalytic therapist (male, 33 years old, clinical psychologist 

with a postgraduate degree in Freudian-Lacanian psychotherapy) were transcribed and analyzed by the 

first author. The audio from the third session was missing and could not be included. The first eleven 

sessions show how Helen starts to engage with the therapy despite a continuing affirmation of what it 

cannot do and cannot change for her.  

Session eleven was selected as a cutoff point, because of our interest in the dynamics of the 

initial sessions. In session eleven a first hurdle was cleared as Helen tentatively acknowledges that the 

presence of the therapist makes a difference. After session eleven the therapist himself noted a change 

in pace and tone from Helen, where she was able to speak more calmly at times, with less desperation 

pushing her forward. 

Remembering Miller’s (2002-2003) description of analytic work as being an “effort of 

poetry”, we focused on both the content and the form (e.g. use of hyperbolic language and poetic 

devices) of Helen’s spoken narrative. Riessman (2005) has noted how narratives are not mirror images 

of the past; the narrative “refracts” what has happened (p.6). The patient’s speech weaves a certain 

kind of tapestry between past, present and future and this narrative is not a neutral reproduction of past 

experiences. Precisely because of this linguistic operation we can study how the patient makes use of 
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narrative tropes and idiosyncratic expressions to shape an “epic” tale or an “auto-bio-narration” 

(Miller, 2002-2003) within the context of a therapy.  

All instances of Helen voicing her suffering were selected as relevant data. All instances of the 

therapist responding or notably not responding to Helen’s complaints were also included in this 

selection. The material was studied minutely, through the process of listening, transcribing and 

theoretical interpretation. GH identified the articulation of four core narratives by Helen in the first 

session. The selection of these four was guided by the passionate way in which Helen visited and 

revisited these topics. In the description of the narratives care was taken to stay close to Helen’s exact 

words. GH then traced the further unfolding of these four narratives in the ten subsequent sessions. 

This reading and interpretation of Helen’s words was audited by and discussed with JF. 

We selected the material that possessed the repetitive and insatiable character ascribed to 

plaintive language. The decision to hone in on the first session, was informed by the clinical 

experience that the first session often holds much of the pitfalls and possibilities that patient and 

therapist will encounter throughout the rest of the therapy. Helen greatly favors the therapeutic 

question. She suffers, despairs openly and petitions the therapist to take up the position of a problem 

solver. Nonetheless she allows for small openings that hint towards a more epistemic curiosity. And 

although she arduously asks for help, she also suggests that some of her difficulties have “no 

solutions”. 

Our psychoanalytic reading of the complaint made us look not only at the content and the 

meaning of the plaintive language, but also at the vocality and the dramatic embodiment of the lament 

and how this plays out between Helen and the therapist. GH worked on the Ghent Psychotherapy 

Study as part of a postgraduate research team, conducting clinical interviews and assisting in data-

gathering. This gave GH the opportunity to observe therapy processes from the perspective of a 

researcher, without being involved as patient or therapist. GH now works as a psychoanalytic therapist 

in a private practice. JF assisted with the analysis and contributed to the writing and revising of this 

case study. He was not part of the research team for the Ghent Psychotherapy Study and so he could 

offer an outside perspective on the material. JF has a background in clinical psychology and 
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philosophy. RM and MD designed and directed the Ghent Psychotherapy Study and gave constructive 

feedback on this case study. 

Presenting Complaints 

Helen presents herself with feelings of emptiness, loneliness and boredom. She feels 

disconnected from others. She cannot enjoy herself as everything feels superfluous. She is always sad 

and grieving, though there is no one in her environment to mourn over. She describes herself as being 

“beyond depression”. These complaints have been with her for a decade.  

History 

Helen is a sixty-four-year-old Dutch-speaking white woman and a mother of two adult sons. 

