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There are moments in clinical practice that are difficult to name. 

A client may recount overwhelming experience fluently and in detail. The chronology is intact; the vocabulary 
is precise. Yet something essential appears absent. The narrative feels curiously uninhabited. When asked 
what the experience meant, or how it was felt, the account thins. The words seem present, but the subject 
behind them is elusive. 

In other cases, language falters altogether. As traumatic material approaches, speech becomes fragmented or 
disappears. It is not that the client refuses to speak. Rather, the experience itself resists representation. 

You recognize these presentations: the over-intellectualized client whose narrative is coherent but affectively 
hollow; the dissociated narrator recounting events as if reading someone else's testimony; the silent survivor 
for whom speech simply fails; the perpetrator describing harm in passive language, agency curiously absent. 

Each reveals something different about how symbolic capacity can falter—and what therapy may be called 
upon to hold and strengthen. 

Such moments invite a different question from the familiar concerns about regulation or recall. They suggest 
that overwhelming experience may disrupt not only what is remembered, but the capacity to symbolise 
experience in the first place. 

This three-hour seminar explores that possibility. It is not an attempt at comprehensive coverage, but a 
focused inquiry into how symbolic capacity is formed, disrupted, and, where possible, restored within 
attachment relationships. 

When Symbolic Capacity Fails to Form 

Research in affective neuroscience has increasingly demonstrated that under conditions of overwhelming 
threat, the cortical systems involved in language and narrative integration may become compromised, with 



                                     

 

functional imaging studies showing reduced activation in Broca's area—the region responsible for speech 
production—during traumatic recall, alongside heightened limbic activity and diminished prefrontal 
coherence. Under such conditions, experience may be encoded as sensation or image without full integration 
into symbolic form. 

At the same time, developmental and attachment research reminds us that the capacity to represent inner 
states does not emerge automatically. Through attuned caregiving, intense affect is gradually named, 
mirrored, and metabolised. 

As Fonagy has argued, mentalisation develops in relationship. Winnicott similarly described how the infant 
comes to experience their inner world as thinkable because it is first held in the mind of another. 

Through early attachment relationships, children are introduced not only to affect regulation, but to the 
language of attachment itself — the shared symbolic vocabulary through which inner states become thinkable 
and communicable. 

Where early environments are marked by fear, emotional absence, or misattunement, this representational 
capacity may remain fragile. Bion's concept of alpha function—the transformation of raw sensory-emotional 
experience into thinkable thought—may fail to consolidate. 

When later adversity or traumatic threat occurs, neurobiological disruption and developmental vulnerability 
can intersect. Experience may be felt but not fully symbolised. Affect may remain unlinked to narrative. 
Identity may organise itself around what cannot be spoken. 

The difficulty, in such cases, is not simply dysregulation. It is representational fragility. 

Four Clinical Configurations 

In clinical practice, this fragility may present in recognisable but varied ways. Gwen considers four recognisable 
presentations that illuminate different aspects of representational fragility: 

The Over-Intellectualised Account 

Some individuals speak extensively about their histories using therapeutic or diagnostic language—attachment 
disruption, developmental trauma, dissociation—yet the affective resonance appears distant. 

Words are available, but they function defensively. The narrative is coherent and clinically literate, while the 
subjective experience remains unintegrated. When asked what the experience felt like, the account may stall 
entirely. 

The client knows how to describe, yet cannot fully inhabit what is being described. 

The Dissociated Narrator 

Others recount traumatic events with striking clarity but little sense of ownership. The language feels 
rehearsed or externalised, delivered with eerie consistency across sessions—same words, same cadence, as if 
reading testimony from a stranger's life. 

When invited to reflect on emotional meaning, the account may abruptly fragment, or the client may appear 
confused by the question itself. 



                                     

 

The experience has been encoded linguistically, but it does not belong to a psychological subject. 

The Pre-Verbal Collapse 

In some cases, particularly where overwhelming experience occurred early in development, language itself 
may fail. Speech narrows, or falls away altogether, not necessarily out of resistance but because the 
representational structures required to hold the experience were never securely formed. 

The client wishes to speak but cannot. There is no story because there was no self yet capable of story. What 
remains is shame at the absence of words. 

The Absent Agent 

In forensic contexts, one may encounter individuals who describe harmful actions in detached or passive 
language. Events are narrated; agency remains diffuse. "Things got out of hand." "It just happened." 

There is no psychological subject in the sentences—only events that occurred, as if responsibility belonged 
elsewhere. The difficulty may not lie solely in denial, but in an inability to integrate action into a coherent 
narrative self. 

Without sufficient symbolisation, moral accountability may struggle to consolidate. 

Each of these presentations reveals a different failure in the relational and neurobiological conditions that 
allow experience to become speakable. Each requires a different form of therapeutic attention. 
 
