


PSYCHOANALYTIC CASE FORMULATION



This page intentionally left blank 



Psychoanalytic
Case Formulation

Nancy McWilliams, PhD

THE GUILFORD PRESS
New York London



© 1999 Nancy McWilliams
Published by The Guilford Press
A Division of Guilford Publications, Inc.
72 Spring Street, New York, NY 10012
http://www.guilford.com

All rights reserved

No part of this book may be reproduced, translated, stored in a
retrieval system, or transmitted, in any form or by any means,
electronic, mechanical, photocopying, microfilming, recording, or
otherwise, without written permission from the Publisher.

This book is printed on acid-free paper.

Last digit is print number: 19 18 17 16 15 14 13 12 11 10

Library of Congress Cataloging-in-Publication Data

McWilliams, Nancy.
Psychoanalytic case formulation / Nancy McWilliams.

p. cm.
Includes bibliographical references and index.
ISBN 1-57230-462-6
1. Psychiatry—Case formulation. 2. Personality assessment.

3. Behavioral assessment. 4. Interviewing in psychiatry.
5. Psychotherapist and patient. I. Title.

RC473.C37M38 1999
616.89—dc21 98-56044

CIP

../../../../../www.guilford.com/default.htm


For my husband,
Wilson Carey McWilliams



About the Author

Nancy McWilliams, PhD, teaches psychoanalytic theory and therapy at
the Graduate School of Applied and Professional Psychology at Rut-
gers—The State University of New Jersey. A senior analyst with the
Institute for Psychoanalysis and Psychotherapy of New Jersey and the
National Psychological Association for Psychoanalysis, she has a pri-
vate practice in psychodynamic therapy and supervision in Flemington,
New Jersey. Her previous book, Psychoanalytic Diagnosis: Under-
standing Personality Structure in the Clinical Process (Guilford Press,
1994), has become a standard text in many training programs for psy-
chotherapists, both in the United States and abroad. She has also
authored articles and book chapters on personality, psychotherapy,
psychodiagnosis, sexuality, feminism, and contemporary psychopath-
ologies.

vi



Preface

HE first time a supervisor asked me to venture a "dynamic formula-
tion" of the case material I had just heard, I became instantly incompe-
tent. I knew vaguely what I was being asked to do—namely, to suggest
how the person's symptoms, mental status, personality type, personal
history, and current circumstances all fit together and made sense—but
I drew a blank as to where to begin. This was my introduction to the
more interpretive, synthetic, artistic aspects of psychodiagnosis. Until I
had been asked for that formulation, I had rarely in my training been
encouraged to work inferentially, to open myself up to a creative pro-
cess fueled by intuition, to feel my way into another human being's inti-
mate life and formulate that person's suffering in a way that would
express his or her unique categories of subjective experience rather than
the preformatted, "objective" categories of received diagnostic wisdom.
Like any well-socialized student, I had gotten good at memorizing fac-
tual data, telling teachers what I thought they wanted to hear, and look-
ing for the requisite number of "signs" that would either confirm or
rule out a well-known diagnostic entity, but this assignment asked for
something different and was initially very intimidating.

Most of us learn psychodynamic case formulation, as I eventually
did, by identification with mentors who are good at it and who can
demonstrate how better understanding produces better treatment. I am
not entirely sure that this creative, affectively infused process can be
captured in a book. But I was also uncertain initially whether psychoan-
alytic character diagnosis could be effectively taught via the printed
page, and I have repeatedly heard from students and practitioners that
my writing on that topic has been helpful. So when my editor pointed
out that in Psychoanalytic Diagnosis (McWilliams, 1994), despite my
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harping on the importance of sensitively assessing personality structure,
I devoted only a footnote to how one arrives at such an assessment, I
began thinking about how to convey in writing the ways in which expe-
rienced psychodynamic therapists think about patients.

They certainly do not think of them simply in terms of the criteria
for "disorders" that are codified in the Diagnostic and Statistical Man-
ual of Mental Disorders (DSM) of the American Psychiatric Associa-
tion. To their credit, the authors of the DSM-IV have been explicit
about the limitations of "disorder" taxonomies, especially from the
point of view of the practicing clinician rather than that of the empirical
researcher (American Psychiatric Association, 1994, p. xxv). To be a
good therapist, one must have an emotional appreciation of individual
persons as complex wholes—not just their weaknesses but their strengths,
not just their pathology but their health, not just their misperceptions
but their surprising, unaccountable sanity under the worst of condi-
tions.

My previous book concerned the implications of personality struc-
ture for treatment. An appreciation of a client's character type is, how-
ever, only one of the factors that influences therapists in their decisions
about how to work with someone. We want to know what stresses ac-
count for any person's coming to us at this particular time, how he or
she has unconsciously understood those stresses, and what aspects of
his or her unique background have created a vulnerability to this kind
of stress. We also want to know how the person's age, gender, sexual
orientation, rate, ethnicity, nationality, educational background, medi-
cal history, prior therapy experience, socioeconomic position, occupa-
tion, living arrangements, responsibilities, and religious beliefs are con-
nected with the situation about which we are being consulted. We ask
about eating patterns, sleeping patterns, sexual life, substance use, rec-
reations, interests, and personal convictions. We put all that together
into a narrative that makes this human being and his or her psycho-
pathology comprehensible to us, and we derive our recommendations
and our way of relating to the client from that narrative (see Spence,
1982). Thus, in contrast to my previous book on diagnosis, this one
concerns itself not just with those aspects of people's psychologies that
comprise Axis II of the DSM but with data appropriate to Axes I, III,
IV, V, and other areas.

This book is more about the process than the outcome of diagnosis.
Even though there are numerous good sources on how to conduct an
initial interview (e.g., MacKinnon & Michels, 1971; Othmer & Oth~
mer, 1989), and several recent publications explicating different person-
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ality diagnoses or disorders (Akhtar, 1992; Millon, 1981; Kernberg,
1984; Josephs, 1992; Benjamin, 1993; Johnson, 1994), I am not aware
of many primers on how therapists reflect on the deluge of information
they obtain in a diagnostic interview—how they put it into not only a
diagnostic formulation but also a general psychodynamic one. One no-
table exception is a guide by Paul Pruyser, who in 1979 not only de-
scribed the process of psychodynamically influenced interviewing but
also championed its importance with eloquence. Twenty years later,
much has changed, both in psychoanalysis and in the culture at large.
Currently, given pressures for quick, atheoretical diagnosis, it may be
even more important than previously for those of us in the mental
health business to remind ourselves of the complexities and subtleties
involved in trying to understand people and their psychological prob-
lems.

I am hoping to reach the same audience I have addressed previ-
ously, namely, people committed to becoming therapists, whether their
field is psychiatry, psychology, social work, counseling, education, pas-
toral work, nursing, psychoanalysis, relationship counseling, or the ex-
pressive therapies that involve the visual arts, music, and dance. Beyond
the narrow goal of teaching practitioners how to develop and refine a
dynamic formulation, I hope also to illustrate the value of the kinds of
knowledge that constitute mainstream psychoanalytic expertise, and to
provide support to my colleagues and students, so many of whom are
suffering from the current, market-driven climate of cynicism about in-
tensive and sustained mental health care. The public deserves therapists
who maintain the integrity of psychological services and who resist let-
ting economic pressures compromise either their commitment to a deep
understanding of individuals or the compassion that naturally derives
from that commitment.
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Introduction

HE ideas that comprise my thinking here were originally organized
in response to an invitation from James Barron to contribute an essay to
an anthology entitled Making Diagnosis Meaningful: Enhancing Evalu-
ation and Treatment of Psychological Disorders (1998). In fact, this
book is a much-expanded elaboration of that chapter, with a different
audience in mind and a more complex collection of aims that I try to ar-
ticulate in what follows. In his letter about the proposed book, Barron
raised questions about tying the diagnostic process more meaningfully
to the actuality of clinical work, about the complex relationships be-
tween diagnosis and prognosis, about the extent to which diagnosis
informs treatment, about relating diagnosis to developmental processes,
and about the tension between diagnoses that seek descriptive specific-
ity yet obscure the complexity of patients and diagnoses that capture
complexity but sacrifice specificity.

I have pondered such questions for years. As succeeding editions of
the Diagnostic and Statistical Manual of Mental Disorders (DSM) of
the American Psychiatric Association (1968, 1980, 1987, 1994) have
become increasingly objective, descriptive, and putatively atheoretical,
they have inevitably minimized the subjective and inferential aspects of
diagnosis on which most clinicians actually depend. Operating more or
less invisibly alongside the empirically derived categories of the DSM is
another compendium of wisdom, passed down orally and in practice-
oriented journals: clinical knowledge, complexly determined inferences,
and consistent impressions made on the harnessed subjectivities of ther-
apists. In any individual case, these data coexist somewhat uneasily
with whatever formal diagnostic label the patient has been given. One
aim I have here is to represent that invisible, shared set of procedures
and reflections.

T,
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ON THE SUBJECTWE/EMPATHIC TRADITION

From the perspective of an empirical scientist, human subjectivity is
generally considered a detriment to accurate observation. From that of
the clinician, subjectivity allows access to knowledge about human be-
ings that one could never have of other subject matter (one presumes
that physicists rarely "empathize" with particles). Many contemporary
psychoanalytic writers (e.g., Kohut, 1977; Mitchell, 1993; Orange,
Atwood, & Stolorow, 1997) essentially define psychoanalysis as the sci-
ence of subjectivity, in which the analyst's empathy is the primary tool
of investigation. Much of what I cover in this book reflects this subjec-
tive/empathic orientation. There is an important place for clinical
observations made from this perspective, especially when they are scru-
pulously amassed and repeatedly compared with those of colleagues.

Several years ago, I agreed to be a research subject for a doctoral
dissertation investigating differences in diagnostic preferences between
psychoanalytic and cognitive-behavioral therapists. I consented to "di-
agnose in my usual way" certain material that would be presented to
me on videotape. The tape purportedly showed a patient describing cer-
tain problems. I was to view it and then fill out a questionnaire. My im-
mediate and persisting reaction to the video was that the woman de-
scribing her symptoms was not a patient; in her relationship to the
camera, there was a complete absence of the usual emotional atmo-
sphere one feels in the presence of a suffering person asking for help. I
was quickly aware that I could therefore not "diagnose" her in the
usual way I make clinical assessments—namely, by empathic immersion
in the subjective experience of the person seeking a therapist's expertise
and the disciplined exploration of what she provoked in my own sub-
jectivity. The first item on the questionnaire was "What was your first
reaction to the patient?" I responded, "That she was an actress, not a
real patient." The subsequent questions, which assumed that the video-
taped woman was in fact a patient, were impossible to answer.

I called in the student and explained to her my problem. I had been
asked to diagnose in my "usual way," but my usual way required me to
feel the presence of a person who was really asking for help. I said I was
not trying to be difficult, but I could not fit my usual style of diagnosis
into the demands of the experiment. The researcher confirmed that the
videotaped woman was an actress but asked me to imagine anyway that
she was a real patient. I said I could not do this: Diagnosis for me is not
a strictly intellectual exercise, responsive only to described symptom-
atology. In exasperation, the experimenter decided to exclude me from
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her study, since I was not able to cooperate with her research on its own
terms. The findings she later published simply omitted the assessment
practices of therapists like me, who bring a more holistic, subjective,
interactional sensibility to the task of understanding another human be-
ing.

Analogous omissions happen all the time with psychoanalytic data.
Information is ignored because it is not "neat," objectively describable,
full of discrete, observable behavioral units (cf. Messer, 1994). There-
fore, it is no surprise that we have a lot of empirical data on cognitive-
behavioral therapies and far less on psychoanalytic ones. Only a
cognitively impaired individual could honestly conclude from this situa-
tion that cognitive-behavioral treatments work and that psychoanalytic
therapies do not. We are missing data, but we are not in possession of
data demonstrating that psychoanalytic treatments lack effectiveness.
As George Strieker (1996) has remarked, we should not confuse the ab-
sence of evidence with the evidence of absence. What can be concluded
is that we need to invest in the very expensive, complex, and creative re-
search that psychoanalysis requires to establish its empirical status.
Meanwhile, those of us who are already convinced of the efficacy of
psychoanalytic work owe at least some account of our thinking.

In fairness to the critics of traditional therapy, there is ample evi-
dence that psychoanalytic assumptions have often been mistaken (one
thinks, for example, of some of Freud's more peculiar ideas about fe-
male sexuality), reflecting smug, culture-bound convictions that now
look quaint at best, harmful at worst. Because of the limitations of lore,
there will probably always be a healthy tension between the subjectively
infused oral tradition and the objectively oriented syndromal one. An-
other source of tension is that practice often lurches ahead of research,
for the simple reason that therapists, hearing from a colleague that a
new technique can help patients, will try it before waiting for full em-
pirical validation (the recent popularity of eye movement desensitiza-
tion and reprocessing [Shapiro, 1989] or thought-field therapy [Calla-
han & Callahan, 1996; Gallo, 1998] come to mind here).

It is very difficult to do good research on conventional, long-term
therapy, and few of us who feel the calling to be therapists also have the
temperament of the dispassionate scientist (see Schneider, 1998, on the
romantic tradition in psychology). We are not, however, indifferent to
science. At least since the time of Spitz (1945), analytic practitioners
have been deeply influenced in their practice and in their development
of theory by controlled research, especially research in developmental
psychology. Another aim of this book is to show how experienced ana-
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lytic practitioners apply relevant research findings to the demands of
formulating a case.

ON BEING A THERAPIST AND TEACHING
PSYCHOTHERAPY AT THE TURN OF THE CENTURY

It is an irony of our times that at the point when psychotherapy has al-
most completely lost its stigma, at least in the middle classes, and at the
point when a respectable literature on its effectiveness has accumulated
(Luborsky, Singer, & Luborsky, 1975; Smith, Glass, & Miller, 1980;
Lambert, Shapiro, &C Bergin, 1986; VandenBos, 1986, 1996; Lipsey &
Wilson, 1993; Lambert & Bergin, 1994; Messer & Warren, 1995; Roth
& Fonagy, 1995; Seligman, 1995, 1996; Howard, Moras, Brill, Martin-
ovich, & Lutz, 1996; Strupp, 1996), we are experiencing political and
economic pressures that are demoralizing practitioners, discouraging
clients from seeking help, punishing clinicians who are able to inspire
patients' willingness to stay in treatment long enough to accomplish
something enduring, and redefining as "therapy" a nonconfidential re-
lationship that may be summarily stopped at any point (cf. Barron &:
Sands, 1996).

Becoming a good therapist is inherently arduous and time-consuming,
but lately, the task has been complicated by anxieties among aspiring
clinicians that they will not be able to practice the difficult art they have
made so many sacrifices to master. As a teacher of therapists, I have
seen evidence that these anxieties have been rising steadily in recent
years. For example, in my introductory survey of psychoanalytic theory
at Rutgers, I typically assign a paper asking students to analyze one of
their dreams in classical Freudian fashion. Occasionally a kind of "class
theme" emerges in the papers, often involving separation (students usu-
ally take this course in their first graduate semester) or self-esteem (not
easy to maintain in graduate school). In a recent semester, almost half
the analyzed dreams contained images of an intrusive, arbitrary, unem-
pathic authority—hostile police officers, angry school principals, auto-
cratic nuns, and the like. When I reported this pattern and asked class
members how they understood its meaning, they associated immedi-
ately to their apprehensions about practice in a "managed care world"
where some bureaucratic directive would suddenly override their clini-
cal judgment.

If I had been writing this book fifteen years ago, it would not have
the polemical edge it has now. We are in a period of painful crisis about
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health care in general and psychotherapy in particular. There has essen-
tially been a corporate takeover of the health care delivery system, and
like most health care professionals, I am highly skeptical about the ap-
plicability of corporate and commercial models to the helping profes-
sions. Although I find it hard to imagine that there will ever be a time
when people will not want to talk to highly trained others about their
problems, if perfunctory, insincere, and frustrating interventions are
represented as psychotherapy, it will not be many years before signifi-
cant numbers of people will think they have "tried therapy" and found
it wanting. They are unlikely to think about trying it again.

These realities make it even more compelling for therapists to do
their job conscientiously and effectively. If a client is restricted to a
short-term therapy relationship, it is more important, not less, to oper-
ate from a sound diagnostic basis. If the job the patient wants done can-
not be done under the conditions that a paying third party insists on, it
is up to the therapist to be honest about that and to know how to con-
vey to the client an understanding of that person's particular psychol-
ogy and its therapeutic requirements—to impart a dynamic formulation
in ordinary language (cf. Welch, 1998). Communications of this nature
can themselves be understood or misunderstood based on how astute
the therapist is about the patient's overall psychology.

It is a common contemporary belief, especially among managed
care personnel, insurance company executives, and some academic psy-
chologists, that psychotherapy, especially psychodynamic therapy, is
wasteful and ineffective. The research that has been cited in self-serving
ways by many third-party payers to justify the most minimal interven-
tions in the name of treatment has consisted mostly of studies in which
time-limited, identical interventions are delivered to carefully selected,
randomly assigned patients with simple diagnoses, whose progress is
evaluated strictly according to the fate of the specific symptom for
which they came to treatment (see Parloff, 1982; Persons, 1991). As
Seligman (1996) has pointed out, such procedures differ markedly from
psychotherapy as it is actually practiced. Conventional therapy is typi-
cally open-ended, with the patient influencing time of termination; it is
self-correcting, in that therapists readily change their approach when
something is not working; it often reflects the client's active and dis-
criminating selection of a therapist with whom he or she feels comfort-
able; it usually concerns multiple and interacting problems rather than
isolated symptoms; and the therapist's and patient's criteria for out-
come include not just symptom relief but improvement in general func-
tioning.
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Complicating matters, the rift between academic psychologists and
dynamically oriented practitioners, for which both groups bear some
responsibility, has affected the undergraduate and graduate teaching of
psychology. Notwithstanding a few friendly university departments, the
settings hospitable to psychoanalytic scholarship have been freestand-
ing institutes and hospitals outside the academic mainstream. Because
most academic psychologists have had scant exposure to analytically in-
formed practice, theory, and scholarly research, their comments to stu-
dents about the nature of analytic treatment are often wildly misin-
formed. It is not uncommon for individuals who earnestly want to learn
how to help people to come to graduate programs in psychotherapy be-
lieving that psychoanalytic practice is represented by a withholding and
authoritarian doctor, a worshiper of the mythic Freud, who says noth-
ing for the first six months of treatment and then tells the patient she
has penis envy. One impetus to my writing this book is my concern to
bring the analytic tradition and contemporary analytic theories into
classrooms where psychoanalytic ideas may not previously have been
well understood or welcome.

Analytic psychotherapy is not a set of techniques that operate inde-
pendently of those who practice it. Relatively untrained people with
good instincts and a good heart can be effective therapists. Highly
trained individuals who lack ordinary compassion can be disastrous
ones. The art of the clinician is difficult to teach and especially difficult
to convey to skeptics. Some people who disparage psychotherapy have
no temperamental affinity for the sensibilities it involves. A relative of
mine, a higher-up in an insurance company, tells me that unless they
have a vivid personal or family experience with mental illness, execu-
tives in his line of work view therapy as a sentimentalized racket, inge-
niously designed for the enrichment of its practitioners.

I have been struck over time with how many critics of psychother-
apy have had a disappointing experience in treatment. They may have
been diagnostically misunderstood or have gone to an incompetent cli-
nician or have seen an adequate person who was simply a poor fit for
them. If they were to get a bad haircut, these people would doubtless
have fired their hairdresser rather than attack the profession of cosme-
tology. But so much is at stake in psychotherapy, so much is risked by
the patient, that one can hardly react to its failure with a shrug and a
change of plan. Grievances by those for whom therapy has been either
useless or damaging are understandable. Nonetheless, it is exasperating
to those of us who practice this difficult art to see our work distorted
and devalued, for whatever reason. I hope this book exposes some of
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the difficulties, possibilities, and limitations of assessment and treat-
ment in a realistic light.

Despite the fact that every therapist with a general practice treats
only a small number of individuals suffering from each of the major
kinds of psychopathology, by sharing knowledge, the therapeutic com-
munity has accumulated a vast amount of information about many con-
ditions. Clinical experience generates many researchable questions; re-
search will suffer if practitioners neglect to make explicit the premises
from which they operate. I am trying in this book to convey ideas that
the psychoanalytic community has developed over a century of conver-
sations about patients, ideas that may be researchable in spite of not be-
ing fashionable in the current health care climate. I have also drawn on
the existing research tradition in psychoanalysis, a tradition more sub-
stantial than many critics of psychoanalysis admit (see, e.g., Masling,
1983, 1986, 1990; Fisher & Greenberg, 1985; Barron, Eagle, &
Wolitzky, 1992; Bornstein & Masling, 1998).

Although people of my generation have been chastised for having
an attention span the length of a television commercial, I have seen no
evidence that contemporary therapists are less eager than their prede-
cessors to assimilate painstakingly accumulated clinical wisdom and
clinically relevant research data. Yet given that market forces and aca-
demic politics are not always on the side of preserving complex and
controversial truths, we can assume that therapists will continue to feel
some isolation and will need to support one another in their shared
knowledge and vision. I hope to contribute here to that supportive pro-
fessional environment.

ORGANIZATION

The format of what follows is straightforward. After an introductory
chapter on the relationship between case formulation and psychother-
apy, there is a chapter orienting readers to the issues one faces in an in-
take session. The eight subsequent chapters address different aspects of
psychoanalytic case formulation. Readers will be given rationales and
procedures for assessing the patient's temperament and fixed attributes,
developmental history, defensive operations, affective tendencies, iden-
tifications, relational patterns, methods of self-esteem regulation, and
pathogenic beliefs. In all these areas, I try to show how knowledge of
that feature of the person's psychology has implications for the thera-
pist's approach to treatment. Those who wonder about my preferences
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in terminology and tone are referred to the comments about my choices
in the Introduction of Psychoanalytic Diagnosis (MeWilliams, 1994).

From Chapter Four on, I typically begin each chapter with some
definitional comments and a historical review of psychoanalytic theory
that bears on the concept under discussion. Usually, that means starting
with Freud. I hope the reader understands that I do not do this out of
some knee-jerk homage to The Father. Rather, I think it is hard for new
therapists to understand the evolutions and transformations of classical
psychoanalytic theory into the contemporary world of diverse analytic
viewpoints without having some sense of Freud's original hypotheses.
After these grounding comments, I usually talk about other analytic
ideas on the topic and finally discuss how what I have covered applies
to the therapist's choices about intervention. I have been liberal with
case examples so that otherwise sterile concepts can come alive in the
reader's imagination.

Because the message it tries to deliver concerns the intimate connec-
tion between good formulation and good treatment, this book is as
much about therapy as it is about assessment. Like many committed
therapists, I have a tendency to be opinionated about psychotherapy
and to be deeply influenced by my particular clinical experience. I sus-
pect that a passionate, perhaps even evangelical, sensibility is not unre-
lated to a therapeutic calling, and possibly to therapeutic success. This
sensibility does not always correlate with evenhandedness. Other clini-
cians may disagree with many of the inferences I draw here. Therapists
work effectively from many divergent perspectives, on the basis of dif-
ferent but ardently held convictions. If, irrespective of disagreements,
my writing stimulates reflection about the connections between a care-
ful dynamic formulation and the psychotherapy that follows from it, I
will be satisfied that I have made a contribution to clinical practice.
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The Relationship
between Case Formulation

and Psychotherapy

HIS book represents an elaboration of my deeply held conviction
that for therapy to be therapeutic, it is more important for the clinician
to understand people than to master specific treatment techniques. I
have nothing against technique, and in my own development as a psy-
chotherapist, I have honed many useful technical skills. But I look with
dismay on the current enthusiasm for generating "empirically validated
treatments" ("EVTs") and teaching this collection of symptom-specific
and manualized strategies as if it represents the essence of the psycho-
therapy process. The excitement over EVTs has created a growth indus-
try in some sectors of the mental health economy—if you own the rights
to a quick and empirically supported treatment for a problem that has
attained a DSM label, you can probably retire tomorrow—but it threat-
ens to do so at the cost of depriving beginning therapists of a vast and
clinically invaluable literature on the treatment implications of any hu-
man being's individual psychology.

It seems to me self-evident that unless one understands someone's
unique, personal subjectivity, one cannot infer the best treatment ap-
proach for that individual. What helps one person can damage another,
even if the presenting problems of the two people seem comparable,
and even if a particular strategy has reduced target symptoms in a sta-
tistically significant number of people in a well-defined pool of subjects
with similar problems. As many clinically sophisticated observers have
pointed out (e.g., Goldfried & Wolfe, 1996), the procedures and condi-
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tions that confer "empirical validation" on a technique are usually
markedly different from the circumstances in which most practitioners
work. And the current economic and political pressures to redefine psy-
chotherapy as a set of short and symptom-targeted procedures are so
patently incompatible with the intellectual and professional motivations
of most practitioners as to be laughable.

But even putting aside the issue of whether contemporary trends in
third- and fourth-party involvement are undermining good mental
health care, there is an ongoing need for our training literature to expli-
cate the bases on which most experienced therapists draw their treat-
ment conclusions. I have felt for many years that psychotherapy is too
frequently taught "backward," with a favored technique taught before
a trainee fully appreciates the conditions that give rise to the need for
that technique. Specifically, the student of therapy is told that a particu-
lar approach is the "best" or "true" way to reduce psychological suffer-
ing, with the explicit or implied codicil that patients who cannot con-
form to that way of working must receive "deviations" from the best
technique or, worse, be rejected as untreatable. Psychoanalytic insti-
tutes have probably been more guilty of this than any other training or-
ganizations, with their common prejudice that psychoanalysis is the
treatment of choice for anyone who is "analyzable," and that lesser
candidates for treatment require rather unfortunate "parameters"—
therapeutic "alloys" instead of Freud's "pure gold." But I have found
comparable conceits in the trainers of family therapists, Gestalt thera-
pists, rational-emotive therapists, humanistic therapists, and others.
Often such teachers are relatively distant from the clinical trenches and
have some personal interest in promulgating a particular approach. In a
reasonable world, however, technique would be derived from an under-
standing of personality and psychopathology, not from the technical
preferences of the practitioner (cf. Hammer, 1990).

In what follows, I talk almost exclusively about the implications of
a good case formulation for psychoanalytically oriented treatment. I
hope readers of other orientations will nonetheless be able to make the
necessary translations into their own favored concepts and find the ma-
terial applicable to their work. I have written within a psychoanalytic
framework because I have always had a temperamental affinity for psy-
choanalytic theory, because analytic concepts constitute the profes-
sional language in which I have learned to speak, and because I have
seen analytic therapy work. I do not think psychoanalytic treatment is
the only way to help people, and in fact, I think a good psychodynamic
case formulation can be an excellent basis for designing a cognitive-
behavioral treatment or family systems therapy or other intervention.
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Although I am a psychoanalyst, I find myself recommending family
therapy, or relaxation exercises, or psychoeducation, or eye movement
desensitization and reprocessing, or sex therapy, or a medication con-
sult, or numerous other nonpsychodynamic interventions, depending
on my understanding of a person's particular psychology. I send pa-
tients to behaviorally trained colleagues when I lack the skills to address
a particular area of their suffering, and they send clients to me when
they feel there is some personality issue operating that can only be ad-
dressed in long-term, intensive, analytic therapy. Most practicing clini-
cians I know do the same. What conscientious therapists have in com-
mon, despite their differences in favored theories and language, is their
effort to understand each patient as fully as possible, so that they can
make the most informed treatment recommendation. Assuming my
readers share this attitude, let me begin by articulating some central
psychoanalytic ideas relevant to case formulation.

BASIC PREMISES

In creating a psychodynamic case formulation, the interviewer's aim is
usually to increase the probability that psychotherapy for a particular
person will be helpful. There are, of course, other reasons to formulate
a case, including a clinician's effort to give appropriate advice to staff
dealing with a patient, or figuring out what to say to a patient's family,
or making a good referral. But they are all related to working out the
best intervention for the person whose psychology is being conceptual-
ized. By understanding the idiosyncratic way an individual organizes
knowledge, emotion, sensation, and behavior, a therapist has more
choice about how to influence him or her in all these areas and to con-
tribute to the improvements in life for which he or she has sought pro-
fessional help. When we construct a formulation that seems to make
sense of the diverse pieces of information we get in an intake interview,
we do so with a view to exerting therapeutic influence on the patient's
subjective world.

Because the whole point of a dynamic formulation is the develop-
ment of interventions that will achieve certain therapeutic goals, it may be
helpful for me to say a few things about the goals of psychotherapy as they
are understood by most psychoanalytic practitioners. The fact that sev-
eral of these goals are attainable only in traditional, long-term therapy
should not deter clinicians with more circumscribed treatment possibili-
ties from making careful case formulations; in fact, the shorter the time
and the more compromised the circumstances in which one can do thera-
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peutic work, the more critically important are the therapist's working hy-
potheses. I am emphasizing traditional goals for three reasons: (1) to
orient those who are still able to do standard, open-ended psychoanalytic
therapy; (2) to encourage those in less favorable situations to distill from
these objectives what is possible and applicable in their settings, and (3) to
give voice to a set of deeply cherished values that contemporary economic
and political pressures have been undermining.

Despite the fact that psychodynamic therapists try not to moralize
or to impose their personal views on patients, and despite the historical
concern of analysts to avoid being enforcers of the conventions of par-
ticular cultures or subcultures, psychoanalytic therapy is not, and has
never pretended to be, free of either basic assumptions or organizing
values. When we talk about improvement in therapy (under which ru-
bric I include both weekly, face-to-face treatment and more intensive
forms such as classical psychoanalysis), we refer implicitly to a range of
goals that go beyond relief of the specific problem for which a person
has sought help. Some clients share the treater's broader vision of
health and growth implicitly at the outset of treatment, and others
come to it out of identification with the therapist during the course of
their therapeutic work.

This vision of the objectives of therapy includes the disappearance
or mitigation of symptoms of psychopathology, the development of in-
sight, an increase in one's sense of agency, the securing or solidifying of
a sense of identity, an increase in realistically based self-esteem, an im-
provement in the ability to recognize and handle feelings, the enhance-
ment of ego strength and self-cohesion, an expansion of the capacity to
love, to work, and to depend appropriately on others, and an increase
in the one's experience of pleasure and serenity. In addition, there is em-
pirical as well as anecdotal evidence that when these changes occur,
other specific improvements happen as well, including better physical
health and greater resistance to stress (Gabbard, Lazar, Hornberger, &
Spiegel, 1997). A comment on each area follows.

GOALS OF TRADITIONAL
PSYCHOANALYTIC THERAPY

Symptom Relief

It probably goes without saying that the primary objective of psycho-
therapy is relief of the problem(s) for which the client originally re-
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quested treatment. It is my impression that symptom relief for most
conditions occurs about as fast in dynamically oriented therapy as it
does in other kinds of treatment. A patient's "presenting problem" or
"chief complaint," which has typically become unbearable at the time
he or she decides to give up commonsense self-treatment and consult a
professional, often ameliorates or diminishes in severity once a thera-
peutic relationship is secure. Given the opportunity, people tend to stay
longer in analytic treatment not because they are not getting help but
because they are. Analytically oriented therapy tends to go on longer
than therapy conducted in accordance with other theoretical orienta-
tions, because both client and therapist are pursuing goals of general
mental health that go beyond the swift removal of a particular distur-
bance.

It is also rare that someone comes to a therapist with a single, de-
limited difficulty. The young woman with "simple" anorexia turns out
to be enmeshed in a perfectionistic family in which her eating disorder
is only one expression of her entrapment; the man who comes for short-
term couple therapy to "improve his communication" with his wife
turns out to have a secret lover who is rearing his unacknowledged
child; the little boy referred for "acting up" with authorities has a pri-
vate habit of torturing small animals. People rarely put their ostensible
presenting problems in a detailed, confessional package when they
come to a stranger; they prefer to feel out the therapy relationship be-
fore prying open their personal Pandora's box. In fact, many patients
keep important secrets from their therapists for years, until they have
built up enough trust to tolerate the anxiety that goes with revealing
any area of deep shame, or until they have been helped enough in other
areas to have a basis for hope that they could change in the area of the
secret. Studies that limit subjects to those with a circumscribed, admit-
ted complaint (as most studies of psychotherapy efficacy must do in or-
der to zero in on a particular phenomenon) can shed only the weakest
light on symptom relief as it actually happens in the field.

Finally, people typically come to analytic therapy because they
want to get at the attitudes and feelings that underlie their vulnerabili-
ties to particular symptoms. Sometimes they know this at the outset of
treatment, and sometimes it is clearer to them in retrospect. One can of-
ten get someone to stop behaving in a self-destructive way, but it takes
considerable time and work to get that person to a place where there is
no longer a vulnerability or temptation to do so. People come to ana-
lytic therapy not just to get control over a troublesome tendency but to
outgrow or master the strivings that are causing such a battle over con-
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trol. The man who is compulsively unfaithful to his partner wants not
just to stop having affairs but to be relieved of his constant preoccupa-
tion with fantasies about them. The woman with an eating disorder
wants not just to stop vomiting but to get to the point where food is
merely food to her, not a repository of desperate temptation and
wretched self-loathing. A man or woman who was sexually abused in
childhood wants to change internally, subjectively, from feeling like a
sexual abuse victim who happens to be a person to a person who hap-
pens to have been a sexual abuse victim (Frawley-O'Dea, 1996).

Insight

Early in the psychoanalytic movement, there was an idealization of un-
derstanding as the primary route to emotional health. Freud's idea that
the key to healing was to make conscious what had been unconscious
derived both from his experiences of patients' symptomatic improve-
ments when they were able to remember and feel things they had con-
signed to the unthinkable and from a general scientific positivism that
assumed that to understand something was to master it. The equation
of truth with freedom, an association at least as old as the oracle at
Delphi (whose motto was "Know thyself") still pervades most psycho-
analytic thinking.

Although contemporary analysts consider understanding, espe-
cially the affectively charged "Aha!" kind of understanding that has
usually been termed "emotional insight," to be of immense therapeutic
significance, they also credit numerous "nonspecific" factors (e.g., the
therapist's quiet modeling of realistic and self-respectful attitudes, the
client's experience and internalization of the therapist's stance of accep-
tance, the fact that the therapist survives the patient's seemingly toxic
states of pain and rage) with just as much power. In fact, over the past
couple of decades, almost all psychoanalytic writing about what is cura-
tive in therapy stresses relationship aspects of the treatment experience
over traditional notions of insight (e.g., Loewald, 1957; Meissner,
1991; Mitchell, 1993).

Even the meaning of "insight" has shifted over the years from a
somewhat static concept to a process embedded in relationship. In the
"modern" age of psychoanalytic evolution, the term implied the attain-
ment in therapy, via help from a dispassionate, objective practitioner, of
an accurate understanding of one's personal history and a realistic ap-
preciation of one's motives and circumstances (e.g., Fenichel, 1945). In
these postmodern times, the term implies that patient and therapist
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have created together, from their combined subjectivities and the qual-
ity of the relationship that evolves between them, a narrative that
makes sense of the client's background and predicament—a narrative
truth rather than a historical one (Levenson, 1972; Spence, 1982;
Atwood & Stolorow, 1984; Schafer, 1992; Gill, 1994). It is emblematic
of current sensibilities that Donna Orange suggested for her recent
book on psychoanalytic epistemology (Orange, 1995) the title "Making
Sense Together."

Despite the dethronement of insight from its position as the sine
qua non of psychological change, for analytic therapists, and for most
clients, understanding remains a central goal. Both parties in the ther-
apy relationship try to articulate the "unthought known" (Bollas,
1987). The analytic emphasis on understanding is partly attributable to
the fact that the two participants in the work need something interest-
ing to talk about while the nonspecific relational factors are doing their
quiet healing. It may also reflect the fact that the kinds of people who
seek to practice or undergo psychoanalytic therapies appreciate insight
as a value in itself. Knowledge is thus pursued for its own sake in dy-
namic therapy, as well as for the sake of specific treatment goals.

Agency

In the preceding paragraphs, I mentioned the ancient conviction that
knowing the truth sets people free. An internal sense of freedom is
probably one of the most precious aspects of anyone's personal psy-
chology. Most clients come to therapists because something is compro-
mising their subjective sense of agency. They are being controlled by
their depression or their anxiety or their dissociation or their obsession
or compulsion or phobia or paranoia and have lost the sense of being
master of their own ship. Sometimes they come because they have never
felt in charge of their life, and they are beginning to imagine that such a
state of mind would be possible if they were to get some help.

A respect for the client's sense of personal autonomy and an effort
to increase that sense underlie many of the technical features of stan-
dard psychoanalytic therapy. For example, the sometimes exasperating
tendency of analytic clinicians to throw questions back at their clients,
asking, "Well, what do you think? How did you feel about that?" de-
rives from this effort. So does the universal analytic practice of letting
the patient pick the initial topic for each session. Or the general refusal
to give advice if one's patient is at all capable of figuring out what is in
his or her interest. The effort to respect, preserve, and increase the cli-
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ent's personal freedom takes precedence over most other considerations
in analytic treatment (see Mitchell's [1997] characteristically thoughtful
treatment of this issue).

When patients are asked retrospectively what they gained from a
period of psychotherapy, their answers frequently feature an increase in
their sense of agency: "I learned to trust my feelings and live my life
with less guilt," or "I got better at setting limits on people who were
taking advantage of my tendency to comply," or "I learned to say what
I feel and let others know what I want," or "I resolved the ambivalence
that had been paralyzing me," or "I overcame my addiction" are typical
comments. In appreciation of the centrality of experiences such as this,
analytic practitioners will generally impose their will on the client only
as a last resort, usually when the person's life is at stake. Even in sup-
portive therapy, in which suggestions are often made (see Pinsker,
1997), analytically oriented therapists make it clear that the patient is
free to reject the practitioner's advice. Part of a good dynamic formula-
tion thus involves an understanding of the ways in which a particular
person's feeling of agency has been compromised.

Identity

In our current era, it is hard to believe that, just as the intellectual ap-
preciation of childhood as a special condition did not emerge until the
eighteenth century (Aries, 1962) and the notion of adolescence was ar-
ticulated only at the end of the nineteenth century (Hall, 1904), the con-
cept of personal identity as a formal theoretical construct did not exist
until the middle of the twentieth century. Erik Erikson's (1950, 1968)
work at that time offered to the sophisticated public a new perspective
on a kind of problem that was beginning to be common in the postwar
years. The concern that one had to "find oneself" and the suffering of
"identity crises" were distinctive complaints of the 1950s and 1960s, as
Eriksonian language about the struggle for self-definition captured the
ear of a public looking to attach words to previously inchoate sensibili-
ties.

Erikson, who had the advantage of having lived in an isolated Na-
tive American culture, was able to see how, by contrast, existence in a
mobile, technologically sophisticated, mass society created unique psy-
chological challenges. If I grow up in a stable, simple preliterate kinship
group, as most human beings throughout history have done, the ques-
tion of who I am is not problematic. I am the child of my parents, who
are known to the whole community. If I am a boy, I will probably grow
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up to do what my father does; if I am a girl, I will become a woman like
my mother. My role in my society will be clear, and though my options
will be comparatively few, my psychological security will be reasonably
assured. I will not have to worry about the meaning of my existence or
whether I matter in the grand scheme of things. If, by contrast, I grow
up in a huge country where I repeatedly deal with strangers, where I
move from place to place, where I have no personal access to those with
ultimate power and authority, where people I do not know give me con-
flicting messages through impersonal means of communication about
how I should dress, what I should eat, how I should think, whom I
should admire, and what I should do with my life, then the task of fig-
uring out who I am and where I fit in all this confusion becomes critical
(cf. Keniston, 1971).

I am exaggerating this contrast between simpler and more intimate
cultures and our own complex and more anonymous one to make the
point that developing a solid sense of identity has become an unavoid-
able aspect of contemporary psychological life. Even people growing up
in the world's remaining tribal cultures are no longer shielded from
technology and its mixed emotional blessings; the identity struggles of
those in cutting-edge, cyberspace-savvy "developed" cultures are now
shared by adolescents and young adults in the farthest-flung outposts of
"civilization." Early in this century, if Freud's patients can be regarded
as reflecting the spirit of their times, even urban people still seemed to
know fairly well who they were. They came to Freud and other analytic
pioneers to address conflicts between their conscious, relatively coher-
ent sense of identity and their more subterranean wishes, drives, fears,
and self-criticisms. Contemporary clients often come to therapy needing
to formulate even their conscious sense of who they are.

The seminal works of Carl Rogers (e.g., 1951, 1961) and later of
Heinz Kohut (e.g., 1971, 1977) spell out some technical therapeutic im-
plications of the now widespread striving for a sense of identity: People
need to feel understood, mirrored, accepted, validated in their subjec-
tive experiences. In the absence of dependable, predefined, lifelong roles
offered by one's culture, one must derive a sense of who one is largely
from an internal integrity and authenticity, a capacity to live by one's
values and to be honest about one's feelings, attitudes, and motivations.
In these times, experiencing one's identity solely by reference to connec-
tions outside the self is a dangerous practice, as people can attest whose
jobs have been eliminated by the company that had defined them, or
who have been recently divorced by the spouse who had given life
meaning. In the absence of reasonably supportive contexts, people often
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need a therapist's help in their efforts to experience and verbalize who
they are, what they believe, how they feel, and what they want. The ef-
fort to develop a strong and cohesive sense of self may be a person's pri-
mary preoccupation in therapy or it may exist more silently alongside
other goals and concerns.

Self-Esteem

In even the most confident of people, self-esteem can be quite fragile, as
anyone knows who has suddenly felt a good mood self-destruct in the
wake of unexpected criticism. And even ordinary levels of reasonably
robust self-esteem are much harder to promote than therapists would
wish. Perhaps it is just as well that human beings are resistant to chang-
ing core beliefs, since we would all be much more subject to mind con-
trol techniques if we could readily be influenced to transform our
deepest attitudes toward ourselves. Yet those of us who make our living
trying to persuade self-hating people that there is nothing inherently
wrong with them do wish we could do it faster. At minimum, we would
like to ensure that we avoid doing any further damage to anyone whose
self-esteem is already hanging by a thread.

One means by which a client's self-esteem increases in psychother-
apy is the therapist's willingness to be seen as flawed. Both because it is
the truth and because it models adequate self-regard in the context of
imperfection, the psychoanalytic therapist conveys a conviction of hav-
ing the capacity to help the patient despite acknowledged mistakes and
limitations. In my view, the most important contribution of the self psy-
chology movement to psychotherapy technique is its emphasis on the
inevitability of the patient's disillusionment in the therapist and the im-
portance of the therapist's admission of responsibility for empathic fail-
ure (Wolf, 1988). It is often a new experience for a client to see an au-
thority maintain self-esteem while acknowledging imperfections and
shortcomings. It raises the possibility that the client, too, can feel good
about his or her less-than-perfect self.

Another way self-esteem becomes more solid and reliable in ther-
apy concerns the patient's experience of unrelenting honesty, a commit-
ment to the truth that insists that no part of one's experience be hidden
from the self or the therapist. As the therapist accepts, often without
even the need to comment, the client's most anxious and shame-
drenched disclosures, the client starts reframing these areas of personal
shortcoming as ordinary rather than terrible. Or as terrible but not the
whole story of his or her personality. The support of people's realisti-
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cally based self-esteem (as opposed to narcissistic inflation) has very lit-
tle to do with saying nice things to them or "reinforcing" them for their
observably stellar qualities. In fact, such remarks frequently backfire, as
the patient silently muses, "My therapist is a very nice person who obvi-
ously has no inkling of what I'm really like." Even in therapies that lack
the advantage of adequate time to increase basic self-esteem, a dynamic
formulation that captures the patient's particular self-esteem economy
will permit the therapist to avoid unnecessarily wounding a person, as
happens all too often.

Recognizing and Handling Feelings

When psychoanalytic theories first crossed the Atlantic and encoun-
tered the American penchant for utopianism, numerous misconceptions
filtered down to the public about the nature of psychological health,
some of which are still around. One of the misconceptions that has
faded in recent times but that enjoyed a great vogue in the middle of the
twentieth century is the idea that the emotionally healthy person is "un-
inhibited." The character of Auntie Mame (Dennis, 1955) gave lovingly
sardonic literary form to a kind of enthusiasm prevalent among
midcentury intellectuals to the effect that one should be liberated from
sexual restraints and fully spontaneous in one's emotional expression. It
was the stock in trade of many a midcentury seducer to imply that a
woman who was not interested in sex with him was pathologically
timid or "frigid." In the 1960s and 1970s, all kinds of therapeutic inno-
vators, from the creators of Esalen to the advocates of primal scream-
ing, idealized the spontaneous expression of emotion. In the climate of
the era, thoughtful people who deliberated before they spoke were fre-
quently branded as "up-tight" or "blocked." I bring these travesties up
for the sake of contrasting them with the actual aims of psychoanalytic
therapy, which has a lot to do with feelings but nothing to do with an
ideal that they should always be freely and spontaneously expressed.

What one hopes will develop in psychotherapy is a set of sensibili-
ties like those that Daniel Goleman (1995) has recently called "emo-
tional intelligence," qualities that an older psychoanalytic tradition re-
ferred to as "emotional maturity" (Saul, 1971); that is, practitioners
want their patients to know what they are feeling, to understand why
they are feeling that way, and to have the internal freedom to handle
their emotions in ways that benefit themselves and others. In analytic
psychotherapy, we invite clients to say whatever comes to mind, no
matter how nasty, embarrassing, or apparently trivial it seems. We do
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this not because such an injunction is a prototype for how people ought
to talk in social situations, but because therapy provides a unique set-
ting in which everything that can be verbalized becomes the "material"
of the work of understanding.

Analysts are not hedonists, nor do they subscribe to a doctrine of
"letting it all hang out" verbally. They understand that if one is aware
of one's sexual feelings, for example, one has a choice to handle them
by masturbation, by sex with a willing partner, or by abstinence, none
of which require disavowing the feelings themselves. The operative con-
cept is choice. Similarly, if one is angry, the important issue from a psy-
choanalytic point of view is not to vent the anger in the moment but to
notice the feeling and find some way to use its energy in the service of
problem solving. (This frequently needs to be spelled out for patients,
who worry that by putting them in touch with intense negative feelings,
the therapist is creating a monster.)

Pennebaker's (1997) extensive research provides solid empirical
support for the notion that openness to feelings is associated with phys-
ical and mental well-being. A surge of contemporary work in neuro-
psychiatry and psychophysiology (e.g., van der Kolk, 1994; LeDoux,
1995; Schore, 1997) has begun to give us a picture of what is happening
in the brain when people are experiencing strong affects, and what are
the temporary and permanent physical effects of being affectively over-
whelmed or traumatized. Therapists have always distinguished between
intellectual and emotional insight and have known from experience that
to transform into verbal expression something that first manifested as
an inchoate body sensation or a feeling of impending dread or a behav-
ioral compulsion is the route to understanding and mastery of the prob-
lem. Now we have evidence that this process involves, among other
things, the differences between emotional memory, stored in the amyg-
dala, and declarative memory, stored in the prefrontal cortex. The pro-
cess, and the concrete advantages, of getting "the words to say it" (Car-
dinal, 1983) is becoming physically describable, as Freud originally
hoped and predicted (see Share, 1994).

Ego Strength and Self-Cohesion

A related area that many psychoanalysts emphasized during the middle
of the twentieth century (e.g., Redlich, 1957; Jahoda, 1958) is the ca-
pacity of a person to cope with life's difficulties in a realistic, adaptive
way. It has always been hard to understand how one child with many
seeming advantages can deteriorate into complete helplessness every

PSYCHOANALYTIC CASE FORMULATION20



time something mildly stressful happens, while another with a much
less ostensibly favorable history can find ways to cope effectively with
conditions that would flatten most of us. One of the frequent back-
ground reasons for a person's seeking psychotherapy is his or her wish
to change a tendency to "fall apart" when life gets difficult. The ana-
lytic term for the elusive capacity to cope despite adversity is ego
strength.

The term derives, of course, from Freud's famous (1923) tripartite
depiction of mental life. The id (literally, "it") was a designation he ex-
propriated from Georg Groddeck for the striving, demanding, primi-
tive, prerational, prelogical part of the self. The id is entirely uncon-
scious, though its contents can be partially understood by attention to
"derivatives" such as fantasies and dreams. The superego (the "above-
myself") was his term for the moral overseer inside most of us—the
conscience, the self-evaluator. It was understood to be partly conscious,
as when one congratulates oneself for resisting temptation, and partly
unconscious, as when one suffers in some way because of guilt that is
out of awareness. Freud's use of the term ego (literally "I") was roughly
synonymous with what most people mean by "self." But he also wrote
as if the ego comprised a set of functions that operate partly con-
sciously, as in ordinary problem solving, and partly unconsciously, as in
people's use of automatic defense mechanisms.