She separated from Jacob, the father of her children about fifteen years ago and has lived on her own 

since then. Helen was the youngest sibling in her own family, the “runt of the litter” (Th1). Her father 

was a man of very few words. Her mother was “highly neurotic” and was prescribed antidepressants 

(Th4). Helen’s birth was complicated and resulted in her mother being bedridden for several months. 

Helen suffered a severe depressive episode when she first left her home as a young adult. Meeting her 

husband and starting a family gave her some stability in life, though all was not well. She hesitated for 

many years about leaving her partner, before filing for divorce.  

Non-essential and highly identifying aspects of Helen’s story have been anonymized.  

Assessment 

A Clinical Diagnostic Interview (Westen, 2007) and a Structured Clinical Interview for DSM-

IV-TR (First et al., 2002) with a postgraduate research assistant confirms the presence of a Major 

Depressive Disorder. Helen also had a score of 17 on the Hamilton Depression Rating Scale. This 

refers to a moderate level of depression, with moderate scores ranging from 17 to 23 (Renemane & 

Vrubļevska, 2021). Shortly after these two interviews, Helen starts the therapy.  

Case Conceptualization  

Miller (2002-2003) describes how entering an analysis means “leaving behind your emblems, 

your draperies, decorations and titles” (p. 39, own translation). He refers to westerns, where upon 

entering the saloon, you are asked to take off your belt and leave your equipment at the door. In 

Helen’s case she enters analysis with guns blazing: portraying herself as (1) a lonely outsider, (2) a 
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perpetual mourner, (3) a malnourished child and (4) a weeping woman. We start our analysis with a 

detailed look into Helen’s first session. We then explore the stylistic characteristics of her plaintive 

speech and how they impact her narrative. 

The First Session  

Always the Outsider. Helen confirms that she experiences depressive symptoms, but denies 

the presence of “a depression”. She has been lonely her whole life and she identifies this loneliness as 

the source of her depressive complaints: “Like everyone is going to the party and I’m never invited”. 

After affirming her identity as an outsider, Helen states there is so much wrong and missing, she 

doesn’t know where to begin her story. Helen tries to describe her pain in various colorful ways, to 

really get her message across: “That is suffering, that is aching, like … that is, almost … what can I 

compare that pain to?” The poetic quality of her speech is particularly noticeable when she turns 

towards evoking what is wrong or lacking. Towards the end of the first session Helen expresses her 

fear of not pulling through. She ends her narrative by underlining how she has “always been the odd 

one out, always”.  

Mourning Past, Present and Future. Helen describes herself as being in a perpetual state of 

“mourning”. The separation from her partner is mentioned, with an accompanying remark that “life 

was no good with him and that it is no good without him”. She cries for a painful past and present, but 

also for a future which seems to hold the promise of a misery that she can already visualize. 

The Malnourished Child. The emptiness she experiences corresponds to her empty calendar 

and idle hands. The hunger she evokes is mostly metaphorical: she yearns for closeness and attention 

as if she is starving. She suffers from “malnourishment”. When she does get what she has asked for, 

however, she is bound to push it away. Helen describes this as “shooting herself in the foot”. In this 

way she cautiously presents herself as an active participant in the suffering that envelops her. Though 

there is a strong sense of being a victim of circumstances, she also experiences a nascent curiosity 

about her own actions. 

The Weeping Woman. The most notable feature of the first session is Helen’s plaintive tone 

of voice. The phenomenon of crying as a reaction to the misery she experiences is swiftly introduced 

in her first few sentences: “I’ve been going to psychologists my whole life. I could go to a thousand 
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psychologists, but my emptiness won’t be filled. I will have to endure my fate. The whole day I’ve 

been crying, crying, crying.” The amount and the intensity of her crying worries Helen. Her tone 

mirrors the content of her narrative. It is a content that continuously draws attention to an 

encompassing experience of emptiness. She resigns herself to enduring her state, and yet her 

lamentations have a distinctly combative and lively hue. Helen grudgingly allows that weekly 

appointments might make a difference, where other more infrequent therapies have failed.  