The Relational Restoration of Voice 

Therapeutic work with overwhelming experience is often framed in terms of helping clients "tell their story." 
Yet storytelling presupposes the existence of symbolic capacity. Where that capacity is compromised, the 
clinical task becomes more foundational. 

In such work, the therapist may function as a provisional representational system. Through careful attention 
and disciplined curiosity, fragments of experience can begin to acquire linguistic form. The task is not to 
impose coherence, but to tolerate its absence while offering relational scaffolding. 

Mentalisation, in this context, is less a technique than a way of being present. The clinician may tentatively 
name what appears to be present but unformulated, allowing experience to be thought before it is fully 
spoken. 

"I notice you went quiet when you mentioned your mother." "Your hands are clenched—I wonder if there's 
anger here that has no words yet." 

This is less interpretation than the offering of provisional language for experience that has not yet acquired 
symbolic form. 

Over time, the client may internalise this function. What began as the therapist's capacity becomes, gradually, 
the client's own. 

Silence, rather than being treated as resistance, may be understood as communication at the limits of 
representation. The therapist must bear witness to speechlessness without rushing to fill it. The goal is not to 
extract narrative but to recognise when language has reached its boundary. 



                                     

 

This requires the clinician to regulate their own need for the client to "make sense." 

When attempts at narrative integration begin, representational strain may become visible. Speech flattens. 
The client appears to withdraw. 

Gwen reflects on how clinicians might recognise these micro-departures and gently interrupt: "You just went 
somewhere else. Can we pause here?" This prevents re-traumatisation through forced coherence. 

Full narrative may never be possible—or necessary. Therapeutic progress may consist of helping the client 
hold fragments: "Something bad happened." "I was frightened." "I survived." 

These are not complete stories, but they are symbolic acts. They represent the gradual strengthening of 
representational capacity. 

Some experience will remain unspeakable. The clinical task is not to force language but to help the client 
distinguish between what cannot yet be spoken and what need not be spoken. There is dignity in silence when 
it is chosen rather than imposed by neurobiological collapse or relational failure. 

Managing the Therapist's Countertransference 

To do this work is to offer oneself as the relational scaffolding the client never had. This requires exquisite 
attunement—and tolerance for the therapist's own helplessness. 

Gwen addresses the countertransference specific to working at the limits of representation: 

• The pull to rescue through interpretation — offering meaning prematurely 
• Anxiety in the face of silence — the therapist's discomfort when coherence fails to emerge 
• Frustration with non-linearity — the wish for the client to "just tell the story" 
• The impulse to complete the narrative — filling gaps that may need to remain open 

Attention to the therapist's own need for coherence becomes central. The clinician must tolerate not-knowing 
without abandoning curiosity. 

The aim is not necessarily the production of a complete narrative. Rather, it is the gradual strengthening of the 
capacity to symbolise—to hold experience in language, even if only in fragments. 

Why This Seminar 

Clinicians increasingly encounter clients who are fluent in psychological vocabulary yet struggle to inhabit their 
own experience, alongside others for whom language itself seems unreliable or absent. 

In some cases, articulation and integration have become separated; in others, representation never 
consolidated. 

These presentations may be understood not simply as failures of courage or memory, but as disruptions in the 
relational and neurobiological architecture that allows experience to become speakable. 

This concentrated three-hour session offers formation-level thinking on a single clinical phenomenon: what 
happens when overwhelming experience disrupts the capacity to symbolise—and how therapy can restore 
voice. 



                                     

 

Drawing on neuroscience, attachment theory, psychoanalytic thinking, and forensic clinical experience, it is 
designed for experienced psychotherapists, psychologists, and psychiatrists who wish to think more deeply 
about the relationship between overwhelming experience, language, and identity. 

About Dr Gwen Adshead 

Dr Gwen Adshead is a forensic psychiatrist and psychotherapist with over three decades of experience 
working in secure psychiatric settings with individuals who have committed serious harm. She has worked 
extensively with trauma survivors, perpetrators, and individuals whose capacity for mentalisation and 
narrative identity has been profoundly disrupted. 

Gwen is Honorary Professor of Forensic Psychotherapy at Gresham College, London, and former President of 
the International Association for Forensic Psychotherapy. She is co-author of The Devil You Know: Stories of 
Human Cruelty and Compassion and a leading voice on the intersection of attachment, trauma, and moral 
development. 

Known for her forensic precision, ethical seriousness, and refusal to simplify the complexity of human 
suffering, Gwen brings rare clarity to clinical territory where language, identity, and overwhelming experience 
intersect. 

Join us for this concentrated exploration of how therapy may help restore, where possible, the symbolic 
capacities upon which psychological integration depends. 
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