This hypothetical construct, the ego, theoretically mediates be-
tween the demands of the id, the superego, and reality. In analytic par-
lance, ascribing to someone a strong ego means that he or she does not
deny or distort harsh realities but finds ways of prevailing that take
them into account. Bellak and Small (1965) described three overlapping
aspects of ego strength: adaptation to reality, reality testing, and sense
of reality. A person with good ego strength is by definition neither para-
lyzed by excessive or unreasonable guilt nor vulnerable to acting on
passing impulses. Empirical researchers of a psychoanalytic bent have
devised numerous ways of operationalizing and studying this concept
and of evaluating ego strength via projective tests (see Bellak, 1954),
but therapists tend to assess it in more global, impressionistic ways
when interviewing a client.

With the rethinking of psychoanalytic metapsychology initiated by
Kohut, the self psychologists, and the inter sub jectivists, our language
for talking about this phenomenon has been shifting. The terminology
of Freud's structural theory, with its emphasis on the ego as a reified in-
ner structure, is less resonant to many contemporary practitioners than
language that refers to the self and its continuity and stability. The pop-
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ular observation that some people "fall apart" under pressure or strain
refers to a phenomenon that many current analysts call "lack of self-
cohesion." In other words, some people react to stress with a sense of
complete disorganization and fragmentation of their sense of who they
are. Roger Brooke (1994) has described the signs of self-cohesion and
its absence in deceptively simple and clinically indispensable terms.

A major nonspecific outcome of good psychotherapy is increased
ego strength and self-cohesion. One wants a person to be able to con-
front difficult challenges without the internal experience of fragmenta-
tion or annihilation. One also hopes that after therapy, a person can
tolerate temporary states of regression and destabilization in the service
of growth, that he or she has developed the knack of "going to pieces
without falling apart," in Epstein's (1998) felicitous phrase. One of my
patients, over a fifteen-year but consistently productive therapy, moved
from a tendency to withdraw into a delusional paranoid state whenever
she was mildly stressed to a capacity to cope with life that made her a
bastion of resourcefulness even when her husband became disabled, her
income was threatened, and her daughter was diagnosed with a termi-
nal illness. Although she still has some of the vulnerabilities she had
when she started with me, she now handles them radically differently,
with self-protecting, effective strategies that maximize her strengths.
Recently, somewhat to my astonishment, one of her neighbors came to
me seeking treatment, on the grounds that she admired her friend's re-
silience and had been surprised to learn about her treatment history.

Love, Work, and Mature Dependency

Freud (1933) stated that the ultimate goal of psychotherapy is the ca-
pacity to love and to work. Aside, however, from his implicit stress on
the relationship between loving heterosexual attachment and acknowl-
edging and giving up envy (in women, envy of male prestige and power,
and in men, envy of female privileges to show passivity and depend-
ency), Freud said rather little about love. Intriguingly, in a 1906 letter
to Carl Jung (McGuire, 1974), he did comment that psychoanalysis was
essentially a "cure through love," something he apparently regarded as
self-evident. Later analysts, on the other hand, have discussed love at
great length (e.g., Fromm, 1956; Bergmann, 1987; Benjamin, 1988;
Person, 1988; Kernberg, 1995). This is hardly surprising, since it is to
improve their love lives, whether heterosexual, homosexual, bisexual,
or nonsexual, that people so often seek treatment.

When psychotherapy goes well, clients find that they feel more ac-
cepting not only of their complex internal lives and their "real" selves
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but also of the complexities and shortcomings of others. They see their
friends, relatives, and acquaintances in the contexts of the others' situa-
tions and histories, and they take disappointments less personally. As
they forgive themselves for things they now understand and can con-
trol, they forgive others for what they do not understand and cannot
control. Having confided their darkest secrets to a therapist who has
not been shocked, they become less afraid of intimacy, of being deeply
known by another person. Having explored their hostile and aggressive
side, they become less afraid that it will somehow damage those they
care about. Having taken in their therapist's compassion toward them,
they extend it to others.

The ability to work, to find one's creativity, to substitute problem
solving for helpless lamentation also emerges from a good psychother-
apy experience. Martha Stark's (1994) eloquent exposition of the
mourning process in therapy, the movement from "relentless entitle-
ment" to a mature acceptance of what cannot be changed (and a new
capacity for addressing what can be) is only the most recent description
of a familiar process of growth in treatment. As Stark explains, the ini-
tial phase of therapy involves the client's slow acceptance of the fact
that his or her psychological problems reflect accidents of a complicated
fate and endowment, not some personal defect or failure; the second
phase involves the painful appreciation that even though this is true, no
one but the client can be responsible for solving those problems.

Although people in the arts and in creative roles of any kind tend to
worry that psychotherapy will rob them of their emotional energy (by
resolving the neurotic issues that initially compelled their activity), they
typically find that their artistry is less conflicted, more disciplined, and
richer after treatment. In Gordon Allport's words (1961), their achieve-
ments have become functionally autonomous of the conflicts that
spawned them, conflicts that, by the time they seek help, are only in
their way. Chessick (1983), emphasizing the pleasures that emerge in
both creation and recreation when therapy has been successful, sug-
gested that the Freudian treatment goals of love and work should be
amended to "love, work, and play."

In his earliest theories, Freud stressed the centrality of sexuality in
human motivation. Later, impressed by the evidence of human destruc-
tiveness (especially during World War I), he acknowledged aggression
as a primary drive of equal power. Temperamentally a dualist, he ex-
plained most human behavior in his later works on the basis of a ten-
sion between eros, the life instinct, and aggression or thanatos, the
death instinct. In this paradigm, love is the benign and creative expres-
sion of the sexual drive, and work, the positive expression of the aggres-
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sive drive. Freud's successors in the object relations movement have
added a critical third "instinct" (if anything so complicated can still be
termed as such), namely, dependency (attachment).

Freud tended to talk about people as if they were self-contained, in-
dividual systems. But beginning theoretically with Fairbairn's (1952)
challenge to classical Freudian theory, in which he argued that infants
seek not drive satisfaction but relationship, and empirically with Bowl-
by's (1969, 1973) studies of attachment and separation in infants, ana-
lysts have become increasingly impressed with the ubiquity of human
connection, of our embeddedness in an interpersonal system where our
sexual and aggressive nature is only part of the story. A huge literature
on attachment has appeared during the last generation, as researchers
and clinicians are repeatedly confronted with the evidence of people's
lifelong needs for objects and arenas for their various passions. A re-
lated emphasis among self psychologists concerns the permanence of
people's need for "selfobjects," those who mirror and validate us.

All this relates to one other outcome of effective psychodynamic
therapy, namely, the transformation of infantile dependency into ma-
ture adult dependency. Western myths about human independence not-
withstanding, we all need each other in both emotional and practical
ways throughout the lifespan. Psychotherapy does not take dependent
people and make them independent; rather, it makes them capable of
handling their natural dependency in their best interests. It confronts
counter dependent people with their legitimate needs for others. The
main differences between attachment in infancy and attachment in
adulthood are that unlike adults, children cannot choose those on
whom they depend, cannot ordinarily leave inadequate caretakers, and
have insufficient power to influence their objects to change their behav-
ior. Many adults come to therapy feeling like children trapped in de-
structive relationships and concluding that there is something dan-
gerous about their need for others. Ideally, they figure out during treat-
ment that it is not their basic needs that have been problematic but their
handling of them.

Pleasure and Serenity

The final goals for a psychodynamic therapy that I want to discuss
briefly are perhaps the most elusive to articulate. Despite the fact that
most of us think we know what is meant by the term "happiness," we
are often rather self-defeating in pursuing it. Part of the blame for this
can be laid on myths that permeate a commercial, market-oriented cul-
ture like ours, in which we hear unrelenting messages about how better
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bodies and more lavish possessions will save us from despair. In an indi-
vidualistic, competitive culture, the promise is ubiquitously made that
we each will be happy if we only have what we want. In many non-
Western cultures, by contrast, the prevailing wisdom concerns how to
learn to want what one has.

Psychoanalytic thinking is a curious blend of these sensibilities: It is
thoroughly Western, positivistic, individualistic, and (originally, at
least) concerned with drive satisfaction and frustration. Yet from the
very beginning, there has been an emphasis on deference to the "reality
principle," to delay of gratification, to becoming "civilized" so that one
hangs one's self-esteem on one's contribution to the larger community
and can renounce immediate satisfactions in favor of more deeply nour-
ishing, lasting kinds of pleasure. As Messer and Winokur (1980) con-
cluded, the psychoanalytic worldview is tragic rather than comic (in the
technical, not the popular sense of these terms). Analysts emphasize
how deeply conflicted we are, how we have to give up our infantile
wishes, how we have to compromise. With the general move toward
more relational models of human psychology and psychoanalytic treat-
ment, where attachment and separation are even more important con-
cepts than drive and conflict, a focus on mourning has replaced an em-
phasis on striving.

A good dynamic formulation will illuminate the ways in which a
person thinks happiness can be pursued and will consequently contain
implications for intervention. People's pathogenic beliefs and individual
ways of supporting their self-esteem are often radically at odds with
their prospects for genuine pleasure and contentment. Grieving over
what is not possible sets the stage for enjoying what is. Very often, in
the later phases of psychotherapy, a client will comment that while he
or she had known previously what it was like to feel "high" or "in a
good mood," the overall peace of mind that evolved quietly during
treatment was something he or she could not even have imagined. Just
as orgasm is inconceivable to those without sexual experience, or the
thrill of having a baby cannot be imagined until one becomes a parent,
genuine serenity is probably inconceivable emotionally to the person
who has settled for temporary bursts of elation.

CASE FORMULATION FOR THERAPEUTIC
RATHER THAN RESEARCH PURPOSES

With the preceding objectives in mind, it becomes clear that what a
therapist is doing when he or she makes a dynamic formulation is a
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very different process from the symptom-matching exercise that com-
prises diagnosis in accordance with the DSM. As I have argued else-
where (McWilliams, 1998), therapists and researchers bring very differ-
ent sensibilities to the diagnostic process. For example, therapists
become impressed in their work with how many communications occur
through facial expression, body language, tone of voice, pregnant si-
lences, seemingly innocent questions, lateness, patterns of payment, en-
actments, and other nonverbal nuances that require a disciplined sub-
jectivity to decode. They learn to trust the clinical hunch. The efforts of
the creators of the DSMs ever since DSM-III (1980) to rid diagnosis of
subjectivity so that researchers can share objective measures of psycho-
pathology have increased the reliability of diagnosis but have not con-
tributed to its validity (Blatt & Levy, 1998; Vaillant & McCullough,
1998). Subjectivity is critical for discerning the meaning of a particular
behavior.

The Personality Disorders section of the DSM-IV is acknowledged
even by enthusiasts of that document to be problematic. A repeated
complaint is that when a person meets the criteria for one of the official
categories, he or she usually meets those for one or more of the others
(Nathan, 1998). In other words, the delineation of behaviorally defined
pathologies of character in the DSM has not succeeded in discriminat-
ing types of character pathology very well, much less in capturing the
uniqueness of anyone's particular "disordered" personality. Nor should
we expect a nosology like the DSM to be capable of doing so (see Clark,
Watson, & Reynolds, 1995). The art of developing a dynamic formula-
tion is, like other arts, not formulaic.

Researchers in the empirical, positivistic tradition use parsimony as
a criterion of explanation, while practitioners are repeatedly impressed
with multiple and overlapping causation, or what Waelder (1960)
called "overdetermination" (see Wilson, 1995). In other words, in a re-
search project, one tries to isolate variables so that a particular cause-
and-effect process can be exposed, uncontaminated by other possible
explanations. In understanding the meaning of a problematic behavior,
in contrast, one typically finds many contributants, none of which alone
would have created the symptom. Anything important enough to have
become a major problem to a person is usually overdetermined, not
caused by a discrete variable. For example, an obese patient of mine
had to become aware of all of the following contributants to her weight
problem before she could successfully diet and keep the pounds off: a
probable constitutional inclination toward overweight and some hypo-
glycemic tendencies; a mother who was overconcerned with her eating

PSYCHOANALYTIC CASE FORMULATION26



habits (beginning with feeding her baby on a rigid schedule and later
acting hurt if she failed to eat everything on her plate); a family pattern
of using food to distract from anxiety and shame (the mother would
bring out a cheesecake whenever someone was upset); an identification
with a beloved obese grandmother; a childhood molestation in which
she had been victimized but for which she had been blamed (leading her
to want to demonstrate graphically in her appearance her lack of seduc-
tiveness); a pattern of sadness and loneliness that were assuaged by the
ritual of coming home after school and comforting herself with snacks;
the development of a defiant self-image as a person whose self-esteem
inhered in intelligence rather than in physical vanity; and a witnessing
of her father's wasting death from cancer, an experience that had cre-
ated in her the unconscious conviction that losing weight was a precur-
sor to and cause of death.

In analytic therapy, it is the unraveling of many different strands of
causation that eventually permits patients to get mastery over patterns
they seek to change. Therefore, when trying to come to an understand-
ing of a complex human being and his or her complex difficulties, a
therapist is silently pondering several related questions while drawing
out and listening to the client. I have organized the rest of this book
around those questions that I think are the most pertinent to a good dy-
namic formulation. They are not exclusive, but if the clinician knows
something about each of them, he or she will know a great deal of im-
portance for helping the client transform suffering into mastery. They
include the following areas of the person's psychology: (1) temperament
and fixed attributes, (2) maturational themes, (3) defensive patterns, (4)
central affects, (5) identifications, (6) relational schemas, (7) self-esteem
regulation, and (8) pathogenic beliefs.

In understanding the obese patient I have just described, it was thus
important to discover with her (1) that she needed to develop particular
strategies for counteracting her constitutional inclinations toward over-
eating and to change her meal pattern to accommodate to her hypo-
glycemia; (2) that she had learned in the earliest phase of development
that she had better eat everything now, because food would be unavail-
able for the next four hours, and in later phases that not finishing her
meals would injure her mother; (3) that she must replace eating with
other means of handling anxiety; (4) that she could soothe herself when
she was unhappy and lonely by taking a hot bath, calling a friend, or
going shopping, and that, ultimately, by grieving over the many unfor-
tunate aspects of her life, she could emerge from her chronic sadness;
(5) that she believed she would magically have her grandmother's posi-
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tive qualities if she had her obesity (and conversely, that she would
avoid her mother's negative ones if she avoided being thin like her); (6)
that she was still living in a posttraumatic mental state in which she saw
others as potential molesters and blamers; (7) that the value system by
which she had supported a fragile self-esteem as a teenager was now op-
erating to deter her from enjoying and profiting from a normal degree
of vanity; and (8) that whenever she lost a few pounds, she became un-
consciously panicky that she would die like her father.

I should stress that it is only in retrospect that all these determi-
nants and their therapeutic implications are so clear. Some of the fea-
tures of this woman's psychology were among my original hypotheses,
while others emerged during the therapy process, surprising both her
and me. Usually, a therapist has a few interconnected ideas about the
sources of a particular client's suffering and finds that while investigat-
ing in those areas, all kinds of other realms open up. A dynamic formu-
lation is only the roughest kind of mapping of someone's individuality,
but it is essential to have some kind of map before we invite a person
into a terrain where both parties could otherwise get lost.

SUMMARY

Psychodynamic case formulation attempts an understanding of a person
that will inform the direction and tone of treatment. It is a more infer-
ential, subjective, and artistic process than diagnosis by matching ob-
servable behaviors to lists of symptoms. It assumes a concept of psycho-
therapy as involving not only symptom relief but also the development
of insight, agency, identity, self-esteem, affect management, ego strength
and self-cohesion, a capacity to love, work and play, and an overall
sense of well-being. I have argued that an interviewer can generate a
good tentative formulation of a person's personality and psycho-
pathology if he or she attends to the following areas: temperament and
fixed attributes, maturational themes, defensive patterns, central af-
fects, identifications, relational schemas, self-esteem regulation, and
pathogenic beliefs.
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C H A P T E R T W O

Orientation to Interviewing

EFORE I go into the specific areas I enumerated in Chapter One as
essential for understanding individual applicants for psychotherapy ser-
vices, let me sketch out the underlying values and associated mechanics
of clinical interviewing as I have come to view them. There are several
good books available on how to do an intake interview, but few of
them are oriented toward a specifically psychoanalytic understanding of
the person coming for help. Moreover, most of them are concerned
with the accurate labeling of a person's problem but not with the con-
nection between a label and the establishment of a therapeutic relation-
ship. That connection is the main focus of this book.

Readers who want a basic introduction to the traditional psycho-
analytic approach to case formulation would do well to read Messer
and Wolitzky (1997) on the topic. Those who have not been trained in
clinical interviewing may find some help in the appendix in my previous
book (McWilliams, 1994), where there is an outline of the topics that
most conscientious therapists inquire about when meeting with a pro-
spective patient. This rather comprehensive inventory, however, is both
under- and overinclusive. It lacks some items one would ask about if the
client had certain symptoms, and at the same time, I doubt that I have
ever interviewed anyone with whom I have probed every topic covered
in that outline. The back-and-forth quality of an early session, in which
the therapist not only asks questions but also defers to the patient's
agenda for the meeting, militates against a slavish adherence to a for-
mat. I would not want to go to a practitioner who doggedly followed
an outline rather than sitting back and listening to me describe my own
understanding of my problems and their sources and ramifications.

When I read other therapists' writing, I am often exasperated that
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they do not give the details of what they actually do and say with cli-
ents. With a few notable exceptions, they speak in generalities and in
theoretical rather than descriptive language. To spare others that kind
of exasperation, I have taken pains in what follows to be very concrete.
Later in this book, I will comment on numerous theoretical matters that
have practical clinical implications, but in this chapter, I try simply to
represent the process of clinical interviewing, including the issues that
influence how therapists tend to structure this process.

MY OWN STYLE OF INITIAL INTERVIEWING

I have been asked many times since Psychoanalytic Diagnosis was pub-
lished just how I go about getting the information from individual pa-
tients that permits the kind of characterological inferences I explored in
that book. I have been hesitant to present my own process as an exem-
plar of standard clinical practice, because it seems to me that every ther-
apist develops a style of interviewing that is appropriate to his or her
personality, temperament, convictions, training, and professional situa-
tion. My own way of working with people is idiosyncratic, reflecting all
these things, and may be a poor model for a different kind of person in
a different situation. But in sympathy with readers' curiosity about how
therapists actually work, and in view of the relative dearth of self-
disclosing accounts of what treaters explicitly say to patients, I offer the
following as a description of my usual pattern of initial interviewing.
Most of my patients who read it will probably protest that I did not do
it just that way with them, and they will be right, but it is nonetheless
the framework that is in my head and that orients me.

The reader should keep in mind that my clinical situation is a pri-
vate practice arrangement in a home office. When my schedule does not
permit my taking on a new client, I tell callers as much. Then I ask if
they want to see me anyway for an hour, so that I can get a sense of
them and their needs, with the aim of making an informed referral.
When I do have openings, those who come for an initial interview as-
sume that they will be able to work with me unless during our meeting
they feel the chemistry between us is not good. Thus, unlike some clin-
ics in which there is an intake process separate from a psychotherapy
referral, in my practice, the intake session is usually the beginning of the
ongoing relationship between the patient and me. Most of the people
who come to me are voluntary and self-referred, and although this
group contains a fair number of individuals with borderline and psy-
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chotic psychologies, few of the prospective clients who appear at my
door are frighteningly disorganized or dangerous, or in need of immedi-
ate hospitalization.

My first contact is typically over the telephone: The interested
party calls and usually states his or her reasons for considering therapy.
I listen for a few minutes, make some comments intended to show that I
have assimilated the information the person has given me, attempt to
establish a warm connection, and then try to schedule a time when we
can get together. I give directions to my office and take the person's
phone number in case some unforseen event occurs, necessitating that I
reschedule. If the caller has a question about my fee or my training or
my orientation, I answer it, though sometimes I subsequently try to find
out why that issue is on the person's mind. If the first contact comes via
a message on my voice mail, when I call back, I identify myself as
"Nancy Me Williams" rather than "Dr. Me Williams," because someone
other than the prospective client may answer the phone, and for all I
know, the person interested in my services is keeping from family mem-
bers the information that he or she has sought treatment. I figure that in
such cases, "Who's Nancy Me Williams?" is an easier question for the
secretive client to field than "Who's this doctor who's calling you?"

At the time of the appointment, I shake hands, show the person in,
and invite him or her to sit wherever would be comfortable, explaining
that I will sit at my desk because it is easier for me to take notes there. I
ask, "So how can I help you?" Then I listen. As long as the prospective
client is talking in a communicative way, I say very little. If I find myself
with a shy or inhibited person who has trouble talking, I ask a lot of
questions and help to fill in what may otherwise be painful silences. I
assume that the more I can reduce the person's anxiety, the better. It is
frightening to tell one's troubles to a stranger, and whatever I can do to
make it less so, I do. I generally take copious notes, for purposes of both
recording important information and giving myself a task that distracts
me from my own anxiety about a new situation.

After about forty-five minutes, I ask how the person feels talking
with me, and whether he or she anticipates feeling comfortable working
with me. During the last few minutes of the meeting, I want to accom-
plish several things: (1) to show the person I have been listening and
have a feel for his or her suffering; (2) to assess the person's reactions to
whatever notions I have about how to make sense of the problems de-
scribed; (3) to convey hope; (4) to make a contract about regular ap-
pointment times, length of meetings, payment, cancellation policy, in-
surance arrangements, and the diagnosis to be submitted if a third party
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is involved. Some practitioners have the main features of the contract
written out on an information sheet that they give to each client.* I
have not adopted this procedure yet, but for reasons of both clarity and
liability, it is probably a good idea, especially if one's practice includes a
number of borderline, psychotic, and otherwise disorganized people.
Finally, I invite any concerns that the person wants to have addressed
before plunging into the therapy proper, and except when such ques-
tions feel too intrusive, I answer them. Unless the patient has in the
course of the hour gone into most of the background areas I would or-
dinarily investigate, I then tell him or her that during the next session I
would like to take a complete history, so that I will have a context in
which to understand his or her problems. My rationale for each of these
practices follows.

Inviting the Client's Reaction to the Therapist

The question about how the prospective patient feels talking to me, in
addition to its concrete objective of our deciding whether or not to
work together, is intended to send the message that I will be interested
in how he or she experiences our relationship. It opens the door to any
underlying transference concerns that have not yet been obvious (e.g.,
"I'm feeling pretty comfortable, which is strange, because I thought it
would be hard to talk to a female authority about this"). And it alerts
the client to the collaborative nature of therapy; that is, it implicitly em-
phasizes that I am the person's employee, that I want to do a good job,
that he or she has the right to evaluate me or fire me if things do not feel
basically positive between us.

From my perspective, despite the transference needs of the patient
and the narcissistic needs of the clinician, a therapy relationship—at
least in a private practice setting where there is provider and patient au-
tonomy—is essentially reciprocal. The patient takes care of me by pay-
ing my fee. I take care of the patient by trying to understand and help.
Unlike friends, relatives, and others who may have tried to help the cli-
ent so far, I expect no emotional support in return. Psychotherapeutic
treatment is thus by no means a "paid friendship," despite what has
been alleged by some critics of therapy (e.g., Schofield, 1986). In friend-
ship, there is reciprocity in that both parties make personal disclosures,
both take care of the other emotionally, and both get taken care of by

*See Appendix for an example of such a written contract.
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the other. The reciprocity in psychotherapy is the exchange of financial
support for emotional support and expertise, an arrangement with hu-
man equality but not structural equivalence.

Conveying Understanding

When people come to a therapist, they are usually afraid of being
judged, misunderstood, or treated with a subtle professional contempt.
They often regard their own symptoms with bewilderment and shame,
seeing them as evidence of a vague craziness that makes no sense. One
of the first things I try to convey is that their problems are not incom-
prehensible. The first session is no time for confident, elaborate inter-
pretations, but it often helps the client greatly for the therapist to say
something like, "I can see why, given what you say about your father,
the situation with your boss was so difficult for you," or "I notice it's
exactly ten years since your husband's death, so it's possible your de-
pression is an anniversary reaction," or "These intrusive thoughts
you've been having are a common aftereffect of trauma."

When I make statements such as these in an initial meeting, I do it
tentatively, as if I am applying my expertise in an exploratory way and
inviting the client to let me know if I am on the right track. The more
disturbed a person is, the more critical is this aspect of the connection.
Very often, significantly troubled people have been told nothing more
than that they have a "chemical imbalance" or a "genetic defect," with
no further information to the effect that whether or not this is true,
there are reasons why they are suffering more at this particular time,
and there is a potential for them to be significantly helped by talk ther-
apy. They come to a psychotherapist feeling defective, and they are sur-
prised to learn that there are ways of thinking about what they have
been through that make their psychopathology comprehensible to an-
other person. I recommend Harry Stack Sullivan's work (e.g., 1954) to
anyone who needs to have a feel for the tone and orienting values of
this kind of communication.

Assessing the Patient's Reactions to One's
Tentative Formulations

How the person responds to my effort to communicate a preliminary
understanding of the problems he or she has brought to me indicates a
great deal about how the client will work in treatment. Some people are
immediately compliant, others immediately oppositional; some feel crit-
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icized, while others feel that the therapist has demonstrated a deep em-
pathy. Some individuals cannot absorb any interpretation because it
feels to them as if the treater is humiliating them with the demonstra-
tion that he or she has superior knowledge. Others feel that if all the
therapist is going to do is to make empathic, facilitative reflections, they
might as well be talking to a stuffed animal.

Every person is different with respect to how much he or she can ac-
cept from a therapist. When I was a patient in analysis, it was important to
me to figure out everything I could by myself. Such an attitude reflected
my rather counterdependent personality. I needed the analyst's presence
and the data of my transference reactions, but especially in the early
phases of my treatment, I preferred the sense of discovery to the situation
of confirming or disconfirming someone else's interpretation. (Even-
tually, I made a lot of progress understanding and changing my counter-
dependency and became more interested in what my analyst had to say,
but this took a couple of years.) The silence and discipline of a very classi-
cal kind of analysis was thus ideal for me. I was surprised when I began to
practice as an analyst, however, that most people wanted more input
from me than I had wanted from my therapist. In fact, they felt quite for-
saken when I encouraged them to struggle alone to come to their own un-
derstandings. In an initial session, one wants to get some sense of how
interpretations will be received, so that one can adjust one's style of clini-
cal interaction to the particular needs of the patient.

Conveying Hope

Individuals who confidently expect a therapist to help them are proba-
bly in a small minority. Most people come to treatment having tried all
kinds of approaches to address their psychological difficulties, from de-
nial to willpower to self-help books and herbal remedies, and nothing
has worked. Therapy is typically a last resort, to which they come with
significant demoralization and cynicism. And however much we vener-
ate our profession, it would be self-deluded for practitioners to believe
that the general public has a high opinion of mental health profession-
als. Psychotherapists are widely seen—not without some justification—
as individuals with serious psychological troubles, who feel better re-
minding themselves that other people are crazy too. Most incoming pa-
tients consequently are deeply skeptical about what we can offer them.
Still, once they meet an actual therapist and find him or her to be a
seemingly sane, competent human being, they may be able to access
some optimism.
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Sometimes it is a relieving surprise to a new client for the therapist
to say, simply, "I think I can help you." I usually find myself saying
this, and meaning it, toward the end of the first interview, once I have a
preliminary understanding. Some variants of this statement are: "Your
problem is very longstanding and entrenched. I think I can help you
make some progress on it, but it's going to take a long time," or "I
think I can help you, but only if you also address your addiction di-
rectly by going to AA or some other program with a success rate in get-
ting people off drugs," or "I think I can help you to understand and
deal with the long-term problems with other people that have been the
consequence of your phobias, but if you want to get some immediate re-
lief from these terrifying attacks, you might try going first or simulta-
neously to a colleague of mine who specializes in the short-term treat-
ment of phobic reactions," or " I am confident that I can help you, but
only on the condition that you also see a psychiatrist about medication
for your mood disorder," or "I can tell that you really have no hope
that change is possible and are coming to me despite your sense of futil-
ity. I guess for a while I'll have to carry the hope for both of us."

Addressing Practicalities of the Therapy Contract

Time and Length of Meetings

There is no reason to leave unclear anything about the practical aspects of
the professional contract. A part of the initial meeting, once the two par-
ties have decided to work together, is finding a time they can get together.
It is important that this be regular, unless the patient's schedule is erratic
(this is true for some professional musicians and other performers, for ex-
ample) and the therapist can accommodate a shifting meeting time with-
out resentment. It is also important that the therapist not offer an
appointment that he or she will begrudge keeping, such as very early in the
morning or very late in the evening. I am careful in an initial interview to
say something like, "I do forty-five-minute sessions. Sometimes I find my-
self letting the time run over a couple of minutes, especially if you're talk-
ing about something deeply involving, but in general, I'll end the session
promptly." Occasionally, I have had patients ask me whether I would give
them notice when there were five minutes left, and I usually consent to do
so, though later, I look to understand the meaning of the request. My of-
fice has a clock in full view of the client, and behind such an entreaty usu-
ally lie some warded-off dependency needs and/or some hostility about
the therapist's practice of ending the session on time.
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Payment

Most beginning therapists find it hard to deal directly about money. I
remember realizing, when I started practicing, that it was emotionally
unimaginable to me to get paid for doing something I found so fascinat-
ing. Also, many clinicians undervalue themselves and what they offer,
or feel anxiously competitive if they charge an amount comparable to
that of their own therapist. But after a while, it becomes clear to even a
self-abnegating practitioner that this is the way one earns one's living,
and that the work, although endlessly rewarding, is also demanding and
exhausting. Given that money is a reality of a professional relationship,
it is important to be straightforward, unapologetic, and reasonable
about it.

Such an attitude conveys that the therapist is appropriately con-
cerned with his or her own welfare—a particularly good example to set
for masochistic clients. It is also helpful to those who are inclined to test
limits. I once treated a psychiatrist who later told me that one of the
most therapeutic things I had done for him had occurred in our first
meeting. When he asked me my fee, I asked him what he charged for a
forty-five-minute session. When he told me, I said, "That would be fine
for me, too." In fact, his fee was higher than my usual one, but I had a
sense that he would privately disdain someone who charged less than he
did (see Chapter Nine). In accounting for how this interchange had
been therapeutic, he explained that he had needed to trust that I would
take care of myself and not be manipulable, like his mother.

This is not my usual way of setting a fee. Ordinarily I simply say,
"My fee is . Do you have any problem coming up with that?" If
the patient makes a reasonable argument that my regular fee is a hard-
ship, I am willing to slide somewhat, especially with people who want
to come, and would profit from coming, more than once a week. (Be-
cause I enjoy treating patients who cannot afford the going rates for
therapy, I also work four hours per week at quite low cost, and when I
have such a low-fee opening, I put a less affluent person there and ex-
plain that I do a certain amount of low-cost work.) I also ask if the pa-
tient would prefer to pay after each session or by the month, and I add
that if the person pays by the month, I would like to get the check by
the middle of the following month, because I do not organize my fi-
nances such that I can carry bigger debts. I ask if the client wants a bill,
or needs one for insurance purposes. If the bill is to be submitted to a
third party, I ask that I be paid up front and have the reimbursement
come to the patient, explaining that with this arrangement, whatever
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mistakes and postponements the insurance company personnel make—
and in my experience, such errors are legion—the patient will be the
one fighting with them for payment, not me.

I do not work with managed care companies. When a patient's
benefits are with a managed care organization, I explain to him or her
why I believe it is virtually impossible to do ethical therapy under man-
aged care. Until fairly recently (lately, the word has been getting out),
most clients have been shocked to learn that their confidentiality is
compromised in such arrangements. They are also appalled that despite
the fact that the managed care company marketed itself to their em-
ployer as providing a full range of psychotherapy services, in reality, all
that is covered is short-term crisis intervention. The sleight of hand by
which managed care organizations have devalued good mental health
treatment and made it unavailable to everyone but the wealthy was ac-
complished by their promising to provide all the care that is "medically
necessary" and then redefining medical necessity to exclude virtually all
psychotherapy. I hope that by the time this book sees print there will be
a strong public movement to replace this inherently flawed and ineffec-
tive system of "cost containment," in which money that used to pay for
health care now goes into corporate profits.

A specific, practical problem of working with companies who have
strong financial incentives for denying treatment is that when one ar-
gues that a client should continue in therapy because he or she is re-
sponding well to treatment, the response of the managers of care tends
to be, "So you've accomplished a significant treatment goal. Time to
terminate the patient." If, on the other hand, one states that the person
is not doing well and needs more intensive or long-term therapy, the
predictable response is, "Obviously you're not the right person for this
patient. We'll end the treatment with you and recommend medication
or another provider." Thus, termination is the treatment of choice
whether the patient is improving or not. Once a client learns what will
happen under a managed care policy, he or she usually prefers to pay
out of pocket. I then negotiate a fee that the person can pay without
shortchanging his or her family—and that I can accept without unduly
depriving mine.

Cancellation Policy

I am in a minority among therapists in not having a cancellation policy.
Most of my colleagues have some arrangement by which patients pay
all or part of the hourly fee when they cancel with insufficient notice. A
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common rule is that if a client fails to let the treater know twenty-four
hours ahead of their scheduled meeting, he or she will be charged for
the session unless the two parties can agree on a time for a makeup ses-
sion. At an extreme with respect to cancellation arrangements are the
analysts who insist that their patients take vacations at the same time
they do, and who otherwise charge them for time they take off from
treatment, even for scheduled family vacations. These practices are
sometimes quite central to the therapist's self-respect and therefore to
his or her clinical functioning.

Cancellation policies follow the lead of Freud (1913), who argued
that given the small number of individuals a full-time analyst treats, and
the consequent importance to a therapist's income of each hour, it
makes sense for the patient to "rent" a given appointment time and be
responsible for it whether or not it is used. In other words, he suggested
that undertaking therapy should be regarded as comparable to enrolling
in an academic seminar: You can miss a class here or there, but you still
have to pay for the whole course. From my perspective, the operative
rule in choices about practice arrangements is that the therapist needs
to protect against resenting the patient. It is very hard to have a sincere
will to help a person by whom one feels demeaned or exploited.

Despite such considerations, I have been less influenced by Freud
than by Frieda Fromm-Reichmann (1950) in these matters. Fromm-
Reichmann argued that it is not customary in our society to charge for
services not rendered and that in any case, a busy professional can make
good use of the time freed up by cancellations. She felt that if a patient
develops a pattern of canceling, there are ways to deal with it inter-
pretively that will effectively address the behavior without imposing a
sanction. An additional current consideration is that insurance compa-
nies typically do not pay for missed sessions (their executives seem to
regard such policies as a scam, a rationalization for therapists' greed).
As a result, for a patient using insurance, one has to keep track of the
charges submitted for reimbursement alongside those that are not reim-
bursable. I find this kind of record keeping more onerous than just not
charging. Also, my personal economy of scarcity involves time more
than money; I am usually glad to have a free hour. Having said all this,
I should note an exception to my general practice that applies to clients
with significant psychopathy. With such patients, I lay down very strict
rules from the outset about the client's financial responsibility for every
session, whether the person comes or not.

One of my reasons for not charging for missed sessions is that I
have a home office. When someone cancels, I am not stuck in a distant,
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rented suite with dead time on my hands and nowhere to go. I can al-
ways use the hour, if not to do something professional, then to do
something domestic. I do charge for "no-shows," however, on the
grounds that I am cooling my heels in my office, waiting. I do not de-
scribe my no-show policy during the first interview; I raise it if the situ-
ation comes up, and I implement it only after I have introduced the rule.
Sophisticated patients often ask about a cancellation policy, and I am
happy to give them my rationale if they express surprise at my lack of
such a provision.

Diagnosis of Record

Some of my earliest training as a therapist was with rather authoritar-
ian psychiatrists who promulgated the notion that no patient should
ever be told his or her diagnosis. The stated justification for this posi-
tion was that it might be upsetting and that it would contribute to the
defense of intellectualization. I bridled at such ideas at the time, and I
am even more negative about them now. The unstated agenda seems to
me to be the preservation of the treater's superior power via private, in-
accessible knowledge. Mystification has no place in psychotherapy (cf.
Aron, 1996). Aside from the fact that anyone using insurance can find
out his or her designated diagnosis by comparing the numbers on the
bill with those in the DSM, it seems to me a matter of basic respect for
the therapist to share the diagnosis, explain the basis for it, and discuss
how the recommended treatment is appropriate to it. The practice of
keeping a diagnosis from the patient also seems to me to reinforce the
idea that emotional problems are somehow shameful, and that we
should therefore convey information via euphemisms rather than in the
language in which we really think about them.

Sometimes—and it is my impression that this is atypical, but it
seems reasonable to me—I give the DSM to a client and show the per-
son one or more diagnostic categories that pertain to the problems he or
she came to work on, asking whether this label seems to describe accu-
rately the person's complaints, or which of two possible diagnostic for-
mulations is more nearly accurate. We thus make the official diagnosis
together. Interesting information sometimes comes out of this process. I
have had clients read a description of symptoms associated with the
general category in which their psychopathology seems to fit, and then
remark, "Oh, I forgot to tell you. I have that problem, too. I didn't
think it was related." One woman whose mania I took months to diag-
nose correctly (because it manifested as rage, and it felt more like a bor-
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derline diatribe than mania) looked at the DSM once I suggested that a
bipolar process might be going on with her, and on reading the list of
symptoms, exclaimed, "I do have racing thoughts! And I go on shop-
ping binges!" She had always been too angry in her manic states to
mention these correlates of her mood.

Another woman who was very paranoid, and who I thought would
feel criticized and arbitrarily pigeonholed if I unilaterally provided a di-
agnosis on her insurance form, asked me if she could look through the
DSM (then the DSM-II [American Psychiatric Association, 1968]) when
I told her I needed to submit a formal diagnosis for insurance purposes.
I said that given the fact that she was trying to change certain lifelong
patterns in treatment, the Personality Disorders section was probably
the best place to look. She scrutinized the possibilities, and then an-
nounced with great satisfaction: "There I am: Paranoid Personality!
Look, it says hypersensitive, rigid, suspicious, jealous, and tending to
blame others! Sounds right to me." The fact that she (correctly) diag-
nosed herself made the process of looking at her paranoia a whole dif-
ferent enterprise than if I had given her the same label in a way she had
felt was authoritarian.

I feel strongly that the diagnostic process should be as consensual
as the therapy process. A professional may have greater expertise and
general knowledge of psychology than patients do, but patients' specific
knowledge about themselves is the material on which diagnoses are
based. A recent essay by Anthony Hite (1996) on the "diagnostic alli-
ance" has spoken for this attitude with particular persuasiveness.
Again, there is nothing in our nosology that is impossible for a client to
understand if the clinician explains what it is in ordinary speech. The
pretense that the patient would not understand, or would be too upset
by hearing the technical words that apply to his or her suffering, seems
to me mainly a rationalization in the service of an illusory superiority.

I also treat the diagnostic issue as a kind of necessary evil, explain-
ing that no one is an exact fit with any of the available categories, and
that they are only the roughest approximations of very complex condi-
tions. As I have written at length (McWilliams, 1994), I find DSM-type,
descriptive psychiatric diagnosis to be both reductionistic and not par-
ticularly useful clinically, but if one needs to supply a third party with
an official label, the DSM is the best and most universal taxonomy we
have. Like most practitioners, I stop thinking in terms of prefabricated
categories once I have a reliable feel for the unique psychology of any
individual patient. I want the people who come to me for treatment to
know from the beginning that this is my orientation: I want to know
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who they are, not what categories their symptoms match. Yet I do not
withhold from them knowledge of the diagnosis of record.

Inviting Questions

At the end of an interview, I always ask if the client has any questions
for me. More than half the people who come to me say at that point
that they have nothing to ask; they feel good about the connection with
me, and they look forward to our work together. Some people, out of
either a sophistication about therapy or a good natural intuition, want
to know nothing about me because they are interested in what they will
project. Others have something very specific they want to address:
What is my orientation? Where did I get my training? Have I had ther-
apy myself? Do I have kids? Do I have any plans to move or retire? Am
I in good health? What is my religious orientation? What do I think of
deeply religious people? What are my politics? Do I think I can work
without prejudice with someone of a minority sexual orientation? Am I
specifically trained in trauma?

I respond to such concerns directly and economically. I feel it is a
basic consumer right to get answers to questions that are a condition of
hiring someone. While it is true that such queries always hint at deeper
issues that might be fruitfully explored, an initial meeting does not seem
to me the time to do it. The parties are still contracting for therapy; the
employer (the patient) has not yet conferred upon the therapist the au-
thority to begin interpreting. Anything significant to the client's psy-
chology will reappear many times in the transference, whether or not it
has been addressed realistically in an early meeting. Often, though, I
handle such inquiries by saying something like, "I'll be glad to answer
your question, but first, could you tell me why it's important to you to
know that?" Because these early questions usually constitute tests
(Weiss, 1993), it helps to know the client's thinking behind the request
for information. Once the therapy is under way, I take a different atti-
tude toward questions, examining them as they arise rather than just
answering them.

Very rarely, someone will ask something in an initial meeting that
feels too intrusive to me. For example, one or two prospective patients
have asked me if I have ever had a lesbian relationship, and once I was
asked if I had ever had an extramarital affair. In these instances, it
seems to me important to be both honest and self-protective. What I
tend to say is something like, "I can appreciate why that would be im-
portant for you to know, but I find myself feeling that my sexual life is
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too private for me to be comfortable answering that question. Are you
afraid that if I have not had that experience I can't possibly understand
you?" Honesty and intimate disclosure are not the same thing, and al-
though the curiosity of a client may be frustrated by a limit-setting re-
ply, there is often a simultaneous relief that the person in authority can
be trusted to maintain professional boundaries.

Preparing the New Client to Give a History

Unless the interviewee has given a very full personal history in the initial
session (something that characterizes therapists in training but almost
no one else), I say at the end of the intake meeting something like the
following:

"So. We'll meet next Tuesday at nine o'clock. What I'd like to do
then is to take a very complete history—your parents, what they
were like, your childhood, the major influences on you, your sexual
history, your work history, your prior therapy, your dreams, and
so forth. This will give me a context in which to understand what
you've talked about today. Then in the subsequent session, the ball
will be more or less in your court again. You should come in and
talk about whatever is foremost on your mind, and it will be my
job to listen and help you make sense of your thoughts and feel-
ings. Does that sound okay?"

I do this not only to reduce the anxiety that most people have about
diving into an undefined and rather intimidating procedure, but also to
encourage the client to start reflecting on his or her personal history and
its contribution to the current problem. A lot of what happens in ther-
apy goes on between the actual sessions. Organizing things this way
also reduces my own anxiety about diving in before I have enough data
to feel I can understand the person's difficulties.

Sharing a Dynamic Formulation with the Client

A full dynamic formulation goes way beyond a diagnostic label, in that
it includes at least the eight topics I will cover in the chapters to come,
but the same principles I just noted about sharing a DSM diagnosis ap-
ply to offering some of one's dynamic hypotheses for the client's consid-
eration. It is important to keep one's inferences tentative, to be aware of
their limitations, to check them out with the patient, and to engage mu-
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tually in an ongoing process of revision and elaboration of the ways the
two parties understand the person's psychology. Although the sharing
of a dynamic formulation should be mediated by timing and tact, cli-
ents have the right to know the therapist's working assumptions about
the nature of their difficulties. In fact, the therapist's communication of
his or her provisional conclusions about the origins and functions of the
patient's problems typically becomes the cornerstone of the working al-
liance.

The sharing of the dynamic formulation also should contain some
ideas about how the therapy, given this tentative understanding, will
attempt to address the patient's problems. The clinician's ideas should
be conveyed with a sense of hope and the expectation of a gratifying
collaboration. Thus, the therapist might say something like the fol-
lowing:

"So far, what hits me between the eyes about your depression is
how many losses you've had that you haven't mourned, and how
much your family discouraged your feeling sad by their criticism of
your 'feeling sorry for yourself.' You might find you have some an-
ger about that and other things that you haven't felt comfortable
admitting, and if we can access the grief and the anger, your de-
pression may lift. Also, there's some evidence for a depressive
streak that's congenital in your family, and it doesn't sound like
you've had anybody address that and help you cope by learning
what situations tend to depress you and why. How does this sound
to you?"

Here is another possible dynamic formulation, as communicated to the
client:

"It sounds like you are shy and sensitive by temperament, but it
seems that no one in your family knew how to help you get braver
around people. With the best intentions, they made things worse by
forcing you into social situations, where you clutched. Because you
had one after another failure socially, you began to think there was
something very strange about you, and eventually you related only
to yourself and your thoughts. You were lonely, but the idea of be-
ing close to someone terrified you. Then when your boss criticized
you, you retreated even further into yourself, to the point that you
were hearing voices. We need to work on getting you more com-
fortable with others, including me, and part of that will involve
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looking at the things that you have believed make you so alien.
Once we understand the meaning of some of your preoccupations,
I think you'll find you're not so bizarre. In the meantime, if you're
still hearing voices, you may want to consider seeing someone who
will prescribe antipsychotic medications. Does that make sense to
you?"

Educating the Patient about the Therapy Process

Just as a diagnosis and a dynamic formulation should not be withheld
from a client, there is no reason for a therapist not to explain the ratio-
nale for any procedures he or she recommends (cf. Etchegoyen, 1991,
on the democratic vs. authoritarian contract). Ordinary, nontechnical
language is certainly adequate to express why one is interested in hear-
ing the patient's dreams ("Very often I find that when nothing seems to
be going on at the conscious level, a person's dreams will contain a lot
of information about deeper preoccupations") or free associations
("The more freely you can talk, the better I can understand you; if you
find yourself censoring anything, try to talk about it anyway, or at least
tell me that you are finding it hard to talk about something") or memo-
ries ("The first step to resolving a problem is often understanding where
it came from").

The same thing applies to clinical interest in the patient's reactions
to the therapist. Most clients are somewhat taken aback by being asked
what they are thinking and feeling about the practitioner; this was not
what they expected to be talking about. They wonder if the therapist is
asking out of insecurity or vanity or a need to feel reassured. Early in
therapy, if I notice that a person seems uncomfortable with my asking
how he or she is feeling toward me, I will say something like the follow-
ing:

"I know it's strange to be asked to be so direct, and it must feel
awkward, especially when some of your responses to me are nega-
tive. But in a way, therapy is a microcosm, a chance to study a rela-
tionship at close range, and by investigating what happens between
you and me, we have an opportunity to scrutinize some emotional
things that may happen to you elsewhere, things no one talks about
in social situations. You may find yourself feeling toward me the
way you feel or have felt toward other people, and our comprehen-
sion of that should be very useful in your efforts to understand
yourself and change."
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This matter-of-fact, educative style applies also to more esoteric aspects
of some therapies, including the famous analytic couch. There is noth-
ing mysterious about the couch. I tell people that its utility was discov-
ered accidentally by Freud, who had people lie down and look away
from him because he got sick of being stared at all day. I go on to say
that like a lot of serendipitous discoveries, analysts have learned that it
has another, much more important effect. It not only allows the patient
to relax, it also takes the therapist out of eye contact. Without being
able to see the clinician's face, the client may notice that he or she has
ideas about what the therapist is thinking or feeling that never came to
mind before. I comment that, very often, people carry around a lot of
unconscious apprehensions about what other people's reactions to them
will be, and they learn to scan others' faces and disconfirm their fears
before they even know they have them. The patient's use of the couch
will bring such anxieties into awareness. I also say that I like to work
using the couch because, like Freud, I find it tiring to be scanned, and I
enjoy sitting back, not making eye contact, and thinking about how the
client's words are stirring up my own associations.

These communications may all be considered part of the develop-
ment of a working alliance. Greenson (1967, p. 196) gave a memorable
example of this kind of education of a man who had gone through a
long previous psychoanalysis without ever having been told the ratio-
nale for various analytic procedures. While obtaining a history, Green-
son asked him his middle name. The patient, who had a pathologically
compliant personality, thought he should free associate and answered,
"Raskoniknov." This man was obeying what he regarded as the "rule"
of free association, but he failed to get the whole point of the analytic
enterprise. Greenson goes on to talk about how fruitless psychotherapy
is in the absence of a working alliance in which both parties understand
what is required of them, and why. In fact, a relationship without such
a basis is a caricature of therapy.