Miller (1998-1999) has characterized the complaints at the beginning of analysis as a 

“wanting-to-be-other”. The distance perceived between a subject and his or her ideal engenders a 

narrative that leans heavily on the way things should have been. In these complaints we hear a desire 

to undo a loss or a lack. According to Jacobi (1998) this double movement of openly evoking and 

denouncing a loss is typical for the complaint. Here, complaining goes hand in hand with nostalgia and 

a longing for a mythical ideal past. With her plaintive narrative Helen evokes an ideal mirror 

landscape of happy femininity, a fulfilling childhood, satisfactory social bonds and a lifetime protected 

from experiences of loss. 

When faced with Helen’s despair and fear the analyst is not immediately pulled into action. 

He offers no immediate solutions or advice, but he does invite her to the second session and shows her 

his willingness to continue to work with her. 

Stylistic Characteristics 

Helen’s plaintive words have an almost poetic quality. Her speech is imbued with the same 

stylistic figures that are highlighted in John Kerrigan’s anthology Motives of Woe: Shakespeare and 

Female Complaint (1991). Helen uses  

• Echoes, i.e., repetitions of the same sound: “I don’t have them anymore. It is a mourning, 

mourning, mourning.”  

• Anaphora, i.e., repeating a word at the beginning of a series of clauses: “You cannot do it all 

on your own this life. You can’t, you can’t!” 

• Epimone, i.e., the repetition of a phrase or question to focus or dwell on a point: “To be 

abandoned, abandoned and standing on the outside and standing in the cold everywhere and 

everywhere the fifth wheel on the wagon.”  
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• Ecphonesis, i.e., an exclamatory phrase used for emphasis: “I fear for myself. … It’s the fear. I 

have to stay standing. It is a fear!”.  

These rhetoric devices all have repetition as a core component. In literature studies these stylistic 

figures are characterized as the building blocks of “a female poetics of absence, emptiness and 

abandonment” (Sanchez, 2013, p. 510). The repetition points towards a breakdown in communicative 

and informative language. The voice takes center stage and there is “an excess of sounds over sense” 

(Dolar, 2006, p. 146). In the case of complaints (as with laments, dirges and mourning rituals) 

repetition shows a ceaseless attempt to name an unnamable loss (Prade-Weiss, 2020). 

Vivès (2003) has described how some women “rapidly become opera heroines” when they enter 

analysis (p. 200, own translation). Their colorful language underlines how they are at risk of losing 

everything, forevermore. Miller (2002-2003) has also stressed the potentially “epic” character of the 

language that appears in the analytic session. Helen’s language is dramatically vivid in just this way. 

She tells stories not as a sequence of events but as a tangle of interpersonal actions and reactions, with 

an emphasis on the affective value of what has happened. Her language is rich in metaphors and her 

words tend towards the extreme. She describes feelings she has had her “whole life” and predicts even 

“visiting a thousand psychologists” might not be enough. The language used is often hyperbolic in 

nature. Even so Helen indicates that words alone cannot describe the whole of her suffering.  

The therapist remarks that Helen has a compelling way of telling her story. Helen acknowledges 

this and underlines how important it is for her to be understood. She describes the same events in 

different ways so as to get her point across. She wants her audience to “understand it completely” 

(Th6), though communication always seems to fall short. In the seventh session she describes a 

longing for someone “who I can always reach, where I am always welcome”. Her epic narration is 

accompanied by a desire for acknowledgement. In the first session Helen testifies to how she is not 

allowed to “ever complain a bit”. She observes how people with physical diseases are given more 

space to complain than people who suffer from psychological difficulties: “You have to stay silent. 

You always have to stay silent. It never gets noticed, so you are so alone with it” (Th1).  