CONCLUDING COMMENTS

There is an apocryphal story about D. W. Winnicott, the great British
object relations theorist, that applies to the general tone of interviewing
and treatment. I do not remember who told it to me, but here is the gist:
Winnicott was once asked what his rules for interpreting were. He an-
swered, "I interpret for two reasons. One, to let the patient know that I
am awake, and two, to let the patient know I can be wrong." Aside
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from being funny, there is great wisdom in this quip. If the therapist is
doing his or her job properly, the client will be repeatedly correcting
and revising the formulations that the therapist offers. The realization
that the therapist is frequently wrong is one of the great therapeutic rev-
elations. Patients will forgive almost anything except arrogance, and
they are grateful for models of nondefensiveness. I recently asked a
friend of mine how his analysis was going. "Great!" he replied. "He ad-
mits when he makes a mistake!"

On the topic of one's inevitable limitations and errors, I want to be
sure the reader knows that my thinking about each of the issues I will
address in the following chapters is not the kind of mental reflection I
do in a typical clinical session. I am very good at organizing informa-
tion once I have assimilated it, but the nature of a clinical interview—
especially an intake interview—involves a kind of disorganized not
knowing. As is evident in the previous examples, the formulations one
floats to a client are neither so elegant nor so complex that they would
require vast psychoanalytic knowledge to make. Even if I were capable
of constructing a truly comprehensive formulation during the first inter-
view, it would not be useful for the patient, who comes not to be
wowed by the therapist's erudition but to see if there is a human being
out there who wants to understand and has sufficient training to help.

I recently did an intake interview with a psychologist, a woman
with an extensive background in the helping professions. I asked why
she had chosen me as a therapist. Her reply was, "Because I hate
you." I asked for some elaboration. "When I read your book," she
said, "I got so angry that you knew all that stuff, and I'd been prac-
ticing for years and didn't know a lot of it. So I hated you. I want to
get what you have." What I have is a capacity to take dense and
sometimes preverbal material and make sense of it in the categories of
psychoanalytic theories as I understand them. I am grateful for this
capacity, and over the years I have come to appreciate it in myself
and realize that it represents a personal synthesis of sorts that is not
too common. But it operates only in retrospect, not in the immediacy
of clinical contact, where I can be completely baffled and inarticulate.
This patient who hates me will soon find that for many months, she
will understand herself a lot better than I do, because whatever her
blind spots turn out to be, she has already spent many years thinking
about herself and her unique psychology. Similarly, I hope my readers
understand that their skill or lack thereof at reeling off concepts post
hoc has very little to do with whether they are good therapists in the
heat of the clinical moment.
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SUMMARY

I have tried here to give readers a feel for the process of clinical evalua-
tion. With some caveats about its possible inapplicability to the situa-
tions of many therapists, I have given details of and rationales for my
own practices during intake interviews, including my efforts to make a
safe connection, to minimize anxiety, to elicit the client's reaction to
me, to convey understanding, to assess reactions to my clinical hypothe-
ses, to impart hope, and to address the practicalities of the therapy con-
tract. These latter matters include issues of time, payment, cancellation,
diagnosis of record, questions, and preparation for history taking. I
have further discussed the importance of sharing the tentative dynamic
formulation and doing some straightforward education of the client
about any puzzling aspects of the recommended treatment. Finally, de-
spite the fact that the following chapter topics represent central ques-
tions that analytic practitioners are trying to answer so that they can
orient treatment properly, I have emphasized how during an intake in-
terview one cannot reasonably expect to feel that everything has fallen
into place and that one has a comprehensive understanding of the pa-
tient. .
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Assessing What Cannot
Be Changed

HERAPISTS have not written much about unchangeable aspects of
people's individual psychologies. When we work with someone in psy-
chotherapy, we focus on what can be changed because we are hired as
agents of change. Nonetheless, for many reasons, we need to acknowl-
edge and appreciate the significance of those aspects of a person's situa-
tion that are not amenable to therapeutic influence. A person's basic
temperament is one thing that therapy does not change, and numerous
other fixed aspects of people's individual psychologies also set limits on,
and provide a context for, our therapeutic efforts. These include, but
are not limited to, other genetic givens, such as dyslexia or a vulnerabil-
ity to bipolar illness; irreversible consequences to the brain of physical
trauma, toxicity, or infection; and chronic physical illness or body com-
promise of any kind. Of a different order but still important to appreci-
ate in any overall formulation of a person's psychological situation are
those facts of life that are individually unchangeable for that person,
facts that come under the colloquial heading of "harsh realities," such
as being incarcerated, being a member of a visible minority group, or
having an autistic child.

Most writing on psychotherapy stresses the goal of change: change in
behavior, mood, habits of defense, developmental preoccupations, and so
forth. A less frequently emphasized aspect of psychotherapy is adaptation
to those features of life that cannot be changed, including the client's de-
velopment of strategies that compensate for unchangeable realities. The
adaptation process involves the overcoming of denial, the transformation
of magical ideas into mourning and coping, and the substitution of realis-
tic explanations for pathogenic beliefs. It opens the door to better, more
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authentic relationships, based on the acceptance of one's immutable at-
tributes. Of course, this is a profound kind of change in itself.

Although coming to terms with something that cannot be changed
may seem less exciting as a therapeutic goal than exorcizing one's dispens-
able neurotic demons, the adaptive process is crucial to human well-
being. No one who has been through it underestimates its importance. A
man with a deep, genetically influenced susceptibility to depression can-
not expect ever to be free of depressive episodes, yet he can learn to react
to them with self-acceptance rather than self-hatred, to substitute appro-
priate medication for either substance abuse or self-denying bravado, and
to tell those who love him what he is going through rather than lapsing
into inarticulate, exasperating withdrawal. These are not trivial accom-
plishments, as anyone with a depressive history can attest.

It is critical to the success of any therapy to have reasonable goals.
A dynamic formulation should, among other things, establish in the cli-
nician's mind a clarity about what is feasible and what is not. The ther-
apist's sharing with the patient his or her tentative hypotheses about
what will be possible sets the stage for both parties' being able to mea-
sure their progress against realistic expectations. This communication
begins a mourning process for the client, who has inevitably come to
therapy with some residual infantile hopes for magical transformation.
It models ego strength, in that the therapist is seen as capable of naming
very upsetting aspects of reality without collapsing into a sense of futil-
ity in the face of what has been named. It conveys empathy. It also pro-
tects against the demoralization and loss of self-esteem in both parties,
in that pursuing the unattainable inevitably creates shame about failure.

In this chapter I discuss clinical implications of several types of un-
changeable realities, including (1) temperament, (2) genetic, congenital,
and medical conditions with direct psychological effects, (3) irreversible
brain conditions caused by trauma, illness, or toxicity, (4) unalterable
features of the body, including chronic physical illness, (5) unalterable
external circumstances, and (6) personal history. This list is probably
not exhaustive, as life has a way of throwing one after another immov-
able obstacle in anyone's path, but I hope it is extensive enough to
make what I think of as an essential clinical point.

TEMPERAMENT

Academic psychologists have come a long way from the radically
behavioristic and naively pragmatic era in which John Watson could
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boast, "Give me a dozen healthy infants . . . and I'll guarantee to take
any one at random and train him to become any type of specialist I
might select—doctor, lawyer, artist, merchant-chief and, yes, even beg-
gar-man and thief, regardless of his talents, penchants, tendencies, abili-
ties, vocation, and race of his ancestors" (1925, p. 82). Beginning
roughly in midcentury with the careful work of researchers like Sybille
Escalona (1968) and Thomas, Chess, and Birch (1968), and culminat-
ing recently in Kagan's (1994) comprehensive analysis, researchers have
confronted and described the limitations that basic temperament im-
poses on any individual person. A generation of developmental scholar-
ship has convincingly demonstrated that human beings are anything but
blank slates at birth. From shyness to stimulation seeking, we know
that people's attributes are genetically influenced and cannot be seen as
sheerly the result of their upbringing. The fact that therapists pay a lot
of attention to people's nurture rather than nature reflects the fact that
this is the part of one's heritage that could have been different, that
could have led to different consequences that now can be imagined and
pursued. This therapeutic focus on environment should not be misun-
derstood as minimizing the importance of genetic endowment.

One common clinical experience in which an appreciation of the
importance of temperament takes on special significance involves work-
ing with someone who was adopted. An individual can be nurtured
from earliest infancy on by an unambiguously loving family and still
feel profoundly alienated and misunderstood because there is no one in
the adoptive family system that viscerally understands his or her basic
temperament. It is natural for adoptive parents to minimize the "differ-
entness" of the child they bring up as their own, and to hope that their
love for that child will be received emotionally as no different from the
love of biological parents. Because of such hopes, there is often a for-
bidden emotional territory in an adoptive family, a prohibition on the
child's expressing feelings of pain and isolation, or articulating the ways
in which he or she seems temperamentally out of sync with other family
members.

The significance of this for clinical practice is that by focusing on
temperament and its vast implications, a clinician can help an adopted
client to confront, examine, and reject the painful conclusions he or she
has typically drawn from a childhood experience of ineffable emotional
estrangement. Typically, the youngster whose temperamental proclivi-
ties are alien and problematic to his or her parents develops the convic-
tion that there is just something "wrong" with the self. Such inferences
in adoptees are usually connected to the fantasy that "It is because of
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what is wrong with me that my natural parents rejected me." Psycho-
therapy can transform such pathogenic beliefs into realistic apprecia-
tion of the facts of a client's history. Adoption is an inherently arbitrary
process whose nature defies the child's natural wish for fairness. "The
adoption agency could have sold me to anyone," one of my patients
mused. Appreciating this stark fact of life helped him to grieve over the
fact that, in unfair contrast to children living with their biological par-
ents, he had been deprived of caretakers whose rhythms and intensities
were more likely to have mirrored his own. His sense of inner shame
and badness thus shifted toward resignation about a particular personal
misfortune.

Adoptees are not the only people who feel temperamentally iso-
lated in their families of origin. Genetic endowment being somewhat ac-
cidental, individuals can inherit a temperament that neither of their par-
ents recognizes as familiar, or (perhaps more ominously) can inherit one
that reminds a mother or father of a hated relative. Intense children
whose parents are placid typically get told that there is something
wrong with them for "overreacting" to everything. Shy children of
sociophilic parents get pushed aggressively at people they are not yet
ready to approach. High-activity offspring of couch potatoes inspire
anything from mild criticism to physical abuse. Speaking of which, I
have yet to meet an adult with a severely colicky infant who did not ob-
serve spontaneously that he or she now knew how a sleep-deprived, ex-
hausted parent could hit a defenseless infant. The knowledge that one
was colicky and difficult can replace a client's prior conclusion that he
or she was simply "bad." Understanding the plain facts of a situation
tends to take the stigma out of it.

Although temperament cannot be changed, its behavioral expres-
sion can be modified. Research with constitutionally shy and socially
phobic children, for example, has led to the development of specific,
step-by-step interventions that gradually allow them to increase their
range of comfort in dealing with people (Rapee, 1998). There is also a
popular but scholarly literature on shyness (e.g., Zimbardo, 1990) that
can provide enormous enlightenment and comfort to shy people and
their families. Greenspan's (1996) book on "the challenging child" has
been a godsend to parents with a temperamentally difficult youngster.
This is true for numerous other conditions with a genetic component as
well. For example, many adults coping with previously undiagnosed at-
tention deficit disorder have found both solace and practical help in the
aptly titled You Mean I'm Not Lazy, Crazy, or Stupid?! (Kelly &
Ramundo, 1995).
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GENETIC, CONGENITAL, AND MEDICAL
CONDITIONS WITH DIRECT
PSYCHOLOGICAL EFFECTS

When supervising or consulting on the work of other therapists, I am
often struck by the extent to which physically limiting conditions are ig-
nored or minimized—even by practitioners with medical backgrounds,
who have presumably more training in diagnostic evaluation for what
was until recently called organicity.* For example, one otherwise capa-
ble student of mine was perplexed by why an "obsessive-compulsive"
Native American boy was not responding well to treatment. It turned
out she was ignoring compelling evidence that the child's main difficul-
ties involved the long-term effects of fetal alcohol syndrome. It is under-
standable that a therapist would wish that a child's condition were
more treatable and had a better prognosis. But by denying the actual di-
agnostic state of affairs, this well-meaning clinician was involving the
child in an approach that was doomed to fail and was depriving him of
the help that does exist, even though it comes more under the heading
of "management" than "therapy" for people with his disability.

A related question that is often missed in an intake interview is
whether the client's psychological problems may represent the expres-
sion of a physical illness. Not only does depression tend to reduce the
power of the immune system, so that depressed people get sick more
than nondepressed ones, but the converse is also true: Being sick makes
people depressed. But even beyond this general point, there are many
diseases with well-established psychological correlates. These include,
for example, Lyme disease, diabetes mellitus, hyperthyroidism, myas-
thenia gravis, multiple sclerosis, pernicious anemia, rheumatoid arthri-
tis, and many others. I strongly recommend that both medical and
nonmedical therapists obtain James Morrison's (1997) useful guide,
When Psychological Problems Mask Medical Disorders, for help in dis-
entangling somatic and psychological issues.

One of my concerns about the current climate in which mental
health services are delivered is that third-party pressures for the briefest
treatment incline clinicians not to "waste time" with careful formula-

*In the DSM-IV, the term "organic" has been replaced by "due to a general medical
condition," because recent research has demonstrated the physical bases for various
psychopathologies that were once considered "functional." In other words, there are organic
contributants to many psychopathologies that we used to think of as strictly expressions of
individual experience.
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tion, especially if the diagnostic process involves something extra, like a
neurological consultation. Time is much more seriously wasted if a pa-
tient is being "treated" for something other than his or her primary
malady. Particularly in cases where a client presents odd symptom-
atology that does not fall easily into any of the more common syndrome
categorizations, taking a careful developmental history is critical. Such
investigations sometimes reveal previously ignored facts such as oxygen
deprivation at birth, maternal abuse of substances during pregnancy, or
the possible effects of prescribed medications on a person's fetal devel-
opment. It is a serious mistake to conclude reflexively, for example, that
a woman who reports early masculine-like behaviors has identified with
her father. One possibility—among many—is that she was affected by
prenatal androgens (Money, 1988). The way the therapist should re-
spond to her reports of her inclinations would be significantly different
if the causes of her childhood demeanor were primarily hormonal
rather than experiential.

Similarly, it has radically affected treatment that we are beginning to
have a body of well-controlled research on the biological substrates for
conditions such as the schizophrenias and the mood disorders. Progress in
psychopharmacology has meant enormous gains in the emotional welfare
of some people who could never have been helped before. Although con-
troversy still rages over psychopharmacological versus psychotherapeutic
treatment (much complicated by the obvious financial interests of drug
companies and the insurance industry in recommending medication
rather than talk therapy), a preponderance of research suggests that espe-
cially for seriously disturbed individuals, both are critical. Despite the fact
that practitioners like me, who do the psychotherapy part, can frequently
be heard lamenting the contemporary overreliance on drugs and under-
reliance on therapy, it is still true that the existence of medications such as
mood stabilizers, antidepressants, and antipsychotic drugs have made a
decent life possible for many people who previously simply suffered and
died. For an interviewer to miss, for example, the evidence that a person's
hypersexuality expresses a pharmacologically treatable manic condition
is to do a significant disservice to the client.

IRREVERSIBLE CONSEQUENCES OF HEAD
TRAUMA, ILLNESS, AND TOXICITY

I remember vividly a case I was assigned early in my training, a seven-
teen-year-old young man who went into frightening rages. He had been
referred to the mental health center where I worked because he had

53



54 vJ£ PSYCHOANALYTIC CASE FORMULATION

tried to run down his high school principal with his car. When I pre-
sented the case to the treatment team, I commented that he had seemed
to relate to me frankly and with sincere upset about his explosiveness,
and that I thought more was going on than some kind of general antiso-
cial orientation. The psychiatrist leading the discussion took an imme-
diately disdainful position and made an example of me as a naive young
therapist who had been a sitting duck for an adolescent con artist. For-
tunately, I was able to convey my impressions of this client to a more
respectful person in authority who was willing to have the boy seen by
a neurologist. It turned out that he had a lesion in the temporal lobe,
and that his rage outbursts could be substantially reduced by medica-
tions that control epilepsy. If no one had been willing to listen to me at
that point, a fate that beginning therapists confront all too often, this
earnest, confused, and dangerous youngster would probably have be-
come a casualty of the juvenile justice system.

Both medical and nonmedical therapists often fail to take the
kind of history that will illuminate possible brain pathology. The
book (Sacks, 1990) and movie Awakenings depicted poignantly the
experience of a whole group of mental patients whose commonalities
were only appreciated and subjected to condition-specific treatment
when a particularly conscientious professional, insistent upon re-
searching their histories, learned that all of them had had encephalitis
lethargica in the "sleeping sickness" epidemic of 1917. (The tragedy
of the story is that the successful treatment with the drug L-Dopa of
the comatose aftereffects of sleeping sickness quickly created a night-
mare of side effects that eventually became unbearable for the pa-
tients so afflicted.)

I knew a man who had had encephalitis during the 1917 epidemic
and seemed to have completely recovered, despite having been in a
coma for several weeks at age eleven. The only thing in his manner that
overtly suggested any possibility of residual brain damage was a very
slight oddness to his gait. In addition, during an army induction physi-
cal exam, a doctor who noticed that his pupils dilated unevenly had
once greatly offended him by asking if he had ever had syphilis. To all
external appearances, this man was perfectly normal. He had a good
marriage, healthy and happy children, and a very responsible job. He
did, however, become quite disorganized if certain basic routines were
disrupted, and he tended to go into moralistic rages when upset. He
also had no capacity for ambivalence: He either liked a person or sub-
jected him or her to complete rejection. This intolerance of grey areas in
human relationships might have suggested a borderline personality dis-
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order characterized by the defense mechanism of splitting, except that
nothing else about him seemed borderline.

This man's organic vulnerability became a serious problem only
when his wife died of cancer. He became catastrophically upset and ex-
plosive. Anyone treating this bereaved and overwhelmed father could
easily have missed the evidence of brain damage and disorganized him
even further by encouraging him mainly in an emotionally cathartic di-
rection. For decades, we have known about the critical role of structure
and routine in the lives of brain-damaged people (Goldstein, 1942), and
in conformance with the implications of this literature, what was even-
tually most helpful to this man and his family was a therapist's combi-
nation of reestablishing routines and educating his children about how
to respond helpfully to his outbursts. Critical to her ability to do this
was, of course, an attitude toward case formulation that did not mini-
mize the possibility of brain dysfunction even in ostensibly functional
subjects.

Research in the 1980s (Lewis, Pincus, Feldman, Jackson, & Bard,
1986; Lewis et al., 1988) with condemned criminals found that a star-
tling percentage had sustained permanent head trauma. Even though
the effects of such injury are not always treatable, the lumping together,
either in research projects or in treatment programs, of people whose
destructiveness results from brain pathology with those who are char-
acterologically psychopathic in the absence of demonstrable physical
damage can only lead to bad research and bad intervention. And occa-
sionally, as with the angry young man who had a lesion of the temporal
lobe, effective treatment is available once the etiology is clear.

One should also pursue in an interview the implications of any evi-
dence that a person has a significant history of substance abuse. One
woman I worked with had taken a near-fatal overdose of cocaine in her
twenties, after a long period of regular use. She earnestly believed that
this experience had done irreversible damage to her mental agility, and,
in fact, her current measured IQ, though well over 100, was more than
a standard deviation lower than she had tested before the overdose. It
was critical to her comfort in therapy with me that I take seriously her
belief that in her addiction she had done herself irreparable harm.
Given considerable literature suggesting long-term cognitive impair-
ment in cocaine-dependent people (reviewed in Huang & Nunes,
1995), I was inclined to believe that she had been damaged intellectu-
ally.

Other possible outcomes of substance abuse include Marchiafava-
Bignami disease, which may present with personality changes in long-
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term alcoholics, the nutrient-deficiency-related illnesses such as Korsa-
koff s syndrome in alcoholics (Huang & Nunes, 1995), and memory
problems and a loss of the capacity to concentrate in people who have
taken marijuana regularly for years (Schwartz, 1991). There are proba-
bly many other subtler and more idiosyncratic outcomes of chemical as-
sault on the brain that we have yet to understand and document. My
point is that facing with the patient the fact that there may be some
physiological limits to his or her mental capacities, limits set by prior
drug abuse, is a necessary condition of realistic therapy.

UNCHANGEABLE PHYSICAL REALITIES

A person's sense of the integrity of his or her body is a natural basis of
self-esteem and emotional health. In The Ego and the Id, Freud (1923)
commented on how the earliest sense of ego or self is a "body ego," the
physical sensation of the corporeality of the self and an understanding
of its possibilities and limitations. The popularity of this phrase among
analysts, even though Freud used it only once, suggests that the concept
has widespread intuitive appeal. When someone's bodily integrity is
compromised by accident, victimization, or illness, mourning is neces-
sary if depression is to be avoided. When a therapist works with some-
one with a disability or chronic illness, a recognition of the significance
of that factor is critical to the development of the therapeutic relation-
ship. I do not mean that the therapist should necessarily extend sympa-
thy, as patients in tragic circumstances are often offended to be on the
receiving end of what they experience as a demeaning kind of pity, but
the therapist must find a way to convey appreciation of the far-reaching
consequences of the client's condition.

Sometimes the challenge for the therapist is to help the patient with
the denial by which so many people handle their physical limitations.
Once I took a long history from a man, an accomplished physician, in
which we covered just about every aspect of his background, current
situation, and interests. At the end of the session I asked, "Is there any-
thing that I haven't asked about you or that you haven't volunteered
that would be important for me to know?" "Well, I do have multiple
sclerosis," he casually replied, "but it's no big deal." While it is true
that an optimistic attitude about debility is probably an asset to physi-
cal health, the obliteration of reality to retain a false optimism is doubt-
less its enemy. It became clear that the first thing I should try to under-
stand about this man was his need to minimize the implications of his
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having a serious chronic illness. Denial is maladaptive to making self-
protective medical decisions.

A breast cancer patient whose optimistic problem-solving tenden-
cies propel her into joining a support group where she can learn ways to
fight her illness is much better off than the woman who denies that her
cancer can recur and avoids monthly breast self-examinations so that
her denial will not be threatened. In one famous study of breast cancer
patients (Spiegel, Bloom, Kraemer, &c Gottheil, 1989), members of a
support group for women with advanced malignancies and grave prog-
noses lived an average of eighteen months longer than similar breast
cancer patients without such a group. This is an eye-opening finding,
considering both the usual life expectancy for late-stage carcinomas and
the fact that these patients were recurrently dealing with the deaths of
their sister group members, something that intuitively many of us
would consider too stressful to be healthy. One conclusion I draw from
these data is that even the most painful truths are the ally of adaptation.

It is a condition of contemporary life that most therapists see peo-
ple with HIV infection and AIDS, another poignant circumstance in
which unchangeable facts of life dwarf other aspects of an individual's
psychology. There is beginning to be a good literature available to ther-
apists struggling with patients for whom chronic and possibly terminal
illness is the main issue (see, e.g., Goodheart & Lansing, 1997, on
psychotherapeutic interventions with patients who have chronic disease
of any kind, and Blechner's [1997] edited volume of essays on therapy
with people who have AIDS and HIV). Because it will help the therapist
understand some of the possible deeper meanings of the client's suffer-
ing, it is still important to take a full history when someone presents
with an overwhelming harsh reality like a devastating disease, but one
should be careful to convey that whatever the personal background,
coping with the illness is the central task of the individual's current life.

Unchangeable facts of the body also include visible mutilations or
disfigurements. One woman I worked with who had a congenital facial
deformity spent most of her sessions with me talking about her anger at
the way people both averted their eyes from her and then tried to study
her physiognomy when they thought she was not looking. When she
sensed me doing the same thing, she finally got a chance to tell someone
off directly about it. This was a little hard for me to tolerate, as it usu-
ally is when patients experience me as hurting them in just the ways
that the rest of the world has always done, but it turned out to be highly
therapeutic for her. Her relief in the opportunity to be honest about her
rage and misery was palpable. Her parents, who had spent considerable
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money on cosmetic surgery that had diminished the most off-putting as-
pects of her appearance, needed to feel she was grateful and happy with
the result, and her lover, a woman she had lived with for several years,
was invested in trying to persuade her that the irregularity of her fea-
tures was hardly noticeable.

Although this woman had ostensibly come to therapy to deal with
relationship problems with her partner, it became quickly clear that her
prior need was to have a place where she could finally talk about her
disfigurement and its profound implications. This concern turned out to
be anything but independent of the interpersonal problems she was hav-
ing, in that she believed at some level that she was so ugly that no one
could love her. She had long ago concluded that anyone who seemed to
be attracted to someone as deformed as she was must be either stupid,
crazy, or possessed of some hidden agenda she would have to ferret out.
Because she could not accept without suspicion any indications of her
partner's genuine caring, she was treating her generosity and concern
with rejection or disdain. The relationship issues sorted themselves out
fairly well once the unconscious meanings and strategies about her ap-
pearance had been addressed in the transference with me.

UNCHANGEABLE LIFE CIRCUMSTANCES

The theme of coming to terms with unalterable limitations is an old one in
psychoanalytic writing. Even people who are perfectly "normal" must
mourn and renounce aims that cannot be realized, and in the ordinary
course of development, most of us do this more or less successfully. Psy-
choanalytic experience suggests that we all harbor irrational desires to be
simultaneously child and adult, male and female, gay and straight, old
and young, independent and dependent; we all want to live forever. Freud
(1940) emphasized as stubbornly problematic two universal infantile
strivings that tend to remain unconscious (thereby making trouble): the
wish of women to be male as well as female (penis envy), and the wish of
heterosexual men for some homosexual attachment. In a society as patri-
archal as turn-of-the-century Vienna, it is not surprising that disowned
wishes to be male or to be erotically connected with males tended to sur-
face in people's analyses. Later psychoanalytic writers (e.g., Bettelheim,
1954) felt that Freud's blind spots about his own psychology had led him
to underestimate even deeper and more energetically disowned wishes in
men, wishes that transcend any particular cultural context; namely, to be
female and able to bear children (parturition envy).

A central idea about psychotherapy early in the twentieth century
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was that the patient should be helped to be conscious of irrational but
powerful longings and to come to terms with the impossibility of grati-
fying them. The acknowledgment and gradual relinquishment of unre-
alizable wishes—in other words, a nontraumatic grieving process—
would ideally replace the ways in which unconscious desires had previ-
ously been handled (e.g., in the case of unconscious wishes to be the
other gender, by acting out hostility toward members of the opposite
sex, by sexual inhibition, by symptoms that kept painful longings out of
consciousness, by promiscuity whose underlying impetus was the "pos-
sessing" of the other). The conscious renunciation of futile strivings
would set people free to spend more psychological energy on what was
realistically achievable and gratifying.

It is still an ideal of psychoanalytic education that at least the prac-
titioners of analysis should have become acquainted with their deepest,
most infantile and prelogical desires and have made their peace with
them. In analytic training, it is assumed that analysts cannot listen to
clients nondefensively if they have not confronted all their own unreal-
izable longings and worked through their defenses against noticing and
mourning them. The idea that therapy should bring irrational wishes
and beliefs into awareness so that they can be examined, renounced,
and replaced with more realistic and attainable aims—the classical ob-
jectives of making the unconscious conscious and replacing id with
ego—has never disappeared from the psychodynamic therapy tradition,
even though contemporary analysts tend to stress other aspects of the
therapy process more. (Good ideas seldom die; they just resurface in
other language. Some contemporary cognitive-behavioral practitioners
are strikingly like the early analysts in their central emphasis on point-
ing out irrational beliefs and coaching clients to consider alternatives.)

In the contemporary practice of psychotherapy, it is a lucky clini-
cian who has a patient who is motivated enough—and financially en-
dowed enough—to pursue the intensive analysis that will address pri-
mal longings in a deep way. But we all see people who have more
prosaic, less irrational, less deeply unconscious issues to grieve and who
need to talk to someone who will let that process happen without trying
to cheer them up, distract them, join their denial, or minimize their
pain. Examples of clients who need therapists to appreciate their unal-
terable circumstances without getting defensive are people in stigma-
tized minority groups, people who are legally incarcerated, people with
damaged children or failing parents or other consuming dependents,
people who have lost jobs and are confronting an indifferent economic
environment, and people in financial distress that does not admit of a
prompt remedy. Just as Freud's female patients could not solve their
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problems by unconsciously appropriating maleness, contemporary cli-
ents with stubborn realities cannot handle them effectively by a combi-
nation of denial and magical thinking.

I am stressing these things in a book about case formulation be-
cause although one might think it self-evident that therapists should
give the patient a forum for venting feelings about stark facts of life, I
have frequently seen practitioners skirt just such issues. Critical to a cli-
ent's initial willingness to work with a particular therapist is his or her
feeling that the therapist does not flinch from talking about the ruthless
realities the person faces. Perhaps avoidant clinicians feel that unless the
problem is something they can actively alleviate, they might as well
evade it. Or perhaps they feel burdened and compromised by the
knowledge that they cannot extend honest empathy into these areas be-
cause there is nothing comparable in their own lives. I suspect that
among other motives, we all fear calling attention to realms in which
clients will, if given a chance, express frank envy and hatred over the
therapist's comparative good fortune, thereby activating our survivor
guilt (Lifton, 1968) and exposing our inability to make reparation.

The literature on working with clients in racial and ethnic minori-
ties (e.g., Boyd-Franklin, 1989; Sue & Sue, 1990) consistently urges
practitioners to encourage patients to discuss their feelings about race
and ethnicity and, specifically, the differences between them and their
therapists. That this point needs to be made over and over suggests that
there are powerful resistances in therapists to forthrightness about is-
sues of diversity. I have worked with otherwise sophisticated Caucasian
supervisees who regularly "forget" to ask their African-American cli-
ents how they feel about having a white therapist. I used to feel impa-
tient with them, but recently I ran into the same inhibition in myself in
an initial interview with a person of color who was not spontaneously
bringing up any concerns about our racial difference. There is a lot of
socialization about what it is polite or impolite to mention that goes
against good clinical practice, and doubtless a lot of unconscious racism
and ethnocentrism that also militates against the candor in which psy-
chotherapy must be conducted. ("This is psychoanalysis, not a tea
party," one of my supervisors told me in response to my reluctance to
ask an Asian patient directly how she felt about working with someone
whose background was so different from her own.)

Similar difficulties may characterize heterosexual therapists working
with gay, lesbian, and bisexual patients. Several psychoanalytic writers
have recently critiqued how sexually straight therapists working with
young and closeted gay patients are apt to understand such clients as sex-
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ually confused or undecided rather than to face clear evidence that they
are predominantly homosexual (e.g., Frommer, 1995; Lesser, 1995). In
other words, they are complicit with the patient's reluctance to acknowl-
edge a distressing reality, both because they assume the patient is more
like them than is true, and because they want to avoid witnessing the suf-
fering of someone who must now mourn the fact that his or her particular
psychology makes a mainstream lifestyle impossible. With gay and les-
bian clients who have an established sexual identity, especially with those
who are "out," heterosexual therapists often commit the converse error:
In the rush to show their lack of antihomosexual bias, they unwittingly
convey to clients of differing sexual orientation that they do not think it
appropriate for them to be suffering in any way about something as
unremarkable as homosexuality. This defensively "counterhomophobic"
stance (MeWilliams, 1996) can easily deter a patient from expressing pain
related to sexual orientation or discussing the burdens of being in a so-
cially marginal group. It can also support any denial the client may be us-
ing about the more problematic and distressing implications of his or her
erotic makeup, such as increased risk of AIDS, dangers of persecution,
and complications attending the wish to have children.

Patients typically generate fantasies about the therapist's freedom
from cruel limitation. In part, this represents a realistic appraisal of the
fact that the therapist is employed, is generally a member of the major-
ity culture, may appear free of physical handicaps, and tends to behave
as if most problems are at least addressable, if not solvable. In part it is
wishful: People hope to evade their own suffering by identification with
someone who presumably "has it all together." While most of us enjoy
idealization, it does not come without the price tag of the patient's con-
trasting demoralization. Therefore, it is clinically advisable to assess the
ways in which any individual client feels inferior or at a disadvantage
compared to the therapist and to explore what that means for the per-
son. Of course, this has to be done with tact, and with a sensitivity to
the possibility of the client's feeling exposed and humiliated. In this pro-
cess, it is important that the therapist be open to admitting that there
are areas where his or her life is easier than the client's and also that
there are areas where the client has the edge.

PERSONAL HISTORY

One other obvious but perhaps insufficiently explicated region in the cat-
egory of "unchangeable" is anyone's personal history. Again, this seems
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perhaps too self-evident to mention, and yet numerous problems in psy-
chotherapy can derive from patients' reluctance to accept the facts that
nothing can change what has happened to them and that no one will hurry
to compensate them for their undeserved suffering of prior years. More-
over, human sympathy and grandiosity being what they are, therapists
are chronically tempted to imply that they can undo the damage of the
past—as opposed to helping patients acknowledge it and move on any-
way. Just as a woman who was malnourished in childhood cannot by eat-
ing properly as an adult undo all the harm her body has endured, a person
who was psychologically abused in childhood cannot expect to be free of
emotional scars. But what he or she can expect is not insignificant.

People frequently try to avoid mourning historical facts by clinging
relentlessly to a defense of entitlement; that is, they feel that given the
unfairness in their individual backgrounds, life (including the therapist)
owes them reparation. Sometimes, especially among patients with par-
ticularly terrible histories, it takes months or years for them to assimi-
late the fact that therapy is not about airing grievances and getting oth-
ers to make restitution but about solving their current problems.
Therapists who join in their patients' fantasies about getting perpetra-
tors to compensate for their historical crimes are courting disaster. In
fact, along with Frawley-O'Dea (1996), I would argue that the whole
false memory syndrome movement that has so troubled those of us
working with trauma victims would not have arisen if some therapists
had not joined their patients' resistance to mourning what cannot be
changed and encouraged them to sue those they remembered as having
molested them. It may be true in a legal sense that criminals should be
held responsible for their crimes, but in psychotherapy, the important
message for patients to get is that the power to change their lives in-
heres within them, unrelated to whether their childhood mistrea,ters ad-
mit to responsibility for their traumatization. When working with
someone who has succeeded in getting a childhood abuser to confess
the crime and try to make reparation, one is still struck by the fact that
even though it reassures the patient that he or she was not "crazy" in
remembering the abuse (not an inconsequential result but not all the pa-
tient hopes for), there is no sudden alleviation of its legacy of misery. In
fact, there is usually a painful depressive reaction to the fact that even
though the villain has confessed, the damage has been done and cannot
be undone. The initial emotional reaction most of us have to a person's
retrospective admission of culpability—for example, when a recovering
alcoholic father apologizes to an adult child for the harm caused to him
or her by his drinking—is usually a grudging "Too little, too late."
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It is critical even in the briefest therapeutic intervention for a clini-
cian to "get" what someone wants to avoid facing about the conse-
quences of his or her personal background. The patient will profit in di-
rect proportion to the degree to which the therapist can facilitate
mourning, either immediately or eventually, when the client reflects on
the therapeutic interaction. It is usually something of a revelation to pa-
tients, especially younger ones, that even if their parents were able at
this point to change, they themselves would still have to deal with the
outcomes of who their parents were when they were younger. In other
words, the important "parent" to confront is the internalized person,
not the living relative.

A similar appreciation for the irreversibility of the past applies,
with special poignancy, to people whose backgrounds contain what
they see as their own mistakes and transgressions. In my clinical experi-
ence, the most moving instances of the importance of substituting grief
and regret for magical wishes to transform the past and its conse-
quences involve parents who reared their children before they under-
went personal therapy. The anguish of these people, who brought up
their kids with the best of intentions but in the absence of understand-
ing better ways to treat children at that time in their lives, can be excru-
ciating to witness. Similarly, I have worked with people who felt ex-
treme remorse about an abortion, an act of seemingly gratuitous
cruelty, or a sin of omission such as inattention to the depression of
someone they loved who then committed suicide. They cannot be glibly
reassured, but they are deeply helped by having a place to grieve and be
understood.

SUMMARY

I have tried to discuss in this chapter the features of individual human
psychology that are often glossed over in therapists' training in case for-
mulation because they are not so much "psychological" as part of the
soil in which the client's psychology has taken root. Among those as-
pects of a person's psychology that a therapist must respect as "givens"
are his or her temperament; congenital conditions; irreversible effects of
physical trauma, illness, or addiction; unchangeable physical realities;
unchangeable life circumstances; and personal history. Even though
those features of someone's situation that are fixed and unchangeable
are by definition not "dynamic," they have significant effects on an in-
dividual's psychodynamics and responsiveness to psychotherapy.
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The main therapeutic implication of any facets of one's life that do
not admit of change is the substitution of mourning and adaptation for
self-hatred and magical wishes for transformation. I have stressed
throughout this chapter the importance of the therapist's being straight-
forward and matter-of-fact when addressing areas about which the
patient may feel shame, demoralization, and despair. I have also com-
mented in numerous contexts about the therapist's inevitable resistances
to helping clients face the implications of the unchangeable, in the hope
that discussing such natural inhibitions will give practitioners the cour-
age they need to jump in and name with their patients the nameless sor-
rows that have weighed down their lives.
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C H A P T E R F O U R

Assessing
Developmental Issues

N pursuing the preliminary and tentative understanding of a person
that comprises a case formulation, most therapists put special emphasis
on evaluating the developmental information gained in a clinical inter-
view. Usually, in the client's individual history, there is a plausible an-
swer to the focal diagnostic question, "Why is this person coming for
help nowt" If one can articulate the nature of the person (temperamen-
tally and in terms of other fixed attributes), the nature of the current
stressors, and nature of the developmental issue that those stressors ac-
tivate for that person, one has the main outlines of a good dynamic for-
mulation.

Many of the questions that therapists find useful to ask prospective
clients are about maturation. In fact, the whole enterprise of taking a
history assumes the developmental basis of psychopathology. For ex-
ample, we commonly begin an intake session by asking why the person
came for professional help at this particular time, and whether there
have been previous times when similar problems arose. We inquire
about what the person knows about his or her infancy and early child-
hood. We may ask for the person's earliest memory and for family sto-
ries about him or her. (Alfred Adler, 1931, observed that the first mem-
ory contained the major themes of an individual's personality. I know
of many first memories that seem to confirm this, though I am not
aware of research in this area. Many therapists have followed Adler on
this point because their experience also attests to the richness of this line
of inquiry.) We want to know about reactions to childhood separations,
such as for day care or nursery school or elementary school, and about

65

I



66 43 PSYCHOANALYTIC CASE FORMULATION

major moves or disruptions in the family and how the client reacted to
them. We ask about childhood illnesses and accidents, about school his-
tory and work history, about the first sexual experience, sexual history,
and current sexual life. By the time we have answers to these questions,
we have a great deal to go on.

Because most analytic practitioners view psychotherapy as essen-
tially an effort to rework previously thwarted processes of development
(cf. Emde, 1990), a good understanding of normal development is es-
sential. Some years ago, Gertrude and Rubin Blanck (Blanck & Blanck,
1974, 1979, 1986) gave the therapeutic community a comprehensive
review of evolving psychoanalytic developmental theory, with the aim
of helping therapists clarify what maturational tasks were unfinished or
badly accomplished. Therapy can get people "back on track" if one
knows what the track is. More recently, Greenspan (1997) has made a
systematic integration of the newer discoveries in developmental psy-
chology with psychotherapy theory. The excitement among analytic
therapists about current research in infancy derives from the intimate
connection they see between very early processes and clinical phenom-
ena (see Sander, 1980; Lichtenberg, 1983, 1989; Stern, 1985; Dowling
& Rothstein, 1989; Zeanah, Anders, Seifer, & Stern, 1989; Pine, 1990;
Slade, 1996; Moskowitz, Monk, Kaye, &C Ellman, 1997; Morgan,
1997; Silverman, 1998).

SOME CAUTIONARY AND ORIENTING COMMENTS
ON PSYCHOANALYTIC DEVELOPMENTAL THEORY

From its inception, probably because of the profound influence that
Darwin's thinking had on Freud, psychoanalytic theory has been
epigenetic. In other words, it assumes that there is a naturally unfolding
sequence of maturational changes in any organism that determines how
it receives, interprets, and then shapes external influences. In Darwinian
terms, a cataclysm like a flood will affect different species divergently,
depending on their respective prior evolutionary histories and their
unique adaptive capacities. Correspondingly, the same "objective"
event in an individual's life will have radically contrasting implications
for his or her psychology, depending on the developmental stage at
which it makes its impact. The death of a parent for a child of two has
dramatically different meanings and effects than if the child were four
or nine or fifteen.

Consonant with the Piagetian concepts of assimilation and accom-
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modation (Piaget, 1937; Wolff, 1970), analytic developmental theory
assumes that the maturational stage of the individual both determines
that person's experience of a given stressor and constructs the template
for his or her interpreting the meaning and implications of future stress-
ors. In adulthood, depending on what maturational issues have been
more and less well worked out, specific stresses affect people in very dif-
ferent ways because they have radically different unconscious meanings.
Thus, it is not possible to specify either the "obvious" independent ef-
fect of a particular stressor or the stimulus-independent description of a
given time of life. External influence and developmental phase must be
understood in combination, through identification with the sensorium
of a unique human being.

Under stress, people tend to revert to the methods of coping that
characterized an earlier developmental challenge that felt similar to
their current situation: They "regress" to a point of "fixation." There is
a more or less tacit assumption in psychoanalytic theory that the earlier
a person has been faced with neglect or abuse or other overwhelming
experience, the more vulnerable he or she is, and the more catastrophic
and eventually cumulative are the effects of the traumatic circum-
stances. One of Freud's favorite metaphors (T. Reik, personal commu-
nication, January 29, 1969) for the interaction of maturation and stress
was the image of an advancing army: As an army pursues its objectives,
it is energized by victories and weakened by defeats. The earlier it un-
dergoes defeat, the more incapacitated it is to meet future challenges.
Early loss is not just a rout in one skirmish but sets the stage for losing
subsequent battles as well.

This kind of thinking invited the conclusion that the most devastat-
ing psychopathologies, notably bipolar illness and the schizophrenic
conditions, must reflect a psychological fixation on the oral level, re-
sulting from defeats in mastering the expectable conflicts of that phase,
while the less severe pathologies have their origins in problems from the
oedipal phase or later. Although some scholars (e.g., Wilson, 1995)
have challenged the facile assumption of "the earlier the worse," it re-
mains a common supposition among analysts. Sass (1992, p. 21) argues
that this assumption betrays an uncritical image of a "Great Chain of
Being," a concept he has critiqued trenchantly for its misapplication to
the phenomenological understanding of schizophrenia.

Interestingly, despite the "advancing army" metaphor and similar
arguments, Freud did not consistently argue that early fixation pro-
duced the greatest problems; he repeatedly construed the oedipal phase
as more consequential than preoedipal experience. While there is some
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empirical support for the general belief that more drastic pathologies re-
flect a fixation on earlier developmental stages (e.g., Silverman, Lach-
mann, & Milich, 1982), this assumption predates research on genetic
contributants to the severer psychopathologies and can be misleading
on at least two other counts: It underestimates the resilience of at least
some infants, and it overestimates the resilience of older children and
adults.

Research on infants (e.g., Tronick, Als, & Brazelton, 1977; Tre-
varthan, 1980; Fraiberg, 1980; Lichtenberg, 1983; Stern, 1985; Green-
span, 1989; Tyson & Tyson, 1990; Emde, 1991) has documented much
more proactive, adaptive problem solving in the first months of life
than we ever knew could be possible for young babies. Some children
with constitutional advantages and empathic responsiveness can com-
pensate remarkably for early deprivation and trauma. Ever since the pi-
oneering work of Fraiberg and her colleagues (Fraiberg, 1980), clinical
reports of successful early interventions with even seriously impaired in-
fants of less than a year old have proliferated.

As for older individuals, as Bettelheim (1960) first noted, the peo-
ple who survived the Nazi concentration camps best were not the ones
that psychoanalysts would have endorsed as the healthiest. The experi-
ence of victimization was profoundly and permanently damaging to
many people who seemed to have had a solid mastery of early conflicts.
Trauma can override just about any developmental achievement (Her-
man, 1992). Less catastrophically, Wallerstein and Blakeslee (1989)
have noted how even emotionally robust adults with good early
parenting can be devastated by divorce. Although their research design
had some weaknesses, and although there are great individual differ-
ences in reacting to divorce, most therapists have seen many clients who
confirm what these writers describe. A difficult breakup can illuminate
just how vulnerable are very competent and previously asymptomatic
adults. Separation is a particularly painful kind of stress, and separation
in a public and potentially humiliating context can undermine the psy-
chological health of almost anyone.

Wolff (1996) contends that analytic developmental theory under-
stands infants through adult constructs deduced in treatment, then, in
circular fashion, uses the derived infantile concepts to interpret adults.
Controversy about the relevance of infant research to clinical practice is
currently a hot topic among analysts, one not easily represented fairly
in a survey chapter such as this one. Still, the commonsensical idea that
frustrations, disruptions, neglect, and mistreatment in the earliest phases
of life have more far-reaching effects ultimately than those occurring
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later can be a useful orienting assumption if not applied uncritically.
There are better grounds for reasoning forward from known infantile
stressors than for reasoning backward to presumed causes. Thus, the
fact that a man's mother was in a severe postpartum depression for
most of the first year of his life should appropriately prompt an inter-
viewer to ask him about first-year issues such as trust, capacity to
soothe himself, capacity to regulate affect, and possible conflicts about
closeness. But the information that a man has a problem with trust, self-
soothing, affect regulation, and closeness should not automatically
evoke the conclusion that his early mothering was faulty. Such leaps
foreclose real understanding, substituting a derived model for impor-
tant information.

My clinical experience has often supported Silvan Tomkins's (e.g.,
1991) observation that stress in adulthood can activate early issues even
when these were reasonably mastered in infancy. One should not jump
from the observation of preoedipal themes to the conclusion that a per-
son is somehow deeply, characterologically primitive. One can have sig-
nificant issues involving orality, for example, despite having accom-
plished all the important tasks of the oedipal phase. Some light can
perhaps be shed on the problem of applying developmental ideas to
psychopathology by discriminating between the kinds of problems that
seem to reflect an unconscious conflict and the kinds that seem to ex-
press a developmental arrest.

Assessing Whether a Problem Represents a Conflict
or a Developmental Arrest

At the heart of Freud's model of the development of neurotic symptoms
was the notion of unconscious conflict. As a prototype of this kind of
symptom formation, let us consider the case of a fictitious Victorian
woman I will call Amy, who has been brought up to believe that nice
girls have no sexual desires. As she moves into late adolescence without
any physical outlet for her sexual longing, she is tempted to masturbate.
But because masturbation is looked upon as a depravity by her family
and subculture, she cannot allow herself to let this idea into conscious-
ness; it would create too much shame. Instead, she develops a hysterical
glove paralysis. Her right hand, the one with which she would naturally
masturbate if it were a practice she could accept, becomes useless.
("Glove paralysis" refers to anesthesia and immobility of the hand only,
a classic conversion symptom not frequently seen in our era and culture
but about as common in Freud's time as bulimia is in ours. This disabil-
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ity is prima facie hysterical in origin, because it is impossible to have a
neurologically based paralysis of the hand without the arm being impli-
cated.)

Freud would observe that the primary gain of the symptom is the
removal of masturbation as a possibility, hence resolving the conflict,
and that its "secondary gain" is that Amy may receive a certain amount
of TLC that might partially meet the emotional needs that sexual grati-
fication would more satisfactorily address. Therapy would require mak-
ing Amy aware of the conflict, so that she could tolerate in herself the
wish to enjoy her sexuality. She could still decide whether or not to
masturbate; the point to the therapy would be to expand her autonomy
and move into the area of personal choice something that had been au-
tomatically consigned to unconsciousness and suffused with shame and
guilt.

Or consider an obsessive-compulsive symptom. The hypothetical
Freudian patient Herman, a middle-aged accountant, cannot get through
his day without carrying out numerous elaborate rituals involving turn-
ing off his stove and locking his door. He ruminates anxiously about
what would happen if there were a gas leak (the house would blow up)
or an intruder (its occupants could be killed). He has been bothered
with these obsessive thoughts and compulsive rituals ever since he and
his wife took into their home his ailing and cranky father. Conscious
only of his filial love and duty toward the old man, he cares for him
conscientiously, but he is rapidly becoming so immersed in his obses-
sions and compulsions that they interfere with the time he could be
spending at his father's bedside or in other pursuits. Freud would say
that the primary gain of Herman's symptom would be to handle the
conflict between his conscious love for his father and his unconscious
hatred and wish that the man would die. He would understand his fears
of his father's being blown up or killed by an intruder as expressing an
unacceptable, disavowed wish. The secondary gain of Herman's preoc-
cupations is that they relieve him from some of the duties he would per-
form in the sickroom if he were free of obsession and compulsion. Ther-
apy would involve making Herman conscious of the negative thoughts
and feelings about his father so that he could choose in full awareness
how much effort to put into his care.