Helen refuses to stay silent, yet at the same time she testifies to multiple experiences of being 

ignored or discredited. Talking about her suffering is something she knows intimately. In session 
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eleven she raises a complaint about the possible endlessness of talking therapy: “I haven’t done 

anything else. I could speak for another thousand hours, another five thousand hours. I am sixty-four 

years old. I don’t get fully analyzed. I could speak for another thousand hours.” (Th11) In her 

complaint, Helen rightfully intuits that one could speak for a thousand hours and visit a thousand 

psychologists, without ever really engaging. In the first session she had nevertheless already suggested 

what might make a difference: “visiting one, weekly” and committing to the analytic experience 

without knowing beforehand what will be gained and lost along the way.  

Course of Treatment and Assessment of Progress 

Helen initially appears as a woman who cries for her hunger, losses and loneliness, even while 

she decries and defies the way in which her plaints tend go unheard. Our focus now shifts to the 

further development of her narratives throughout the subsequent sessions. At the end of each narrative, 

we look at the therapist’s response to Helen’s words and ultimately at how his attentive presence gives 

Helen the possibility to transform the scope of her cries and to hear her own voice in a different way. 

Always the Outsider 

Helen first describes a feeling of loneliness that has accompanied her since birth. Her 

description then stretches from being an “unwanted guest” (Th5) to being “a lost and wandering soul” 

(Th10, Th11). She is the literal “odd one out” as she collects experiences of being left out and ignored. 

Helen calls herself “a bystander” and “a spectator” (Th2). She remembers being “a pain in the neck” 

as a child, never invited to join other children in their games (Th4). She is an eternal outsider. Later 

Helen describes:  

A fear to not be part of the world anymore. You look at what life is for people. Ups and 

downs. You are always a spectator, you are never a part of it, nowhere. I look over at the 

neighbors and then I start to cry, because there is life, there is the party. I am not invited to 

parties. And if I am invited, I’m not really a part of it. (Th5)  

While her family was still intact, she was a part of something temporarily, but after the separation 

even this was ruined. She shouts her despair on this point: “You cannot do it all on your own this life. 

You can’t, you can’t!” (Th6)  
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Helen reveals how she has always felt second-rate, because of the close connection between 

her brother and their mother. When reminiscing on a past relationship in which she was actually put in 

the first place by her then partner, she remarks how this dynamic made him feel like a ball and chain to 

her (Th7). Helen notes how she flourishes when her adult children or ex-partner are in need of a 

helping hand. She then lives the life of someone who is “needed a little” (Th8). When describing her 

isolated position she remarks: “Nobody in the world is that close, that I would be devastated if they 

died.” (Th8) When she sees an acquaintance weeping because of a death in the family, she feels 

jealous of the sorrow that this woman is allowed to openly display (Th9).  

Helen sometimes posits loneliness as her “only problem”, a problem that won’t get solved by 

talking (Th6). The therapist notes how something seems to pull Helen towards the loneliness (Th6), 

highlighting the polyphony of being the lonely one (neglected) and the only one (chosen). He 

underlines Helen’s words about not being seen and not being heard, when she talks about past 

relationships. He invites Helen to talk in the sessions and to trust that the talking will have its effects 

(Th11). He does not push her to take specific actions outside of the therapy, though he does express a 

clear and lively interest in her creative activities. 

Mourning Past, Present and Future 

Helen first introduces the concept of mourning when talking about the future. The subsequent 

sessions reveal that Helen has embraced the activity of mourning as a way of keeping in touch with 

lost possibilities. She won’t start a new relationship, because in that way the fantasy image of her 

family as an intact entity can stay alive (Th2). She recognizes she cannot go back and that she has to 

go forward. She finds moving on difficult, however, because she feels as if she has cut off her own 

legs. 

Helen sees “a wasted life” and a self-destructiveness that works overtime. When pushing away 

her partner, she has “thrown out the baby with the bathwater” (Th6). She put on glasses that magnified 

the bad and obscured the good between them. Helen acknowledges that she wouldn’t be happy even if 

they had not separated. She would have reproached herself for being a “dependent, stupid woman … 

then it would have been that” (Th8). The complaining seems to be primordial. She now laments the 
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absence of the relationship, while previously she lamented its presence. She deduces that there is “a 

chink in her armor” and that it has been there since birth (Th11). 

Helen notes how she misses Jacob “like a little child searching for her mother” (Th4). “There 

is nothing but him. And our sons. But it is gone, gone, gone. I don’t have sons, no husband, no mother, 

no brother” (Th4). Though these people are still among the living, Helen experiences such a distance 

in her relationship with them, that they seem gone to her. She vows she will always keep mourning her 

family, “until I am in my grave” (Th8). Later Helen reiterates:  

I am not capable of a relationship. Actually, I am unendingly faithful. I am still a part of my 

family, but I don’t have them anymore. It is a mourning, mourning, mourning. Until I am in 

my grave, I will mourn that family that is lost. I cannot start with somebody else, because I am 

mourning, mourning, mourning. (Th11) 

In session five Helen utters some doubts about the therapy: “I don’t really see where I have to go or 

where I can go, I don’t see it yet”. Sometimes Helen suggests her pain is a direct result of her 

circumstances. As an example, she describes her mood when her sons have joined her for a meal: 

“Life is okay. I don’t have to come here to say anything anymore.” (Th5) In session six Helen starts 

off with questioning if “psychology - it doesn’t have anything to do with you okay - if psychology can 

still help me”. Helen describes how therapy and talking cannot help her with creating something that is 

not there:  

I don’t belong anywhere, no clan, no pack, total loneliness, not livable. No mother, no sons … 

talking won’t … won’t get there … I would have to find a friend, a companion, … I cannot 

create a family, a past with friends. (Th6) 

The therapist acknowledges that the therapy will not make her life “easy”. Nevertheless, he asks her to 

talk and to continue to talk about what overwhelms her and threatens to make her speechless. He notes 

how therapy is often more a question of “letting go” and less a question of “holding on” (Th10). On 

the rare occasions Helen loses her thread or falls silent the therapist encourages her to be verbal: “Try 

to express what you are thinking.” (Th10) 

Malnourished Child 
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Helen starts out with succinctly describing herself as underfed (Th1), but she fleshes out this 

description through the sessions until naming herself a “malformed and neglected child” (Th11). She 

has to satisfy herself with “crumbs”, while giving others “a whole meal” in return (Th4, Th9). There is 

a strong sense of imbalance in her relationships to others.  

In one of her earliest memories she is at home, sitting alone at the table and struggling with 

eating. Helen has difficulty to finish her meal while mother was otherwise occupied (Th4). In contrast 

with this image she confesses to eating “almost constantly” now. She eats to fill up the emptiness and 

because food is “the only thing” she has (Th4). By developing a narrative about hunger and 

malnourishment, Helen presents questions about basic needs and what the necessary minimum for 

survival looks like to her.  

Helen describes how she almost doesn’t dare to speak to her two sons anymore, because of a 

feeling of “dragging them down” and showing them a neediness that is too heavy for her children to 

bear (Th5). “Once you asked for one crumb too many, eventually you don’t ask anything from anyone 

anymore.” (Th5) Helen calls her situation inhumane and specifies: “You can learn to live with the fact 

that you are hungry …. But you get underfed … you get underfed and it’s life-threatening.” (Th10) 

She explains how you need a varied diet if you want to do more than just surviving. She draws a 

parallel between herself and starving children who are malformed because of their upbringing. “I am 

misshapen. I will throw up that food, because my stomach is not accustomed to normal food.” (Th11) 

Helen assesses that therapy might assist those who suffer from light underfeeding, but she 

doubts its effectiveness for those with worse complaints. She states:  

Unbearable. Underfed. It is not merely having a bit of hunger. It is thrashing about because of 

it. The organs are shutting down because they urgently need food. That is a big difference, a 

big difference. And I think psychology helps with light underfeeding yes. But with the majorly 

underfed psychology can’t do anything anymore, I think. (Th10)  

When sharing her thoughts on what could actually help her, Helen summarizes: “A little bit of 

everything …. Perhaps with a psychologist on top of it.” (Th10) Within her narrative of hunger and 

malnourishment, Helen cheekily casts the therapist in the role of the cherry on the cake.  
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The therapist’s response to Helen’s narrative of malnourishment is not to offer her a full meal. 