This is elementary stuff, and even Freud's most straightforward
cases were rarely this simple. I bring up these vignettes to illustrate the
difference between etiologies of unconscious conflict and those express-
ing a developmental arrest. For both Herman and Amy, things had been
going along well until a particular circumstance threw them psychologi-
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cally off balance. For Amy, it was the press of adolescent hormones that
upset her prior homeostasis. For Herman, it was the impingement of his
sick father on his comfortable routines. Neither one could tolerate
knowing some aspects of what they unconsciously felt about their re-
spective situations. Both became symptomatic rather than face the
shame or guilt of acknowledging sexual and aggressive drives that were
culturally taboo. Their respective neuroses arose from the need to keep
from consciousness the feelings of longing and resentment that their cir-
cumstances naturally provoked.

Suppose, however, that Amy's glove paralysis were only one symp-
tom in a long series of hysterical afflictions; that these had gotten worse
with adolescence, but that basically ever since she was a young child,
she was vulnerable to fainting, vague indispositions, disturbances of
sensation, and anesthesias not explainable physiologically; that in an
initial interview, her therapist learned that she had always had a poor
relationship with her mother, and that the idea of growing up to be like
her had always filled Amy with horror. Then the explanation for her
glove paralysis would be different and more complex, and the therapy
required to address it would have to take into account that her current
suffering was part of a much larger pattern of compromised develop-
ment, during which Amy had never really been "well."

Let us suppose correspondingly that Herman had suffered from ob-
sessions and compulsions all his life, and that the only reason he was
coming to treatment now was that his wife was threatening to leave him
because his ruminating and ritualizing were leaving her with the burden
of care for both him and his ailing father; that his earliest memory was
of his father's unrelenting criticism and his desperate efforts to be a
good enough boy to earn the man's affection; that he had bathroom rit-
uals, hand-washing rituals, stereotyped sexual practices, inhibited social
relationships, and chronic superstitious behaviors. Again, this kind of
clinical picture could not easily be reduced to a simple conflict, despite
the fact that in some ways Herman's whole personality seems a study in
conflict. And treatment would have to consist of a lot more than mak-
ing unconscious fantasies conscious. For one thing, it would have to
aim at establishing in the therapy, over a period of considerable time, a
relationship that Herman could experience as noncritical.

These second hypothetical situations would inspire the inference by
an interviewer that in each instance something had gone seriously
wrong developmentally. The second version of Amy could not, for
whatever reason, experience her mother as admirable enough to want
to become like her in any respect. An interviewer might conclude that
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she had a profound fear of growing up, not just a culturally conditioned
aversion to sexual enjoyment. The second Herman had never been able
psychologically to separate and individuate from a father he still
wanted so fervently to please. Both of them are maturationally stuck.
They have failed to move reasonably adaptively through life because
they are still trying to solve problems of its earliest years. Whereas in
the first versions of their psychological circumstances they had matured
satisfactorily and then regressed under stress, in the second version they
never got beyond an infantile preoccupation that was badly addressed
from infancy on. Their specific symptoms are the same in each scenario,
but the meanings and implications of them are quite different.

Psychoanalytic literature in the second half of this century became
very concerned with discriminating between these two types of presen-
tation. Anna Freud, for example, wrote in 1970:

In our times, the analyst's therapeutic ambition goes beyond the
realm of conflict and the improvement of inadequate conflict solu-
tions. It now embraces the basic faults, failures, defects, and depri-
vations, e.g., the whole range of adverse external and internal
factors, and it aims at the correction of their consequences. Per-
sonally, I cannot help feeling that there are significant differences
between the two therapeutic tasks and that every discussion of tech-
nique will need to take account of these, (p. 203)

The "basic faults" she mentions refer to the work of Michael Balint
(e.g., 1968), one of the first analysts to explore issues such as core self-
esteem as opposed to those of conflict between drive and inhibition.
The work of Stolorow and Lachmann (1980) on distinguishing between
defensive processes and a more pervasive maturational arrest they
called "developmental prestages of defense" is another seminal paper
on this kind of distinction. In the self psychology tradition, there is em-
phasis on two coexisting lines of development, one involving the drives
and their objects, and the other involving the self and its felt wholeness,
goodness, and consistency, a much more diffuse, developmentally im-
plicated area. Kohut (1971, 1977) and his followers have consistently
argued that analysts need to understand the latter processes better than
Freud and most of his early successors did.

I am elaborating on this issue because it is critical to establishing a
good case formulation. Every interviewer needs to try to understand
with every patient how much of his or her suffering results from some
immediate stimulus to unconscious, conflicted material, and how much
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of it reflects a kind of arrested psychological development. We also
must keep in mind that maturation can be markedly uneven; that a per-
son can have extraordinarily well-developed capabilities yet suffer from
a crippling deficit in the area of, say, sexuality or the ability to be alone
or the capacity to mourn, or comfort with competitiveness. "Fixation"
is not a simple, unidimensional thing.

CLASSICAL AND POST-FREUDIAN
DEVELOPMENTAL MODELS AND
THEIR CLINICAL APPLICATIONS

In the rest of this chapter, I speak first from the vantage point of appre-
ciating the permanent effects of early unfinished business, then from the
perspective of understanding how certain kinds of stress can evoke
maturational vulnerabilities in anyone, regardless of the success of his
or her early development. In both sections, I follow mainstream psycho-
analytic practice in emphasizing the first three Freudian stages of psy-
chological development as most formative and of greatest importance
in developing a narrative about a patient's individuality. Finally, I ac-
quaint the reader with the literature on attachment style and its possible
clinical implications.

First, a few paragraphs on psychoanalytic stage theory. Readers
who are already familiar with this territory may want to skip over it. In
this section, I oversimplify Freudian and post-Freudian theory for di-
dactic purposes, omitting many interesting problems and complications
in it. Because of the relevance of the overall model to the conceptualiza-
tion of individual psychologies, I have written in a tone that presumes
the usefulness of the basic Freudian outline even if one disagrees with
aspects of it or finds some of its assumptions troubling. I should note
that the tendency of analytic therapists to talk in Freudian developmen-
tal language does not indicate their agreement with him in such areas as
whether to consider drive the main component of motivation, or plea-
sure the main aim of infant activity (see Silverman, 1998).

Freud's original theory of development stressed three "infantile"
(i.e., preschool) stages, the oral, anal, and oedipal, each of which had
predictable issues and conflicts, mastered differently depending on both
the child's constitution and the caretakers' interventions. These were
typically resolved by about age six into the main outlines of someone's
permanent personality structure. (Freud also talked about minor transi-
tional phases in the infantile era that applied differentially to the two

73



74 vj£ PSYCHOANALYTIC CASE FORMULATION

sexes, including a urethral phase, a phallic phase, and a reverse or "neg-
ative" oedipal phase, but these have been less emphasized in the litera-
ture and include too many idiosyncratic issues to go into here.)

According to Freud, in the oral phase, the child's sensory experi-
ence is organized around the mouth, the chief organ for expression, ex-
ploration, and enjoyment, and the means of connection with the
nursing mother from whom the child is not yet psychologically differenti-
ated. From about eighteen months to three years, the child's preoccupa-
tion shifts to anal concerns, partly because of the maturation of the anal
sphincter muscle and partly because the toilet training scenario typically
represents the first conflict between the child's natural proclivities and
the demands of civilization, represented by the child's caretakers. Asso-
ciated infantile concerns involve struggles between compliance and re-
bellion, cleanliness and mess, giving and withholding, promptness and
lateness, autonomy and shame, sadism and masochism—all very dyadic
issues, in contrast to the more interconnected aura of the first year and
a half. The dramas of this phase all seem to involve the question of
agency. Colloquially, the Freudian "anal" phase has been nicknamed
the "terrible twos" because of the intense pitting of the toddler's will
against that of the parents at this time.

With the inception of the oedipal phase at about age three, the
child has become cognitively capable of understanding that two other
people can have a relationship in which he or she is not a player. The
child's preoccupations shift to a fascination with issues about power,
relationship, and identity. He or she gets very interested in sex differ-
ences, generating imagery about castration, mutilation, and other infan-
tile theories about the distinctions between males and females. (Post-
Freudian analytic researchers, starting with Galenson & Roiphe, 1974,
have found that children are interested in this question much earlier
than Freud believed. Nonetheless, youngsters do bring that prior inter-
est into their experience of oedipal triangles with great intensity.)
Children this age are raptly curious about the origins of babies, and
they construct elaborate fantasies and experience associated jealousies
about the parents' sexual life.

By somewhere around age three or four, normally developing chil-
dren also have an awareness of personal agency that is not defined by
dyadic power struggles as in the previous phase. They also come to an
awareness of the reality of death, which, because of their unfinished
sense of the independence of idea from action, makes them frightened
by their natural wishes to get one parent out of the way and possess the
other. Guilt and projected guilt, as in bedtime anxieties about hidden
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attackers, are typical. Fears of retribution for hostile wishes are eventu-
ally resolved by identification with primary caregivers, especially the
parent with whom the child feels most competitive ("I can be like
Daddy and have someone like Mommy when I grow up"). Children at
this age need to idealize their caregivers, who, as self psychologists have
noted (e.g., Kohut, 1977), must be attuned enough to be idealized in the
first place and nondefensive enough to tolerate the child's deidealiza-
tion. This normal, expectable dethroning of the parents starts around
the end of the oedipal phase (when the kindergarten teacher starts
knowing more than Mommy). A cardinal achievement of this develop-
mental era is the attainment of a complex and well-internalized sense of
conscience that is the natural consequence of complex identifications
with childhood authorities. In analytic lingo, a mature superego re-
places the primitive all-good and all-bad images of the previous stage.

Freud postulated a latency phase after age six or so, in which the
child, because of having developed mature defenses, notably repression,
that keep disturbing ideas out of consciousness, is temporarily relieved
of the intensity of coping with powerful primal urges and can concen-
trate on learning and socialization. The hormonal assault of puberty
ushers in adolescence and the final and sometimes stormy consolidation
of all the early challenges and resolutions. With sexual maturity, it be-
comes possible for people to compress all their oral, anal, and oedipal
issues into a pleasurable experience of adult genitality, an ideal condi-
tion characterized by a person's capacity to integrate love, aggression,
dependency, and sexuality into a relationship with another person.
Most of Freud's clinical writing emphasized the first three phases, as I
have in this account, as he believed that neurotic problems in adulthood
derive from universal "childhood neuroses."

Since Freud's time, psychoanalytic developmental theory has gone
simultaneously in two opposite directions: (1) the dissection of the
preoedipal stages into component subphases (e.g., in the work of Klein,
1946; Balint, 1960; Winnicott, 1965; Mahler, 1968; Mahler, Pine, &
Bergman, 1975; the Blancks [G. Blanck & R. Blanck, 1974, 1979;
R. Blanck & G. Blanck, 1986]; and Greenspan, 1989, 1997), and (2)
the extension of the stage concept into later parts of the life cycle (e.g.,
the work of Erikson, 1950; Sullivan, 1953; Bios, 1962; Levinson,
Darrow, Klein, Levinson, & McKee, 1978; Kaplan, 1984; and Osofsky
& Diamond, 1988). These elaborations in both directions are impor-
tant because of their implications for clinical intervention.

In addition, several theorists, Erikson being the most influential,
have reinterpreted the classical prelatency stages, highlighting different
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developmental themes from the ones that were of central salience to
Freud. In short, Erikson articulated the interpersonal tasks of the first
three phases as opposed to the strivings for drive satisfaction that Freud
had emphasized. He regarded his contribution as an elaboration of
Freudian theory rather than a replacement of it. Most contemporary
analysts follow Erikson in deemphasizing drive per se and in focusing
on the quality of relatedness that characterizes each phase. Even those
who follow Freud in stressing the organizing role of biological drives
(e.g., Kernberg, 1992; Bernstein, 1993) emphasize their relational and
affective implications more than Freud explicitly did.

In an intake interview, one needs to be sensitive to both infantile-
through-preadolescent dilemmas, stages, and "moments" (Pine, 1985),
and postpubertal crises, phases, and transitions. In assessing the psy-
chology of any individual client, one must appreciate not only the na-
ture of the person's current developmental challenges but also the na-
ture of the earlier tasks to which they hearken back. For example, when
working with a young adult, one needs to be aware of both the develop-
mental tasks of the mid-twenties (most centrally, the attainment of deep
intimacy with another person) and the early trust-versus-distrust issues
that these maturational challenges restimulate. In passing, I should note
that psychoanalytic knowledge of the latest phases of life is not well de-
veloped. Erikson frequently commented in his last decade that if he
were writing his lifespan theory again, he would not have lumped ev-
erything from the sixties on into one category (see Erikson, 1997). Only
by reaching old age himself did he emotionally appreciate the profound
difference between the psychology of someone sixty-five and that of
someone eighty-five. The integration of psychoanalytic ideas and geron-
tology has been underway for some time (e.g., Myers, 1984), but this
book will doubtless reflect the limitations of the field as it now stands.

Developmental Aspects of Character Organization

A central diagnostic task of a clinical interview is assessing the develop-
mental level at which a person is characterologically organized. Are the
main issues with which the person repeatedly struggles those of the ear-
liest phase of life, the one Freud called oral and Mahler called symbi-
otic? If so, the interviewer will hear themes such as the Eriksonian
conflict between basic trust and distrust, the Sullivanian confusion of
"me versus not me," R. D. Laing's (1965) "ontological insecurity," and
other derivatives of the infant's struggle to define a sense of existence
and personhood. The client will seem confused about what thoughts
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and feelings are inside him or her versus what is coming from outside.
Reality testing will be problematic. Affect regulation may be difficult.
One will have a hard time getting a picture of the main people in the cli-
ent's world, as they will be described in vague or global ways that make
them seem more like shadowy concepts than living beings. The patient
may express uncertainty about his or her basic nature, including
whether he or she is male or female, straight or gay, omnipotent or im-
potent, good or evil. The interviewer tends to feel overwhelmed in a
vague and disturbing way.

Or is the person preoccupied with the themes and conflicts of the
phase Freud called anal and Mahler called separation-individuation?
If so, the clinician will feel a sense of dyadic struggle, of Erikson's
(1950) "autonomy versus shame and doubt," of Sullivan's (1947)
"good me versus bad me," of Mahler's (1971) "coming closer and
darting away," of Masterson's (1976) engulfment versus abandon-
ment depression, of Kernberg's (1975) alternating ego states. The ex-
istence of the self will not seem fragile, but the struggle between
infantile helplessness and aggressive empowerment will be intense,
and will induce in the interviewer very strong countertransference re-
actions (hostility, demoralization, and rescue fantasies are common).
The images that the interviewer will derive of the people in the cli-
ent's life will be stark and unnuanced; they will tend to appear as all-
good and all-bad actors on the person's subjective stage. There may
be evidence that the major players change frequently but always in-
habit these all-good and all-bad roles. Reality testing will be ade-
quate, but identity will seem tenuous, and primitive defenses such as
denial, splitting, and projective identification will predominate in the
person's efforts to solve problems.

Or does the person see the world through the lens of the oedipal
phase? If so, one notes the client's susceptibility to conflicts about sexu-
ality, aggression, and/or dependency in the context of an overall capac-
ity for object constancy, an appreciation of the complexity of self and
others, a tolerance for ambivalence, an ability to take an observing po-
sition toward his or her affective life, and a capacity to feel remorse and
a sense of responsibility. Reality testing will be secure. The person's re-
lationships will others will be marked by devotion, consideration, and
the appreciation of the complexity of others. When speaking of the
main people in his or her life, the patient will bring them alive as three-
dimensional human beings in the diagnostician's mind. The oedipally
organized individual comes across as a separate person with a strong
sense of I-ness, and his or her suffering seems well demarcated into a
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particular area. The interviewer's countertransference tends to be be-
nign.

This aspect of diagnosis is usually described as the assessment of
whether one's client is organized characterologically at the symbiotic-
psychotic, borderline, or neurotic level (we all have aspects of all of
these, but usually one predominates). I have written in much more de-
tail about the history and clinical implications of this aspect of concep-
tualization in Psychoanalytic Diagnosis (1994), where I also give an
overview of the applicability of (1) supportive therapy, (2) expressive
therapy, and (3) uncovering therapy, respectively, for the treatment of
patients with these different kinds of character structures. I will give
just one example here of how this aspect of the interviewer's formula-
tion might eventually affect how the client is treated.

Supportive, expressive, and uncovering psychotherapies are all psy-
choanalytic, but they differ markedly. For example, a woman may be
describing how upset she is that her boss has been critical. In supportive
therapy, the clinician might say,

"I can understand how disturbing that can be. You must find it hard
to feel so angry and hurt. I hope you can manage to contain your
feelings on the job so that your boss won't become any more criti-
cal."

In expressive therapy, an appropriate intervention might be,

"You get very angry with me when you feel I don't appreciate how
bad things are at work. When I sympathize with you about your
job, you attack me for being impotent to change things there, yet
when I suggest ways you might try to make things better, you get
enraged because you feel I'm criticizing you. I think the feeling it
creates in me, that nothing I do is right, is a feeling you struggle
with all the time."

And in uncovering therapy, the clinician might simply ask,

"Does your boss remind you of anyone?"

These are big differences in technique, and the choice to speak in the
voice of one or the other depends mainly on a developmental assess-
ment of an individual's personality organization.
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Developmental Contributants to the Experience
of Anxiety and Depression

An appreciation of different maturational aspects of personality struc-
ture is enormously helpful in evaluating the nature of a person's experi-
ence of anxiety or depression. When we listen to a patient who is
anxious, we all tend to project into our understanding of that anxiety
the kinds of issues that define our own anxious proclivities. But anxi-
eties differ markedly, depending on whether their origin is in the symbi-
otic phase, the separation-individuation phase, or the oedipal phase.
The first kind, generally referred to as annihilation anxiety (Hurvich,
1989), is the terror that the self will be overwhelmed, will be engulfed
by another, will cease to exist. It is the kind of anxiety that an unmedi-
cated person in an acute schizophrenic state emanates, and it is unbear-
able to witness, much less to feel. Most of us have powerful defenses
against experiencing this kind of archaic dread in its intense infantile
form and have trouble appreciating the depth of the pain of those
whose defenses have not successfully contained it. Annihilation anxiety
survives in the psychology of most adults in residual fears of intimacy.
One can easily find evidence of people's anxiety that closeness with an-
other person will threaten their independent existence.

The second kind, separation anxiety, affects all of us to some de-
gree, as separations inevitably stimulate unconscious memory traces of
frightening infantile disconnections, but it is an especially intense and
central part of the experience of people organized at a borderline level
of development. Separation anxiety also threatens the self with the spec-
ter of dissolution, though of a less radical kind than in annihilation anx-
iety. In the absence of the person to whom one is attached, one feels
empty or insubstantial. It can be strong enough to keep a person in life-
threatening situations, as when a battered spouse can deal more easily
with the pain of physical abuse than the terror of aloneness. It can im-
pel astonishing regressions and seemingly inexplicable explosions of
hostility, even to the point of catathymic homicide (see Meloy, 1992).

The third kind of anxiety, oedipal or superego anxiety, involves
fears of punishment for unacceptable sexual, aggressive, or dependent
strivings. There is no threat to the perception of reality and identity of
the self, but one's feeling of personal good-enough-ness may be seri-
ously compromised. Despite the fact that it originates after the child has
consolidated a sense of self and reality, oedipal-level anxiety can be
quite intense, given that oedipal fantasies typically involve ideas of
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death and retribution. The experience of personal success is a common
trigger for oedipal anxiety: If an achievement has for someone the emo-
tional significance of victory over a parent, he or she may become very
anxious or symptomatic in the unconscious expectation of punishment
for that crime.

In The Ego and the Mechanisms of Defense, Anna Freud (1936)
contrasted three kinds of anxiety, discriminated according to which
psychic structure, the id, ego, or superego, had given rise to it. She
called anxiety arising from the id "dread of the power of the instincts,"
emphasizing how the person suffering this anxiety felt in danger of being
completely overwhelmed. She followed her father in labeling anxiety
that originated in the ego as "signal anxiety"—a fear reaction signaling
that something dangerous had happened previously when circum-
stances were like the ones the person is in now. Anxiety arising from the
superego was simply called superego anxiety, and had the character of
fear of punishment for unacceptable strivings.

Anna Freud was trying to explicate anxiety within the structural
model her father had come to rather late in his career, a model that she
and most analysts rightly regarded as a boon to clinical practice. Her
work on this predated most psychoanalytic scholarship on infancy and
the reformulation of Freud's developmental theory in the light of obser-
vations of young children. I regard her structural way of differentiating
types of anxious reactions as compatible with psychoanalytic develop-
mental ways one can do so. Dread of the power of the instincts is a nat-
ural concern of the earliest, symbiotic phase of development, when om-
nipotent fantasies prevail; signal anxiety arises once the child has
separateness and the capacity to draw on memory; and superego anxi-
ety reflects the achievements of the oedipal stage.

A therapist's understanding of how subjectively variable different
anxiety states are makes clinical work much more effective than it
would be if the treater regarded anxiety as a single, undifferentiated
phenomenon. (Of course, this is how most advocates of pharmacologi-
cal interventions construe it, not necessarily to the long-term benefit of
the patient.) What kind of anxiety a person is suffering cannot be in-
ferred automatically from his or her manifest situation. For example, if
I come to a therapist in a state of mental anguish because I am having
an illicit affair, there is no way the clinician can know initially whether I
am overwhelmed by the power of the drives that have been activated by
my falling in love with someone new, or whether I perceive uncon-
sciously that it is dangerous to my safety, reputation, and family stabil-
ity to have an affair, or whether I expect some internalized authority to
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punish me for committing adultery. If the therapist does not have a feel
for the different kinds of anxious suffering and their different subjective
meanings depending on which developmental issues have been stimu-
lated, he or she is likely to project onto me whatever would be his or
her own reaction to a similar situation—which may or may not fit my
experience.

Similarly when someone is depressed, the sense of misery may be a
psychotic-level sense that one's badness is so overwhelming as to render
one unsalvageably and dangerously evil, or a borderline-level sense of
despair, emptiness, and traumatic abandonment, or an neurotic-level
conviction that it is hazardous to pursue happiness. A clinician's mode
of providing comfort and hope to a depressed person depends to some
extent on his or her having the right "take" on the subjective nature of
the depression. Sympathy for anxious or depressive suffering is a natu-
ral reaction of compassionate people, but real empathy for the meaning
of someone's suffering depends on an understanding of its particular
nature and the developmental issues it represents.

Development, Life Stresses, and Psychopathology

People come for psychotherapy when something has happened in their
lives that stimulates certain internal, often unconscious vulnerabilities.
For one person the catalyst to seeking treatment is a personal rejection,
for another a surprising success, for still another a sexual temptation,
for yet another the demands of rearing a difficult child. Depending on
the internal meanings of various stresses, it is not uncommon for some-
one to withstand gracefully what seem to observers to be major trau-
mas, such as the deaths of several close relatives, and then to fall apart
psychologically under the stress of what appears to other people to be a
minor nuisance, such as an angry outburst from a competitive col-
league.

A very frequent precipitant to seeking mental health services is an
unconscious anniversary reaction—for example, the tenth year after a
parent's death (the unconscious minds of people in our culture seem to
go by the decimal system) or the client's reaching the age the parent had
attained when he or she died. A related phenomenon from which one
can infer an unconscious timekeeper is the depression that can hit a
woman on the date when her aborted baby would have been expected
to be born, or on the anniversaries of that date. Usually, people come to
treatment unaware of these milestones, or have noted them and dis-
missed them as inconsequential.
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Another common time for adults to seek therapy is the year that
one of their children reaches the age at which they themselves had a
traumatic experience. For example, if I was sexually molested at the age
of seven, I am likely to become symptomatic in some way when my
daughter reaches that age. If I lost my father at the age of thirteen, I
would be at risk of psychopathology of some kind when my child be-
comes a teenager. This reaction seems to have several components, in-
cluding (1) my unconscious reexperience of my own trauma, stimulated
by my identification with my child; (2) a superstitious fear that she will
go through the same thing I did and a wish to take that pain magically
away from her and on to myself; (3) an unconscious envy and hostility
toward her for not suffering as I did at her age, along with an indigna-
tion that she does not even feel grateful for her good luck or for the
good mothering I am giving her that will protect her from going
through what I did. It is important that interviewers look for these
kinds of connections when trying to understand why someone has come
for help now.

Some stressors have a natural tendency to activate the issues of a
particular developmental phase. The experience of being arbitrarily op-
pressed or mentally played with and confused ("gaslighted" as per
Calef &c Weinshel, 1981) is likely to bring up the earliest questions
about one's existence and sense of reality—that is, issues from the psy-
chotic-symbiotic phase. The experience of losing a beloved person or
being rejected by someone important will predictably stimulate the is-
sues of the separation-individuation phase. The experience of sexual
temptation or triangular competitive relationships will tend to bring up
oedipal issues. It behooves us to understand this process so that we nei-
ther underpathologize nor overpathologize a patient on the basis of the
developmental themes that have been catalyzed by a given stress. For
example, a man who, after a disfiguring accident, finds himself feeling
unreal, demoralized, and confused, cannot be assumed to have a symbi-
otic personality structure despite the fact that his feelings match the
ones that express the problems of that stage of life. In his case, the na-
ture of the stress he has gone through would induce those reactions in
almost anyone.

Assessing Attachment Style

Development may proceed differently for people with different attach-
ment styles, something we are still in the early stages of understanding.
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It is important for clinicians not to equate a stable individual style of at-
tachment with a developmental arrest. In the late 1970s, on the basis of
a series of ingenious experiments inspired by Bowlby's (1969, 1973,
1980) work on attachment and separation, Mary Ainsworth and her
colleagues (Ainsworth, Blehar, Waters, & Wall, 1978) delineated three
distinct individual styles of attachment: secure (by far the largest cate-
gory), avoidant, and ambivalent-resistant. All were seen as in the nor-
mal range of individual difference, except at the extreme ends of the
avoidant and ambivalent continua.

Later research (Main & Solomon, 1986) established the existence
of a fourth group, with a maladaptive style the researchers called disor-
ganized-disoriented attachment. About eighty percent of maltreated in-
fants (Osofsky, 1995) and forty to fifty percent of children with de-
pressed or alcoholic mothers (Hertsgaard, 1995) fit this pattern. These
children seek and then avoid attachment; show fear, sadness, confusion,
aggression, panic, and apathy; have trouble concentrating; and often
have dazed or trance-like facial expressions. The four patterns of at-
tachment, which correlate with parents' attachment style (Main, Kap-
lan, & Cassidy, 1985), have been demonstrated to be stable at least
through the school years (Kobak & Sceery, 1988). Clinical experience
attests to the probability that these different ways of dealing with one's
dependency are lifelong inclinations, but we await research to confirm
this empirically. Meanwhile, many therapists have found an under-
standing of their patients' individual attachment styles to be critical to
making therapeutic choices (see Stern, 1985, on some clinical implica-
tions of this body of infancy research).

SUMMARY

I have tried to give readers a brief exposure to psychoanalytic develop-
mental theory, mentioning both its problems and limitations and its as-
sets and clinical relevance. Psychoanalytic ideas about normal de-
velopment are currently evolving very fast. Progress in empirical investi-
gations of infancy and childhood, leading to the continuing refinement
of attachment theory, cannot be fully represented in a chapter like this
one despite its ongoing contribution to psychotherapy technique. I have
touched, however, on the importance of assessing whether, in a given
client, the psychopathology one is evaluating reflects a conflict or a de-
velopmental arrest. I have reviewed mainstream Freudian and post-
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Freudian concepts of normal psychological maturation and discussed
their implications for understanding both character structure and the
meaning of different kinds of anxious and depressive affects. Finally, I
have noted the role of particular stressors in shaping a person's individ-
ual psychological reaction.
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A,LN appreciation of what has come to be known as "defensive"
processes has characterized psychoanalytic thinking for a long time.
Freud's original curiosity about psychopathology began with some ob-
servations (Freud, 1894) about what we would now consider the de-
fense of dissociation or disavowal: How can somebody know and not
know a thing at the same time? I covered the general topic of defense in
Chapters Five and Six of Psychoanalytic Diagnosis, to which the reader
is referred for conceptual background. For other summaries and view-
points, one can also consult A. Freud (1936), Laughlin (1967), and
Vaillant (1992). Here, my main concern is to illustrate how assessing a
person's defensive tendencies contributes to making psychotherapy as
effective as possible. I discuss both habitual defenses, those that have
hardened into what Reich (1933) memorably called "character armor,"
and more reactive defenses that have been situationally provoked.

In a sense, the whole interview process stimulates defense, giving
the clinician the opportunity to see how the patient copes with the stress
of being invited to expose private and painful information to a stranger.
People come to therapists with a potent combination of hope and
shame. They want to reveal the psychological issues they are struggling
with and, at the same time, they want to minimize them so that the
therapist will not be as negative toward them as they themselves tend to
be. They are simultaneously striving to be nondefensive and being pro-
pelled by their anxieties into being more defensive than usual. Most of
the therapist's observations about defense will thus flow from the over-
all behavior of the person in the interview situation. Some of the spe-
cific questions that might highlight defensive functioning, however, in-
clude the following: What do you tend to do when you're anxious?
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How do you comfort yourself when you're upset? Are there any favor-
ite family stories about you that claim to capture your basic personal-
ity? What kinds of observations or criticisms or complaints do other
people tend to make about you? How do you find yourself reacting to
me?

Among analytic concepts, some of which are notoriously hard to
study via empirical methods, defense has been one of the most carefully
researched. Even though the essential nature of a defensive process is
subjective and involuntary, and "defense" remains a hypothetical con-
struct, there are ways of operationalizing processes such as "repres-
sion," "denial," "withdrawal," "idealization," and similar mechanisms
that make them accessible to controlled experimentation. The concept
of defense—sometimes under the nonpsychoanalytically tainted label of
"coping style"—has even attained enough empirical validation to have
been accepted into the DSM-IV (Axis VI: "Defensive Functioning
Scale," under "Criteria Sets and Axes Provided for Further Study"), al-
beit as a kind of supplementary and optional category of diagnostic in-
formation. Vaillant and McCullough (1998) have recently presented re-
search support for the diagnostic importance of defenses to Axis II
descriptions, which in their current versions tend to emphasize observ-
able behaviors more than internal motivations and thereby to sacrifice
validity for reliability.

As Vaillant (1971) has pointed out, defenses can alter one's percep-
tion of any or all of the following: self, other, idea, or feeling. They can
operate in the realm of cognition (e.g., rationalization, which seeks re-
lief from painful states by manipulating ideas), emotion (e.g., reaction
formation, which handles an upsetting feeling by turning it into its op-
posite), behavior (e.g., acting out, which provides escape from painful
conflicts by external enactments), or some combination of these (e.g.,
reversal, which operates via cognition and behavior: "I'm not the one
who feels X—you are, and so I will treat you in a way that relieves your
presumed feeling").

Although there is general agreement among psychoanalytic schol-
ars that some defenses constitute better overall adaptations than others
(e.g., Laughlin, 1967; Kernberg, 1984), and although there is a solid
empirical basis for assuming that defenses can be put into a hierarchy of
relative psychopathology (Weinstock, 1967; Haan, 1977; Vaillant,
1977), there is no normative pattern of defense by reference to which
the unhealthy deviate from the healthy. Among therapists, Kernberg's
(e.g., 1984) rationale for distinguishing between primitive, or primary,
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and secondary, or mature, defenses is probably the most widely ac-
cepted. Kernberg argues:

Repression and such related high-level mechanisms as reaction for-
mation, isolation, undoing, intellectualization, and rationalization
protect the ego from intrapsychic conflicts by the rejection of a drive
derivative or its ideational representation, or both, from the con-
scious ego. Splitting and other related mechanisms protect the ego
from conflicts by means of dissociation or actively keeping apart
contradictory experiences of the self and significant others, (p. 15)

The "other related mechanisms" include primitive idealization, projec-
tive identification, denial, omnipotence, and primitive devaluation. I
have noted (McWilliams, 1994, p. 98) that the defenses we tend to con-
sider more archaic involve the boundary between the self and the outer
world, whereas those we consider higher-order processes deal with in-
ternal boundaries, such as those between the ego or superego and the
id, or between the observing and experiencing parts of the ego.

People's defensive patterns are almost as individual as their voice or
their fingerprints. Some people use sadness as a defense against anger,
while others get angry to defend against sadness. Some defend against a
pervasive underlying shame; others seek not to feel guilt. Some have an
extensive repertoire of defenses, while others perseverate with one or
two tried-and-true mechanisms, no matter what the circumstances. In
order to help a person, we need to appreciate the particular way in
which he or she is using thoughts, feelings, and actions to relieve upset-
ting internal states.

CLINICAL VERSUS RESEARCH CONSIDERATIONS
IN ASSESSMENT OF DEFENSE

For research purposes, nosologies that emphasize observable behaviors
are preferable to those that make use of internal and inferred processes.
But for clinical purposes, it is more important to know the meaning of a
person's behavior than to describe that behavior accurately the way an
external observer would. The phenomenon of antisocial personality dis-
order or psychopathy, in the older language of descriptive psychiatry
and psychoanalysis, nicely illustrates the limitations of assessment ac-
cording to mostly observable behavior, assessment that ignores the sig-
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nificance of a person's inferred defensive proclivities. Since the 1980
edition, the DSM has relied heavily on the research of Lee Robins (e.g.,
1966), a sociologist interested in antisocial behavior, because her defini-
tions of psychopathic phenomena are descriptive rather than inferential,
and empirically determined rather than theoretically derived. Her be-
havioral, observable criteria for assessing antisocial personality disorder
(a term that itself reflects the sociologist's interest in phenomena that
deviate from conventional norms, in contrast with the psychotherapist's
concern with motivation and personal meaning) are thus highly adapt-
able to conventional research. Reflecting its dependence on Robins's
work, the DSM-IV has seven criteria for Antisocial Personality Disor-
der, only one of which, "lack of remorse," is internal.

But to a therapist, the critical indicators of a psychopathic orienta-
tion are almost exclusively internal. They include consistently observed
and well-documented phenomena such as emotional insincerity (Cleck-
ley, 1941), defects of conscience (Johnson, 1949), contemptuous delight
at "getting over on" others (Bursten, 1973), attraction to extreme stim-
ulation (Hare, 1978), lack of empathy (Hare, 1991), egocentricity or
grandiosity (Cleckley, 1941; Hare, 1991), obliviousness to affects
(Modell, 1975) except perhaps for rage and envy (Meloy, 1988), and
perhaps most centrally (and vital to the argument in this chapter), reli-
ance on the primitive defense of omnipotent control (Kernberg, 1984;
Meloy, 1988; Akhtar, 1992).

Therapists see many people who do not, at least on the basis of
what can be observed in an initial interview, meet the DSM criteria for
Antisocial Personality Disorder of engaging in unlawful behaviors (1),
acting impulsively (3), displaying overt irritability and aggressiveness
(4), showing reckless disregard for the safety of self and others (5), or
behaving irresponsibly (6). Some people who take a chronically manip-
ulative, unempathic, power-oriented approach to life are on the surface
quite conventional, amiable folks. But experienced clinicians may sense
the presence of psychopathy from evidence that a person relies chroni-
cally on the defense of omnipotent control. They may infer this from a
woman's somewhat intrusive questions, from the charming way a man
holds the door open for his female therapist, or from the glee with
which a corporate executive describes his or her role in a hostile take-
over. Many superficially appealing, apparently law-abiding middle-
class people with none of the overt DSM criteria will reveal their antiso-
cial side when given projective tests (Gacano & Meloy, 1994).

The DSM criteria lend themselves to overdiagnosis of psychopathy
among people in marginal subgroups, such as adolescent gangs and
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criminal organizations, and underdiagnosis of it among those who suc-
ceed in mainstream roles. They more readily categorize as having Anti-
social Personality Disorder those people who are poor or unconnected
with powerful others, and who are therefore less likely to be bailed out
of the difficulties that their personalities create. It is hardly rare, how-
ever, to find psychopathic people in politics, in the business community,
the military, the entertainment industry—in any roles in which the op-
portunity to wield power is great. The DSM, in other words, can lead
one to identify unsuccessful psychopathic people rather easily (e.g.,
those who have been typed as conduct disordered in childhood or ar-
rested for illegal acts in adolescence or adulthood) but provides little
help in identifying those whose capacity to con is highly developed and
effective.

Understanding the internal subjective world of the psychopathi-
cally inclined person is much more useful therapeutically than locating
him or her in an "antisocial" role. Clinical ramifications of such under-
standing include the importance of the therapist's taking an explicitly
power-oriented stance with the client, demonstrating incorruptibility,
and making interventions that assume a utilitarian rather than a moral
compass in decision making (Greenwald, 1958; Meloy, 1988, 1992;
Akhtar, 1992; Me Williams, 1994). In many cases, especially in subtler
ones in which a person's antisocial proclivities are not picked up by the
schools or the legal system, the therapist's assessment of defense will be
critical. That assessment can alert the interviewer to antisocial dynam-
ics long before the behavioral consequences of a psychopathic psychol-
ogy become evident—an outcome of special importance in the case of
this diagnosis. Psychopathic people often come to treatment in the ser-
vice of a manipulation (e.g., with a view to the therapist's testifying on
their behalf or qualifying them for disability income, or colluding in the
fiction that because they have sought therapy, they are earnestly trying
to change some destructive pattern that they fear is about to be ex-
posed).

Although a particularly compelling one, psychopathy is only one
exemplar of the importance of assessing the nature of a client's rela-
tively invisible defense system. Just as a person's reliance on omnipotent
control in the interview situation alerts a therapist to a possible psycho-
pathic streak in the interviewee, habitual reliance on another defense or
constellation of defenses has been associated with (or, in my way of
thinking, is definitional of) certain characterological tendencies. Each
tendency has a distinguished history of clinical and theoretical investi-
gation. Reliance on splitting, projective identification, and other "prim-
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itive" defenses is associated with borderline-level personality organiza-
tion (Kernberg, 1975); idealization and devaluation suggest narcissism
(Kohut, 1971; Kernberg, 1975; Bach, 1985); withdrawal into fantasy
indicates schizoid tendencies (Guntrip, 1969); reaction formation and
projective defenses constitute a paranoid process (Meissner, 1978;
Karon, 1989); regression, conversion, and somatization indicate a psy-
chosomatic vulnerability and associated alexithymia, the inability to
put words to feelings (Sifneos, 1973; McDougall, 1989); introjection
and turning against the self are implicated in depressive and masochistic
psychologies (Menaker, 1953; Berliner, 1958; Laughlin, 1967); denial is
the hallmark of mania (Akhtar, 1992); displacement and symbolization
suggest phobic attitudes (MacKinnon & Michels, 1971; Nemiah, 1973);
isolation of affect, rationalization, moralization, compartmentalization,
and intellectualization are definitional of obsessional tendencies (Shapiro,
1965; Salzman, 1980); undoing is an essential defense in compulsivity
(Freud, 1926); repression and sexualization imply hysterical issues
(Shapiro, 1965; Horowitz, 1991); dissociative reactions characterize
posttraumatic states of mind (Putnam, 1989; Kluft, 1991; Davies &
Frawley, 1993). This way of thinking is of course subject to all the criti-
cisms about labeling and pathologizing for which many have faulted the
DSM and descriptive psychiatric diagnosis in general, but the labels as-
sociated with a sophisticated understanding of defense are at least
larger, more complex constructs, attached to bodies of literature from
which a conscientious clinician can derive extensive knowledge of how
to orient treatment.

CHARACTEROLOGICAL VERSUS SITUATIONAL
DEFENSIVE REACTIONS

A specific defensive reaction can be determined mostly by people's indi-
vidual character structure or by the situation in which they find them-
selves, as was true with the maturational issues discussed in the previ-
ous chapter. As an example of a characterological defensive pattern,
consider a man with a paranoid personality. The defining indicator of
paranoid functioning is dependence on the defense of projection. A man
who is characterologically paranoid will use projection in almost every
circumstance. If he is cut off by a car, he will project his rage onto the
driver, generating the conviction that the perpetrator had a hostile in-
tent to impede him. If he feels a threatening sexual attraction to some-
one, he will attribute his erotic wishes to the other party, condemning
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that person for lustfulness. If he is with a person who provokes his
envy, he may focus on an admirable quality in himself and attribute the
envy to the other person. In therapy, he will project his personal preoc-
cupations into his understanding of the therapist's communications,
wondering whether the therapist's tired look means that she finds him
boring, or whether the therapist's passing comment about the weather
contained some hidden innuendo about his sexual orientation. He may
be uncannily perceptive about emotions in others, including those of a
therapist, yet wildly off base and self-referential in his interpretation of
the meaning of any given feeling.

It can be difficult to differentiate a characterologically paranoid
person from someone in a situation that by its nature tends to stimulate
paranoia. Trauma, given its effect in shattering a person's prior expec-
tations and basic security, creates paranoid aftereffects in previously
nonparanoid people (Herman, 1992). Ambiguous situations also invite
projection, as analytic therapists well know; with healthier clients, we
deliberately convey only minimal information about ourselves in order
to explore what they project on to us. In the absence of adequate exter-
nal information, people will call upon internal data to understand what
is happening to them. The more painful their circumstances, the more
they need to try to comprehend them by reference to the only informa-
tion they have: their inner state. Thus, any condition in which a person
feels stirred up emotionally (e.g., when treated arbitrarily or unfairly),
and in which he or she has inadequate information about what is going
on, will elicit projection. When people feel ashamed, they frequently as-
sume that someone is trying to shame them. When they feel hurt, they
often ascribe the wish to hurt to the injurious party. They are only
sometimes right, of course, since the effects of people's actions are often
quite distinct from the motivations that give rise to them.

All defensive reactions constitute a blend of personal inclinations
and situational provocations. It is clinically useful to assess whether any
given reaction represents more the former or the latter. When a client
reports a particularly dehumanizing work situation and announces that
her boss is out to get her, the apparently paranoid quality of her conclu-
sion may reflect mostly her character structure or mostly an adaptation
to a reality that tends to induce projection. One clinical basis for deter-
mining whether a defense is more characterological or more situational
is the therapist's inner subjective response to the patient. If the projec-
tive defense is predominantly characterological, the interviewer will be
struck with how instantly and unreflectively the patient projects on to
him or her. If it is mainly reactive, the therapist will feel taken in as sep-
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arate, interesting, and potentially helpful despite the client's agitation
about a problematic situation. Tactful questions about the person's
background and behavior outside the disturbing arena will also help to
clarify what is going on. In reactive paranoia, the projective responses
will be confined to the situation that induces the reaction; for example,
a person with reactive paranoia who feels persecuted at work will not
report feeling persecuted by family members or close friends.

To illustrate the same point via a different defense, consider denial,
another mechanism that can be automatically set off by overwhelming
life events. The first response any of us tends to make when presented
with terrible news is, "Oh, no!" Most of us are pretty good intuitively
at knowing the difference between someone who is characterologically
manic, and who therefore (by definition) uses denial in virtually every
circumstance, and someone who is coping with a life challenge, such as
a diagnosis of cancer, that has provoked some amount of denial until
the person works out more adaptive ways of coping with the disaster.
Again, the interviewer's assessment of whether a person is in a tran-
sient, situationally induced state of denial or whether he or she habitu-
ally denies all upsetting information depends on an attunement to the
general tone of an interview. The usual countertransference to a
characterologically manic or hypomanic person is a sense of things
spinning, moving very fast, being confusing, being unintegrated with
feelings. The rather common misdiagnosis of people in serious manic
episodes or with hypomanic personalities as less disturbed than they in
fact are probably reflects therapists' natural empathy for the uses of de-
nial in many situations—so much so that the characterological basis for
a cyclothymic person's problem may be overlooked.

CLINICAL IMPLICATIONS OF ASSESSING DEFENSE

Long-Term versus Short-Term Implications

The traditional rationale for making a careful assessment of a person's
stable defensive organization is that in long-term analytic therapy, a
pattern of defense can be altered in ways that free people up to have
richer experiences and a broader range of options. Clients can learn to
identify when they are about to go "on automatic" with a particular de-
fensive strategy and pause to wonder whether that is the most effective
response to a situation. They can substitute thoughtful, voluntary ac-
tions for unreflective, involuntary, and often self-defeating ones. They
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can move toward more mature versions of any particular defensive style
(e.g., from complete isolation of affect to a somewhat intellectualized
acknowledgment of the presence of feelings, or from primitive to ma-
ture idealization). They can master a wider and more effective reper-
toire of coping mechanisms.

In this era of economic pressures to do the minimum therapeuti-
cally, most people still appreciate intuitively that what they have come
to therapy to work on will take a long time. Some of them are able and
willing to make the investments that this kind of growth requires. There
are also people—for example, those who depend automatically on radi-
cal and total kinds of dissociation—whose defenses are so maladaptive
that even third-party payers are occasionally willing to concede that
they need long-term treatment to change their defensive pattern. But
even in other instances, when one can do only short-term work or crisis
intervention, it is of great value to have an understanding of a person's
characterological defenses. This knowledge allows us to choose a style
of intervention that is most likely to be assimilated by a particular pa-
tient.

Let me begin with what most clinicians consider the ideal situation:
The client is self-referred, motivated for treatment, able to afford it, and
willing to stick with it as long as it takes to do significant work on the
sources, not just the current manifestations, of recurrent psychological
problems. Under these circumstances, if one determines that the de-
fenses the patient is using to deal with a particular life stress are both
maladaptive and situational, one can point them out and encourage the
person to consider other ways of addressing the problem. For example,
consider an otherwise emotionally involved man who is reacting to a
parent's terminal illness with a general pattern of withdrawal. One can
tell him that although it is natural for people to try to avoid painful sit-
uations, he may regret later that he was not closer to his father during
the last months of his life. One can explore his fears that to spend time
with his dying father will bring on a deep grief and wonder with him
why it would be so terrible to feel the pain that naturally accompanies
loss. One can explore whatever fantasies he has about what it would
mean to "lose control" over his emotions. One can point out that his
withdrawal is not magically extending his father's life or making his fi-
nal days more bearable. One can brainstorm about other ways he could
handle his grief that would be more proactive and ultimately satisfying
to him and his family. And so forth.

If, on the other hand, one determines that a patient's current de-
fenses are both maladaptive and characterological, the clinical challenge
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is significantly greater. In the prior example, in which a relatively ex-
pressive, connected man finds himself inexplicably withdrawing, the
therapist can access the part of the patient that can see the withdrawal
as aberrant and self-defeating. But if a person in the same situation had
a lifelong pattern of responding to unpleasant realities by withdrawing,
there would be no "observing" part of him to access. His tendency to
withdraw would be so natural and automatic to him that he could not
initially conceive of handling things another way. Like the air he
breathes, his defensive pattern would feel so familiar to him that he
could not even conceptualize it as something he could look at and think
about.

In cases like these, where a given defense is so ingrained that it is in-
visible to the person using it, standard analytic practice has been to
spend the first months and even years of therapy making ego-alien what
has been ego-syntonic. Direct, early interpretation of the defense will be
experienced not as helpful but as critical and undermining, because the
person's basic modus vivendi is under attack and he or she cannot
imagine operating any other way. The therapist must work patiently
with such a client, only gradually raising questions about other possible
ways to address the stresses he or she encounters. One cannot remove a
defense when it is the main structure by which a person attempts to
cope. There are numerous books in the psychoanalytic literature that
address themselves entirely to this long-term therapeutic process as it
applies to a particular kind of character. For example, Mueller and
Aniskiewitz (1986) have written about how to work with hysterical pa-
tients, who use repression, regression, conversion, and acting out;
Salzman (1980) has done it for obsessional clients, who use isolation,
compartmentalization, rationalization, intellectualization, and undoing;
Davies and Frawley (1993) have done it for people who habitually dis-
sociate.

What about those instances where, for whatever reason, we can do
only short-term work or crisis intervention? It is still of value to appre-
ciate that a defense is characterological, even though it is no more
confrontable in a situation of limited time than it is in the early phases
of an open-ended, long-term contract. Consider a woman with a basi-
cally masochistic character structure—a shorthand way of saying that
she depends habitually and automatically on the defenses of turning
against the self and reversal. She is able to pursue her own needs only
by projecting them on to others and taking care of those others; when it
comes to care of herself, she is relentlessly self-effacing. In long-term
therapy, one could reasonably expect such a person to integrate and
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better handle the drives and needs that are denied, projected, and ad-
dressed in other people. But in the short run, one must simply appreci-
ate that this is the way this woman deals with aspects of herself that she
has come to regard as unacceptable, and one must therefore work
within that psychology. Thus, if one is trying to influence such a client
to consider adopting different behavior toward a partner who is mis-
treating her, one cannot make a frontal assault on her defenses and an-
nounce, "He's being abusive! You shouldn't put up with that. Tell him
if he doesn't stop, you'll be out of there!" (If this approach worked,
there would be a lot fewer people in psychotherapy, for it seems to be
the treatment of choice of most nonprofessionals trying to help their
victimized acquaintances.)

Frontal attacks on defenses present the defended person with only
two options: (1) Give up the defense and, in the absence of having de-
veloped coping mechanisms to substitute for it, become overwhelmed
with anxiety, shame, or guilt; or (2) fight off the person who is as-
saulting one's cherished method for coping with life. People almost al-
ways choose the latter. Sometimes they can choose the former via an
idealization of the therapist that compensates for the loss of their de-
fense ("I will comply, based on my belief that my therapist is a per-
son of enormous superiority to me. My anxieties about behaving out
of character are compensated by my conviction that my therapist
knows better than I do what is good for me"). But then one has only
changed the locus of the problem: Now the therapist is the dominat-
ing one, giving orders with which the client complies at the price of
his or her dignity and autonomy. A specific self-defeating behavior
has been stopped, and the person's dependence has been shifted to a
better object, but the client's disposition to defer has been reinforced
rather than weakened.

Because direct assaults on favored defenses are thus doomed, most
therapists in short-term situations learn ways to sidestep and finesse cli-
ents' defensive patterns, or to use their defenses in the service of their
growth rather than their paralysis. With the hypothetical masochistic
woman, one stands a far greater chance of persuading her to become
more assertive if one can frame one's interventions in a language that is
not too far from her defensive needs. For instance, one can say,

"I wonder if it's really good for Bob to be able to push you around
like that. Don't you worry that it's corrupting for him to get away
with being a bully? That's certainly not a self-image he can be
proud of. Is there a way you could respond to his demands that
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would give him more of a sense of being a reasonable grown-up,
negotiating conflicts from a position of equality?"

A woman who is compelled for unconscious reasons to evaluate her ac-
tions always from the view of what is good for others may be able to re-
think habitual behaviors if she can see that they do not contribute to a
healthy pattern for the other person.

To take a dramatically contrasting example of this principle of
appreciating someone's defenses and framing one's comments in ways
that avoid doing violence to that person's habitual ways of thinking,
feeling, and behaving, consider the challenge of therapeutic interven-
tions with characterologically psychopathic clients. A man with an
antisocial personality will not be able to assimilate interpretations
that fail to take his ubiquitous use of the defense of omnipotent con-
trol into account. Any experienced police officer knows that to get a
perpetrator to cop to a crime, one cannot simply mount a charge
against his need to see himself as a person who is always on top of
things. Thus, statements such as "You got out of control," which of-
fer an excuse, but one based on weakness, will not promote a confes-
sion. Nor will appeals to a sense of guilt (e.g., "You have to think
about the effects on the victims"). Omnipotence does not admit of
imperfection or moral fault; it is only about power. So instead of say-
ing to a murderer, "For the sake of the victim's family, you need to
admit what you've done," cops learn to say, "Gee, if you claim you
weren't aware of what you were doing, people will think you're men-
tally disturbed. Is that how you want them to see you?" Most antiso-
cial people would rather risk incarceration than be seen as weak and
deranged.

The therapeutic analogue to this forensic example is the psycho-
pathic client that the therapist wants to get to stop lying. Empathic re-
flections of why the person needs to deceive will not elicit honesty, since
someone trying to feel omnipotent will not acknowledge need. State-
ments that implicitly moralize will be similarly fought off, disparaged as
the hypocritical rationalizations of a person without enough sense to
see how brutal life is. Instead, the therapist can say,

"Look, you're good. You're very convincing, and I can see that even
though I encourage you to come clean here, you still can't resist the
temptation to lie to me. And I'm sure there will be plenty of times
when you'll get over on me. But it's not really in your interest to do
that here, since telling me fairy tales only wastes your money and
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my time. You're the expert on your psychology: How can I get you
to find the guts to tell the truth here?"

By accepting the person's grandiose sense of himself and associating
truthfulness with courage, a power position, the therapist maximizes
the possibilities that the patient will cooperate.

Systematically Exposing versus "Going Under" Defenses

In circumstances where one has the time and the commitment from a
client to work in depth on personality issues, one still needs to assess
that person's particular defensive structure in order to know what style
of communication is most likely to reach him or her. The classical psy-
choanalytic approach to doing defense analysis is to go "from surface
to depth" (Fenichel, 1941), that is, to visualize the patient's mental or-
ganization as layered, with each layer defending against the content of a
deeper layer. The therapist systematically and tactfully addresses the
conscious or nearly conscious parts of the person's experience. As the
client feels increasingly known and safe, each underlying layer of de-
fense or meaning or experience emerges, and the therapist deals with
each as it appears in the treatment relationship.

For example, a person with hysterical features often presents in an
ingratiating way. Beneath that surface presentation, one typically finds
distrust, hostility, and competition. Underneath these more truculent at-
titudes are serious fears and a profound sense of personal vulnerability.
In other words, the ingratiation is a defense against hostile attitudes,
which in turn defend against fear and a subjective sense of weakness. In
working with a hysterically organized person who manifested these dy-
namics, one would initially say something like, "I notice that you al-
ways agree with me and are very deferential in general. Surely, some-
times you don't feel quite that agreeable." Such a comment typically
provokes self-scrutiny by the patient, whose defensive system has been
challenged but not so much as to feel overly threatening. He or she
might then associate to having a general style of ingratiation, and the
therapist could then explore with the patient the question of what atti-
tudes the ingratiation might be covering up.

If instead one tried to "go under" the defensive structure with an
interpretation such as, "I think you're really hostile toward me," or
"Perhaps underneath that facade of ingratiation you're scared to death
of me," most patients would either find that attribution too far from
their conscious experience to access any awareness of the ascribed feel-

Assessing Defense *X2 87 89



ing, or would feel traumatically exposed and too threatened to cooper-
ate further with the treatment. This is assuming that the interpretation
is correct, which is, of course, assuming too much. In fact, one of the
traditional reasons for going carefully from surface to depth is that one
can be drastically off base when hypothesizing about the functions of
various defenses, and one wants, whenever possible, to work at a level
where a patient can take or leave what the therapist says, and do so
with the confidence that comes from being in touch with the level of ex-
perience under discussion.

Another example of the appropriateness of interpreting from sur-
face to depth would be the patient with obsessive-compulsive features
whose clinical presentation is a highly intellectualized and cooperative
demeanor that covers over an argumentative, nitpicking attitude that
defends against a deep shame. The therapist would generally start ad-
dressing not the sense of shame but the person's penchant for intellectu-
alization. An exploration of this would typically lead to the more ag-
gressive components of the patient's personality. As the client felt
increasingly understood and accepted despite the unpleasantness of
such hostile attitudes, the hostility would eventually soften up and al-
low the areas of shame to emerge. If one tried to access the shame with-
out going through the defenses against it, layer by layer, one would risk
either mortifying the patient or having one's interpretation turned to ice
by a penchant for intellectualizing.

Interpreting from surface to depth is almost always the approach of
choice, and most therapists do this naturally and intuitively, whether or
not they have been trained in psychoanalytic metapsychology. "Start
where the patient is" and "Don't mess with a defense until the person
has something to replace it with" are the kinds of things that experi-
enced supervisors tell their students every day. But there are some kinds
of defensive patterns that require more of a depth-charge strategy from
the clinician. Specifically, both hypomanic and paranoid patients need
therapists who understand the need to "go under" rather than to stay at
the top of their personal hierarchy of defenses.

"Hypomanic" or "cyclothymic" are psychiatric labels for a person-
ality pattern in which denial is the front-line defense. Hypomanic peo-
ple are frequently "up" in terms of their mood and may have all the
ebullience, charm, wit, and energy of the life of the party. Their histo-
ries attest, however, to profound difficulties with intimacy and genuine-
ness, and they tend to bolt from relationships that start to feel impor-
tant to them. They are subject to abrupt swings into depression
whenever their defense of denial wears thin, exposing pain about loss,

How do you comfort yourself when you're upset? Are there any favor-92



vulnerability, mortality, and other unpalatable facts of life that the rest
of us are not quite so primitively defended against facing. They typically
come to therapy to get help with depressive plunges and are famous for
bolting from therapy as soon as their mood goes up again. Interviewers
often react to them as charming and feel some surprise that such an en-
gaging, lighthearted person can report periodic battles with profound
despair.

Hypomanic people are virtuosos at denial. Because denial is such a
rigid, all-or-nothing defense, it cannot be gently addressed in the sur-
face-to-depth manner that works best with other clients. Anyone who
has experience with substance abuse, a condition in which denial is no-
toriously involved, knows that one sometimes has to go after this de-
fense with both barrels. The therapist who would never take on a per-
son with an ingratiating defense by announcing, "You're trying to
ingratiate yourself with me. Stop it!" might, especially under circum-
stances in which a client is behaving self-destructively, exclaim, "You're
in denial. Get real!" Anything less assaultive than this—say, for in-
stance, a tactful question along the lines of "Do you worry that your
drinking might be getting out of control?"—typically elicits more de-
nial.

With hypomanic patients, the characterological nature of their de-
nial (as opposed to its operating in a specific area, like an addiction) re-
quires therapists to find creative ways to address it without making the
full-scale frontal attack that would only be self-defeating. Clinical expe-
rience suggests that going directly to depth—bypassing the surface and
ignoring the layer of denial—is often the technique of choice. For
example, a cyclothymic woman who is behaving in driven and self-
destructive ways in the context of the therapist's upcoming vacation
could be told, "You're probably not conscious of this, but I'm pretty
convinced that you're reacting to my upcoming vacation with a lot of
anxiety, based on some unconscious fears that I won't come back."
Such an intervention may be accepted or rejected, but it will penetrate.
If the therapist were instead to ask, in the surface-to-depth manner that
makes sense for other kinds of patients, "I wonder if your recent spurt
of drinking and picking up men has anything to do with my upcoming
vacation," the client would most likely respond with denial and there
would be no place to go.

Paranoid patients also require a bypassing of defense to go to what
is defended against, but for somewhat different reasons. Paranoid peo-
ple are terribly afraid at an unconscious level that they are dangerously
powerful. Their use of rigid and primitive defenses such as denial, reac-
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tion formation, and projection to deal with this internal feeling of a
threatening badness creates their sense that the threat will come from
outside. For at least two reasons, they need the therapist to go under
their defensive structure to the feelings and needs that invoke their de-
fenses: (1) They need to see the therapist as tough and smart, because
otherwise, they unconsciously fear that they will damage him or her
with their evil power, and (2) they have done so many transformations
of a simple feeling by the time they present what is manifestly on their
minds that working from surface to depth will never get down to their
basic concerns.

To illustrate the second point, consider the paranoid woman who
expresses to the therapist a boiling outrage springing from the convic-
tion that her husband is seeing another woman, something for which
there seems to be no evidence. The therapist may be able to see that this
preoccupation started with a simple feeling of loneliness and the wish to
be close to a female friend. It then became transformed by several rigid
defenses in succession, as follows:

"Since I am bad, my need for love from a woman must reflect my
depravity. The need feels so strong I experience it as erotic. That's
unacceptable. Maybe she's the one putting these homosexual
thoughts in my mind. She's the bad one, not me. And I'm not the
one who desires her—it's my husband."

Thus, via denial, reaction formation, projection, and displacement, a
simple need is transformed into a paranoid preoccupation. The thera-
pist who tried to work from surface to depth ("What comes to mind
about your idea that your husband is having an affair?") would elicit
only more paranoid rumination.

But a therapist might be able to make contact with this woman by
saying something like, "I think you've been feeling quite lonely lately,
so naturally you're worried about the fidelity of those you depend on."
This could lead to some problem-solving discussion about the normal-
ity of loneliness and the options the patient has to find friends. Another
bypassing kind of intervention would be, "I have the strong sense that
unconsciously you have this conviction that there is something terrible
and dangerous about you. Maybe at some irrational level you feel your
husband sees your badness and would naturally reject you for someone
else." Again, a paranoid person would be likely to be interested in this
concept, and both she and the therapist could get some relief from the
relentlessness of the paranoid concerns that her defenses have created.
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SUMMARY

In this chapter, I have made some orienting comments on the psychoan-
alytic concept of defense, emphasizing the importance to clinical prac-
tice of understanding the internal, subjective, and reflexive ways people
try to protect themselves from suffering. I have tried to help the reader
distinguish characterological defensive reactions from those provoked
by particular stresses, and I have addressed some of the clinical implica-
tions of making that distinction. In instances where a person's defenses
have crystallized to the extent that he or she can legitimately be seen as
having a personality disorder, I have noted some technical implications
of this observation for long-term and short-term treatments, respec-
tively. Finally, I have mentioned the conditions under which the usual
wisdom of working with defenses "from surface to depth" does not ap-
ply.

As Vaillant and McCullough have observed (1998, p. 154), we all
display more mature dynamics when we feel understood. Understand-
ing how a person defends against painful emotions is critical to under-
standing his or her general psychology. Learning how to convey that
understanding in ways that those very defenses will not screen out or
distort is essential to the art of psychotherapy.

Assessing Defense *X2 87 89



C H A P T E R S I X

Assessing Affects

THE psychoanalytic tradition has had a complicated theoretical his-
tory, one in which clinical practice and the theory on which it is ostensi-
bly based have not always been entirely congruent. Like Watson and
Hull, the behaviorists with whom he was contemporaneous, Freud tried
to anchor his psychological theory in the consequences of the frustra-
tion or satisfaction of instinctual drive (trieb in German, a concept that
does not translate well but implies a strong behavioral imperative based
on inborn needs of the organism). Sulloway (1979) has persuasively ar-
gued that his self-image as a scientist contributed to Freud's choice of
ultimate explanatory units: In his time, as now, a theorist of personality
had reason to worry that he would be seen as insufficiently rigorous
and critical by peers in "hard sciences" such as physics and neuro-
anatomy. Perhaps especially because Freud's professional background
was in medical research, it was important to him that the "science of
psychoanalysis" be rooted in the science of biology, and the biology of
the late nineteenth century was centrally preoccupied with drives. Al-
though I agree with Spezzano (1993) that Freud did, in fact, have an af-
fect theory, it was essentially derivative, emerging from his emphasis on
instinctual drives and their vicissitudes.

Numerous scholars since Freud have for various reasons bemoaned
the consequences of a metapsychology rooted in biological drive.
Intersubjective theorists (e.g., Stolorow & Atwood, 1992), relational
analysts (e.g., Greenberg & Mitchell, 1983), self psychologists (e.g.,
Kohut, 1971), and feminist writers (e.g., Benjamin, 1988), among oth-
ers, have argued that the biological drive states of the human being are
not the best place to start if we want to comprehend individual psychol-
ogies and derive therapeutic principles from our understanding. Still,
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there is something to which most of us resonate about the idea of an
"id" or an intense state of conflicting needs, longings, and impulses,
and the sense of an internal propulsion toward some kind of organic
discharge. The Freudian notion of evolving sexual and aggressive ten-
dencies that move from oral to anal to genital expressions was very ap-
pealing to several generations of psychoanalytic thinkers, probably in
part because it put words around our sense that we are moved by pow-
erful, mostly unconscious forces. If it is not drive that give us the sense
of being driven, what is it?

Silvan Tomkins (e.g., 1962, 1963, 1991), the first in a line of gener-
ative thinkers researching emotion, argued that it is affects. Many post-
Freudian therapists and scholars agree (e.g., Izard, 1971, 1979; Rosen-
blatt, 1985; Greenberg & Safran, 1987; Nathanson, 1990; Spezzano,
1993) and have constructed theories or offered observations based on
affect as alternative both to the Freudian drive model and to more cur-
rent theories that give a privileged position to cognition and behavior,
but not to emotion. It has become clear to most therapists in recent de-
cades that in their efforts to understand desire and fear—and a huge
part of understanding any individual human being is understanding
that person's deepest longings and the anxieties connected with them—
they can learn more by assessing someone's affective world than by fig-
uring out at which phase of that person's infancy there was frustration
or overgratification of a biological drive.

Having studied with Tomkins, I have been deeply impressed with
and influenced by his brilliant and empirically supported case for the
existence of nine innate or "hard-wired" affects (Nathanson, 1992):
interest-excitement, excitement-joy, surprise-startle, fear-terror, distress-
anguish, anger-rage, dissmell (contempt), disgust, and shame-humiliation.
I use the term "affect" in a somewhat broader way in this chapter, how-
ever, to connote any state of mind and condition of arousal that we
have learned to describe as a discrete emotional experience. Thus, I
would include under that rubric such diverse phenomena as love, hate,
envy, gratitude, boredom, spite, resentment, guilt, pride, remorse, hope,
despair, exasperation, tenderness, vindictiveness, pity, scorn, the feeling
of being moved or touched, and other emotional conditions.

As psychoanalytic scholarship has progressed, its contributors have
pooled considerable knowledge about what happens affectively both in
normal development and in psychotherapy. For example, the capacity
for affect integration (Socarides & Stolorow, 1984-1985) has been ex-
plicated as a maturational accomplishment: Under optimal circum-
stances, individuals gradually achieve a sense that they are one person
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with access to diverse affects, none of which threaten the integrity of the
self. The concept of "moments" of heightened affect (Stern, 1985; Pine,
1990), based on developmental research rather than speculative post
hoc reasoning from adult psychopathology (see Chapter Four), has
largely replaced theories about wholesale "fixation" at a psychosexual
stage because of frustration or overgratification of drives. The capacity
to feel and to regulate affect has become a central topic in psychoana-
lytically influenced empirical research on development and brain physi-
ology, and has led to much recent writing on affect regulation and psy-
chotherapy (e.g., Pally, 1998; Silverman, 1998).

Everyone's individual, idiosyncratic pattern of affective arousal is
different. Tomkins could watch someone as he or she talked about cur-
rent events or other subjects far removed from personal disclosure, and
by noting the recurrent patterns of facial affect and the conversational
topics with which they were correlated, infer with uncanny accuracy the
main features of that individual's unique personality. I imagine that
most of us do this unconsciously all the time, probably with less predic-
tive power than Tomkins could typically demonstrate, but nonetheless
with a sense that mapping someone's affects and their connection to
certain issues is the key to understanding that person's character.
(Tomkins was even good at the blind prediction of someone's politics.
By seeing a video and noting whether the negative affects on a person's
face were distress and disgust or anger and contempt, he could locate
him or her as liberal or conservative. His explanation for these correla-
tions made developmental sense, and he was usually right.) In this vein,
Kernberg (1997) has noted how therapists process client communica-
tions on at least three "channels": (1) verbal communication, (2) body
language, and (3) affective transmission, conveyed mostly through fa-
cial expressions and tone of voice.

Spezzano (1993) has made a persuasive argument to the effect that
the best way to think about character is as "the container and regulator
of a person's affects . . . the balance a person has achieved between
what is and what might be in his affective life, an expression of his be-
lief about how the greatest sense of well-being can be maintained and
how affective pain can best be avoided" (p. 183). This is another way of
talking about how people erect a personal shield of defenses against up-
setting affects, notably, distress, rage, fear, shame, envy, guilt, and grief.
To understand someone, we need to have an appreciation not only of
his or her defenses, but also of the affects that are being kept in check
by those defenses, and of the affects that are themselves functioning de-
fensively. There are no interview questions that will elicit a person's ac-
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count of his or her affect pattern, but it is not hard to assess this area.
Usually, we evaluate affect subjectively, by assuming that feelings are
contagious and noting our own emotional reactions when we are in the
presence of a person we want to understand.

AFFECTS IN THE TRANSFERENCE/
COUNTERTRANSFERENCE FIELD

For therapists, attention to affect has never been a choice. Patients fill
our offices with their feelings; they touch us, inspire us, frustrate us, de-
moralize us, enrage us, bore us, entertain us, delight us, and surprise us.
They weep and laugh and rage and tremble with anxiety. We learn from
them about feelings we never knew we had, feelings that may be trivial
in our own personal psychological economies but are monumental to
some of our clients. The gradual revolution in attitude about counter-
transference that has characterized the psychoanalytic literature (from a
bothersome distraction to be self-analyzed away, to the primary means
by which one can understand many clients) is only the articulation of
what any honest clinician of any era could hardly avoid noticing. Peo-
ple inject their feelings into their therapists; the most mild, generous-
hearted practitioner can be turned into a rageful complainer if subjected
to a classic paranoid diatribe. Patients create in their treaters conflicts
that are parallel to those they have struggled with all their lives, and
then they watch to see whether the therapist can model a new way of
resolving them. Racker's (1968) useful division of countertransference
into concordant ("I'm feeling what the patient was feeling as a child")
and complementary ("I'm feeling what the patient's childhood care-
givers felt") has allowed therapists to extend their empathy into the af-
fective experience of even the most exasperating clients.

It is often the assessment of one's own affect that allows one to
make a critical diagnostic inference. For example, differentiating be-
tween an essentially depressive and an essentially self-defeating individ-
ual—a discrimination with significant implications for treatment (Mc-
Williams, 1994)—turns on the therapist's noticing that instead of
feeling sympathy for a suffering person, he or she is feeling a sadistic in-
clination to criticize. The realization that one may be dealing with a
psychopathic person may come via the therapist's noticing that he or
she feels duped or contemptuously bested. The appreciation of a para-
noid core under an ostensibly depressive presentation may emerge from
the therapist's noting an anxiety-filled fantasy that the patient will file a
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malpractice suit. We know now that before children can speak, they
have highly reliable, exquisitely effective ways of communicating affect
nonverbally to their caregivers (Stern, 1985; Beebe & Lachmann,
1988). The residues of those infantile talents in adults express them-
selves in every interaction. The less effectively a person can communi-
cate emotional suffering in language, the more powerful his or her non-
verbal messages tend to be. It is not an accident that the first therapists
who conferred dignity on and derived important information from
countertransference reactions (e.g., Searles, 1959) were working with
more seriously disturbed people, those for whom ordinary speech was
often problematic.

Once, I interviewed a teenage boy whose emotional aura was ut-
terly devoid of affect or energized connection with me for most of our
interview. Intellectually, I noted that he seemed to be relying on the de-
fenses of withdrawal and omnipotent control. Finally, he began describ-
ing, with palpable excitement and in intricate detail, the tortures he reg-
ularly inflicted on the family cat. My private emotional reaction was an
almost intolerable horror and dread. When he asked at the end of the
hour whether I thought he needed treatment, I said yes. "A nice middle-
class boy like me?" he teased. "Yes," I said, adding that I thought that
without it, he could easily grow up to be a murderer. "You're the only
person who has ever understood me," he responded, with deadly sincer-
ity. Nothing in his presentation except the disturbing emotional reso-
nance it created in me had betrayed the degree of sadistic, antisocial fer-
ment at the center of this boy's soul.

What I want to note about this vignette, which is only a particu-
larly dramatic version of what most therapists experience every time
they successfully "get" the affective state underlying a client's defensive-
ness, is that it was via the emotional routes of communication that I
"got it" about this boy. I could have derived a hypothesis that he was
dangerously antisocial from the objective data: There is considerable re-
search and observation in the field of antisocial behavior attesting to
the fact that the torture of animals is associated with adult sadistic be-
havior toward people. But it was not the intellectual appreciation of
these data that allowed me to understand and connect with this client; it
was the effect of his emotional state on my own.

I should not conclude this section without a caveat. Although the
universality of our central affects (Ekman, 1971, 1980; Tomkins, 1982)
suggests that therapists with a disciplined subjectivity and without un-
due defensiveness (theoretically, those who are "well analyzed" them-
selves) can find in their own inner emotional lives the basis for resonat-
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ing to any affective state a patient presents, we all have our limitations.
The feelings that are stimulated in us by sitting with a client may not al-
ways constitute a complementary or concordant reaction. Therapists
must keep in mind the possibility that we are misunderstanding some-
thing because it is simply outside our own subjective experience.

To give a nonclinical but germane example: I have a friend who
used to exasperate me because she would repeatedly promise to call me
on Monday and then would not do so until Wednesday or Thursday.
Not only that, when she did call, she would seem genuinely puzzled by
my state of aggravation and would explain that she had had so many
things going on that the promised time to call had evaporated from her
mind. Because it made me angry not to be able to count on her, and be-
cause I experienced my own reactive anger as evidence that there was
something hostile or avoidant in her behavior, I assumed that her unre-
liability was expressing negative feelings about me and our friendship.

Not until I listened to a lecture on attention deficit disorder (ADD)
in adults (Goldberg, 1998) did I realize my understanding was faulty.
(Aptly, the lecture was entitled, "Coming Late May Not Always Be Re-
sistance.") I remembered that my friend had told me she had once been
given this diagnosis by a psychiatrist she consulted about her difficulties
with remembering and organizing the details of her life. I am a very
well-organized person, and without an alternative framework within
which to understand her actions, I could not find in myself enough ex-
perience with mental disorganization and the inability to prioritize to
find empathy with her psychology. With the right "diagnosis" of her
behavior, I can now accept that when she says she will phone me on a
particular date, I can expect the call within a range of several days. I am
sure she is relieved that instead of my grilling her about whether she re-
ally wants the friendship, I now handle my hostility by griping about
her ADD. Probably, she also feels better understood.

It can be a malignant kind of projection to assume that because one
is experiencing certain affects, the person inducing them is (consciously
or unconsciously) intending that reaction. As I commented in Chapter
Four, one sees this kind of egocentricity frequently: I feel humiliated be-
cause I was fired, and I conclude the boss's motive was to shame me. I
feel sexually excited, and I conclude that my arouser was trying to be
seductive. I feel devastated by the loss of a lover, and I conclude that he
wanted to hurt me. I feel frightened by a powerful superior, and I con-
clude that she was trying to intimidate me. A major difference between
such ascriptions and therapists' considered use of their emotional reac-
tions to clients' communications lies in how personally the message is
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taken. One reason that supervision/consultation groups of therapists
are a popular mode of continuing training is that participants can feel
out and get some perspective on the emotions that a therapist might be
taking too personally. For example, "I'm feeling devalued" can easily
turn into "I'm not a very good therapist." The leader and other mem-
bers, not being in the thick of the transference/countertransference at-
mosphere, can observe and report on their own more subtle emotional
reactions with much less danger of personalizing them.

AFFECT STATES AS PRESENTING PROBLEMS

Some psychopathologies are defined mainly by abnormalities of cogni-
tion (e.g., delusions, obsessions, posttraumatic intrusive thoughts), oth-
ers by abnormalities of behavior (e.g., compulsions, paraphilias, ex-
plosivity), others by abnormalities of sensation and perception (e.g.,
psychogenic pain, anesthesia, hallucination, tunnel vision), and still oth-
ers by abnormalities of affect (depression and mania, anxiety and panic
disorders, phobias). When disturbed affect itself is the presenting clini-
cal problem, the therapist needs to understand its origins and meanings.

Several psychopathologies involving affective disturbance, most no-
tably major depressive and manic states, schizophrenic conditions, and
obsessive-compulsive disorders, are currently seen by most researchers
as associated with a genetic predisposition. Furthermore, there has been
remarkable progress in understanding the neurobiological substrates of
certain states of feelings and in finding medications that modify the
chemistry of the brain and relieve some of the affective suffering of peo-
ple with these illnesses. From these data, it is currently commonplace to
conclude—and this attitude is reinforced by insurance companies with a
financial interest in not supporting psychotherapy—that all one needs
to do with people whose affects are problematic is to medicate them.
Thus, the hopeless despair of depression, the driven euphoria of mania,
the terror in schizophrenic delusions, and the anxiety that fuels obses-
sions and compulsions are seen as epiphenomenal, symptomatic, and
not worth investigating in their own right.

It does not compute, however, that if one of the "causes" is genetic,
the cure is simply biological. A genetic predisposition is only that, a pre-
disposition. Not everyone with a probable congenital vulnerability to
severe depression becomes severely depressed, just as not everyone with
a congenital vulnerability to a heart condition develops cardiac trouble.
If the etiology of schizophrenia were simply confined to genetics, then
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the twin studies suggesting the existence of a constitutional contribu-
tion to schizophrenia (Rosenthal, 1971; Gottesman & Shields, 1982)
would have found one hundred percent concordance in identical twins
when one was found to have that psychosis. The assumed genetic vul-
nerability, as is true with most "physical" pathologies for which there is
a predisposition in the chromosomes, may lay the groundwork for fall-
ing ill if certain stresses are suffered (see Zubin & Spring, 1977; Meehl,
1990). We do not get depressed simply because our perverse genes sud-
denly express themselves; we get depressed because something happens
that overwhelms our capacities to cope, making us vulnerable to the ac-
tivation of any constitutional potential for dysthymia. Without a ge-
netic predisposition, life can still throw us into a depression. With it, we
are perhaps more likely to be severely depressed (or manic, or obses-
sional) and much more subject to subsequent bouts of emotional diffi-
culty. Either way, we need to understand what sets off our potential to
be overwhelmed.

People who are on medication for psychological problems with
known neurochemical mechanisms still need psychotherapy. They need
it in order to feel attached enough to someone who cares about them to
have the motivation to keep taking their pills (Frank, Kupfer, & Siegel,
1995). They need it to handle their lives more effectively now that their
psychopathology is under better control. They need it to talk about
their feelings of being exposed as defective because of their dependency
on prescribed drugs. They need it to address the issues that pushed them
over some edge that activated their constitutional vulnerability. Some-
times, they need it because they have been told they have a "chemical
imbalance," and they wonder why, once the imbalance is rectified, they
still suffer so much. I strongly recommend Henry Pinsker's book (1997)
on supportive psychotherapy for clinicians who work with medicated
patients. Pinsker is unusually astute at naming affects and suggesting in-
terventions that reduce anxiety, support self-esteem, strengthen ego
functioning, and improve adaptive skills. I have also been struck by the
clinical utility of Gitlin's (1996) beautifully written guide for psycho-
therapists wanting to know more about psychopharmacology.

I do not feel competent to take a strong position in this area, and I
should note that my clinical experience attests more to the utility of
some psychotropic medications than to their problematic nature, but I
should mention in this context that there is now some evidence (see a
discussion of this research and related issues in Wachtel & Messer,
1997) that for at least some people with nonpsychotic depressions, psy-
chotherapy without medication is as effective as psychopharmacology.
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Presumably, the therapy process sets in motion an affective reaction
that restores neurotransmitters to premorbid levels. Brain chemistry af-
fects emotional experience, but emotional experience also affects brain
chemistry. Unmedicated recoveries from depression probably happen
through mechanisms such as those discussed by Vaughan (1997) in her
highly readable explication of the probable neurochemical effects of
therapy. I am not surprised that we are now discovering the neuro-
biology and chemistry of affects. Freud anticipated this, interestingly
enough, at least as early as 1926: "In view of the ultimate connection
between the things that we distinguish as physical and mental, we may
look forward to a day when paths of knowledge and, let us hope, of in-
fluence will be opened up, leading from organic biology and chemistry
to the field of neurotic phenomena" (p. 231). I am grateful to the new
medications for every patient whose suffering they help to reduce, but I
am disturbed that these discoveries have been used recently by finan-
cially motivated parties to devalue the "talking cure."

EVALUATING THE DIAGNOSTIC
MEANING OF AFFECT

Sensitive case formulation has always included, formally or informally,
an affect inventory. The obsessive client who cannot feel anger unless it
is packaged as moral indignation, the schizoid client who is frightened
of tender longings toward real people, the emotionally labile histrionic
client, the grim paranoid, the mercurial borderline—almost all our ca-
sual diagnostic observation includes implicit assessments of affect (this
is true even in the DSM-IV, where criteria for Personality Disorders of-
ten include affective elements). In the "mental status" part of the tradi-
tional psychiatric examination, there has always been a place for obser-
vations about affects: Are they appropriate or inappropriate? Flat?
Superficial? Controlled? Can the patient put words to specific feelings
or does he or she seem to express feelings via bodily distress? Does the
patient feel and express emotions verbally, or are they acted out? The
answers to these questions do not just help us to describe someone ac-
curately; they help us formulate ways of helping. There follow some
central questions in the evaluation of affect.

Can the Patient Distinguish between Affect and Action?

One should work very differently with someone who can separate affect
from action and someone who cannot. Some people can express a hos-
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tile fantasy or make a comment about an angry feeling and feel relief
from the intensity of a powerful negative reaction. Others seek relief
from anger not by verbalizing it but by hitting somebody. For the sec-
ond type of person, feelings are not well differentiated from the actions
that they suggest. Early in my career, I worked with a very angry five-
year-old boy whose mother had just had a second child. When he talked
about his new brother in a hostile tone, I naively thought it would bene-
fit him to have his anger reflected and validated via a strong statement
that would capture the intensity of his feeling. "I bet sometimes you feel
so angry toward that baby that you want to throw him out the win-
dow!" I announced. Two days later, his mother called me in a state of
great alarm. She had found her older son taking his brother out on their
second-story porch with the intention to drop him over the railing.
What would have been a relieving, emotionally supportive communica-
tion to a child who understood that strong feelings can be expressed in
fantasy as a substitute for behavior was a dangerous message to one
who could only experience my words as permission to act out his worst
inclinations.

Roger Brooke (1994) gives a similarly disturbing example in the
context of discussing people for whom there is no DSM diagnosis that
fits, despite obvious pathology.

One client presented with an inability to experience anger. He knew
this was a problem because in those situations when he thought,
upon reflection, that it would have been appropriate to be angry he
simply "went blank.". . .After some twenty sessions of psychother-
apy the therapist. . . made the interpretation that his "going blank"
was like his pattern of compliance, and both were ways of avoiding
his anger. However, the therapist had missed the point that his pa-
tient's problem was not object-related anger—i.e., anger directed
towards particular people in specific contexts—but a far more
primitive and diffuse rage. His face went pale, he did not speak for
the last few minutes of the session and, when he got home, he
smashed some of the furniture in his house. Then he went to a bar,
got drunk, picked a fight and was arrested by the police, (p. 318)

Can the Patient Represent Affective Experience in Words?

Some people who are not conscious of experiencing feelings act them
out, as the aforementioned clients did. Some get sick. One needs to
work differently with people who can feel and label affects than with
people who cannot. The "alexithymic" ("lacking words for affect") pa-
tient, first described by Nemiah and Sifneos (1970; Nemiah, 1978) and
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later fleshed out by McDougall (1989), cannot be reached by questions
such as "How do you feel!"—as any clinician who has tried that way of
connecting with such a patient can testify. Instead, a therapist trying to
help such a client find relief from debilitating somatic expressions of
unfelt feeling must first appreciate what McDougall called "inexpress-
ible pain and fears of a psychotic nature, such as the danger of losing
one's sense of identity, of becoming mentally fragmented, perhaps of
going mad" (p. 25).

Usually, the first way to communicate that appreciation to a client
is to focus not on the affects presumed to have given rise to a psychoso-
matic complaint, but on the affects generated by the complaint itself
(e.g., "I can't even imagine how depressing and exasperating it is to be
in physical pain most of the time"). In an intake interview with a
somatizing patient, if the interviewer moves too quickly to find affects
that might be "underneath" the bodily distress, and spends too little
time communicating compassion for the client's physical suffering, the
somatically disturbed person is all too likely to experience the clinician
as accusing him or her of malingering. The client has probably received
exactly this message from a series of defeated physicians who have con-
cluded that their patient is a "crock." Consequently, it is critical that a
psychotherapist not reinforce the person's experience of having others
minimize his or her physical pain.

Many people conventionally diagnosed as obsessive-compulsive
personalities are so severely out of touch with what others assume to be
natural feelings that the traditional Freudian idea that their emotions
are "repressed" is probably a misstatement. Instead of construing such
people as suffering from an internal force that keeps a particular emo-
tion from consciousness (an "affect block," as it is sometimes labeled),
we may better understand their experience as one of never having
learned to represent and elaborate affect. In other words, they do not
know "at some level" what they feel and then defend against that feel-
ing; rather, they do not know what they feel. Thus, the therapist's job
with such patients is not to penetrate their defenses seeking the warded
off feelings but to teach them slowly how to represent unformulated ex-
perience in words (see Stern, 1997). Again, it is usually one's counter-
transference reaction that will indicate whether a given person "knows"
at some level what is felt but is keeping it out of the therapeutic rela-
tionship because of anxiety or shame, or other negative affect, or
whether the person simply has no way to represent internal experience.
The former situation will evoke an irritated, impatient countertrans-
ference, while the latter engenders feelings of confusion and inarticu-
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lateness in the treater. In other words, in the first condition, the thera-
pist feels an affect (e.g., hostility) that presses for discharge; in the
second, he or she feels the diffusivity of the unnamed.

How Does the Client Use Affects Defensively?

A related issue is the question of which affects operate in a way that
protects a person from feeling other emotional states. It is easy to pro-
ject onto patients the pattern of one's own affect-maintenance, to at-
tribute to them a similar defensive use of affects, and to assume that
what would be therapeutic to oneself is thus therapeutic to others. For
example, most therapists have a somewhat depressive cast to their per-
sonalities. For them, sadness is often conscious; anger is unconscious. It
is therapeutic for such individuals to get access to the hostility and rage
beneath their conscious feeling of unhappiness. Theories of psychother-
apy that emphasize accessing aggression might be quite appealing to
such people, and they might put a lot of confidence in techniques that
access or even evoke hostility. If a person with this psychology and its
corresponding therapeutic ideology were to treat a patient whose psy-
chological economy worked in an opposite way—for example, a defen-
sively counterdependent man who easily lets anger into consciousness
but remains defensively unaware of the more vulnerable emotions of
sadness and hurt feelings—the outcome could be disastrous.

A case in point: Stosney (1995) has made a convincing argument
on just these grounds, that "anger management training" for abusive
partners is misdirected. Contending, with ample evidence, that the
problem in batterers is not management of anger but rather the use of
anger to defend against fears of abandonment associated with shame,
humiliation, and guilt, he has developed a customized and reportedly
effective therapeutic strategy emphasizing compassion. (Stosney does
not say this, but I infer that the construction of the abuser's problem as
the management of anger represents a projection of mental health pro-
fessionals. If we behaved that way, it would mean we did not have our
anger under adequately tight rein.) Far from being a "core" affect that a
therapist must expose and subject to control, anger is, for many repeti-
tive abusers, a misguided effort to prevent or mitigate much more pain-
ful feelings. Batterers seek relief from their pain by projection and act-
ing out, blaming their partners for intolerable emotional states and then
attacking them. Stosney's work represents a particularly critical in-
stance of getting it right about affect, with significant consequences for
intervention.
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A closely related area where therapists frequently get it wrong
about affect, again probably because of projection, is the common be-
lief that antisocial individuals are impulsive. Despite massive evidence
(see Meloy, 1995) that a significant subgroup of psychopathic people
are not at all impulsive—are in fact highly planful and predatory—
many of us would rather believe that antisocial aggression represents a
loss of control rather than a deliberate strategy to do harm. While the
affect that motivates the predatory, "reptilian" psychopath may be
rage, it is not a sudden upsurge of anger that is acted out unthinkingly
but instead, a cold, calculating fury that is chronically and frontally in
consciousness. It is important to understand this if one wants to influ-
ence an antisocial person toward behavior change.

Is the Patient's Suffering Related More to Shame
or to Guilt?

The affects of shame and guilt have had an interesting history and a
special place in psychoanalytic writing. Taken together, they comprise
an area in which practitioners' projections and misunderstandings are
especially common (a therapist with a guilt-dominated psychology
may misunderstand a shame dynamic as guilt-related, and a clinician
with tendencies toward shame tends to read indications of guilt as ev-
idence of shame). We all have both, of course, but we differ in which
is more central in our respective personalities. Moreover, a particular
problem in any of us may represent either guilt or shame. Guilt in-
volves an internal sense of malevolent power, a feeling of deep per-
sonal destructiveness and evil. Shame, by contrast, involves a sense of
powerless vulnerability, the chronic risk of exposure to the criticism
and contempt of others. As Possum and Mason (1986) have pithily
put it, "Guilt is the inner experience of breaking the moral code.
Shame is the inner experience of being looked down upon by the so-
cial group" (p. vii). Although the degree of a patient's misery does
not distinguish a shame from a guilt reaction, because these affects
can be equivalently toxic to someone who suffers them, their qualita-
tive differences mean that effective interventions for guilt and shame
differ substantially.

Probably because of his own guilt-related dynamics, Freud had lit-
tle to say about shame but made numerous speculations about guilt. By
the middle of the twentieth century, several analytic writers were trying
to rectify this imbalance, most notably Helen Merrell Lynd (1958) and
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Helen Block Lewis (1971), both of whom wrote extensively about
shame and its vicissitudes. In the 1970s, Heinz Kohut and Otto
Kernberg published books on pathological narcissism that set off a tor-
rent of psychoanalytic literature on shame-related phenomena. By the
1980s (Tom Wolfe's "Me Decade"—it was not just the analysts who
were seeing narcissism and its shame-compensating operations every-
where), the place of shame in our understanding of certain psychologi-
cal conditions became assured (Lasch, 1984; Kets de Vries, 1989; Mor-
rison, 1989; Nathanson, 1992).

To take only one example of a behavioral propensity that may ex-
press either shame or guilt, for which it is critical that the therapist un-
derstand which affect is operating, consider the case of pathological
perfectionism. Many people are unreasonably perfectionistic, so much
so that they are never satisfied with their productions and never finish
their work. In the guilt-driven version of this propensity, the compul-
sion to get everything exactly right expresses a horror that one's de-
structiveness will slip out of control. Freud's reading of obsessive-com-
pulsive problems put a lot of emphasis on this type of perfectionism.
Freudian obsessional patients are chronically afraid their aggressive im-
pulses will erupt, do damage, make a mess. In the shame-driven version
of perfectionism, the compulsion expresses the terror of being exposed
to the critical scrutiny of others, and exposed not as morally bad but as
inadequate, empty, a sham. What Rothstein (1980) called "the narcis-
sistic pursuit of perfection" is a driven determination to appear sinless
and flawless, so that one's human limitations are not revealed and oth-
ers' disdain is avoided.

Naturally, patients who have more shame-related tendencies are
not helped by therapists' knee-jerk Freudian assumptions about the
guilt-ridden meaning of their perfectionistic curse. Because they repre-
sent a serious misunderstanding, interpretations will fall completely flat
if they focus on clients' presumed fears that their aggressive impulses
will get out of control. Similarly, guilt-dominated perfectionists will not
feel the slightest relief from a practitioner who tries to empathize with
their presumed worries that they are essentially fraudulent and will be
found out. The surface of the vast literature on guilt and shame cannot
even be scratched here, but I hope I have addressed the diagnostic issues
sufficiently to alert clinical interviewers to the importance of this di-
mension of affect evaluation. Let me turn now to general comments
about the importance of accuracy when one is dealing with a patient's
emotional life.
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THERAPEUTIC IMPLICATIONS OF GETTING
IT RIGHT ABOUT AFFECT

In the histories of many people who become psychotherapy patients,
parents and other caregivers have either (1) neglected the person's feel-
ings, (2) named feelings in a tone of negative judgment (e.g., "You're
just feeling sorry for yourself"), (3) punished their children for feelings
(e.g., "I'll give you something to cry about!"), or (4) made inaccurate
attributions of feeling (e.g., "You're not really jealous—you love your
sister!"). The therapist's simply welcoming and being interested in feel-
ings compensates for the first error; naming affects nonjudgmentally
mitigates the effects of the second; encouraging safe emotional expres-
sion addresses the third; naming feelings accurately helps with the
fourth. Perhaps the most challenging of these different correctives is the
last. It is not always easy to be accurate. Our individual psychologies set
invisible limits on our empathy.

To illustrate, let me mention briefly a client I treated several years
ago. This forty-year-old man was the third son of a mother who had
wanted a girl so desperately that she put him in dresses until he was al-
most five and repeatedly told him how deeply his gender had disap-
pointed her. As an adult, although psychologically heterosexual, he
kept his distance from women, around whom he was inarticulately un-
comfortable. He came to me for help in moving closer to women, hop-
ing to abate his painful loneliness. For a while, he seemed to make prog-
ress via my exploring how much anger he carried toward females, anger
that appeared in a recurrent transference to me as the mother who saw
him as irreparably flawed and disappointing. But then, the therapy
seemed to bog down; my naming his anger did not seem to be doing
anything for him any more. The treatment process came to life again
only when I was able to see that the more driving—and difficult—emo-
tion for him was envy. He hated women for having whatever it was that
would have made him acceptable to his mother (see Klein, 1957). He
could not enjoy his sexuality because it involved appreciating rather
than hating the sexual organs that he lacked. I imagine I am not the first
female therapist who took a while to see this dynamic in a man, as most
women are more attuned to female envy of male power than to the con-
verse; we need to make an empathic leap to comprehend how central
and overwhelming a man's envy of the feminine can be.

I discuss in Chapter Eight how an erotic transference can mean any
number of different things about a client's psychology. For now, let me
note that it is a relatively frequent experience of mine for a male practi-
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tioner in one of my supervision/consultation groups to present the case
of a female patient who feels overwhelmed with desire for her therapist
and is importuning him to become her lover. His feelings toward her in-
clude love, tenderness, and sexual attraction, but they are also becom-
ing tinged with exasperation and anger that she is not letting him do his
job—namely, to be a therapist and help her with the problems she came
to treatment to address. He wants help with the case from his col-
leagues and me because his repeated explanations about the importance
of observing professional boundaries are falling on deaf ears, and he
does not know how to say no in any other way without hurting the cli-
ent. He is trying to protect her from feeling a devastating rejection of
herself and her sexuality; simultaneously, he is struggling not to be se-
ductive, despite the fact that she has succeeded in turning him on.

Typically, in this kind of case presentation, the other therapists in
the group find themselves feeling not attracted to or protective of the
patient but irritated with her (and often with the presenter). The tender,
solicitous feelings the treating clinician describes are notably absent
from their emotional responses. Working on the assumption that the
group members are feeling something about the interaction that the
treater cannot access, we explore the possibility that the patient's affects
are not wholly or even predominantly loving; that they instead include
considerable hostility, which betrays itself in her implicit effort to
disempower the therapist (as is hinted at in his awareness of exaspera-
tion that she is keeping him from doing his rightful job). Once the ther-
apist realizes this, he is usually able to help the client find the negative
affects that coexist with her love and longing. The acknowledgment by
the patient of her hostility and wish to take away her therapist's power
over her by asserting her own sexual power (in Freudian language, to
castrate him symbolically) makes her feel more fully honest and known,
opens the door to her finding positive ways to use her hostility and am-
bition, and gets the therapy back to the task of understanding her and
solving her life problems in realistic ways.

Accuracy about emotional labeling enhances affective and social
maturation. Decades ago, Katherine Bridges (1931) mapped out a de-
tailed description of the normal development of the infant's capacity to
discriminate and express his or her own affect. Emotional awareness,
she observed, begins in the newborn with consciousness of either gen-
eral contentment or general distress. As the child develops, he or she be-
comes able to differentiate anger, fear, and sadness from global distress,
and then eventually becomes aware of different degrees and tones of
each of these (e.g., anger subdivides into irritation, exasperation, rage,
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fury, and other shades of discontent; contentment subdivides into inter-
est, excitement, joy, surprise, and other positive states). Ideally, this
branching-out, increasingly fine-tuned capacity to discriminate and la-
bel feeling states continues throughout the lifespan, as we get more and
more precise at articulating our emotions to ourselves and others. The
pleasure in representing ourselves accurately can enhance self-esteem
and feelings of competence even when the emotions in question are
painful. It was this phenomenon that inspired one of my colleagues to
label herself an "affect junky." She told me she would rather feel any-
thing, provided she could name it, than feel numb, detached, confused,
or intellectualized. Stephen Sondheim's song "Being Alive" from the
musical Company captures this state of mind perfectly.

Because many psychotherapy patients have had little help from
childhood caregivers in labeling their emotions accurately, they are of-
ten further back in the branching-out process than most of us. Some
have never had even the most rudimentary feeling states named and ac-
cepted. The immediate popularity in different eras of theorists such as
Rogers (e.g., 1951), Kohut (1971, 1977), and Miller (1975), who em-
phasize the therapeutic power of mirroring the patient's emotional
state, suggests how widespread is the human need for a witness, namer,
and validator of feelings. A significant part of the healing process in any
kind of therapy is the practitioner's helping, by naming affects, to foster
the patient's sense of mastery over complex and difficult states of
arousal.