He acknowledges Helen’s words as hard work and a gift, but does not reciprocate by giving an equal 

amount of words back to her. In the first sessions he is mostly taciturn, though he does ask some 

questions for clarification. He allows Helen to unload a part of her suffering and notes how she might 

have to repeat some things “ad nauseam” (Th4). As for Helen being majorly underfed, he underlines 

how their undertaking will take “a lot of work” and that “it will need its time” (Th10).  

The therapist limits what he gives her by ending each session, but at the same time he shows 

her his desire to work with her by inviting her to come back and talk the next week. When Helen 

draws a comparison between herself and the nervous movements of underfed, malformed children, he 

notes how there is a lot of power in their continued survival. Though the movement is nervous, as a 

movement it is still a sign of life. Through these interventions, the therapist creates a space where 

repetition (of the complaint) is allowed, even while he invites Helen to survive, to speak and to create.  

The Weeping Woman 

Helen describes her struggle through life as follows: “Crying, stopping with crying, again 

some crying … the week passes, yes, phew, again another week has passed.” (Th11) The crying 

appears when she experiences her life as “almost not livable” (Th4). Her earliest memory is one of 

crying: a lonely child waiting for a mother to come and get her (Th4). Crying appears both as a 

worrying symptom and as a brittle solution in Helen’s narrative. The topic is touched upon in every 

session. On the one hand the intensity of it frightens her, like a swansong leading her towards death. 

On the other hand the sound, activity and movement of the cry also have the power to fill up empty 

moments and the strength to kill a boredom that threatens to annihilate her. In session five Helen 

describes herself through the eyes of her eldest son: “An unstable mother who is lonely, the crying 

mother. The crying mother.”  

In session six the crying appears when Helen equates her lonely struggle through life with the 

running of a marathon without support:  

You get tired and fed up and scared that one time your strength will be depleted. You run your 

marathon and at 35 kilometers you say … I won’t get there. The others get drinks, good shoes, 

encouragements. Maybe I will finish … Why did I finish it? I am here … nobody is waiting 
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for me. I won’t have that acknowledgement. … I will cross the finish line while I’m crying: 

‘I’m done, I’m done’. They will say: ‘Stop with the complaining, we also finished the 

marathon, yet we don’t cry’. (Th6) 

The crying refers mostly to weeping out of misery or to a kind of limitless wailing she vocalizes when 

alone and in the grip of a crying fit. In session eleven, Helen ventures a possible reading of the crying 

jags that sometimes overwhelm her. She defines it as a cry for help: “It is crying out help, help, help 

and at the same time apologizing. Forgive me that I dare to cry for help.” One time she made an 

acquaintance witness one of her weeping spells. Helen detected a kind of narcistic pleasure in showing 

herself to someone while going off the deep end. It felt “a little perverse … showing her such crying, 

such wailing”. (Th11) In our interpretation, Helen’s description shows how her weeping is imbued 

with significance and a certain kind of satisfaction.  

Crying has a double meaning for Helen. In some situations the crying is a crying out and a 

raising of her voice in a bid to be heard. Helen bemoans her lack of formal education. She notes how 

the words of certain scholarly people hold more power, while their mistakes seem to have less severe 

consequences. She has to speak louder and has to yell to be heard, while others have more impact with 

calmly saying one sentence (Th5). She struggles with reliability and getting a voice. She often gets 

accused of exaggeration.  