When therapists name affects, they often presume, in accordance
with the Freudian topographical model, that they are "uncovering"
feelings that exist already and are kept from consciousness by one or
more layers of defense. It is just as likely, and current investigations into
affect and its communication suggest that this may be truer, that when
we put words to affects, we are implicitly suggesting that the patient
should convert his or her current feelings to the emotions we think
would be more natural or mature or adaptive. For example, it is a com-
mon clinical experience to work with a person who is being mistreated
or simply inconvenienced, and who has no conscious sense of anger
about it. The therapist asks, "How did you feel when your partner criti-
cized you that way?" and looks skeptical when the patient avoids say-
ing anything about anger. Or the therapist comments, "You must have
been at least somewhat irritated when I raised the fee," and interprets
any subsequent protestations as a defense against a natural angry re-
sponse to an increased financial burden.

These interactions are typically construed by the therapist as help-
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ing the patient find what he or she already feels but is unable to admit
or verbalize. And sometimes, for instance, in situations in which the pa-
tient is acting in patently hostile ways while denying negative feelings,
such a construction makes the most sense out of the clinical data. But at
other times, the patient truly lacks the emotional response the therapist
thinks would be natural. In these circumstances, suggesting an affect as
a response to whatever stress the patient reports actually influences the
person in a new direction of organizing his or her experience. This cer-
tainly occurs with alexithymic patients, but it also happens in other
people to whom it has never occurred to feel a different way about
something.

One patient of mine, a therapist herself, came to a session drown-
ing in guilt after a supervisor had propositioned her. She felt she had
been unconsciously seductive, and she was probably right. When I
asked whether she had any feelings of anger that her supervisor had
used his position of emotional power for sexual purposes, irrespective
of her seductiveness, she was able to access (or generate?) enough hos-
tility toward him to counteract somewhat the paralyzing effects of her
guilt. She could now use the energy that is inherent in hostility in the
service of figuring out what kind of relationship, if any, was now possi-
ble with this man. I do not think I "uncovered" her anger. I suspect, in-
stead, that I put the idea in her mind that anger was a reasonable emo-
tional response. Analytic therapists do not like to see themselves as
actively suggesting or educating, but in the affective realm, we may do
more of that than we admit.

Affects are motivators. By attaching a feeling to an experience, we
often find the emotional resources to solve a problem that had seemed
previously hopeless. This process can happen on a social as well as an
individual level. Political leaders typically try to connect pressing cir-
cumstances or events with emotional reactions (excitement, pride, fear,
anger) because those affects will energize people toward a social goal.
The feminist movement of the early 1970s was significantly catalyzed
by Jane O'Reilly's (1972) depiction of how an emotional "click" would
register in the sensorium of a hitherto uncomplaining housewife at the
moment when a previously absorbed insult was reformulated as a cause
for righteous anger.

Affects, when adequately expressed and understood, also accom-
plish developmental goals. The best illustrator of this function is the
role of grief. In the normal mourning process, nature seems to have en-
dowed us with a capacity to make emotional peace with the inevitable
disappointments of life. At every life stage that symbolically bids good-
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bye to one's previous role, at every loss, at every instance of realizing
our limitations, our inability to have it all, we need to accomplish a
piece of mourning if we are to avoid regression or psychological rigidity
(see Judith Viorst's [1986] eloquent popularization of psychoanalytic
ideas on this topic in Necessary Losses). Oddly, because he did not de-
velop his ideas on the topic systematically afterward, it is Freud who
first suggested the importance of this function. In 1917, building on
Abraham's (1911) seminal research on depression, Freud wrote the evo-
cative masterpiece "Mourning and Melancholia," in which he argued,
among other things, that grief and depression are in a sense opposites:
When one reacts to a loss with grief, the world seems emptier for the
absence of the person mourned; when one reacts with depression, the
self feels diminished. Much of what we call psychotherapy consists in
the conversion of depressive reactions into mourning so that the devel-
opmental process can become unstuck, and the client can grieve and
move on.

Anxiety, not sadness, was at the center of Freud's implicit affect
theory. Not having a particularly depressive sensibility himself, Freud
was naturally preoccupied with a feeling that was more central to his
experience (see Stolorow & Atwood, 1979, 1992). His interest in the
"traditional" neuroses (hysterical conditions, obsessive-compulsive dis-
orders, and phobic reactions) also inclined him toward an emphasis on
anxiety and its containment or relief, since anxiety is more central to
those disturbances. Both his etiological premises and his technical rec-
ommendations depended on the assumption that anxiety is the core
pathogenic affect. In contrast, most contemporary therapists have been
increasingly impressed with the importance of other negative affects—
especially grief, guilt, shame, and envy—both in terms of symptom for-
mation and in terms of therapeutic interventions.

With respect to grief, Stark (1994), for example, understands much
psychopathology in terms of unmourned experience. Such a formula-
tion applies with particular salience to the personality disorders. Ac-
cordingly, she construes psychotherapy as essentially a grieving process,
in which a compassionate other helps the patient face up to painful real-
ities that have been previously regarded as evidence of his or her per-
sonal deficits. As I mentioned in Chapter One, Stark incisively observes
that the first months or years of therapy are generally taken up with cli-
ents' gradual assimilation of the fact that their problems are not their
fault. Then during the subsequent months or years, clients come to
terms with the fact that even though their troubles are not their fault,
they are the only ones who can do something about them. This gradual
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accommodation to painful reality involves giving up and mourning all
their fantasies that some omnipotent good object (perhaps the thera-
pist) will fix things. It is analogous to the process we all go through, in
optimal development, in which we come to terms with the unfairness of
life and learn to rely on our own activity to solve its inescapable prob-
lems.

SUMMARY

I introduced this chapter with some commentary on the history of at-
tention to affect in both psychoanalytic theory and clinical practice.
Then, I discussed how, in the transference and countertransference ma-
trix of clinical involvement, a therapist tries to evaluate affect, keeping
in mind that one cannot be certain that one's disciplined subjectivity is
always picking up the patient's true emotional state. In the case of those
psychopathologies essentially defined by disturbances of affect, I argued
that psychotherapy is needed even when medications can transform af-
fective experience. In addressing how to understand someone's emo-
tional life, I considered the capacity to differentiate affect from action,
the ability to represent emotional states in words, the defensive uses of
affect, and the discrimination of shame from guilt. Finally, I discussed
the therapeutic implications of understanding the workings of emotion,
both in specific individuals and instances, and in general, as in the ap-
preciation of psychotherapy as a grieving process.
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C H A P T E R S E V E N

Assessing Identifications

o,rNE does not have to be a mental health professional to know that
a central aspect of any person's psychology involves the people who
were his or her major love objects and models. In intake interviews, cli-
ents will almost always readily discuss the people in their backgrounds
to whom they see themselves as similar, the people they have wanted to
emulate, and the people they have tried at all costs not to be like. One
of the main limitations of standard descriptive diagnosis is that any
given behavior may mean remarkably different things psychologically,
depending on the individual with whom that behavior is consciously or
unconsciously identified.

There is probably no such thing as a behavior or attitude that is not
influenced by identifications, and what those identifications are can
vary greatly. A woman who habitually criticizes and carps may be un-
consciously trying to be like her beloved but overcontrolling grand-
mother, or she may be reassuring herself that she is not like her passive
and negligent mother, who let others walk all over her. Or both. A man
who is irritatingly "rational" about things that other people experience
as emotionally loaded may be identifying with a hyperintellectualized
father, or with the cerebral high school teacher who set an inspiring
counterexample to a father who would explode over trifles. Or he may
have had younger siblings, whose emotionality was labeled babyish,
with whom he is determinedly counteridentified. Or if his mother was
the emotive one in the family, he may be reassuring himself that he is
not female. To be optimally therapeutic, practitioners need to know the
identificatory meanings behind their clients' attitudes and behavior.

Typically, in an early interview, one asks the client about his or her
mother and father or other primary caregivers: Are they alive? If not,
when did they die, and of what? If alive, how old are they? What are
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(were) their occupations? What are (were) their respective personalities
like, and how were they as parents? Sometimes one learns a fair amount
from inquiring about which one the client resembles, and in what ways.
It is also important to ask whether there were other significant influ-
ences on the interviewee as he or she was growing up. Sometimes it will
emerge that a teacher or clergy person or camp counselor or therapist
or friend had a powerful influence because of the patient's identification
with that person. People are conscious of many aspects of their identifi-
cations. Yet a whole different level of information about an individual's
internalizations may come through less conscious, less verbal means.

IDENTIFICATIONS SUGGESTED
BY TRANSFERENCE REACTIONS

In a clinical interview, the quickest way to assess a person's primary
identifications is to feel out the overall tone of the transference. Some-
times its manifestations are subtle, as in the benign sense of connect-
edness one gets with a person raised by loving parents, whose generos-
ity of spirit has been internalized and permeates the intake session. Or,
equally subtly but less gratifyingly, the transference tone comes through
in the therapist's vague sense of being devalued, as when a client asks
more than a moderate number of questions about one's training, pro-
voking the tentative hypothesis that he or she has identified with some-
one skeptical or distrusting.

Sometimes an initial transference is more startling and stark. A col-
league of mine recently reported evaluating a woman who had seen sev-
eral previous practitioners in an effort to deal with her problem manag-
ing anger. All her prior therapists had blundered in one way or another,
she explained, mainly by failing to understand her adequately. She was
worried that my colleague would similarly disappoint her. Appreciating
her sensitivity to being misunderstood, he tried hard in his initial re-
marks not to make any premature attributions, but at the end of the
first interview he commented, "It usually takes me a few sessions to de-
velop a preliminary understanding of someone. It might take me a bit
longer with you because your psychology seems rather complicated."
The client went into a rage on the grounds that the term "complicated"
was an evasive way of calling her crazy. (One sees here a familiar com-
bination of accurate perception—she was not wrong in sensing that the
therapist felt her problems were severe—and skewed interpretation of
attitude, in that the therapist was not feeling critical and devaluing to-
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ward her.) It was natural for the therapist to infer that this woman had
internalized at least one authority whose primary attitude was intensely
critical.

Sometimes people are completely unaware of their similarity to an
early love object. One woman I interviewed spent a good part of our
first meeting complaining about her mother's intrusive, controlling, and
unreasonably finicky attitude. I felt very sympathetic to her situation as
the child of someone so hard to please. We seemed to have made a good
connection, and my countertransference to her was quite warm until
she was about to leave my office. At that point she looked with unmis-
takable consternation at the paintings on the wall and straightened
them out so that there was no unevenness in the way they hung.
"There," she said. "Now you won't have to be embarrassed about how
your office looks."

IDENTIFICATION, INCORPORATION,
INTROJECTION, AND

INTERSUBJECTIVE INFLUENCING

Freud (1921) wrote about two kinds of identificatory processes, an
early, relatively unconflicted "anaclitic" object love (from the Greek
word "to lean on," implying straightforward dependency) and a later
process that eventually became known as "identification with the ag-
gressor" (A. Freud, 1936). The former is a benign phenomenon in
which a child—or adult, for that matter, but these processes are both
more conspicuous and more consequential for personality formation in
children—loves a caregiver and wants to have the qualities that make
that person lovable. When a little boy explains, "I want to be like
Mommy because she is sweet," he is expressing an anaclitic identifica-
tion. Identification with the aggressor, contrastingly, occurs in upsetting
or traumatic situations and operates as a defense against fear and the
sense of impotence. It is more automatic and less subjectively voluntary,
but if one were to put words to the process they would be, "Mother is
terrifying me. I can master this terror with the fantasy that I'm the
mother, not the terrified, helpless child. I can reenact this scene with
myself as the instigator and thereby reassure myself that I will not be
the victim this time." Weiss and Sampson and their colleagues (Weiss,
Sampson, & the Mount Zion Psychotherapy Research Group, 1986) re-
fer to this process as "passive-into-active transformation."

Freud tended to write and speculate in greater detail about the lat-
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ter kind of identification, not because it was more common, but be-
cause it was more unconscious, problematic, and at variance with
commonsensical, rationalistic, and behavioral explanations of behavior.
His description of the identification that results from the oedipal situa-
tion is basically an identification-with-the-aggressor explanation, al-
though in healthy family situations, the aggression is not so much in the
parent as projected there by the child. In the classical oedipal triangle,
the child longs for one parent, feels competitive with the other, becomes
worried (because feelings and actions are not yet fully separate in the
child's mind) that his or her aggression is dangerous, becomes afraid
of retaliation from the object of the aggression, and then resolves this
anxiety-filled predicament by a decision to be like the person of whom
he or she is afraid ("I can't get rid of Daddy and have Mommy, but I
can be like Daddy and have a woman like Mommy"). This scenario
throws light on many diverse psychological phenomena, including, for
example, the persistence of triangular themes in literature, the anxieties
and depressive reactions people commonly suffer when they have at-
tained some personal triumph, and the tendency for children between
three and six to have nightmares in which they are threatened by mon-
sters of their own aggressive imaginings.

For a period of time in the mid-twentieth century, oedipal, identifi-
cation-with-the-aggressor formulations became such a popular way of
understanding identification that research psychologists were spending
considerable energy demonstrating the existence of a nonconflictual
type of identification. Sears and his colleagues (e.g., Sears, Rau, & Alpert,
1965), after designing a number of ingenious experiments that elicited
an automatic and emotionally uncomplicated type of identification,
coined the term "modeling" to contrast this process with the anxiety-
filled, defensively motivated oedipal scenario sketched out by Freud. In-
terestingly, the notion of modeling is quite similar conceptually to
Freud's observations about anaclitic attachments.

Anyone who has watched preschoolers play knows how startling it
is to see them enact every detail of a parent's tone and gesture. Some
identification, especially the kind seen in young children, looks like a
kind of "swallowing whole" of the person being taken in. Even in older
people—for example, a college student who has become enamored of a
particular mentor, or a cult member emulating a revered guru—one
sometimes sees such a wholesale incorporation of the esteemed object
that the person identifying seems to have disappeared and become a
clone of his or her idol. An idealizing admirer can pick up the way
someone walks, talks, laughs, sighs, and eats spaghetti. In other in-
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stances, identification strikes one as more nuanced and subjectively vol-
untary: The identifier takes on some features of the object and rejects
others. Most of us can readily describe both the aspects of ourselves
that represent our wish to be like a childhood influence and the aspects
that represent our resistance to such identifications.

In post-Freudian psychoanalytic writing, there is a long scholarly
tradition, fed by the distress of therapists confronting the maladaptive
identifications of their patients, of trying to understand the develop-
ment of normal identificatory processes. In 1968, Roy Schafer de-
scribed a progression in children from a swallowing-whole type of as-
similation of a caregiving person (cf. Jacobson, 1964) through stages of
greater and greater discrimination and reflection, approaching finally a
seasoned process of identification, in which the object is appreciated as
a complex, differentiated Other, whose qualities are appropriated in a
way that feels to the child more selective and voluntary. While two-
year-olds simply march around with their mother's pocketbook, chil-
dren in the oedipal years can comment engagingly about just which
qualities of which parent they want to adopt.

Some writers have used the term "identification" very broadly; oth-
ers, like Schafer, have tried to differentiate between earlier incorpora-
tion and later forms of taking in the qualities of others. Empirical evi-
dence now suggests that the development of internal representations of
caregivers proceeds simultaneously with the development of internal
representations of self (Bornstein, 1993), and that these representations
of self and other evolve in hierarchical stages, influencing a child's per-
ceptions, expectations, and behaviors (Horner, 1991; Schore, 1997;
Wilson & Prillaman, 1997). In contemporary psychoanalytic writing,
the term "intrejection" is most commonly used (probably because it
can be neatly contrasted with its counterpart process, projection) for
the kinds of internalization that predate more mature identificatory
processes. The internalized images of people important to the develop-
ing child are thus called introjects. As the internalization process ma-
tures from presumably unreflective mimicry to discriminating, subjec-
tively voluntary efforts to take on certain specific features of someone
else's personality, it looks less introjective and more deliberately identi-
ficatory.

The identification process seems quite uniform across families and
cultures. The content of an identification can be either benign or deeply
problematic. When one's earliest internalizations are maladaptive, they
present grave difficulties for therapy later because of their preverbal,
automatic nature. In her doctoral research, my former student, Ann
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Rasmussen (1988), interviewed women who had been repeatedly and
viciously abused by their lovers and spouses. Her subjects were the
kinds of people who typically exhaust the reserves of workers in
women's shelters: They kept going back to their abusers. During one
meeting, the two-year-old son of her interviewee made a Play-Doh rep-
resentation of a scar, which he proudly stuck to his cheek and showed
off to his mother and her guest. His introjection process was normal,
but the content of his effort to be like his mother boded badly for his fu-
ture.

The original psychoanalytic literature on this topic concentrated on
the child's acquisition of parental characteristics as if the child's devel-
opment were dynamic and the parent's influence were relatively static.
More recent psychoanalytic research and theorizing about development
(e.g., Brazelton, Koslowski, &c Main, 1974, Brazelton, Yogman, Als, &
Tronick, 1979; Trevarthan, 1980; Lichtenberg, 1983; Stern, 1985,
1995; Beebe & Lachmann, 1988; Greenspan, 1981, 1989, 1997) ad-
dresses identificatory processes from a more intersubjective standpoint,
emphasizing the mutual influences that the child and caregiver exert on
each other. In fact, the more we learn about how people develop their
sense of individual identity, the more back-and-forth the process of
identification seems to be: An infant takes in characteristics of its
mother, who changes to adapt to her particular baby, who reinter-
nalizes the changed mother, and so on.

The existence of this intersubjective "dance" (cf. Lerner, 1985,
1989) is one reason we cannot assume that an internalized object is
equivalent to a living person. The father I originally identified with was
the omnipotent, omniscient father of my earliest idealizing perceptions,
not the man I grew to appreciate as an adult, who was both fragile in
his self-esteem and uncertain in his understanding. Accidents of history
can also affect the nature of internalizations. I once treated a young
man for a pervasive aloofness. All his relationships, including his con-
nection with me, seemed cold and rejecting. His explanation for his ten-
dency to distance from people was that his mother was a "human re-
frigerator," incapable of warmth. In our initial interviews, I found him
a difficult and perplexing client, incapable of mutuality to the extent
that he could not even be engaged in recounting his personal history. I
asked his permission to interview his mother and braced myself to deal
with an automaton. To my astonishment, she was not only warm but
also deeply loving and concerned for her son. It emerged in her account
of his childhood that during the first months of his life, she had had a
serious contagious illness and had been forbidden to touch or hold him.
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Other relatives had given him minimal custodial care. The refrigerator
mother he had internalized was nothing like the flesh-and-blood parent
who wept in my office about his rejection of all her efforts to reach him.

One important part of a diagnostic formulation is the assessment of
how primitive or mature are the client's identificatory processes. Kern-
berg (1984), one of the more articulate diagnosticians in a long line of
therapists who have known the value of asking patients about their
early objects, has argued for the specific utility of asking an incoming
patient to describe his or her parents and other significant influences.
Generally speaking, it is diagnostic of individuals at the borderline and
psychotic levels of psychological organization to describe others in
global, holistic ways that emphasize either their overall goodness or
their irredeemable badness, while people in the neurotic and healthy
ranges give balanced and multidimensional accounts of people (cf.
Bretherton, 1998). Information of this sort is important to the therapist
in choosing whether to conduct treatment along the lines of a sup-
portive, expressive, or uncovering model (Kernberg, 1984; Rockland,
1992a, 1992b; McWilliams, 1994; Pinsker, 1997).

Both of the aforementioned clients, the woman with the anger
problem and the aloof young man, depicted their parents in uni-
dimensional ways. When listening to such descriptions, the interviewer
typically feels at a loss for any sense of what the described person is re-
ally like. The object presented comes across as either a saint or a Satan,
not a struggling human being trying to cope with being a parent as well
as possible given whatever handicaps his or her own personal history
and current circumstances have created. Both of these illustrative clients
were appropriately diagnosable as in the borderline range developmen-
tally; typologically, the woman was organized in a predominantly para-
noid way, and the man was more schizoid. The combination of para-
noid and borderline dynamics that she presented required a supportive
stance from the therapist, whereas he responded well to expressive ther-
apy.

But even people who are quite mature psychologically can have ar-
eas in which they have unreflectively put certain objects in all-good or
all-bad categories. Hysterically organized clients, for example, have the
reputation for being quite impressionistic about people, even when they
are otherwise capable of astute and incisive insights (Shapiro, 1965).
Similarly, high-functioning depressive people tend, like more disturbed
depressive individuals, to be all-or-nothing in their identifications, often
having only negative perceptions about themselves and nothing but
good to say about others (Jacobson, 1971). In hysterically oriented and
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histrionic clients, this tendency to idealize or devalue defends against
perceptions that stimulate fears of being overwhelmed or injured; in de-
pressive ones, it protects the hope that by association with good objects,
the badness in their own soul can be counteracted.

CLINICAL IMPLICATIONS
OF UNDERSTANDING IDENTIFICATIONS

Data about internalizations, especially those that have an all-good or
all-bad flavor, have significant implications for psychotherapy above
and beyond the general question of conducting supportive versus ex-
pressive versus uncovering treatment. First, they cue the interviewer
about how to try to make an initial connection with a patient. A good
general rule is for the therapist to find ways, within standard profes-
sional practice, to exemplify how he or she differs from the patient's
pathogenic internalized objects. If a person reports that a parent was
unremittingly self-centered, the therapist needs to demonstrate an altru-
istic sensibility. If the internalized parent is critical, the accepting as-
pects of a therapy relationship require special emphasis. If the introject
is seductive, the therapist must be especially careful about professional
boundaries. These sensitive responses will not prevent the patient from
eventually experiencing the therapist as like the internalized objects, but
they will make it more likely that once such transferences appear, the
client will appreciate the difference between his or her projections and
the features of the therapist that contradict what has been projected.

Second, as implied in the foregoing paragraph, these data give the
practitioner advance notice of the nature of the main transferences that
will appear in treatment. Identifications are powerful and driving psy-
chological forces. No amount of determined kindness from a therapist
will prevent a victim of childhood abuse from going through the experi-
ence of feeling that he or she is about to be (or has been) abused by him
or her. No demonstration of acceptance is adequate to ward off the
conviction of immanent rejection held by patients who have internal-
ized a rejecting object. Nor would it be advantageous to most clients if
a therapist's efforts to be discriminated from the internalized objects
were successful over time. People come to therapy precisely because ex-
periences that "should" have counteracted the expectations laid down
in their childhoods have failed to have that effect. They need to project
onto the therapist the internalized figures that keep compromising their
growth and satisfaction, and then learn to relate to them in a manner
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different from the one they adopted in childhood. Freud (e.g., 1912), re-
flecting on transference and its therapeutic potential, was fond of com-
menting that one cannot fight an enemy in absentia.

Third, understanding the cast of characters that have lived in the
mind of one's client and what each of them means to him or her is criti-
cal to devising strategies to help. Sometimes it is the only avenue down
which one can move to a position of influence. Some years ago, I
worked with a man who was chronically and relentlessly suicidal.
When his bipolar illness did not have him completely in its grip, he was
a delightful, creative, and highly effective clergyman, husband, and fa-
ther. My sessions with him when he was not acutely depressed were riv-
eting and moving, and they were also productive in the sense that he
valued what he was learning about himself and was able to make nu-
merous positive changes in his behavior.

When his depressive feelings overcame him, however, he could find
no reason to live, despite the pleadings of a substantial number of peo-
ple who loved him and relied upon him. He had a suicide kit at home, a
cache of pills more than adequate to do him in, and all my efforts at ne-
gotiating with him to get rid of the tools for his destruction only elicited
from him the comment that if I insisted that he give up the means to kill
himself, he would be glad to lie to me and say he had done it, but he
had no intention of sacrificing the sense of ultimate control and auton-
omy that his suicide kit gave him. Understandably, he gave me several
sleepless nights, and more than once, I encouraged him to hospitalize
himself when his wish to die seemed palpably stronger than his interest
in living.

This client's suicidal intentions were highly overdetermined. His
family history suggested a clear genetic contributant to bipolar illness.
In addition, he had been unrelentingly criticized, controlled, and physi-
cally abused by his mother, leaving him with the internal conviction
that he deserved punishment, and that his inherent badness would ulti-
mately earn him rejection by anyone who really got to know him. When
he was a young child, his only escape from his mother's mistreatment
was running away, something he did in large and small ways from the
time he could locomote. It comforted him to know he could exit the
world if life became unbearable. In his mind, his suicide kit represented
the equivalent of the escape routes he had used as a child. He had also
been sternly socialized never to express or even acknowledge the feeling
of anger. He consequently experienced any aggressive feelings as part of
his badness, and he would berate himself for even trivial instances
where he felt his unwitting hostility or selfishness had hurt someone.
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His self-esteem had been damaged by a family that cared more about
how he looked to others than about how he felt internally, and his sense
of efficacy had been crippled by his powerlessness to influence either his
mother's tirades or his father's passive-aggressive, alcohol-contaminated
responses to them.

I had tried, as had his psychiatrist and several emotionally astute
relatives and friends, to confront his stubborn suicidality by making his
anger more conscious, by analyzing his irrational but understandable
conviction that he was bad, by calling his attention to his wishes to pay
his mother back for her abuse of him by mortifying her with his suicide,
by realistically looking at what it would mean to his wife and three chil-
dren if he killed himself, and by exploring his Tom Sawyeresque fanta-
sies of what people would feel and say at his funeral. I tried to get him
to pay attention to the transference, to explore how he imagined it
would affect me if he died, and to find the hostility in that and express
it in less self-destructive ways. None of this had much effect.

One thing that did engage him, however, was an exploration of his
identification with his father. A critical feature of this client's history
was that his own father had committed suicide after a particularly
wounding remark by his wife. My patient had looked desperately to
this man to protect him from his mother's attacks and to give him an al-
ternative model of how to be an adult. It emerged that he deeply ad-
mired his father for killing himself, as it was the only time he had ever
seen anyone get the last word with his mother. He regarded the suicide
as the consummate grand gesture, an irreversible "Fuck you!" to a
woman who had acted tyrannically toward both her husband and her
boy. One of the compelling attractions of suicide to him was its mean-
ing as a masculine rejection of feminine dictatorship.

Once we had made this connection, we could look together at
whether his father's suicide had actually been an act of courage or
whether he had simply needed to see it that way, in preference to con-
fronting the painful realization that his father was so weak and demor-
alized that he let his wife's mistreatment destroy him. Eventually, this
patient went through a kind of epiphany in which he realized he was fu-
rious at his father for abandoning him. At that point, he could appreci-
ate emotionally rather than just intellectually what he would be doing
to his children if he deprived them of his existence. He could also think
about how another man might have responded to his mother's behavior
and imagine a much less self-destructive version of masculine strength.
His identification with his father was diminished, and his emotional
readiness to take in the qualities of other male figures was enhanced.
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Finally, it is important for therapists to understand primitive and
unidimensional internal presences because the appreciation of complex-
ity and contradiction in others and in the self is such a central aspect of
psychological maturity and personal serenity. That appreciation re-
mains an important overall goal in long-term psychotherapy. The clini-
cian thus tries to help modulate a patient's all-good and all-bad images,
to bring into awareness the positive features of a hated object and the
negative aspects of a revered one, to find love alongside hate and hate
where the person has been conscious only of love. Eventually, in effec-
tive therapy, stark and unidimensional images are replaced with realis-
tic perceptions of the strengths and weaknesses of any individual hu-
man being. People who become more accepting of the emotional and
moral complexity of others also become more accepting of their own
assets, liabilities, and contradictions.

This principle of modifying all-bad and all-good internalized im-
ages applies even to people who have been savagely mistreated by early
authorities who seem nothing short of monstrous to the therapist. Peo-
ple cling to their internalized objects, however bad they are, in the same
way that abused children cling to their abusive caretakers. When a ther-
apist joins a client in consigning a parent to the category of "bad," the
inevitable fact that the client loved that parent is not being let into con-
sciousness and embraced as part of the self. The therapist has colluded
with a disavowal of an important part of the patient's personality.
Abused clients need to find their anger at having been damaged, to
grieve their tragic histories, and eventually to appreciate that the perpe-
trators of their injuries were damaged human beings, usually with hor-
rific histories of their own. They need to remember that they both loved
and hated their abusers (Terr, 1992, 1993; Davies & Frawley, 1993).

CLINICAL POSSIBILITIES WHERE
COUNTERIDENTIFICATION PREDOMINATES

The patient who is determined to be the polar opposite of a destruc-
tive parent or caregiver is a familiar clinical phenomenon. I know
many people, both among my clients and among my friends and
colleagues, whose capacity to take a counteridentificatory position
clearly saved them from the worst possible consequences of a difficult
history. Research on the sequellae of child abuse (e.g., Haugaard &
Reppucci, 1989) has established that even though it is common for
abusers to have been the victim of an abusive parent themselves, it is
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also true that having a brutal childhood does not destine one to be a
brute. Many maltreated people have reared their sons and daughters
humanely with the help of a powerful internal determination not to
recreate their parent's transgressions. Counteridentification can make
the difference between emotional devastation and the self-esteem that
comes from resisting internal pressures to submit to a self-defeating
family pattern.

One problem with Counteridentification, however, is that it tends
to be total and uncompromising. A friend of mine holds her hypo-
chondriacal mother in such contempt that she avoids medical treatment
even when ill. Another acquaintance has been so determined not to be
like his alcoholic father that he became a moralistic teetotaler whose
children could not resist the temptation to rebel by experimenting with
drugs. Therapists are often confronted with clients who cannot consider
changing their behavior in a positive direction because the object with
whom they are counteridentified used to act that way at times. A
woman I know lives in chronic clutter and disorder because her father's
second wife, whom she experienced as cold and rejecting, had a passion
for neatness and organization. Despite the self-defeating and illogical
nature of her position, this accomplished, intellectual woman explains
that she cannot clean up her act because it would make her feel too
much like her stepmother. To her, being orderly means being cold. (It
may have been patients like this that propelled the behavioral move-
ment in psychotherapy to develop a cognitive dimension: Too many
people were not doing their homework because it made them feel like
someone they hated, about whom they nurtured powerful but irrational
attitudes.)

These dynamics are important to understand if the therapist is to
avoid the frustration of exploring avenues of change that repeatedly en-
counter a stubborn resistance. Sometimes a relatively mild observation
(e.g., "Because your stepmother was both orderly and cold, you've as-
sumed that to be orderly means to be cold") can liberate a client from
the automatic posture of Counteridentification. Sometimes it is neces-
sary to make interpretations that have more punch (e.g., "You're so
afraid of being like your stepmother that you reject even her good quali-
ties" or "You prefer your disorganization, even though it's obviously
self-destructive, to giving your stepmother—who is now dead—the sat-
isfaction that you're like her in any way!"). Often, one cannot make
headway with actions that are determined by Counteridentification until
they appear in the transference ("You're getting to sessions late and
cheating yourself of the time you pay for—all because you're experienc-
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ing me as an orderly person like your cold stepmother, whom you have
to defy at any cost").

Sometimes one can take advantage of a counteridentification to
help a person change in a desired direction. A potent antidote to a
maladaptive behavior is the therapist's exposure of its meaning as an
identification with an early object from whom the patient has earnestly
striven to be different. A woman I worked with, who had found her fa-
ther's grandiose, manic, controlling style unbearable, had made every
conscious effort to behave counter to his example. She took pains to be
sensitive to others, to allow them their space, to be sure her own agenda
never overwhelmed those of the people to whom she was close. She
came to me for help with, among other things, the symptom of not be-
ing able to manage money well. In particular, she could not resist any
pressure from her partner to spend more than they could afford, some-
thing she attributed to her general compliance—that is, her counter-
identification with her controlling father. It was when we unearthed the
fact that her behavior in the financial area was in subtle ways very
much like her father's, in that he had never been able to resist throwing
money around in the service of demonstrating his power, that she was
able to put her determination to be different from him into the service
of economizing.

On the topic of identification and counteridentification, I cannot
resist mentioning the dissertation research of my colleague Kathryn
Parkerton (1987). She was interested in whether analysts grieve during
or after the termination phase with their analysands, and in pursuing
this question, she interviewed ten very experienced practitioners in her
area. In the service of getting relevant information, she asked them
about many practices related to ending treatment. Did they become
more self-disclosing in the final weeks of therapy? Did they ever accept
gifts from patients at the end of the work? Did they discourage or en-
courage the person's relating to them as a colleague or friend once the
treatment was over? Did they keep in touch with former analysands?
Did they send them Christmas cards? Did they encourage them to come
back for "tune-ups" at some future time?

These ten analysts turned out to be all over the map with respect to
whether they mourned the end of an analysis. One woman denied any
feelings of sadness, explaining that she felt an exhuberant sense of "Bon
voyage" and the pleasant anticipation of getting to know a new client.
A male analyst confessed that he suffered terribly, going through all the
Kubler-Ross stages in relation to each patient who "graduated." More-
over, the subjects varied widely in their answers to the specific ques-
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tions. Not only were they strikingly diverse, but also—most interesting
to me—they all believed that their particular set of rules and practices
comprised the "classical" or "accepted" standards of psychoanalytic
behavior! What their convictions actually turned out to correlate with
were their own analysts' practices: They either handled termination ex-
actly as their own therapist had handled it or in the polar opposite way.
They all had rationales for their technical choices, but one suspects that
the identification came first and the explanations later.

ETHNIC, RELIGIOUS, RACIAL, CULTURAL,
AND SUBCULTURAL IDENTIFICATIONS

Even in the current cultural climate, where issues of diversity have been
raised much more than they were during the time of my own training as
a therapist, it probably cannot be overemphasized that therapists need
to appreciate the ethnic, religious, racial, class, cultural, and subcultural
identifications of their clients. A plea for such understanding does not
mean that therapists must become experts ahead of time on all the pos-
sible backgrounds from which their patients may come (though, as with
anything else, the more general knowledge one has, the better); it means
that we all must be attentive to the possible implications of identifica-
tions very different from our own (Sue & Sue, 1990; Comas-Diaz &
Greene, 1994; Foster, Moskowitz, & Javier, 1996). Even the Western
notion of an individualized self, however automatically those of us
raised in this culture assume such a construct, is not a ubiquitous aspect
of human psychology (Roland, 1988). Nevertheless, the phenomenon
of identification as a critical developmental process seems universal.

Nothing in the DSM captures the importance for an effective thera-
peutic connection of understanding how Irish families tend to socialize
people to control affect, while Italian ones socialize them to vent it, and
what kinds of shame or guilt may overcome people when their actions
contravene the messages of their cultures of origin. The kinds of ques-
tions explored in Ethnicity and Family Therapy (McGoldrick, Gior-
dano, &C Pearce, 1996) have had inestimable value for therapists,
whether or not they practice a family system model of treatment. Like-
wise, Lovinger's (1984) Working with Religious Issues in Therapy has
made it easier for therapists to understand the psychological implica-
tions of the contrast between Protestant guilt about acting on one's in-
evitably selfish feelings and Catholic guilt about having selfish feelings.
When Grier and Cobbs (1968) wrote Black Rage, they sensitized a
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whole generation of Caucasian therapists to the implications of being
African-American. More recently, Nancy Boyd-Franklin (1989) has
usefully summarized decades of work on black subcultures in Black
Families in Therapy.

Sometimes it is more important to know that someone is Ukrainian
than to know that he or she suffers from a dysthymic disorder. Because
a solid working alliance is a necessary condition of doing psychother-
apy, those understandings that make an alliance possible are more criti-
cal to the success of any individual treatment than the therapist's so-
phistication about the dynamics of a specific symptom. When one
practices in an area containing an ethnic population considerably differ-
ent from one's own, it is important to pursue available knowledge
about working with people from that group. Studies over the past two
decades (e.g., Acosta, 1984; Trevino & Rendon, 1994) demonstrate
that with rather brief training, therapists can reduce the frustrations—
and consequent premature terminations—of minority clients who are
trying to make themselves understood by therapists from the dominant
culture.

If one is unfamiliar with the psychological implications of some-
one's coming from a particular ethnic, racial, or cultural background
and cannot find good material on the topic, one should simply ask the
patient for education about the values and assumptions of his or her
group. Not only does such an inquiry make the critical point that there
are no conversational taboos in psychotherapy (in contrast to most so-
cial settings, where racial, ethnic, and sexual-orientation differences
among people are privately noted but rarely discussed), it has been my
experience that clients are pleased to be asked, appreciative of a thera-
pist's genuine curiosity about their heritage, and generous with their
knowledge. In fact, the experience of teaching one's therapist can have
a nice counteractive effect on the patient's feeling that the role of the
person seeking help is a one-down position in which the therapist has
expertise and the client has only ignorance.

When misunderstandings inevitably happen in a treatment between
therapist and client of different backgrounds, therapists are well ad-
vised not to jump to textbook conclusions about the meaning of the dif-
ficulty, but to draw out the patient about his or her experience, expecta-
tions, and assumptions. A cautionary area in which ethnic differences
may determine what is therapeutic versus what is destructive, and
where it is hard not to make mistakes, involves instances when the cli-
ent brings a gift to the therapist. Cultures vary widely in their attitudes
toward gifts, in the functions that gift giving performs, and in their
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members5 expectations about the proper ways gifts are to be received.
Standard psychoanalytic practice has always been for therapists to turn
down gifts—with warmth and tact, but nonetheless with the clear com-
munication that in a psychotherapy relationship, transactions are ex-
pected to be in words, not acts. It has been a good general rule for ther-
apists to assume that when a patient feels impelled to bring a present to
the therapist, something is being expressed in an action that should be
converted into a verbalization and then understood together. The old
adage "Analyze, don't gratify" (in this case, do not gratify the ostensi-
bly generous impulse of the gift giver—find out what is being expressed
with the gift) has become lodged in the superego of a whole generation
of dynamically inclined therapists. In fact, impassioned controversies
about the theory of psychotherapy have been known to swirl around
the question of simple transactions such as whether it is ever appropri-
ate for a clinician simply to accept a gift without any comment other
than "thank you" (e.g., Langs & Stone, 1980).

For a therapist to turn down a small gift—however graciously—
from someone strongly identified with caregivers in a subculture in
which gift giving is expected in both personal and business transactions,
is to invite a therapeutic crisis. No matter how tactfully educated, the
client is likely to be wounded in his or her effort to identify with re-
spected others who have exemplified not only generosity but also the
power and dignity that goes with being able to give a gift. Since the ulti-
mate rationale for the conventional taboo against accepting gifts is to
be sure that clients are talking freely rather than acting out their
thoughts and feelings, it expresses a dangerous confusion of means and
ends for a therapist to implement the "rule" of nonacceptance of gifts in
instances where the appreciation of a gift will facilitate the client's self-
disclosure, and the rejection of it will most likely provoke an injured
withdrawal (cf. Whitson, 1996).

A myth exists—and persists with astonishing stubbornness—that
people who are poor, marginal, alienated from the dominant culture, or
unconventional in some important way are not good candidates for an-
alytically oriented therapy. While it is true that people in such groups
usually require some education as to what the therapy process is all
about, and also require a special sensitivity and flexibility based on the
therapist's appreciation of their special circumstances, there is no evi-
dence that the verbal, insight-oriented therapies are not adaptable for
people in such populations. In fact, it may represent one of the most ar-
rogant forms of prejudice for people in the dominant sectors of a cul-
ture to pronounce its minority members "unsuited" to the collabora-
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tive, verbal, in-depth therapies (cf. Singer, 1970; Javier, 1990; Altman,
1995; Thompson, 1996). But it is true that therapists who work with
people significantly different from themselves in terms of ethnicity, reli-
gion, race, class, culture, and sexual orientation have some extra work
to do in their efforts to understand both the identifications of those they
treat and their own silent prejudices and assumptions.

SUMMARY

In this chapter, I have explored the significance and treatment implica-
tions of a patient's individual identifications. I have commented on the
developmental range of internalization processes—from primitive intro-
jective phenomena to subjectively voluntary and nuanced identifica-
tions—and described how the nature and developmental tone of some-
one's internalized objects can be deduced from his or her transference
reactions. I have explored some clinical implications of understanding
both identifications and counteridentifications, and I have concluded
with some observations about the clinical importance of appreciating
the contributions of ethnicity, race, religion, class, culture, and minority
status to anyone's psychology.
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C H A P T E R E I G H T

Assessing Relational Patterns

LOSELY related to the question of a person's identifications is that
of his or her repetitive ways of relating to other people. Where the issue
of identification addresses mainly who are the patient's models, and
what were the qualities about them that he or she wants to assimilate or
reject, the issue of relational pattern concerns how the person's connec-
tions with his or her main love objects were expressed. A mother can be
loving and positively valued, and her daughter may want to be like her
in many ways, yet the primary way the girl has learned to relate to her
may be compliant or rebellious, withdrawn or involved, demanding or
self-abnegating, or any one of a virtually limitless number of possibili-
ties. The interpersonal styles of caregivers and the underlying themes
about relationship that they express are taken in by children, along with
the more static qualities that people tend to refer to as "traits." In
Chapter Seven I discussed internalized objects; in this one, I discuss the
more complex topic of internalized object relations.

Specific questions about relationship patterns are often unnecessary
in an intake interview. Because recurring interpersonal problems are
among the chief reasons people seek psychotherapy, clients will fre-
quently begin the session with a description of a persistent, maladaptive
pattern of relationship. "I keep falling in love with abusive men," or
"Every time I get excited about someone, I find her flaws and get disil-
lusioned," or "I have this problem with authorities" are common re-
sponses to the therapist's opening invitation to patients to describe
what brings them to a mental health professional. When a relational
pattern is the chief complaint, one's formulation about it can be com-
paratively straightforward. When the presenting problem is a mood dis-
turbance or obsessional thought or posttraumatic reaction or something
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else not conspicuously embedded in an interpersonal theme, the thera-
pist must infer the central relational conflicts from transference data
and historical information. Sometime it is also helpful to ask questions
such as, "How would you describe your most important relation-
ships?" or "What is your marriage like?" or "Are you close to any-
one?" or "What do you value in people?" But the most reliable infor-
mation tends to appear in the client's responses to the therapist.

Let me begin with a couple of examples of recurrent relational pat-
terns that can show themselves in the first meeting of treatment. I re-
cently interviewed a woman who wanted to see me for therapy. She ex-
plained that she had a persistent tendency to idealize male authorities
and, despite a happy marriage, to become infatuated with certain men. I
listened, felt warmly disposed toward her, felt I could probably help her
with her problem, and found myself looking forward to working with
her. Toward the end of our meeting, when she was recounting her prior
experiences in therapy and counseling—all with female practitioners—I
asked whether she had ever thought about going to a male therapist,
given that her repetitive patterns with men might be immediately stimu-
lated in such a situation. Her face fell, and I could tell that she inter-
preted my question as meaning that I did not want to work with her.

She very quickly started considering that it might be a good idea to
see a man. She began to ask me about male practitioners in the area, but
it was clear that her heart was not in this conversation. When I stopped
her and explained that I had only been curious, that I had simply
wanted to find out her thinking about having chosen only female thera-
pists, she still looked skeptical. She seemed to feel driven to take care of
me rather than to stand for her own needs and decisions, and if I
wanted to get rid of her, she was not going to give me trouble. As we in-
vestigated this, we found a whole recurrent pattern of compliance and
caretaking, secondary to fears of rejection, that characterized her be-
havior with both women and men.

Another person I recently interviewed with the objective of finding
a referral for her, because I did not have room in my practice for a new
patient, was a deeply dysthymic woman. She speculated that the source
of her depression was a family history in which she had been the last
child, an unplanned one, and that she had always felt treated like excess
baggage. Her parents were overburdened, financially strapped, and pre-
occupied during her early years, and she never had the feeling that they
were interested in listening to her. She commented that she had learned
to keep her private feelings very carefully hidden from them. She had
had several previous therapies, but she thought they had only made her
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feel guiltier about how little energy she had. I felt at the end of the inter-
view that my understanding of her was disturbingly incomplete.

With her permission, I called the social worker who had referred
her to me for evaluation and asked her perceptions about what kind of
practitioner would be a good match for this woman. To my surprise,
she told me that to her way of thinking, this client had never had real
psychotherapy. She had been to a succession of people who called
themselves Christian counselors and mainly used persuasion and Bibli-
cal authority to tell patients how they should be feeling and behaving.
She had decided she would go to a more conventionally trained thera-
pist, but she was nervous about it, because she was a deeply religious
woman who expected a secular practitioner to debunk her faith. In fas-
cinating parallel to the secretive way she had survived her mother's lack
of availability to her (probably reinforced by my literal unavailability to
take her on as a regular patient), she had not told me any of this.

A therapist needs to become familiar with the internal world of a
client. Are its inhabitants generous or stingy, controlling or permissive,
impinging or distancing, validating or undermining, exploitive or sup-
portive, autocratic or consensual, merciful or punitive, critical or ac-
cepting, warm or cold, active or passive, inhibited or expressive, pas-
sionate or indifferent, involved or negligent, predictable or chaotic,
stoic or self-indulgent? What were the patient's reactions to the child-
hood emotional environment? What repetitive conflicts occurred? The
subtleties of a person's interpersonal history live on in current relation-
ships, color the therapeutic connection, and constitute an area the clini-
cian must address if he or she is to wield any therapeutic influence.

This observation has been made, with some variation in emphasis
and yet with extraordinary commonality of overall conceptualization,
by a remarkably diverse group of researchers. Some of them have influ-
enced each other; others have started from isolated positions or less
mainstream theoretical assumptions and have found that their data led
them to similar relational phenomena. I am thinking of concepts such
as Malan's (1976) "nuclear conflict," Gill and Hoffman's (1982) "pa-
tient's experience of the relationship with the therapist," Bucci's (1985)
"referential set," Stern's (1985) "Representations of Interactions that
have been Generalized" ("RIGs"), Henry, Schacht, and Strupp's (1986)
"cyclical maladaptive pattern," Tomkins's "nuclear scene" (see Carl-
son, 1986), Weiss, Sampson, and colleagues' (1986) "higher mental
functioning hypothesis," Dahl's (1988) "fundamental repetitive and
maladaptive emotional structure" or "frames," Horowitz's (1988) "per-
sonal schema," the "model scenes" concept of Lachmann and Lichten-
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berg (1992), the "core conflictual relationship theme" of Luborsky and
Crits-Christoph (1998), and Bretherton's (1998) concept of "represen-
tations." Lorna Smith Benjamin's (1993) empirically derived Structural
Analysis of Social Behavior represents one of the most thoroughgoing
empirical research projects whose outcome is consistent with this em-
phasis on the patterning of relationship as crucially diagnostic. In some
nonpsychoanalytic writing, one finds a similar emphasis on repetitive
patterns, for example, in the work of Klerman and his colleagues
(Klerman, Weissman, Rounsaville, & Chevron, 1984) on "interper-
sonal psychotherapy."

Long before researchers identified repetitive scripts (templates,
story lines, cognitive maps, personal tapes, subjective constructions—
pick your metaphor) as central to an understanding of individual psy-
chology and psychopathology, therapists were impressed with the re-
current nature of a limited number of themes in their clients' internal
worlds and external relationships. Immersion in the effort to help peo-
ple hour after hour puts a practitioner repeatedly in a role that elicits
each patient's unique set of assumptions about authority, dependency,
intimacy, gender, power, emotion, and other aspects of relationship.
The contemporary psychodynamic clinical literature usually refers to
recurring interpersonal configurations as "internalized object relations"
(e.g., Kernberg, 1976; Ogden, 1986; Bollas, 1987; Horner, 1991;
Scharff & Scharff, 1987, 1992). Sandier and Rosenblatt's (1962) con-
cept of the individual's subjective "representational world" and At-
wood and Stolorow's (1984) emphasis on "structures of subjectivity"
are related concepts in that they are attempts to capture this dimension
of individual psychology. A popularized and highly simplified approach
to understanding relational themes appeared in the 1970s in Eric
Berne's (1974) "transactional analysis," with its portrayal of certain
common "games" or "scripts."

In psychotherapy, the issues that get hashed and rehashed ("worked
through") between the patient and therapist, and between the patient
and the main people in his or her life, tend to be repetitive dramas that
after a while are excruciatingly familiar to both client and clinician. If
Oliver Wendell Holmes was right that we all have one speech to give,
and we give it repeatedly in various forms all our lives, it is also true
that every person in therapy seems to have one main relational territory
to explore and expand on, no matter how many different directions
there are from which to approach that area. We all have our repetitive
patterns, many of which are adaptive and benign. We come to psycho-
therapists when our central theme is problematic because it embodies a
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persistent and unremitting conflict. For example, we long for closeness
but behave in ways that distance people, or we seek release from inhibi-
tion but fear our impulsivity, or we desire autonomy but feel shame and
doubt when we act from a position of agency.

RELATIONAL THEMES IN THE TRANSFERENCE

The phenomenon of transference has sometimes been misunderstood as
a straightforward displacement of childhood attitudes toward care-
givers. It is actually much more complex. Whole atmospheres and in-
tensities and defensive constellations get transferred into the clinical sit-
uation. The therapist cannot be limited to the questions that Freud
identified as most important—namely, "Who am I to this person?" and
"Is that figure mainly positive or mainly negative?" He or she must also
feel out the nuances and meanings of what is transferred. There is a
two-step process in this aspect of assessment: (1) How can one describe
the pattern that keeps being reenacted? and (2) What are the origins,
meanings, motives, and reinforcers of that pattern for this person?

Let me illustrate via attention to a fairly common pattern: the ten-
dency to sexualize relationships. This proclivity may become evident as
early as during an initial interview; for example, when a heterosexual
female patient is in treatment with a male therapist. Parenthetically, let
me comment that most therapists concur that a sexualizing tendency is
not as immediate and observable when the patient is a heterosexual
male in treatment with a female therapist, probably because in Western
cultures the combination of higher-authority female with lower-authority
male is not perceived as having the same erotic potential. Such a pattern
is also likely to take a while to appear in the transference when the pa-
tient is gay or lesbian and of the same gender as the therapist, especially
if the therapist is assumed to be heterosexual, probably because of the
client's inhibition of yearnings that are socially disparaged.

Popular impressions aside, the phenomenon of "falling in love with
one's analyst" is neither inevitable nor easily comprehended. Freud was
the first person to try to make sense of such reactions, and he oversim-
plified them greatly. He saw erotic transferences as representing the dis-
placement of positive sexual strivings from infantile objects to current
ones. In other words, he would understand a heterosexual woman who
became sexually preoccupied with her male therapist as reexperiencing
feelings she once consciously had toward her father, feelings that had
been repressed at the end of her oedipal period. Analysts have long
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known that an erotic transference represents much more than this; sex-
ualization or erotization of a therapeutic relationship is never uncom-
plicated. (Some kinds of love in psychotherapy, in contrast, are quite
straightforward and not highly conflicted. As Bergmann, 1987, has
noted, the experience of coming to love a therapist is an expectable and
therapeutically essential aspect of the treatment process. In fact, ana-
lytic psychotherapy derives its effectiveness from just such feelings. The
more emotionally important a therapist is to a client, the more power
he or she has to counteract the negative effects of the passionately loved
and tenaciously internalized early caregivers.)

Contemporary therapists are open to many alternative possibilities
in understanding a person's erotization of the therapy relationship. I do
not refer to passing erotic feelings here, which occur in all relationships,
including professional ones, but a chronic immersion in fantasies of be-
ing the therapist's lover. For example, the client's persistent sexual at-
traction to the therapist can indicate an identification with a powerful
and seductive mother. Or it can be based on the opposite attitude, em-
bodying the unconscious conviction that power is a male prerogative
and that men must therefore be seduced into sharing it. Or it may be an
attempt to master by passive-into-active transformation (Weiss et al.,
1986) the anxieties created by childhood molestation. Or it may con-
tain a wish to defeat a hated parent by luring the therapist out of his
professional role. Sexualization with a man may be the way a woman
learned as an emotionally deprived girl to satisfy her needs for nurtur-
ance and warmth. Or it may betray a defensive need to prove that she is
not a lesbian. Or it may express a deeply valued victory over erotic inhi-
bition. Or it may represent a general pattern of being unable to feel sex-
ual with anyone other than forbidden figures. Or it may be a woman's
desperate attempt to bring life and feeling to a situation that otherwise
feels annihilating and dead. A persistently sexualized transference can
be a manifestation of any of these dynamics, and many others, and will
usually turn out to be a combination of several different unconscious
attitudes that have overdetermined an erotic stance (see Gabbard, 1994,
1996).

The empirical literature on the disturbing frequency of sexual mis-
use of patients by therapists (Pope, 1989) and the analytic literature on
boundary violations (Gabbard & Lester, 1995) attest to a problem of
considerable magnitude. Its existence suggests that the complex possible
meanings of a patient's erotization are not well understood by many
practitioners, who apparently prefer to see their clients' attractions to
them as expectable reactions to their intrinsic desirability. But even set-
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ting aside the problem of disastrous sexual enactments fueled by thera-
pists' narcissism, clinicians must figure out how to free their individual
patients of sexual preoccupations so that they can make use of treat-
ment to resolve the problems they came in to address. The erotization
of a therapeutic relationship calls for more than ethical clarity and rou-
tine tact. Whether one addresses the phenomenon by interpretation,
confrontation, limit setting, or quiet tolerance of an important striving
that will eventually run its course depends on one's appreciating the
main relational meaning to a particular person of an erotized connec-
tion.

A client's tendency to approach connection with another person in
a certain way will manifest itself in an initial interview and must be fac-
tored into an overall formulation. Accuracy in formulating a case de-
pends partly on a practitioner's ability to use his or her subjectivity to
understand the probable meaning of a relational form that is being
sculpted by a patient. In addition to reflecting on information from the
person's history that might explain the centrality of some specific rela-
tional tendency, a sensitive therapist uses his or her internal emotional
responses diagnostically. To illustrate how one does this, let me con-
tinue with the example of a person who tends to sexualize relationships.
One's subjective reaction to a seductive patient can be dominated,
among other possibilities, by enjoyment, fear, irritation, sexual excite-
ment, or narcissistic inflation. Each reaction would be saying something
different about what erotization does for this particular patient.

Naturally, because interviewers' reactions will be a combination of
their own relational proclivities and the emotional forces that are mak-
ing an impact on them, well-trained therapists try to sort out what is
"theirs" from what the client brings to the interaction (Roland, 1981).
In fact, many contemporary psychoanalysts emphasize the "co-construction"
of the transference (e.g., Orange, 1995) by the subjectivities of both
participants in the therapy process. One reason for the stress that psy-
choanalytic training institutes have traditionally placed on the personal
analysis of the therapist is that awareness of one's own patterns allows
one to distinguish between what a client is inducing and what the thera-
pist is inclined to feel in any interpersonal situation.

Over the years, I have concluded that many analytic supervisors
overemphasize the need for beginning therapists to identify their "own
stuff" when a client stirs them up. If this is the main direction one takes
when a patient activates some affective potential, one can get lost in
self-analysis and may conclude that the resolution of a difficult affective
state between two people is going to depend mainly on the therapist's
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working through his or her own conflicts. This is a misguided notion,
both because perfect self-knowledge and self-control are unattainable
and because patients come to resolve their own conflicts, not those of
their therapists. More to the point, such a focus distracts practitioners
from attending to the emotional forces that are acting on them, thus de-
priving both parties of a deeper understanding of what the patient is
bringing to the interaction. However significant the therapist's emo-
tional contribution to what goes on between the parties to the therapeu-
tic dyad, for diagnostic purposes, it is important first to get a sense of
what the patient seems to bring to any interaction.

Having made that point, I should add the caveat that just feeling
something in the presence of a client does not automatically mean that
the client is "putting" that feeling there. The appreciation of the diag-
nostic value of countertransference reactions, a liberative position that
at this point is comfortably mainstream, has unfortunately contributed
to a glib tendency in some practitioners to ascribe automatically to pa-
tients whatever uncomfortable states of mind they notice in themselves
(e.g., "I'm feeling angry now, so you must be trying to make me angry"
or "I feel confused, so that must be how you really feel"). Knowing that
the therapist's subjectivity may say a lot about the client's does not ob-
viate the need for discipline, introspection, and the weighing of more
than one explanatory possibility.

Many years ago, I conducted an intake interview with a man who
immediately called me "Nance," held the office door for me, and com-
plimented me on my outfit. He seemed to need to relate to me entirely
in a flirtation mode. I felt irritated by his manner and noted in myself an
inclination to get prissy and judgmental with him, as if to say, "Your
behavior is very inappropriate in a professional situation." Not wanting
to act out that response to his seductiveness before I understood it, I
tried to remain warm while boundaried, and I proceeded to collect in-
formation on his personal history. It turned out that he had experienced
his mother as extremely dominating and even sadistic in her treatment
of him. I began to see that one function of his flirtatiousness was an ef-
fort to express dominance over women he saw as potentially powerful.
My irritation was expressing my defensive reaction to his effort to put
me in a one-down position. Intriguingly, later in the hour, when I com-
mented nonjudgmentally on his tendency to flirt with me, his reaction
was to feel exposed and bereft of an important "weapon." He then pro-
ceeded to get too sleepy to attend to the rest of the interview. He some-
what reluctantly went on to describe a recurring pattern with women
who interested him (and it was only relatively powerful women who
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did): He would try first to dazzle them. If that failed to work, he would
become unbearably weary in their presence. I took this man into treat-
ment, but he and I soon decided that this dynamic was too oppressive
for our particular therapeutic partnership—it is not easy do therapy
with someone who keeps falling asleep—and I referred him on to a man
with whom he did well, because they could talk about his pattern with
women without having it immediately sabotage their sessions.

Another man I worked with for many years contributed more sub-
tly and slowly to an erotic feeling between us. As I found myself preoc-
cupied with sexual fantasies during his hour, I felt a disturbing combi-
nation of both sexual excitement and fear. I also felt a strong wish to
ignore these feelings, to behave with him as if there were nothing erotic
in the atmosphere, and certainly nothing that was turning me on. After
a while, I felt so disingenuous working with him without commenting
on the "vibes" I kept feeling that I brought up my sense that there was
some sexual material that he and I seemed to be complicit in avoiding
(cf. Davies, 1994). He responded first with denial and then with fear
and shame. Although he had not told me in the initial interview that he
had ever suffered sexual abuse, he had powerful associations to a repet-
itive experience with his mother, who gave him enemas in a ritualized,
sadistic, and erotized way from the time he was three to the time he was
seven. He felt both traumatized and excited by this special, secret activ-
ity that she imposed on him regularly. Outside the drama of the ene-
mas, they had a tacit compact never to mention their clandestine rituals.
My excitement, fear, and wish to disregard the sexual atmosphere mir-
rored this complex interpersonal dynamic, which later became obvious
as a problem in many of his relationships.

Another client who created a sexual atmosphere in my office in-
duced in me a radically different emotional reaction. He was a pro-
foundly inhibited, schizoid man who had sought treatment at thirty-six,
when he began to feel there was something wrong with his remaining
single and virginal despite numerous opportunities to develop serious
relationships with women, many of whom he was ravishing in his pri-
vate fantasy life. His psychology was dominated by a counteridenti-
fication with a father who had been a guiltless philanderer, and who
pressed him from his early teens to join him in seeking the services of
prostitutes. In his mind, sex was all bound up with submission to his fa-
ther's perverse agenda, which included a thinly disguised compulsion to
demean women. My client loved his mother and refused to play this
game.

In response to my invitation toward the end of the interview to
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comment on his reaction to me, this patient mentioned that he found
me attractive. My subjective response in this case was simply pleasure—
not only the narcissistic inflation that is a natural reaction to being
complimented but also a more maternal kind of anticipation of his pos-
sible capacity to feel and name an erotic inclination that was different
from his father's driven sexualizing. Unlike many erotic transferences,
his mental erotization of the therapy relationship turned out not to be
primarily a resistance to other material (like power issues or memories
of an abuse history, as in the two previous examples). Instead, it repre-
sented the emergence of a potential for growth toward intimacy that
eventually expressed itself in a sexual relationship with a woman he had
liked and admired for years. My initial countertransference had been
benign at least partly because in this man, there was a benign develop-
mental process going on rather than a more conflicted, resistive one (cf.
Trop, 1988).

I have used sexualized interactions to illustrate the phenomena I
want to discuss in this section partly because they are among the most
difficult for therapists to deal with, and partly because I find that con-
temporary students of therapy are hesitant to acknowledge and explore
their more sexual reactions to clients. (Perhaps our training programs
have put so much emphasis on discouraging sexual enactments that
therapists fear even to notice any evidence of arousal.) But the same
principles apply to the appearance in the transference of any interper-
sonal dynamic and all its emotional trappings. A therapist who is fully
open to the feelings that a client stirs up—even upsetting ones such as
sexual arousal, hatred, sadism, shame, boredom, contempt, and envy—
will find that a whole drama (a "family romance" in the evocative lan-
guage of Freud) will unfold in the therapy room and consequently open
itself up to new plot twists, characters, and resolutions via the therapy
process.

Respective Implications of Transference Themes
in Psychoanalysis and in Psychotherapy

In classical psychoanalytic treatment, the gradual re-creation between
the analyst and analysand of the core conflictual relationship has been
called the transference neurosis (Freud, 1920). People who have quipped
that psychoanalysis creates an illness in order to cure it are not entirely
wrong: The analytic situation encourages problematic relational pat-
terns to emerge in exquisite detail and in full emotional intensity. The
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mutual identification and then working through of a transference neu-
rosis are, in fact, the qualitative features that differentiate psychoanaly-
sis proper from less ambitious treatments. The technical procedures
that maximize the chances for a transference neurosis to become mani-
fest (use of the couch, free association, high frequency of sessions, un-
limited time) are often cited as definitional of analysis as opposed to
analytically oriented therapy, but in fact, they are only the conditions
under which a full analysis is likely to become possible. (It is well
known that, among healthier people who are motivated for analytic
work, some can experience the flowering and pruning of a transference
neurosis in twice-per-week treatment, while others in five-times-per-
week analysis fail to experience the full replication of the core relational
pattern in the analytic partnership. So far, despite lavish attention to the
question of "analyzability," no one has yet figured out how one can re-
liably tell one kind of client from the other at the outset of treatment
[Greenson, 1967; Etchegoyen, 1991].) It is this controlled but regressive
experience of being reimmersed in early emotional relationships that al-
lows the therapist and patient together to appreciate the power of an in-
dividual's interpersonal themes and repetitions, to understand in depth
why they have so much power, and to develop new ways of resolving
the conflicts they contain.

Classical analysis is widely considered to be the treatment of choice
for people with high ego strength, high motivation, and professional or
personal interest in going as deeply as possible into their personal sub-
jective world. It is not the best treatment for people in the borderline or
psychotic ranges of character structure, or for people with certain kinds
of pathology (e.g., dissociative symptoms, paranoid tendencies) even if
they are in the neurotic range. And there are many circumstances in
which, even if it were the ideal approach, it is not practical. In less in-
tensive therapies, treater and client work with transference reactions
rather than a fully elaborated transference neurosis, but the aims are the
same: to feel out the recurring conflicts as they appear in the treatment
and then to devise together a different set of resolutions for them.

Psychodynamic therapy is harder to do than classical psychoanaly-
sis. In analysis, relational patterns emerge gradually and naturally, rela-
tively uncontaminated by the therapist's pressure to focus on what he
or she considers the main interpersonal issues. Practitioners working at
a lesser frequency, or in time-limited situations, or with patients for
whom analysis would stimulate too much uncontrolled regression, must
be more attentive to formulating dynamics before they are painfully ob-
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vious. They must be more active in their interventions and more willing
to risk being off base or outright wrong about the patterns they begin to
discern. Despite some residues of prejudice to the effect that analysis is
inherently superior to dynamically oriented therapy (a prejudice that
has supported the narcissism of psychoanalysts but seems to have been
only obliquely related to clinical outcomes [Wallerstein, 1986]), con-
temporary clinicians seem to be appreciating that more limited thera-
pies—including expressive and supportive treatments—are harder to
conduct, require more creativity, and often meet a patient's needs more
adequately than analysis proper.

Relational Patterns Conspicuously Absent
from the Transference

Conscientious therapists not only feel out the nature of relationships
that repeat themselves in the therapeutic dyad, but they also sense what
kinds of relating are absent in a client's experience. This is a more diffi-
cult aspect of diagnosis than articulating what relational paradigms are
present, for it requires an empathic leap into areas of void and lack that
the patient by definition cannot verbalize. A malnourished person
brought up entirely on gruel may know that something is wrong, but he
or she has no concept of salad. An important aspect of formulating a
case is the assessment of what kinds of relating have never been part of
a person's experience, and then figuring out how to introduce such con-
cepts in an emotionally salient way so that the patient may mourn what
he or she missed and acquire capacities that he or she could not have
previously imagined. The empathic leap into what is missing, not just
what is present and problematic, did not characterize most general clin-
ical theory until fairly recently, when deficit formulations such as those
of the self psychologists and intersubjectivists (e.g., Kohut, 1977;
Stolorow & Lachmann, 1980; Ornstein &c Ornstein, 1985; Stolorow,
Brandschaft, & Atwood, 1987; Wolf, 1988) were developed. Since their
contributions, therapists have had more models for understanding pre-
viously unemphasized aspects of their patients' emotional needs and
predicaments.

I have long suspected that the etiological speculations of the 1950s
and 1960s attributing numerous psychopathologies to maternal failings
were products of a clinical situation that mirrored the cultural child-
rearing climate of too much mother and not enough father. In other
words, people whose fathers had been conspicuous by their emotional
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absence tended to bring internalized mother issues into the treatment
room. Patients knew they were upset with their mothers; they often did
not know that if they had had more of a father on the scene, mother
would not have looked so bad or loomed so large. They might not have
had to put so much energy into getting out from under her. It was less
painful, and more concrete, to lament a mother's sins of commission
than a father's sins of omission. Therapists also found it more compel-
ling to deal with what was being transferred—that is, they were repeti-
tively seen as Mother because they were there and involved—than with
what was absent from the transference, namely, a paternal dimension of
experience.

It is just as important to assess what relational patterns are not evi-
dent in a client's style of connecting with a therapist as it is to feel fully
the ones that are. Once, during an early session with a man who had
come to me in a depression that he connected to having turned thirty-
nine, I noticed that he tended to reiterate things he had already told me.
"I get the feeling you weren't always listened to very carefully," I com-
mented. "What do you mean, 'listened to'?" he asked, with an edge of
sarcasm on the word listened. "I don't know exactly," I answered, "but
you tend to repeat things to me as if I don't pay much attention to what
you say. I thought maybe some of the people who brought you up had
been distracted or preoccupied, and that you had gotten used to re-
minding them of what you had previously said." His response was, "Do
you mean that most parents listen to their children?" This was a novel
concept to him. Everyone takes his or her family of origin as modal,
and often it is quite late in adulthood that one can identify what was
missing and never consciously missed in that family.

Contemporary scholars in trauma and dissociation (e.g., Mc-
Farlane &c van der Kolk, 1996) are currently stressing something simi-
lar. Despite the fact that what captures one's attention with people who
have traumatic early histories—of sexual abuse or physical maltreat-
ment or painful medical invasions, for example—one of the most im-
portant things to understand about their psychologies is the role of ne-
glect. What was not there in their young lives is just as important as
what was. Almost any experience can be rendered nontraumatic if
someone spends sufficient time with a child to help him or her under-
stand and emotionally process what happened. At least after the age of
two, when children can verbalize, it is often not so much the trauma it-
self that is pathogenic, but rather the atmosphere of minimization and
denial with which a family treats it. When one interviews an abuse vie-
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tim, the description of the horrors inflicted on him or her may be rivet-
ing. But a therapist should also take note of what is absent from the
drama that has been reported: No one listened to the abused youngster,
offered comfort, helped the child verbalize what happened, modeled a
way of coping. These will be the more therapeutic aspects of the subse-
quent relationship with a clinician.

RELATIONAL THEMES OUTSIDE
THE THERAPY SITUATION

Not everything is discernible in the transference, by its presence or its
absence, especially in an intake session. One important reason for tak-
ing a detailed look into a prospective client's past—taking family, so-
cial, sexual, work, and prior therapy histories—is to discern patterns of
relationship that repeat in different forms over the years and across sit-
uations. An appreciation of recurrent themes can have value not only in
suggesting the emphases that will eventually be therapeutic to an indi-
vidual client, but also for solidifying enough of a working alliance to
keep that person coming back.

Of particular importance in this area is attaining a description of
other therapies the client has had, especially in those people who have
made several previous, failed attempts to resolve their problems with
other professionals. Notwithstanding the possibility that a candidate
for therapy has had the bad luck to run into several badly trained or un-
talented practitioners, the best preliminary hypothesis for an inter-
viewer to make is that what happened to the previous therapists will
happen to oneself. Sorting out exactly what the client's complaints are
about prior treatment is critical for two reasons. First, if one under-
stands them well enough, one may be able to avoid some of the mis-
takes made by one's predecessors. For example, identifying how previ-
ous treaters may have become involved in some problematic enactment
can give one advance notice on how to prepare for handling that situa-
tion. Second, and more important, since it is more than likely that one
will be "caught," despite one's preparations, in the same mistakes other
professionals have made (if not objectively, at least from the client's
perspective), a careful examination of the pattern of prior therapeutic
failure gives one the opportunity to predict to the client that the same
thing may very well happen in this therapy. Could he or she manage not
to flee treatment this time but instead verbalize the anger and disap-
pointment?
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When I learn from a patient that he or she has seen a bevy of prior
therapists, that no one has really understood this suffering person be-
fore, that I am the last hope, my vanity is instantly activated. I find my-
self eager to assure such clients that, unlike the professionals they have
seen before me, I can help them. Years of practice have humbled me—
not enough to have changed this internal reaction, but enough to avoid
acting it out. I now explicitly take the position that I will make mis-
takes, that they will probably be similar in some way to the mistakes
that others have made, and that the client and I can use these failures of
mine to understand together something important and find a construc-
tive way to react. This communication rescues both the patient and me
from unrealistic demands and conveys the message that when people
disappoint, something other than despair may come out of the experi-
ence.

Early in my career as a therapist, I became interested in working
with people of a psychopathic inclination. I liked expanding my thera-
peutic repertoire to embrace the difference in style that such patients
seemed to require—namely, a more hard-nosed, tough-talking, tell-it-
like-it-is confrontational tone so dramatically unlike the softer, more
manifestly sympathetic approach that touches most other patients. I felt
critical of the naivete of other therapists who had failed to help such cli-
ents. I had been taught that it was very important not to let an antiso-
cial client "get over" on the therapist, and I tried to call such clients on
every manipulation they attempted, lest I be seen as a "mark" and im-
mediately devalued (see Bursten, 1973). This is fine as far as it goes, but
I soon learned that no matter how clever I was, a psychopathic client
could find a way to succeed in manipulating me. So I concluded that the
most important therapeutic communication is not "Just try—you're not
going to be able to con me," but rather "Listen, you can certainly con
me if that's what you insist on doing during your appointments—I have
no magical way of distinguishing between the truth and a convincing
lie—but is that really how you want to spend your time here?" Compe-
tition with prior therapists or with imagined other practitioners who
lack one's special skills is fine as an internal state, but it can be disas-
trous if acted out.

Interpersonal patterns that emerge from taking a social, sexual, and
work history may also predict problems in treatment and suggest pre-
emptive action. An apposite instance would be the person who reports
leaving relationships (friends, jobs, or sexual partners) whenever they
begin to seem constricting, or when the person begins to feel exposed,
or when he or she notices a feeling of deep attachment or dependency.
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This kind of pattern is not only fraught with the loneliest kind of suffer-
ing—on the part of both the patient and the people left behind—but is
also one of the problems for which analytic therapy can be most pro-
foundly healing. That is, if the person can be kept in treatment. When
someone reports what sounds like extreme, automatic, and compulsive
retreat from relationship whenever he or she gets too connected, it be-
hooves a therapist to make an immediate contract with the client not to
act that response out unreflectively. Specifically, the two parties make a
pact that if the pattern of fleeing appears in treatment—if the person
abruptly decides, whatever the reason (money and time are the most
common ones), to terminate precipitously—the client will come back
for a designated number of sessions to process what has happened. This
precaution has saved more than one treatment of which I have personal
knowledge. In instances where the person decided to leave anyway, at
least he or she had the experience of talking rather than just acting un-
der emotional duress, and conceivably learned something important in
the process. With luck, the next therapist will benefit from the client's
expanded self-knowledge.

Sexual patterns contain relational themes in a highly charged, con-
densed form. Clinical experience suggests that repetitive sexual motifs
express either the dominant interpersonal patterns in an individual's life
or a sequestered, partially dissociated relationship theme that appears
only in sex and needs to be integrated into the person's larger experien-
tial world. If an interviewer can speak with ease about sexuality, a cli-
ent often reacts with relief that his or her private and possibly shame-
filled erotic life is not so mysterious or kinky that it defies articulation.
A clinician's candor and comfort about sex encourages frank disclosure
and promotes hope in clients that the difficulties in their love lives can
be ameliorated. Therapists who have trouble talking explicitly should
practice naming sexual activities and body parts aloud to trusted
friends. Some of my supervision groups have spent a meeting doing this;
members generally experience a combination of excitement, discomfort,
embarrassment, and hilarity, but the exercise contributes to a verbal
disinhibition that is essential for therapists.

The directive to be forthright applies with special urgency to the in-
terviewing of lesbian, gay, bisexual, and transgendered people, as well
as those with presenting sexual problems such as paraphilias and com-
pulsive enactments ("sex addiction," in the trendy language of recent
years). Minimally, such patients need to know that a mental health pro-
fessional will not be shocked by their sexual predilections; ideally, they
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should feel that their interviewer has a genuine appreciation of and re-
spect for erotic diversity. With gay patients, for example, queries such
as, "Are your sexual preferences more oral or more anal?" and "Do
you tend to be a 'bottom' or a 'top'?" can cast light on important rela-
tional issues. With bisexual people, investigation of the differing gratifi-
cations they experience with women and men, respectively, can be illu-
minating. The more frank a therapist's tone, the better, although when
one treads on delicate personal ground, it is considerate to tell clients
that they are free not to answer any questions that feel too intrusive. It
is also important to reflect a client's choice of sexual terms; for exam-
ple, if a man refers to "coming," the interviewer should not then refer
to his "ejaculating."

Because all kinds of human motives can be sexualized, the knowl-
edge of a person's particular sexual pattern reveals something about his
or her primary preoccupations. Some people sexualize their dependency
(valuing the oral and cuddling aspects of sex to the exclusion of other
factors); others sexualize their aggression (prizing the dominance and
submission aspects); still others use sex mostly in the service of narcis-
sistic needs (valuing the exhibitionistic and voyeuristic features of sexu-
ality, or the illusion of having one's desires magically known and word-
lessly satisfied, or the fantasy of defeating and humiliating the other
party). Sometimes, especially when there is a childhood history of phys-
ical suffering connected with the genitals (from sexual abuse, accidents,
or medical procedures), the enduring or inflicting of pain may be a pre-
requisite to orgasm. In any of these circumstances, a relational theme is
embodied starkly in the sexual domain.

IMPLICATIONS OF RELATIONAL PATTERNS FOR
LONG-TERM VERSUS SHORT-TERM THERAPIES

In open-ended therapies, except for instances in which flight from treat-
ment is an obvious risk, one can confidently expect core relational
themes to emerge over time. An interviewer who misses some central in-
terpersonal motif in the initial interview has not usually committed a
grave oversight, because any theme of import will express itself with
unmistakable clarity sooner or later. In time-limited therapies, however,
the practitioner's capacity to zero in on the most central conflictual re-
lational pattern is critical to making use of the short time at his or her
disposal. For the reader unfamiliar with the empirical literature on
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short-term dynamic therapy, I recommend the work of my colleagues
Stanley Messer and Seth Warren (1995), who note the recurrence of
this emphasis on understanding a patient's central relational dynamics
in most of the current major approaches to time-limited analytic treat-
ment.

In longer-term therapies and in psychoanalysis proper, one of the
motives for change that I have rarely seen discussed in the analytic liter-
ature is the fact that patients ultimately get self-conscious, chagrined,
and even bored hearing themselves describe the same interactions over
and over again. After a while, it becomes easier to try something new
than to go back to one's therapist and confess that one has once more
acted out the same old pattern. Naming and describing one's central
"neurosis" ad nauseam in the presence of a witness to one's irra-
tionality, leading to eventual feelings of ennui and exasperation in both
parties, make the risk of new behavior feel better than the misery of rep-
etition. This motivational benefit is probably one of the great unre-
searched contributants to change in psychotherapy. But it can only hap-
pen if the therapist has identified a pattern, named it, and created a safe
environment where it can be talked about again and again. Thus, the
sooner one can capture a relational dynamic in words, the faster one
can help a person to change it into some healthier way of dealing with
other people.

SUMMARY

In this chapter, I have discussed how and why one attempts to under-
stand the repetitive interpersonal themes that dominate the subjective
life of an individual patient. I have emphasized that these patterns con-
sist of dramas and conflicts, and therefore are appropriately understood
as internalized object relations, not just internalized objects. I have re-
ferred to the empirical and clinical literatures on recurrent patterns of
interaction and have explored how they manifest themselves both
within and outside the treatment relationship. I have made some com-
parisons between psychoanalysis and psychotherapy, and between
long- and short-term dynamic treatment, in terms of how such patterns
become known to patient and practitioner and how they may be dealt
with therapeutically.

I have tried to show how taking a good history can illuminate
themes that will become central to treatment, themes that sometimes
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need to be understood and articulated immediately if the patient is to be
kept from leaving the therapy relationship. With respect to relational
patterns that appear in the therapeutic dyad, I have emphasized the di-
agnostic importance of the therapist's disciplined subjectivity. I have
also stressed the value of noticing types of interpersonal relationship
that are notable for their absence from a client's repertoire. Finally, I
have mentioned briefly how a deep appreciation of the persistence of a
central drama can support a person's motivation for change.
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C H A P T E R N I N E

Assessing Self-Esteem

ELF-ESTEEM, or what analysts sometimes call healthy narcissism, is
another part of emotional life in which people differ strikingly. Anyone
who wants to help others, in the short term or in a comprehensive way,
needs to understand each, client's individuality in this area. How secure
is his or her self-esteem? On what is it based? What undermines it?
How is it restored when it is injured? How realistic are the aspirations
on which it depends? The specific conditions that support a person's
self-regard constitute one of those taken-for-granted, unarticulated as-
pects of individual psychology, never fully conscious and always ego-
syntonic, that operate like water to the fish. The means by which one
feels good or bad about oneself is a fact of one's mental organization so
pervasive, longstanding, and invisible that most of us cannot imagine
handling our system of self-approval and disapproval any other way.
Because self-esteem is a quintessentially internal phenomenon, its na-
ture must be inferred from a client's behavior and verbal reports.

THE SIGNIFICANCE OF UNDERSTANDING
SELF-ESTEEM ISSUES

The preservation and enhancement of self-esteem is at the center of all
mature human activity. People who find themselves acting in contradic-
tion to their values will feel shame and despair to such an extent that
they cannot be consoled. They will do things that put themselves or
other people at risk rather than feel such anguish. They may accomplish
things that most other people cannot imagine achieving. Freud, for ex-
ample, has sometimes been gushingly idealized by psychoanalytic ad-
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mirers who cannot fathom how anyone could have bulldozed through
his own resistances and exposed his unconscious life to the extent that
Freud did. But given his self-esteem structure, his accomplishment is not
quite so incomprehensible. It was central to Freud's value system to see
himself as fearless in his devotion to the truth, as a conquistador against
hypocrisy and self-deception. He took great pleasure in uncovering in
himself what to others would have been highly unpalatable aspects of
their psychology. Whatever shame his discoveries cost him was amply
counterbalanced by the infusion of pride he felt at buttressing his self-
image as a dauntless truth-teller.

Cultures create shared values that make otherwise incomprehensi-
ble behaviors rather ordinary. For example, in contemporary American
middle-class society, people whose self-esteem depends on looking
young and beautiful will undergo extensive surgery rather than face the
narcissistic suffering they associate with normal aging. In wartime, sol-
diers whose pride depends on acting bravely will face death rather than
shame. As the Titanic was going down, Benjamin Guggenheim, raised
with an Edwardian sensibility about what should matter to one's self-
esteem, laid aside his lifebelt, and along with his secretary, changed into
white tie and tails, declaring, "We've dressed in our best and are pre-
pared to go down like gentlemen" (Butler, 1998, p. 123).

When I studied people who had spent their lives saving, healing,
rescuing, and otherwise helping other people, often at considerable in-
convenience or even physical risk to themselves (McWilliams, 1984), I
learned that when they were prevented from doing their good deeds,
they got depressed. A woman I know became significantly dysphoric af-
ter being diagnosed with breast cancer—not just because she feared for
her life, but because her hospital would no longer allow her to donate
blood regularly, an activity that was central to her feeling of value.
Usually, when other people cannot understand a person's motivation
for a given act, it is because they do not share, and cannot imagine shar-
ing, that person's means of maintaining self-esteem. Therapists are used
to hearing others ask them, "How can you stand it, sitting around all
day listening to other people's troubles?" People who ask such ques-
tions probably do not have helping people at the center of their own
value system; hence, they cannot imagine how the pleasure in helping
can override the discomfort of absorbing intense negative affect hour
after hour.

This lack of empathy for those whose self-esteem depends on dif-
ferent sources from one's own applies not only to heroic and "self-
sacrificing" acts but also to destructive and evil ones. Someone whose
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self-regard is based on seeming independent and invulnerable can beat
up a partner rather than express a need for that person; someone whose
pride depends on feeling ultimate power over other people can prefer
murder to the shame of inaction. Timothy McVeigh's destruction of the
Oklahoma City Federal Building and so many of its innocent occupants
was probably motivated not just by his famous hatred of the federal
government but also by his sense that he could not maintain his self-
esteem if he failed to act in accordance with his ideology. Such behavior
is, of course, incomprehensible to people with contrasting ways of orga-
nizing their self-esteem.

In the absence of information about a particular person's self-
esteem structure, we all tend to project, to assume that the things that
make us feel good about ourselves are the same ones that instill pride in
our clients. Self-esteem is intimately tied to the qualities we admire and
idealize, in ourselves and others. But families and subcultures idealize
remarkably different things, and it can be startling to appreciate how
discrepancy self-esteem can be supported and maintained. One woman
congratulates herself on her intellectuality, while another feels contempt
for those with an "ivory tower mentality and no common sense." One
man takes pains to be a fastidious dresser, while his neighbor nurses the
conceit that physical appearance means nothing to him. A patient of
mine who prided herself on her agnosticism spent a session expressing
confusion and pain about the sexually restrained behavior of a man she
was dating. She had concluded that he found her unattractive, yet ex-
cept for his sexual conservatism, his behavior suggested the opposite.
As she had previously mentioned that he had been raised Roman Cath-
olic and still attended Mass regularly, I suggested an alternative expla-
nation: "Perhaps he feels, in conformity with his religious upbringing,
that premarital sex is wrong." "Surely nobody in this day and age can
think thatl" she exclaimed. But he did. And his self-esteem depended on
his behaving accordingly. He was attracted to her, but he would not
have been able to feel good about himself if he had engaged in sexual
relations with her before marriage.

To learn about a patient's self-esteem, perhaps the most telling
question to ask is, "What do you admire in people?" The answer sup-
plies the main ingredient in the person's self-evaluation. It is also some-
times useful to ask specifically, "What kinds of things make you feel
good about yourself?" and "What kinds of things get you down on
yourself?" In addition, one may get a sense of the person's overall level
of self-esteem by asking something like, "On balance, do you feel posi-
tive about yourself and your life, or are you disappointed and self-
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critical?" People who have trouble exposing their shame later in the
therapy, once the therapist has become someone whose acceptance and
admiration they seek, can often confess their worst feelings about them-
selves early in the treatment.

Here is perhaps a good place for me to comment on the difference
between a sophisticated, psychoanalytic understanding of self-esteem
and those that popular culture seems to have embraced, as evidenced in
current arguments over issues such as grade inflation and social promo-
tion. Praising and rewarding people for trivial accomplishments pro-
duces not self-esteem but self-deception and feelings of fraudulence. We
react to cheap praise with either an inflated sense of ourselves that at
some level we know is nonsense, or with the private shame that, not-
withstanding the accolades, we are only mediocre. Typically, we also
have disdain for the admirer. Children are notoriously more apprecia-
tive of demanding teachers than of lenient ones: They know that praise
from someone with high standards means something.

"Supporting" people's self-esteem by giving them only positive re-
actions is not protecting or creating reasonable self-esteem; it is foster-
ing illusion. If the recipient actually believes the praise, then he or she
will set such low standards in the future that the possibility of feeling
positive and successful in a complicated world will be obviated. One of
the reasons that people's self-esteem improves during psychoanalysis is
that, in contrast to the notion that authorities should reframe every-
thing as good, the patient has exposed much that is bad and shameful,
and the analyst has not shrunk from understanding those loathed parts
of the self. The patient has been accepted by someone who knows all
his or her faults, not someone who needs to minimize or distort. If su-
perficial emotional support did anything substantial for a person's self-
esteem, then anyone with friends would not need psychotherapy.

PSYCHOANALYTIC ATTENTION TO SELF-ESTEEM

Self-esteem did not reach center stage in the psychoanalytic tradition
until about the 1970s, when there was a flood of writing and research
on pathological narcissism—a condition defined by the inability to reg-
ulate self-esteem reasonably and consistently via internal standards of
value. Therapists were finding that more and more of their clients were
not describing problems of the traditional Freudian variety, in which
their internal dynamics were in conflict, but instead were complaining
of vague feelings of emptiness, meaninglessness, difficulty defining
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themselves, difficulty liking who they were, and envy of others pre-
sumed to "have it all" or "have it together." Sometimes these problems
in feeling an internal center of gravity were overt; sometimes they were
obscured by a grandiose self-presentation similar to what Wilhelm
Reich (1933) had called "phallic narcissism." Certainly the kind of cul-
ture we now inhabit—with its chronic and dizzying change, interna-
tional scope, mobility, emphasis on image and spin, and relative invisi-
bility of any of us as individuals—makes it much harder to attain a
stable sense of who we are and why we matter than was true in the kind
of society that spawned the early psychoanalytic theorists.

Still, self-esteem difficulties are hardly the sole province of recent
decades. Among analysts in Freud's early circle, both Adler (e.g., 1927),
with his attention to problems reflecting the feeling of inferiority, and
Rank (e.g., 1945), with his focus on the individual will, were writing
about the self and the centrality of a stable self-esteem to people's well-
being. Freud, whose personal dynamics were not marked by significant
deficits in self-esteem, and who therefore probably lacked empathy for
narcissistic problems, seems to have felt that emphases on self-esteem
regulation were somewhat peripheral to an understanding of the neu-
rotic conditions in which he was most interested.

The Psychoanalytic Focus on the Superego

Where classical psychoanalytic theory, notably in the ego psychology
tradition, does touch on the issue of self-esteem is in the concept of the
superego. In the Freudian model of development, children resolve their
problematic sexual and aggressive urges by identification with their
parents, especially the parent with whom they feel most competitive.
The acceptance that "I can't possess Mommy, but I can have someone
like Mommy if I become like Daddy" rescues a child from the condition
of chronic, doomed longing and frustration. Becoming like a caregiver
means internalizing that person's value system and making one's self-
esteem contingent on behaving according to standards that one's par-
ents or guiding authorities have set. In analytic writing before the debut
of narcissism as a central preoccupation, there was considerable atten-
tion to how the superego arose, how it was influenced preoedipally, and
whether it was reasonable or unduly harsh (e.g., Beres, 1958). Such ar-
ticles were often inspired by the author's experience with depressive and
obsessive-compulsive patients, whose notoriously demanding super-
egos made it very difficult for them to feel adequately positive about
themselves.
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Later, when borderline conditions excited widespread clinical inter-
est, much attention was paid to the question of whether a person has an
"integrated" superego. This label refers to the clinical observation that
most people seem to have one overall, more or less reasonable set of
values by which they judge themselves, an ethical compass that feels
like a natural part of their personality. Their conscience and their moral
aspirations are thus integrated with their consistent sense of who they
are. A minority of clients seen in therapy, however, those who eventu-
ally became understood as having a borderline personality structure,
bounce back and forth between feeling all-good and all-bad. They get
into "ego states" (Kernberg, 1975) that are totalistic, that lack the sense
of a tension between, for example, what one wants to do and what
one's conscience decrees is permissible.

Most analysts presume that these clients get this way through a
combination of individual temperament and childhood experience with
caregivers who behaved in ways that made the oedipal phase too prob-
lematic to resolve by identification (love objects have to be reasonably
idealizable in order to make the "traditional" oedipal resolution possi-
ble for a child). People with borderline personality organization thus
vacillate between feeling that nothing they do could be wrong and feel-
ing that everything they do is wrong. They lack an integrated sense that
as long as they conform to reasonable moral standards, they are good
enough. Naturally, a consistency in self-esteem is impossible for them,
and they suffer greatly, often resorting to desperate measures to rein-
state an internal sense of adequacy.

Our capacity to understand the kinds of problems posed by pa-
tients who are now understood to have borderline dynamics was signifi-
cantly influenced by Erikson's (e.g., 1968) work on identity. So familiar
have terms such as "identity crisis" become in popular lingo that one
forgets that in the 1950s, when Erikson introduced the concept, it was a
new idea. As I commented in Chapter One, identity is rarely a problem
for people living in small, stable, intimate societies, where they and all
their acquaintances know their defined role, but it becomes increasingly
problematic in cultures like ours that are massive in scale, filled with
conflicting messages, and demanding of constant change. In such a
world, one cannot hang one's identity on a stable role: Current projec-
tions suggest that people who come of age at the millennium will
change jobs an average of six times! Instead, one needs to feel a conti-
nuity of internal values and feelings that give the self a sense of solidity
and reliability. As life became more complicated and imperiled during
the twentieth century, psychoanalytic theory became more and more fo-
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cused on how people maintain some sense of inner consistency and
worth.

Humanistic and Existential Psychotherapy, Self Psychology,
and the Inter sub jectivists

Despite these areas of clinical observation and theory, traditional ana-
lytic writing in the middle decades of the twentieth century had certain
lacunae in the area of understanding the sense of self and the vicissi-
tudes of self-approval or its absence (see Menaker, 1995). Into that gap
came the "third force" psychologists such as Carl Rogers, Abraham
Maslow, and Gordon Allport, as well as the existential analysts such as
Viktor Frankl and Rollo May. The great appeal of Rogerian psycho-
therapy, and of humanistic therapy in general at that time, may derive
from Rogers's exquisite attunement to clients' self-esteem and to his ap-
preciation of how fragile is the sense of self-worth of anyone seeking
psychological help. Between the lines (e.g., Rogers, 1951), one can hear
Rogers's outrage at the heavy-handed interpretive practices of many of
the analytic psychiatrists of his day, who did not take into account how
wounding their interventions could be to a vulnerable patient, even
(perhaps especially) when the analyst was correct about the analysand's
dynamics. Rogers's overarching emphasis on self-esteem, which influ-
enced several generations of therapists of diverse theoretical orienta-
tions, probably laid the groundwork for an appreciation of Kohut and
other analytic writers when they began to make similar observations in
psychodynamic language.

The existentially oriented psychoanalysts, influenced greatly by the
cataclysmic events of World War II and the Holocaust, emphasized at
midcentury the sense of self and the problem of self-esteem for individu-
als. Viktor Frankl (1969) noted that the attributes that were conducive
to good adaptation in the prewar world were not necessarily those that
permitted personal transcendence of the horrors of existence in the con-
centration camps. Like the controversial Bruno Bettelheim, who also
survived a wartime camp experience, he commented on the vast differ-
ences among people in their respective accommodations to extreme cir-
cumstances, noting that the capacity to sustain self-esteem had much
more to do with psychical survival than did people's management of
their sexuality and aggression.

All these influences, combining with Kohut's seminal work on nar-
cissism and contemporaneous empirical researches into infancy and
early childhood, produced a movement within psychoanalysis to rede-
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fine both developmental theory and clinical technique to reflect the cen-
tral role of the self. One's sense of personal identity, one's means of
confirming that identity, one's capacity for a sense of cohesiveness
about who one is, and one's strategies for maintaining and restoring
self-esteem became the dominant categories of analysis, replacing con-
cepts such as drive and defense. The self psychologists and the inter-
subjective analysts have reframed our understanding of what is central
in human psychology to such a degree that early Freudian theory seems
a distant relative. For a recent, solidly researched and philosophically
rich argument about the development of the self, and about the clinical
implications of understanding that process, see Irene Fast's (1998)
study of "selving."

As this transformation was affecting mainstream psychoanalysis,
paper after paper was written rethinking symptoms and syndromes in
terms not of how they managed anxiety but of how they supported crit-
ical feelings of self-continuity and self-worth. A prime example is
Stolorow's 1975 article on the narcissistic functions of masochism and
sadism, phenomena previously understood only in terms of drive and
anxiety. In parallel with these developments, psychoanalytic technique
was being revised and redefined. Intersubjective theorists and self psy-
chologists emphasized not the therapist's objectivity and interpretation
but subjectivity and empathic attunement (Stolorow et al., 1987; Wolf,
1988; Rowe & Maclsaac, 1989; Shane, Shane, & Gales, 1997). Along
with these developments in technique came an appreciation of the inevi-
tability of narcissistic injury to the patient during therapy, followed by
ideas about how to address such clinical crises of self-esteem when they
occurred.

Most practitioners were way ahead of theorists in this area. One
learns fast enough as a full-time therapist that if one is not sensitive to
the narcissistic requirements of one's patients, one will either lose them
or spend most of one's treatment time mopping up after one's empathic
failures. In fact, I suspect that Kohut's immediate popularity among
therapists in the early 1970s, despite his impenetrable language in The
Analysis of the Self '(1971), derived largely from the fact that he gave an
elegant psychoanalytic rationale for doing things that therapists with
normal compassion and intuition were already doing, often in defiance
of the rather constricting technical training they had been given (though
worrying, in many cases, that they were "breaking a rule"—my col-
league Stanley Moldawsky refers to this as deference to the "Orthodox
Committee" that analysts carry around in their heads). Activities on the
therapist's part such as occasional self-disclosure, acceptance of small
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gifts, and offering support and praise became, in Kohut's formulation,
not "parameters" (Eissler, 1953) or "deviations" from technique but
important expressions of the practitioner's respect and understanding.
"First, preserve the client's self-esteem" is perhaps the best transposi-
tion of the Hippocratic principle "First, do no harm" into the psycho-
therapeutic arena.

CLINICAL IMPLICATIONS
OF ASSESSING SELF-ESTEEM

Psychotherapy must concern itself with self-esteem issues in a number
of ways. First of all, we must consider whether the person's value sys-
tem is close enough to our own, or at least comprehensible enough to
us, that the two parties to the treatment can work together effectively.
Second, as therapists, we must preserve the patient's sense of self-worth
enough to keep the treatment going; we must learn how to communi-
cate our ideas in ways that keep injuries to the person's pride to a mini-
mum. Third, we must address the difficult question of how to help pa-
tients change the ways they evaluate themselves when the bases of their
self-esteem are clearly unrealistic and maladaptive. Fourth, when clients
have been reared without an internal gyroscope orienting them toward
acts that make them legitimately proud of themselves, we often have to
help them define and articulate their values. Fifth, we must figure out
how to work with those who bolster their self-esteem in ways that dam-
age others. I now take up these questions.

Do the Requisites of This Person's Self-Esteem Permit Me
to Work Effectively with Him or Her?

In our training as therapists, most of us get the implicit message that we
should be able to work therapeutically with anyone, or at least with
anyone whose type of problem we have been trained to address. Yet a
few years of practice is enough for most of us to learn which kinds of
people we are good at helping and which kinds we should refer. Some
of my colleagues, for example, love working with trauma victims, while
others screen them out of their practices. Some are energized by the in-
tensity of clients in the borderline range, while others cannot tolerate
the storms of affect these patients unleash. Among my therapist friends
are some with a special talent and affinity for schizophrenic people, for
the emotionally retarded, for the learning disabled, for geriatric popula-
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tions. Other colleagues cannot imagine working with people in these
categories. These predilections are not just reflective of divergent train-
ing experiences and technical competencies. They express core features
of therapists' personalities, most notably the different ways they meet
their respective individual needs to maintain and restore self-esteem.

One social worker I treated several years ago was remarkably
gifted in helping the severely and profoundly retarded, a group of cli-
ents not well known for their attractiveness to therapists. We figured
out together that the sense of calling she had for this work derived from
the damage her self-esteem had suffered when she could not "get
through" to her severely depressed, alcoholic mother. By working with
a group that virtually everybody regarded as "unreachable," she was re-
pairing her childhood sense of inadequacy and healing her wounded
pride. A woman I studied in my research on altruism had made it a vo-
cation to work with the criminally insane, a population not only unap-
pealing to most of us but also dangerous. Her self-esteem structure re-
flected an identification with her father, a devout Methodist minister,
who had repeatedly emphasized Jesus's injunction, "Inasmuch as ye
have done it unto one of the least of these my brethren, ye have done it
unto me" (Matthew 25: 40). She got great satisfaction from her work,
and the inmates loved her.