The therapist acknowledges the importance of her words and the presence of both grief and 

satisfaction in her tears. When the therapist inquires after the effects of talking to him, Helen explains 

“a bit disrespectful” how if she wouldn’t be in therapy, she would have spent another day crying at 

home. She remarks how she also cries in therapy, but there is an important difference: “Otherwise I 

would cry without anyone hearing it.” (Th11) Because of his presence she experiences less 

anxiousness. At home she sometimes fears crying so hard that she would die, that her body would start 

shutting down. She fears collapsing in her home and waiting for days for someone to find her. If she 

would keel over in therapy, however, the therapist would be there to immediately call for help. By 

session eleven Helen trusts the therapist to be present when she loses it. She expresses a tentative 

experience of being heard.  

On the right track 
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Helen’s depressive symptoms diminished towards a subclinical level after twenty sessions of 

therapy. The Structured Clinical Interview for DSM-IV-TR (First et al., 2002) after the 20th session of 

therapy revealed that Helen still experienced feelings of depression and that she still had a reduced 

interest in things she used to enjoy. Her feelings of worthlessness diminished though, as did her 

thoughts about death and suicidal ideation. Her score on the Hamilton Depression Rating Scale 

lowered to 9. A score of 9 rates as mild depressive complaints, with mild scores ranging from 8 to 16 

(Renemane & Vrubļevska, 2021). Helen scored lower because she felt less agitated and experienced 

less psychic anxiety. She also experienced fewer general somatic symptoms and less hypochondriacal 

preoccupation. At that point she chose to continue the therapy beyond the context of the research. Her 

symptoms of loneliness and disconnection were not gone and the intensity of her plaintive language 

was still powerful. And yet, the trust of the therapist in the act of speaking was “contagious” for Helen. 

In the words of Shedler (2022): “Without hope, there can be no therapy (p. 434).”  

Shortly after the 20th session, during an interview with a research assistant, Helen states that 

she feels as if they are on the right track. She hopes and dares to believe that the therapist can help her 

find a way to carry her burdens. He has understood the severity and the importance of her complaint 

and has made her feel seen. The despair that fuels her complaints, the “you are so alone with it” from 

the first session gets addressed and tackled by the attentive attitude of the therapist. He is capable of 

enduring intense negative affectivity and committed towards learning Helen’s personal metaphors 

(McWilliams, 2004). His interest fuels Helen’s curiosity towards her own experience.  

In these eleven sessions we witness the preparation of the sustained therapeutic work that 

follows. A safe environment gets established, where Helen can speak honestly and spontaneously. 

This process is not without its difficulties, for the challenges that Helen encounters in life and in her 

relationship to others are naturally also present and palpable in the therapy. In psychoanalytic therapy 

the appearance of old scripts, wishes and metaphors is not viewed as a disruption of the therapeutic 

work; their presence rather provides material that puts the patient and the therapist to work (Shedler, 

2022).  

Past experiences of failure and disappointment make Helen doubt the efficacy of what the 

therapist can offer her. She is sometimes quite sharp and biting when referring to the therapy, testing 
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the fortitude of the therapist. Can he know something about her loneliness, her mourning, her hunger 

and her tears, that she herself does not yet know? The therapist does not defend himself or his aptitude. 

He does let her know that he is a witness to her difficulties and he proposes there is work to be done. 

Helen does not have to fight for acknowledgment and so the energy that is often put into making her 

pain visible for others to see, can be redirected towards exploring a suffering she no longer has to 

prove.  

Complicating Factors  

The transference relationship to the therapist might have been positively influenced by the 

research setting, because of the supposed knowledge and expertise that is associated with a university-

based project. The research setting might also have had negative influences on the therapeutic 

sessions, because of the potentially disruptive nature of the audio-recordings and the interviews by the 

research assistant for example.  

Access and Barriers to Care 

There were no barriers to care.  

Follow-Up  

Four years after the start of the therapy Helen was contacted by the first author. Helen gives 

“Kudos” when looking back, for this being the only therapy that really helped her. She stresses how 

the frequency (weekly) was important to her. The therapist encouraged her to work in the sessions and 

to keep going during crucial moments. This led her to give him “the benefit of the doubt”. His 

acknowledgement that therapy by itself won’t make life easy rang true to her. The therapy eventually 

ended when the therapist stopped his practice as a private therapist.  

Some things in Helen’s life have shifted for the better. She is able to see some positive aspects 

of being an outsider, like being able to look at things from the sidelines, though the drawbacks remain. 

The mourning has also changed shape somewhat, becoming less generalized. It is now defined in a 

sharper way as a mourning for talents that were not developed because of fear of failure. The feeling 

of malnourishment has become more explicitly linked to her childhood circumstances and family 

history. The crying, notably, is mostly gone now, with anger taking a more prominent place. 

 Treatment Implications of the Case  
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Helen compares the beginning of the therapy to “jumping into the rapids” and “stirring the 

pot” (Th4), confirming the volatile nature of the experience. Instead of weeping on her own, Helen 

goes to therapy to talk about what moves her. The therapist creates an open space that gives Helen the 

opportunity to explore her suffering. In our interpretation, this allows her to hear the meaningful, 

sorrowful and sometimes even joyful notes in her own melody. The therapist does this by staying 

close to Helen’s choice of words when reflecting on her difficulties. He also encourages her to be 

curious and attentive towards her own language, underlining instances where her words suggest 

double meanings or different connotations.  

By inviting Helen to talk, the therapist draws limits around the wordless satisfaction that could 

sometimes overwhelm her. In the transference he is balancing her desire to be put first and her 

difficulties with being given that position. She is hungry for more, yet feels sick to the stomach when 

given too much. The therapist employs an attentive, exploring and inviting attitude, while he refrains 

from making future projections or promises. He “weathers the storm” (Reith et al., 2018) of the first 

session and remains calm when faced with Helen’s doubts and fears.  

Through her plaintive narrative Helen evokes the powerful image of a weeping mother, a 

mater dolorosa, while searching for a voice (a tone, a volume) that can sufficiently articulate her 

sorrow. The therapist invites Helen to a “work of symbolization, verbalization and elaboration” (Reith 

et. al., 2018, p. 73). He asks her “to speak her mind”. The therapeutic interventions clearly 

communicate the analyst’s desire to work with the patient (Cauwe et. al. 2017; Vanheule, 2022). He 

tempers the desire for a quick fix and asks Helen to take her time. He sometimes encourages her by 

stating that she is “hard at work” in the session, implicitly acknowledging her demand for help. More 

often though, he explicitly focuses on fostering the tentative epistemic curiosity that Helen displays.  

This case study illustrates how an abstinent position can go hand in hand with an authentic 

desire to work with the patient. There is no easy understanding or overly empathetic caring, but the 

therapist gives his time, lends his ear and actively supports Helen in “bringing things to speech” (Fink, 

2010, p. 260). In this way the many different layers and faces of Helen’s complaint can come to the 

fore. The various identifications, meanings and functions that are present in her complaint can be 

heard, questioned and thereby their painful effect can be loosened.  
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Recommendations to Clinicians and Students. 

Helen has spoken with many therapists in the past and most of these encounters had not been 

helpful to her. Helen did not hold them in high esteem, felt they minimalized her problems or felt 

pushed to make decisions she later regretted. She did encounter one therapist who “understood 

everything”, but he could only see her once a month, which reduced these appointments to “a bit of 

maintenance” (Th5). Some mental health practitioners ran away from her suffering, while others tried 

to directly engage with her needs, proposing certain steps she should take. This therapist made a 

difference, because he did not get sidetracked by proposing short term solutions, nor did he put flame 

to the fire by showing an excessively empathetic response to the initial and intense onslaught of 

complaints. 

In conclusion, this case shows how the steady presence of the analyst during recurring 

appointments is vitally important. The analyst’s ability to make room for ambivalence gives the patient 

the opportunity to explore the many facets of his or her complaint. Acknowledgment of the difficulty 

of the endeavor and encouragement at key points can further support the start of the therapeutic work.  
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