If we acknowledge that the emotional engine that drives the psy-
chotherapy process in the clinician is the opportunity to support and re-
store his or her own self-esteem, we can appreciate how problematic it
can be for a practitioner to work with someone whose narcissism is
based on radically different assumptions from those of the therapist.
For example, many psychotherapists cannot work comfortably or effec-
tively with psychopathic patients. The self-esteem of therapists typically
depends on their behaving lovingly; therapists tend to reject raw power
and financial gain in favor of opportunities to be authentic and con-
nected with others. They may feel deeply disturbed by those who dis-
dain genuineness and attachment and instead require power and wealth
to feel positive about themselves. One cannot work well with someone
toward whom one feels emotional alienation or contempt, and clini-
cians who cannot find a power-related area in their own self-esteem
economy are better off not working with the antisocial among us. Simi-
larly, many practitioners shun patients with self disorders because the
need of a narcissistic person to impress others at all costs grates on the
therapist's more internal criteria for self-evaluation or activates the
therapist's unconscious shame about his or her own unacknowledged
narcissism.
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The question of whether one should take on a patient with values
and convictions that are significantly different from one's own extends
beyond the category of his or her psychopathology. A practitioner who
takes pride in his contempt for religious sentimentality should not try to
treat someone whose self-esteem depends on maintaining the sense of
an intimate connection with God. A therapist for whom sexual fidelity
is a primary value will find it hard to understand and enjoy a client
whose self-esteem depends on recurrent sexual conquest. A clinician
whose narcissism depends on the commitment to offer low fees to cli-
ents in need will be a poor match with a patient whose narcissism is de-
pendent on making big money.

These considerations are pertinent not just because the treater's
empathy cannot be accessed when he or she and the patient are too dif-
ferent. The client's capacity to identify and make therapeutic use of a
clinician is also compromised when there are significant disparities in
the self-esteem requirements of the respective parties to the treatment—
whether or not the therapist feels any difficulty accepting the patient's
values. Let me use myself as an example of this problem. My standard
fee has consistently been moderate, and I have also always taken a cer-
tain number of patients at low cost. This practice is possible for me be-
cause I have a home office, low overhead, and a well-paid spouse. It
also reflects the fact that my family of origin was financially comfort-
able and did not rear me with anxiety about money. But most centrally,
it expresses my preference not to limit my practice to the treatment of
upper-middle-class and wealthier clients. It is part of my ego ideal,
probably related to my coming of age in the affluent and idealistic
1960s, not to be overly greedy, not to chase money above other goods,
and not to isolate myself from the opportunity to help people in mar-
ginal and disadvantaged groups (certain of my more cynical friends and
colleagues have diagnosed masochism here as well; if they are right, it is
hopelessly ego-syntonic).

It is not hard for me, however, to appreciate how central money
can be to the self-esteem of someone whose historical and current cir-
cumstances differ from mine. And for all my efforts to act with generos-
ity, I love having money. It is not a stretch for me to empathize with
those who like to accumulate it. So I did not expect to have trouble
working with people whose core motivations were more financial than
mine. But I found that they had trouble working with me! They as-
sumed that my modest fees meant that I must not be very competent, or
that I must feel I am not worth much, or that I am incomprehensibly
self-defeating, or that I feel morally superior to those who pursue filthy
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lucre. Eventually, I decided that I should either charge a hefty fee to
those for whom personal value and monetary value were closely tied
(this was not exactly an agonizing decision), or refer such patients to
therapists whose fee and car and office advertise their prosperity.

In other words, I had to come to terms with the fact that it was dif-
ficult for some patients to see my fiscal arrangements as representing a
simple, nonproblematic difference between us. While this initially sur-
prised me, especially because I assumed they would be happy to save
some expense, on reflection, their attitude makes sense to me. Because
there was a significant disparity in what supported our respective self-
images, financially oriented clients were inevitably in the position of
having either to devalue me to maintain their own pride, or, alterna-
tively, to idealize my imputed indifference to money, with the side effect
that they would feel morally inferior. This is not a good emotional posi-
tion from which to begin the collaborative work of therapy.

Research on fees set by private practitioners (Lasky, 1984; Liss-
Levinson, 1990) has revealed that my custom and the rationale for it
are fairly typical of people of my gender. There is an interesting discrep-
ancy in self-established fees between male and female therapists, one
that has been lamented by some as indicating that the self-esteem of
most female practitioners is weaker than that of their male colleagues—
in other words, if women felt better about themselves, they would
charge as much as men. I prefer to understand this sex difference in
terms of female emotional realities and derivative self-esteem structure.
Women frequently are not paid for work that is universally acknowl-
edged to be valuable. Even ambitious, gainfully employed women who
cut back or take time off to rear their children must judge themselves by
nonmercenary standards or else feel chronically depressed. I believe the
data about gender and fee setting suggest not that most female thera-
pists are self-devaluing, but that their self-esteem is less related to their
income than is that of many men (cf. Liss-Levinson, 1990).

The emotional stresses on therapists make it hard to do psychother-
apy well. Under ideal circumstances, we have sufficient professional au-
tonomy to make decisions about the nature of our practices. When
ideal circumstances do not prevail, the best we can do is depend on self-
knowledge to improve our work. One of the reasons for the time-
honored rule in psychoanalytic institutes that candidates be analyzed is
that the process allows one to get in touch with aspects of one's own
personality and self-esteem structure that are not overt. In analysis, eth-
ical, law-abiding people learn to access the part of themselves that ad-
mires the criminal; generous people find their greed; sexually conserva-
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tive people find their lust; those who cherish honesty come face to face
with the small deceits they perpetrate on themselves and others. It is not
a great leap to understand how someone else could attach significant
self-esteem to attitudes that play only a cameo role on one's own per-
sonal stage. Even without intensive therapy, one can try to expand ac-
cess to disowned parts of the self, with the reward that the range of pa-
tients one can help increases with every hard-won insight.

How Can I Give Patients Useful Information
without Injuring Their Self-Esteem?

Because much of what a therapist says is inherently wounding, he or she
must find ways to intervene that preserve a client's self-esteem. All of us
suffer at least a wince when someone tells us something about ourselves
that we did not already know. We want to learn, but it feels humiliating
to be taught. Every psychotherapeutic interpretation is thus a narcissis-
tic injury. The central focus of training in the art of therapy should be
how to convey what the client needs to know in order to change, with a
minimum of injury to his or her self-esteem. This skill is often called
tact (Greenson, 1967), but ordinary tact will not be enough to protect
the feelings of some patients, who require a much more specific under-
standing of what supports their pride and what undermines it.

Classical analytic technique dictates that wherever possible, it
should be the client who comes up with insights, who derives interpre-
tations from his or her free associations, dreams, and transference reac-
tions (Strachey, 1934; Fenichel, 1945). The analyst's activity should be
limited to clearing away the resistances that keep warded-off knowl-
edge about the self out of consciousness. One reason for this rule is that
by observing it, the analyst is less likely to impose a meaning on the pa-
tient's material that comes from the analyst's preconceptions rather
than the patient's experience. In a well-conducted analysis, both parties
should sometimes be surprised by what emerges from the analysand's
unconscious (Reik, 1948). But a less-discussed reason for the classical
technical position concerns the client's self-esteem. The narcissistic en-
hancement that occurs when one comes up with one's own understand-
ing compensates for the narcissistic injury of acknowledging that one
had not known this already, on one's own.

By elevating attunement and empathy to superordinate roles (e.g.,
Wolf, 1988; Shane et al., 1997), self psychologically oriented practitio-
ners go even further than the classical analysts in protecting a patient's
self-esteem. It is probably not accidental that the self psychology move-
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ment picked up steam at a time when practitioners were discovering
that more and more clients could not tolerate conventional resistance
analysis and the invitation to uncover disowned strivings. All therapists
know the shock of making a comment that one expects to be experi-
enced as empathic and supportive and having the client react as if he or
she has been sadistically criticized. This phenomenon is particularly
noteworthy in patients with narcissistic and borderline psychologies; in
fact, such a response has come to be widely understood as a diagnostic
flag for those conditions.

The numbers of people with such problems seemed to be swell-
ing—or at least they were coming to therapists with far more fre-
quency—in the second half of the twentieth century (as I have already
commented, many aspects of contemporary culture make this phenome-
non quite understandable). Unlike neurotic-level clients, whose pain at
being told something they have not figured out for themselves is miti-
gated by their appreciation of the therapist's wish to help, borderline
and narcissistic patients simply feel attacked. Accordingly, a lot of our
more recent technical literature concerns itself with suggestions about
how to reduce this sense of being savagely criticized, how to preserve a
client's self-esteem, and how to make reparation when that self-esteem
is inevitably injured in the course of the therapist's efforts to understand
and help.

The famous shift from a one-person to a two-person psychoana-
lytic metapsychology in the late twentieth century (Aron, 1990; Mitch-
ell & Black, 1995) was partly motivated by clinical attention to self-
esteem issues. When the analyst, instead of adopting the role of the ob-
jective outsider on whom the patient's "stuff" is projected, acknowl-
edges participation in and contribution to what goes on between thera-
pist and client, the client carries less of the burden of shame over what
happens between them. One reason the intersubjectivists stress so much
the co-construction of the transference and the two-person nature of ev-
ery interaction is that the potential for injury to a patient's self-esteem is
considerably reduced when the analyst takes responsibility for his or
her contribution to the difficult emotional states that arise in therapy.

In addition to the technical suggestions of those in the self psychol-
ogy and inter subjective camps, there are numerous helpful resources for
therapists who want to learn how to share potentially useful informa-
tion with patients without damaging their self-esteem. Recent writing
on supportive therapy (e.g., Pinsker, 1997), on therapy with borderline
and narcissistic clients (e.g., Meissner, 1984; Kernberg, Selzer, Koenigs-
berg, Carr, & Appelbaum, 1989), and on the treatment of people with
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substance-abuse problems (Levin, 1987; Richards, 1993) is rich with
ideas on how the therapist can promote change while minimizing
wounds to the patient. Lawrence Josephs's (1995) Balancing Empathy
and Interpretation contains a particularly useful discussion of the tech-
nical challenges one faces when one tries to help someone with both
character pathology and fragile self-esteem. Finally, Sue Elkind (1992)
has written a valuable book on the process of consulting to therapeutic
dyads when they cannot get beyond the stalemates that hurt feelings
create.

In addition to referring the reader to texts such as these, let me of-
fer one illustration of a technical procedure that emanates from the as-
sessment that one's client has significant problems with self-esteem.
One way to communicate potentially hurtful but ultimately important
ideas to a person with marked narcissistic vulnerability is to package an
intervention in such a way that the patient feels not just criticized but
also admiringly accepted. Such comments must be genuine if they are
not to be taken as hollow and manipulative, but usually it is easy for a
therapist to find things about the client that are realistically praisewor-
thy. For example, I often find myself saying things like, "You're such an
interesting person. On the one hand, you're so accomplished and articu-
late, and on the other, you can get completely paralyzed in certain situa-
tions." Or, "I would never know if I met you socially how much anxi-
ety you carry around. Your outward demeanor is very self-assured, and
the only way I know how much fear you suffer is that you tell me about
it." Such statements are intended to counteract shame, to avoid the in-
jury that would occur if I simply observed, even with sympathy and
tact, "You get very paralyzed sometimes," or "Anxiety is a big problem
for you."

It is useful in such interventions to know on what specific founda-
tions the patient's self-esteem is built. A woman who prides herself on
being smart can accept attention to her shortcomings if her intellect is
simultaneously recognized ("For a person of such high intelligence, it
must be frustrating that you can't resolve these emotional difficulties
with brainpower alone"). A man who needs to see himself as possessed
of a subtle, exquisite sensibility can often own up to his own contribu-
tion to his unhappiness if his sensitivity is explicitly acknowledged in
the process ("It might not bother a less sensitive person to have these
marital problems, but for you it's important to face them"). The assess-
ment of what supports the self-esteem of an individual person thus has
very concrete, practical implications for technique.
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How Can I Modify This Person's
Maladaptive Self-Esteem Pattern?

Very often, the reason someone has come for treatment involves his or
her inability to abandon an established reservoir of self-esteem despite
life circumstances that no longer feed it. We are all familiar with the
former football hero who has not made the transition to other ways of
feeling important, and who substitutes boozy reminiscences of his glory
days for activities that would make him feel good about himself on
some grounds other than his athletic prowess. Another cultural stereo-
type with some basis in reality is that of the former beauty who, as she
ages, sinks into depression or drugs because her self-esteem has been en-
tirely dependent on her youthful attractiveness. Sometimes, as thera-
pists, we are aware of working preventively to expand a young person's
sources of self-esteem so that as he or she moves along in life, the lost
role of ingenue or brilliant-young-guy-on-the-way-up or athletic whiz
or sexpot will be replaced by more durable sources of pride.

Sometimes just the accidents of life destroy a person's otherwise ef-
fective strategies for feeling positive self-regard. One woman I worked
with had a history that contributed to her pinning her self-esteem on ex-
treme helpfulness and conscientiousness. Her mother, who was one of
several children in a family of limited resources, had been designated on
the basis of her intelligence as one of the kids who would go to college.
Then she became pregnant with my patient. The family solution was
that my client should be reared by her mother's sister, who, seen as less
brainy, then married sooner than she otherwise would have in order to
provide an intact family for the baby. As a child, this woman felt keenly
that her existence had created a terrible problem for her birth mother
and then had burdened her aunt. In addition, the truth about her birth
was kept from the children her aunt and uncle (whom she referred to as
her mother and father) subsequently had, leaving her to feel alone with
a shameful secret. It became pivotal to her self-esteem that she take care
of others, ask for nothing for herself, and prove that her presence on the
planet could be an asset rather than a drain.

This solution to her childhood dilemma worked fairly well for her
until her mid-fifties. She was a devoted mother, a reliable neighbor, a
conscientious friend, and most pertinent to this vignette, an exemplary
employee of the large corporation for which she worked. She had felt
reasonably good about herself for most of her adult life. When she came
to me, however, she was practically at death's door from the stress of
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trying to deal with a new boss. She was exhausted, despairing, and suf-
fering panic attacks with heart pain and palpitations that two physi-
cians thought might indicate or lead to heart pathology as well. After
almost thirty years of valued service, she had been caught in a downsiz-
ing operation in which a hatchet woman had been brought in to get rid
of the most costly employees (this was not her paranoid interpretation
of her circumstances; I had information from other sources that this
was in fact the case). Her new superior kept finding fault with every-
thing she did, and the harder she worked, the more nitpicking was the
criticism. Her old ways of proving her value just did not work in a sys-
tem that wanted her out, and she could not shift the basis of her self-
esteem to some other means of coping—such as scaling down her pro-
duction and trying to hide out, or organizing with other employees, or
bringing a lawsuit, or simply leaving for a better job. She just kept
working harder. A major challenge to the therapy was helping her find
self-esteem in areas other than sacrificing herself to the insincere and in-
satiable demands of her supervisor.

This client had a somewhat self-sacrificing personality structure
that was no problem to her as long as the authorities in her life were
more or less benign. As is frequently the case when people seek therapy,
fate had thrown her a situation that her habitual defenses gave her no
help in handling. In addition to appreciating the defenses involved, one
way of understanding a self-defeating character structure is in terms of
its self-esteem requirements: People who are characterologically mas-
ochistic attach their pride to self-sacrifice and care for others. Most per-
sonality disorders can be similarly described by the way people in a
given category pursue self-esteem. For example, the psychopathic per-
son becomes pumped up by excitement and power; the narcissistic per-
son basks in validation and admiration from others; the schizoid person
aspires to creative authenticity; the depressive person covets basic ac-
ceptance by, and closeness to, others; the obsessive-compulsive person
seeks a sense of control.

It is dangerous, especially in a rapidly changing world, for individ-
uals to hang their self-regard on only one hook. In working with people
who have inflexible personalities, clinicians try, either intuitively or self-
consciously, to expand the criteria by which their clients derive self-
esteem. Thus, we attempt to make the antisocial person capable of
pride in honesty, the narcissistic person responsive to an internal voice,
the schizoid person pleased with a tolerance for ordinary social hypocri-
sies, the depressive person proud of risking anger, the masochistic per-
son capable of relishing self-assertion; the obsessive-compulsive person
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gratified with a growing ability to go with the flow. We endeavor to
make people aware of attitudes they can access that are dystonic to
their main ways of valuing themselves. Even beyond that, we try to help
them enjoy and take pride in these inclinations (Silverman, 1984; Ham-
mer, 1990).

This is not easy. When a person's core principles are challenged, he
or she is just as likely to think that the therapist is morally corrupt as to
consider becoming more flexible. Questioning a person's internalized
standards amounts to criticizing the early love objects whose ideas that
person assimilated, internalized caregivers from whom increased psy-
chological separation feels alien and even dangerous. In order to suggest
ways of expanding access to self-esteem, a therapist usually has to com-
municate first just how deeply he or she appreciates the client's efforts
to feel pride and avoid shame by time-tested methods. "It seems very
important to you to feel in control," or "You seem to feel quite devas-
tated when you are not appreciated," are the kinds of comments by
which a therapist communicates understanding of a patient's self-
esteem system. Even in these simple reflections, though, there is an im-
plicit message: "It is possible not to need so much control and still feel
okay," and "It is possible to bounce back faster from the disappoint-
ment of being unacknowledged." In the language of Freud's structural
theory, the patient is being encouraged to make alien to his or her su-
perego something that has been syntonic to it. The process by which cli-
ents develop some objectivity about their personal economies of self-
esteem is slow, but one of the most positive outcomes of good treatment
is a more resilient self-esteem, one that can draw from many sources.

A common clinical experience is working with a depressive person
who has made it a condition of his or her self-esteem to think only
"nice" thoughts and have only "nice" feelings. "Isn't that terrible?"
such a client will ask, after confessing to some very ordinary thought-
crime, such as the wish that her mother-in-law would drop dead. In
these instances, therapists have to do a fairly aggressive kind of educa-
tion: Feelings and thoughts hurt no one; it is normal to have hostile atti-
tudes; the only reasonable basis for judging oneself involves how one
acts, not how one feels subjectively; if we were all judged by our private
and transient wishes, there would be a serious overpopulation problem
in Hell.

In addition, it helps for the therapist to challenge the superego in a
teasing way: "Oh. I forgot. You're too nice to have hostile feelings to-
ward someone who's been nasty to you." This sometimes evokes an-
ger—not a bad thing. The therapist's welcoming of an angry response
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gives the patient an opportunity to learn that the expression of a nega-
tive feeling can produce increased intimacy, that genuineness feels
better than niceness and does not necessarily provoke rejection. The cli-
ent may feel attacked, but note that what is under assault is not the to-
tal person but his or her self-attacking tendency. This kind of support
seems much more effective with depressive people than positive feed-
back and education alone. When someone has a perverse standard for
feeling self-esteem, the therapist's slightly sarcastic questioning of that
standard, provided it occurs once there is a good working relationship,
can be rather dramatically therapeutic.

How Can I Help This Patient Create a Reasonable
Basis for Self-Esteem?

Analysts have noted for decades that it is easier to soften an overzealous
superego than to strengthen a weak one. Patients whose self-esteem de-
rives from unrealistically demanding internal moral standards can be
induced over time to be less hard on themselves. They identify with the
therapist's nonjudgmental interest in them. They may soften up via real-
izing the infantile, all-or-nothing nature of their severe judgments. They
may rearrange their self-esteem structure by mellowing out in one area
while becoming compensatorily more demanding elsewhere—for exam-
ple, in analytic therapy, many patients counteract the narcissistic injury
inherent in owning their "selfishness" with a sense of pride in becoming
more honest with themselves. On the other hand, when someone's self-
esteem derives from transient pleasures and excitements that have no
staying power, or from foiling authorities, or from heaping blame on
others, it is hard for a therapist to help the patient transfer the pursuit
of self-esteem into areas where there is some chance for long-term self-
regard. A difficult aspect of working with narcissistically oriented and
impulsive people is that their ways of feeling good about themselves are
ultimately unsatisfying and self-defeating, and yet they cannot imagine
other ways of pursuing enjoyment.

"If it feels good, do it" is not a very effective long-term recipe for a
gratifying life. Many people in our culture, presumably engaged in the
pursuit of happiness that the Declaration of Independence endorses, be-
lieve that if they only get enough of what they want, they will feel good
about themselves. In fact, it is one of the important findings of psycho-
analytic investigation that our desires are both boundless and con-
flictual. It follows that the way to feel satisfaction with one's life is not
via accumulation (of goods or experiences or fame), since we will never
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have "enough," but to find ways to enjoy what we have. Not to put too
puritanical a slant on things, the capacity for delay of gratification has
its rewards. Renouncing something we think would compromise us
morally creates more long-term self-esteem than going for the quick
thrill.

The effort to get one's self-esteem from external sources, in the ab-
sence of internal ones, constitutes an orientation to life that dooms the
patient to a series of empty adventures with no potential for lasting
emotional gratification and pride. Patients themselves know this at
some level. Narcissistically organized people tend to seek therapy in
their forties or later, when they begin to feel the hollowness of the way
they have structured their lives. Even antisocial people have been
known to mature into more or less law-abiding citizens if they survive
their reckless youth. The emphasis put by twelve-step programs on a
connection with God suggests widespread appreciation of the fact that
one cannot change from a psychology of impulsivity to one of self-
control without internalizing an image of moral authority.

The hypersensitivity of narcissistically organized people to criticism
makes it very hard for therapists to suggest means other than the ones
they already use by which they can avoid shame and feel pride. Still, it
can plant a seed for a therapist to say, on being told by a patient that he
has walked out on a job without notice because he did not feel like
working anymore, "That must feel good. But what about your self-
esteem? Wouldn't you feel better about yourself if you had stuck it out
for a while?" Notice that the therapist is putting the issue of self-
evaluation under the patient's control rather than offering his or her di-
rect criticism of the person's behavior.

How Can I Reorient This Person's Self-Esteem to Reduce
Destructiveness to Others?

Some people with more severe narcissistic pathology, most psycho-
pathic people, and most addicts (of various kinds) not only harm their
own prospects for the good life but also do damage to others. It is part
of the therapist's job with such patients to help them find sources of
self-esteem in socially positive areas. Cognitive-behavioral therapists try
to do this, for example, with procedures such as anger management
training and empathy training. From a psychoanalytic standpoint, the
point to such therapies is not only to get problematic behaviors under
control but also to create an atmosphere in which patients want to iden-
tify with values and standards for self-esteem that have not previously
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been effectively transmitted; that is, therapy should produce a modifica-
tion of internal structures regulating self-esteem.

The success of twelve-step programs where traditional therapies
fail may be partly due to their supplying a set of explicit values and
bases for self-esteem support to people whose histories were deficient in
them. In traditional therapies, the clinician tries not to inflict his or her
values on the patient—a position that is fine for those patients who
have reliable values but that amounts to professional neglect with those
who lack them. The appeal to many people of cults and strict religious
denominations also attests to a longing among many rudderless individ-
uals for a clear, authoritative statement of what is good and bad, what
should make one feel positive about oneself, and what constitutes a sin
or a breach of faith with the community.

For therapists working one-on-one with a voluntary patient whose
actions are often destructive to others, it is a tricky business to try to re-
orient someone toward the socially positive. For a psychopathic person,
it is a considerable success to transform a pure power dynamic into a
more benign narcissistic one; for example, the person shifts from basing
his or her self-esteem on feeling powerful at any cost to basing it on
looking good to the community. One man I worked with, who came for
therapy after a long career as a drug dealer, was able to change a life-
long destructive pattern by joining a religious community, where he
confessed to his previous life of crime and earned the admiration of the
flock for his redemption. He found this new status in a nonunderworld
culture so gratifying—not to mention so much less likely to send him to
jail than his previous style of life—that he was able to keep his behavior
reasonably prosocial.

Interpretively, a therapist must move even more slowly with imme-
diate-gratification-oriented clients than with those whose self-esteem re-
quires heroic self-denial. Efforts to build internal sources of self-regard
tend to be dismissed by substance-abusing, impulse-ridden or antisocial
clients, not entirely without justification, as moralistic and judgmental.
When the therapist's interventions are not dismissed, patients can feel a
shame so great that they bolt from treatment rather than endure an-
other mortification. While conveying a rigorous honesty, the therapist
must not sentimentalize good behavior and must find empathy with the
morally compromised person's cynicism about what makes the world
go round. The focus has to stay on concrete matters such as whether the
person is in control, whether he or she has risked looking weak or fool-
ish, whether the behavior under discussion will come back to haunt the
client. And, of course, the therapist's own attitude of pride in being eth-
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ical, especially if it coexists with a realistic unflappability about the cli-
ent's contrasting shenanigans, will eventually sink in.

SUMMARY

In this chapter, I have emphasized individual differences in self-esteem:
how it is maintained and repaired, how reliable it is, and how reason-
able and socially valuable are the standards that support it. I have re-
viewed psychoanalytic thinking about self-esteem issues, from classical
reflections on superego formation through more contemporary empha-
ses on the fate of self-esteem in the bipersonal field of therapy. I have
emphasized the significance of understanding a patient's particular nar-
cissistic economy and have explored several clinical issues that depend
on such an understanding. These included the match of a given patient
with a given therapist, the problem of communicating therapeutically
with minimal injury to a person's self-esteem, the modification of
maladaptive ways of deriving self-esteem, the treatment of clients who
lack the internal basis for experiencing lasting satisfaction with them-
selves, and the reduction of the destructiveness of those whose self-
esteem is purchased at the expense of other people's suffering.

Assessing Self-Esteem 179



C H A P T E R T E N

Assessing Pathogenic Beliefs

ESPITE the popular conception that the main concerns of psycho-
analysis are drives and emotions, analytic theory has always paid care-
ful attention to the cognitive dimension of experience, especially at the
unconscious level. If how we think were not central to a psychoanalytic
understanding of individual character and pathology, then analytic
technique would never have included so much stress on interpretation,
on bringing unconscious ideas into consciousness. Freud's original
model (e.g., 1911) posited that along with primitive drives and affects,
there exists in the unconscious part of the mind a type of mentation that
he called "primary process thought," the residue of our earliest,
preverbal ways of apprehending our world. This archaic cognitive
mode was construed by him as prerational, prelogical, egocentric and
wish-driven, that is, governed by the pleasure principle rather than the
reality principle. In an interesting anticipation of some of Piaget's
work,* Freud stressed the symbolic, visual character of primary process
thought, and he emphasized its magical, wish-fulfilling nature. Among
the ways he disturbed the Victorian sensibilities of his time were not
only his claim that children have sexuality but also his conclusion that
regardless of how "civilized" and highly educated we are, remnants of

* Freud's theories may have had some direct effects on Piaget's model of cognitive
development, a model that played a critical role in dismantling the narrowly behaviorist
hegemony in academic psychology and laying the groundwork for the cognitive-behavioral
sensibility that now dominates there. Piaget was analyzed by Sabina Spielrein, a hospitalized
patient and presumed lover of Carl Jung (Carotenuto, 1983; Kerr, 1993), who became a
student and colleague of Freud, and who may have been the source of his original theorizing
about a death instinct. This brilliant and creative woman was murdered by the Nazis in
1941. We know about her complex role in the early psychoanalytic movement mainly
because of some diaries and letters that survived her.
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primitive, self-referential ways of thinking continue to exist in our un-
conscious life and to control our behavior to a far greater degree than
we like to think.

In addition to positing some universal cognitive processes, Freud
talked about individual differences in inner convictions and their relation-
ship to people's idiosyncratic psychologies. For example, in his essay
"Some Character-Types Met with in Psycho-Analytic Work" (1916), he
emphasized the determinative nature of unconscious beliefs. Describing
someone who considered himself an "exception" to the rules that should
govern others, he emphasized this man's assumption that he was subject
to a special divine protection. Freud noted that he had "in his infancy been
the victim of an accidental infection from his wet-nurse, and had spent his
whole later life making claims for compensation, an accident pension, as
it were, without having any idea on what he based those claims" (p. 313).
Invoking a similar cognitive explanation in depicting a type of person he
labeled a "criminal from a sense of guilt," Freud argued that some people
commit misdeeds in order to square their sense of themselves with a pre-
existing conviction that they are transgressive and culpable.

THE NATURE AND FUNCTION
OF PATHOGENIC BELIEFS

Among contemporary psychoanalytic writers and researchers, the ones
who have put most emphasis on unconscious pathogenic beliefs are Jo-
seph Weiss and Harold Sampson and the San Francisco Psychotherapy
Research Group (e.g., Weiss et al., 1986; Weiss, 1993). Originally label-
ing their orientation as "control-mastery theory," these investigators
found through empirical examinations of successful psychotherapies
that understanding a client's core convictions, and then understanding
his or her therapeutic engagement as expressing the effort to disprove
these convictions, gave a powerful account of the change process in
treatment. Sampson and Weiss and their colleagues stress that we all
have organizing beliefs, often existing at an unconscious level, that tend
to operate like self-fulfilling prophecies. If one has been lucky enough to
have internalized beliefs that are benign and adaptive, one has a good
chance to live a satisfying life. But if one has internalized beliefs that
stress, for example, the badness of the self, or the futility of effort, or
the danger of closeness, or the inevitability of betrayal, one is destined
to suffer repetitively unless one gets good therapy.

Contemporary psychoanalytic models that stress cognition suggest
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the exciting possibility of a rapprochement between analytic and cogni-
tive-behavioral sensibilities. The scholarship of Wilma Bucci (1997), to
mention only one researcher of distinction in this area, has recently given
us reason to hope for an empirically sound integration of cognitive science
and psychoanalytic thinking on the theoretical level. As noted earlier, Al-
len Schore's work (e.g., 1994) suggests that it can be done at the
neurobiological level. At the clinical level, there has been for some time a
lively interest in psychotherapy integration (e.g., Wachtel, 1977;
Arkowitz & Messer, 1984). Lately, interest in a theoretical and technical
synthesis has reflected the fact that a mutual interest in cognition unites
psychoanalytic and cognitive-behavioral therapists. It has not often been
noted that Albert Ellis, Aaron Beck, and other pioneering cognitive thera-
pists are similar to Freud in emphasizing the role of individual irrational
beliefs in creating and maintaining psychopathology. According to them,
the therapist's main job is to challenge such ideas. Where they have dif-
fered from Freud and other psychoanalysts is in their opinion that there is
no need to posit a dynamic, unconscious part of the mind where these de-
structive beliefs reside; they regard them as evocable and addressable
without requiring a therapist to assume that mental structure.

Encouragingly to me, some eminent contemporary cognitive-
behaviorists (e.g., Barlow, 1998) have noted that recent achievements in
brain imaging establish the existence of unconscious processes that
must be taken into account in understanding cognition. A few sobering
thoughts, however, on the likelihood that individual clinicians will be-
come sophisticated integrators of both psychoanalytic and cognitive-
behavioral approaches: Unfortunately, becoming a skilled psychothera-
pist with an extensive scholarly foundation in either tradition is a long,
demanding process, and very few people master a substantial body of
literature in both orientations. Matters of personal temperament, the
accidents of one's training, and the effectiveness or ineffectiveness of
one's personal therapy in either tradition tend to attract a therapist to
one or the other approach. Cognitive-behavioral and psychoanalytic
positions also contain, respectively, certain irreducible differences of
emphasis and assumption (see Messer & Winokur, 1980; Arkowitz &
Messer, 1984). Still, it would greatly enrich our field if practitioners of
contrasting orientations could appreciate some of the common ground
on which psychotherapeutic intervention is based.

Family systems approaches to understanding psychopathology also
assume the operation of unconscious beliefs. Family therapists discern
these both in individual people and in the phenomenon of the family
myth. Ideas such as "If I individuate, Mother will die," or "I have to be
the sick one in order to keep my parents from fighting" may character-
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ize the innermost beliefs of the identified patient in a system, while
more general ideas such as "If anyone differentiates from the family, we
all will be destroyed" may be keeping the identified patient imprisoned
in a scapegoat role and the whole family organism stuck in a mal-
adaptive pattern. Systems-oriented practitioners of varying persuasions
have developed technologies of intervention designed to disconfirm
such beliefs and thereby improve a family's flexibility and growth. Like
most cognitive-behavioral clinicians, they tend to be less interested than
analytic therapists in whether there is an individual dynamic uncon-
scious, or even whether problematic ideas are admissible to conscious-
ness. If they can be changed via novel experiences, they point out, the
family will make progress in treatment.

It is certainly true that the central pathogenic convictions in large
numbers of people are not so much unconscious as ego-syntonic. Many
clients will readily tell a therapist their organizing assumptions (e.g.,
"People can't be trusted," "All men are beasts," "Everything I touch
turns to shit," "Nobody really gives a damn about other people"). They
simply believe these things, and when a treater raises a question about
their assumptions, they rush to justify them and to persuade the thera-
pist of their reasonableness. All clinicians have had the experience of
thinking they were about to confront a client with something he or she
did not know (e.g., "It's as if you believe you don't deserve to take up
space on the planet," or "It sounds like you're angry at all authorities,
whatever their position") and having the patient reply, "Of course!"—
as if the therapist were an idiot for taking so long to see the obvious.

What remains unconscious is sometimes not the belief itself but the
interpersonal scenario that created such ideas in the first place. It has
been my observation that clients usually cannot change irrational be-
liefs until they understand where they come from and how they have
been operating to protect the self against dangers that no longer exist
(more on this later). Freud's young man who saw himself as an excep-
tion probably could have told Freud or any other investigator that he
felt he was protected by a special providence. What he could not have
accessed was his childhood conclusion that this protection was his due
because he had already endured his allotted share of suffering, and that
it constituted a magical way of avoiding anxieties about his health that
were created by his early infection. Presumably, once his adult mind
had grasped that this kind of magic made no sense, he could start to re-
nounce his faith in a special personal entitlement.

I want to emphasize here that what we often label "irrational" beliefs
are not irrational in the child in whom they originally take form. Young
children are inevitably egocentric, in that their knowledge about the
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world is very limited and depends mainly on their awareness of their own
inner state. There is much they do not understand, including the exigen-
cies of having to work for a living, the demands of the larger world outside
the home, the impact of political events, the realities of illness and death,
the nature of mature sexuality, the vicissitudes of addiction, and, in gen-
eral, the complex and competing strivings of the adults around them.
They do understand their own rather stark and unsubtle feelings, and they
generalize from those. They put together the best explanation of their cir-
cumstances that they can, given the limits of their information, and they
draw the best conclusions available about how to cope with life. Like any
conscientious researcher in the logical positivist tradition, they generate
the most parsimonious explanation to fit the data.

For example, the little boy whose father disappears when he is
three cannot appreciate that his parents got a divorce for reasons unre-
lated to him, and that his father moved away rather than face his an-
guish being a visitor in the home where he formerly lived. Instead, the
boy concludes that because he was not good enough, his father pun-
ished him by leaving. He further concludes that male authorities cannot
be trusted, and that he will be safe around them only if he tests their re-
actions to his badness before he attaches to them. Thus may begin a
lifetime of provocation in the hope that some father figure will love him
despite his deficiencies. Eventually his pathogenic beliefs may go under-
ground, out of his conscious awareness, but the feelings and behavior
associated with them will persist.

Many individuals discover their pathogenic convictions only in the
controlled regression of a psychoanalytic treatment, or in the shock of a
comparably transformative experience (for instance, in the wake of fall-
ing in or out of love, after being moved by a play, or from experiencing
another state of consciousness—drug-induced or otherwise achieved).
In such circumstances, people are amazed to find that "at some level"
they believe numerous illogical things. One of my patients, for example,
was astounded to learn that he had been unconsciously blaming his fa-
ther for the death of his mother from an aneurysm when he was eight
years old. A colleague of mine described coming to the upsetting real-
ization that she believed ("in my gut—not my head") that women who
compete with men will be destroyed. I remember my own mortification
on discovering during my analysis, very much without my analyst's sug-
gestion to that effect, that I had internalized certain ethnic stereotypes
that I consciously abhorred.

People's deepest and most irrational convictions about life are fa-
mously stubborn. Simply from a learning theory point of view, it is axi-
omatic that something once thoroughly learned and then intermittently
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reinforced is deeply resistant to extinction. And intermittent reinforce-
ment is inevitable in a complex world, where all kinds of life experi-
ences will occur. Add to that the phenomenon of the self-fulfilling
prophecy (Rosenthal, 1966) or, in psychoanalytic parlance, the opera-
tion of projective identification—that is, the fact that people who ex-
pect certain kinds of results tend to provoke what they expect—and it is
even more understandable how entrenched a pathogenic conviction can
be. It is a wonder that in psychotherapy these overdetermined infantile
beliefs can be modified at all.

Central to the task of modifying them is the therapist's getting it
right about what are the main maladaptive cognitions of any individual
person. As with affect, it is easy to project onto someone else the kinds
of primitive, self-referential ideas that we have discovered in ourselves
rather than to do the disciplined work of discerning that person's idio-
syncratic orienting assumptions. For example, a guilt-dominated thera-
pist working with a guilt-ridden client may be doing him or her a great
favor in attacking an imputed conviction that everything that goes
wrong is one's own fault. In this case, the therapist's psychology is an
asset in understanding the patient, who is similar to the clinician. But if
the client is not motivated by guilt and instead nurses the problematic
attitude that everything that goes wrong is someone else's fault, the
therapist who misunderstands that and challenges that person's pre-
sumed unconscious self-blame has only reinforced the client's patholog-
ical disposition to evade responsibility.

In concluding this section, I want to stress that some pathogenic be-
lief systems are quite complicated and not reducible to a one-line descrip-
tion. Conflict can be a central and confusing feature of them. For
example, many schizophrenic people believe that they will be annihilated
if they are too separate from other people, but they also believe they will
be engulfed if they are too close to them (Karon &VandenBos, 1981). Cli-
ents with borderline personality organization are famous for provoking
contradictory inferences in those who try to deal with them. Some profes-
sionals assume that their central maladaptive belief is "No one will be
there for me," while others believe that it is "I can manipulate anyone into
being there" (consequently, it is typical in agencies for some staff mem-
bers to be pleading for indulgence of the borderline patient's wishes and
others to be strident about limit setting). Typically, both pathogenic ideas
are held by the borderline client, in dynamic conflict, and both sides of the
person's inclinations must be dealt with if treatment is to succeed (cf.
Masterson, 1976). Therapists who are attentive only to one dimension of
the pathogenic ideology of a borderline patient will either reinforce re-
gression or provoke intransigent opposition.
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DEVELOPING HYPOTHESES
ABOUT PATHOGENIC BELIEFS

An interviewer trying to understand a person's pathogenic ideas is not
usually offered a straightforward account of the client's deepest and
most problematic convictions. Even with people whose maladaptive be-
liefs are ego-syntonic, the therapist may find out about them only by ac-
cident. For example, one of my patients had been in treatment for three
years before I learned that she confidently believed she had been taking
care of me all that time, saving me from the depression that she main-
tained all female caregivers suffer if they are not lovingly nurtured by
the women around them. Only in the most severely paranoid patients
are irrational beliefs announced and defended more or less without self-
consciousness, and in these cases, such ideas are properly considered de-
lusions. In order to understand the pathogenic cognitions of less dam-
aged clients, one can make inferences based on their general comments
about life, on their descriptions of their histories, on their repetitive be-
havior, and on their transference reactions.

General Comments about Life

The value of simply listening carefully, in an intake interview and later,
cannot be overstated. Sometimes in people's parenthetical remarks
there is a wealth of information about their inner convictions. For ex-
ample, a comment such as, "I should have known better than to trust
him" implies that the act of trust was going against some inner voice
that was counseling distrust. Generalizations such as "Every time I look
forward to something, I get disappointed" are likely to be expressing
not only an objective reflection on recent events but also a deeper belief
that by anticipating something with pleasure, one is magically dooming
it to be frustrating. A woman who had been badly neglected as a child
once remarked to me, "You talk as if it's the norm for parents to be in-
terested in their kids."

One man I worked with had a very ego-syntonic belief that every
time things went well for him, they would then reverse themselves, and
he would be punished for having taken pleasure in the good times. His
solution to the problem this belief created for him was to attempt not to
feel good about anything in the first place. I was clued into this dynamic
by his passing remark, "Nothing good comes without a cost." I will say
more about him shortly. Another patient of mine used to begin most of
his sessions with the comment, "Well, life still sucks." Behind this ob-
servation, it turned out, lurked an inner conviction that there was noth-
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ing he could do to make life more interesting or gratifying, and that
only an omnipotent authority could change things for him. And further-
more, if I, the putative omnipotent authority at hand, was not trans-
forming his life to his satisfaction, it was not because I was relatively
impotent to do so, but because I did not care enough about him to exert
the effort.

Descriptions of Individual Histories

Very often, even without a relatively dramatic, repetitive behavioral
pattern such as these, a client's personal history will suggest the kind of
unconscious conclusions that he or she may have drawn from early ex-
perience. The interviewer's empathy with the inevitably egocentric ex-
planatory set of the young child helps in trying to infer a particular
client's possible pathogenic ideas. Most adopted children, for example,
develop at least one theory about why their birth parents rejected them.
Girls brought up in families where boys were desired and valued, and
boys reared by parents who wanted girls, tend to have strong beliefs to
the effect that it is much better to be the other sex (sometimes uncon-
scious, sometimes conscious and rationalized). People who have suf-
fered early and repeated separations from primary objects tend to
believe not only that anyone they love will leave them, but also that it is
their own badness that will alienate and drive away those they love.
Members of maltreated social groups draw deeply troubling conclu-
sions that because of their race or ethnicity or gender or sexual orienta-
tion, they are somehow irreparably inferior to members of the contrast
group with social power.

It is also important to know simple demographic things such as the
socioeconomic status and ethnic composition of the patient's family,
since different subcultures promulgate different beliefs about relation-
ship, authority, privacy, gender, intimacy, trust, discipline, and other
basic human concerns. Knowledge of a person's religious upbringing
also offers information about what kinds of unquestioned beliefs he or
she may hold. For example (see Lovinger, 1984), Protestant families
tend to induce guilt in children who stay too dependent and fail to act
self-reliantly and with the courage of their individual convictions (like
Martin Luther, defying the Roman Catholic establishment of his era).
Jewish families, in contrast, for whom the maintenance and survival of
their community has historically been a critical concern, tend to create
guilt in children who go too far afield from the family. Thus, Protestant
patients tend to criticize themselves when they feel they have been
weak, self-indulgent, and insufficiently independent, while Jewish pa-
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tients blame themselves for not being caring enough, connected enough,
or sensitive enough to others.

In dealing with people who come from ethnic and religious tradi-
tions with which the therapist is unfamiliar, the clinician needs to learn
about those cultures and their orienting beliefs, both from outside
sources and from the patient (Sue & Sue, 1990). I have never known a
client who did not appreciate my frank admission of how little I knew
about his or her community of origin and feel respected by my wanting
to be taught about it. This observation also applies to one's learning in
depth from patients about the unique cultures and ideologies of the as-
sociations in which they are currently involved. Because people are at-
tracted to groups that embody their preexisting ideas, present-day com-
mitments also contain information about deep-rooted early beliefs. (A
fringe benefit of investigating this is the therapist's education. I have
been usefully instructed by clients about many areas of life that would
have remained relatively invisible to me without their tutelage. These
have included the Sufi movement, Quakerism, Buddhism, twelve-step
programs, support communities for people with various chronic dis-
eases, and the worlds of animal rights activists, military personnel, mo-
torcycle gangs, acting students, police officers, Christian missionaries,
and other groups that promulgate and reinforce particular dogmas.)

The political attitudes of the client and his or her family of origin
also afford information about the person's underlying beliefs. For ex-
ample, American liberals tend to idealize generosity and mercy, while
conservatives idealize control and justice (MacEdo, 1991). Some peo-
ple's personal politics are infused with the conviction that one must re-
sist authority, while others emphasize the social need for compliance
and order, and are horrified by rebellious acts. Such attitudes tell a
great deal about the underlying lessons the patient has derived from his
or her particular history.

Repetitive Behavior

In many people, problematic inner convictions must be discerned from
the patient's recurring behavior patterns. For example, one man I
worked with was repeatedly, and from my perspective, compulsively,
unfaithful to his wife. His explanation for his behavior was that he sim-
ply adored women—he was a connoisseur of female beauty and could
not resist treating both himself and his attractive admirers to the de-
lights of a sexual affair. The pain he brought to both his spouse and his
lovers, when he abandoned each of them in turn for the next exciting
conquest, was to his way of thinking a small price they paid for the
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pleasure of having been connected to a man as appreciative as he was of
their charms. It was not hard for me to surmise that he felt a lot of un-
conscious hostility toward women, though it took him a long time to
find and fully experience that aspect of himself. His hostility derived
from a personal history in which his mother had abandoned him as a
youngster, and because he unconsciously believed that abandonment
was inevitable when one becomes attached to a feminine object, he con-
nected and then disconnected himself with subsequent women before it
could happen to him again. He was only able to stop misusing women
when he understood the relationship between his childhood inference
and his behavior.

Another patient of mine had the habit of regarding every choice he
had made as the wrong one. He would typically agonize about each im-
portant decision (which woman to go out with, which course to take,
which job to pursue, which place to go on vacation, and so forth). Once
he finally got himself to decide, he became convinced that the road not
traveled had been the right road, and he would sink int%misery over his
bad judgment. We eventually figured out together that underneath this
pattern lay at least three pathogenic beliefs: (1) i:hat he would be pun-
ished for exerting autonomy, unless he punished himself first; (2) that
he did not deserve to enjoy the positive consequences of his choices; and
most important, (3) that there is such a thing as a perfect decision, a di-
rection without ambivalence, and the fact that he was not feeling
unambivalent about his eventual choice meant that he had been wrong
to make it.

This man also had the conviction, as previously noted, that when-
ever things went well, one should be wary about enjoying them, be-
cause they were bound to turn disastrous. I remember intervening
rather aggressively with him about the magical thinking underlying this
idea, arguing that fortune may rise and fall, but there is no evidence
that it falls because one has let oneself enjoy its occasional rises. Despite
the fact that, as an adult, his pathogenic ideas caused him to suffer
greatly—or more accurately, to avoid numerous opportunities for plea-
sure by turning them into misery—he found himself maddeningly reluc-
tant to give up the sense of being able to exert an omnipotent mind con-
trol over the normal exigencies of life.

Transference Reactions

In traditional, long-term treatment, pathogenic ideas reveal themselves
slowly in a transference relationship. When they emerge, they often sur-
prise both parties with their intensity. Traumatized people, for exam-
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pie, generally reach a point in therapy when they have an overwhelming
conviction that the therapist is about to abuse them. One woman I
worked with in analysis—a very high-functioning, realistic person—
could not talk to me at a sensitive point in the treatment without curl-
ing up into fetal position on the couch as if to protect her vital organs
from attack. Her father had been subject to fits of temper in which he
lashed out at her physically, striking whatever part of her was within
reach.

Depressive people, who carry the inner conviction that their bad-
ness will alienate anyone who gets to know them well, typically go
through periods of torment in therapy during which they are sure that
the clinician is about to reject them. One of my clients in this state of
mind found herself begging me not to terminate her treatment, even
though she had deliberately chosen me as an analyst on the basis of my
reputation for hanging in with patients over the long haul ("I know you
tend to stick with people, but they're not me. I keep assuming with each
new thing you learn that that will be the last straw, and you'll throw me
out in disgust").

When one is not in a position to do analysis or long-term analytic
therapy, one must make leaps of inference that are not necessary when
pathogenic beliefs can emerge at their own pace. These leaps are impor-
tant to make intelligently, because the more accurately one apprehends
a patient's particular ideology, the more clout one has to influence it.
Small transference indications of pathogenic ideas may be apparent at
the outset of a therapeutic relationship. The questions a patient asks,
the ways in which he or she makes or avoids eye contact, the spirit in
which issues like the schedule, the fee, and the cancellation policy are
discussed—all suggest the kinds of ideas about relationship that the per-
son brings to the therapy encounter. For example, a comment such as "I
only want short-term therapy" may reflect more than a person's con-
cerns about time and expense; they may indicate a pathogenic belief to
the effect that if one lets oneself depend, one will be too vulnerable to
another person's potentially malevolent power.

CLINICAL IMPLICATIONS
OF UNDERSTANDING PATHOGENIC BELIEFS

The importance of making reasonable hypotheses about a person's
pathogenic beliefs as early as the first meeting lies in the fact that, from
the outset, the patient is unconsciously looking to the therapist to
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disconfirm the convictions that have compromised and burdened his or
her efforts to live a gratifying life (Weiss, 1993). Whether or not it will
be part of the work for the practitioner to make interpretations of the
client's presumed pathogenic ideas, it is important for the therapist, es-
pecially in early sessions, to take pains not to reinforce a person's
maladaptive beliefs (in later sessions, once the therapeutic alliance is
solid, the inevitable ways in which such cognitions feel temporarily con-
firmed to the patient can be analyzed and repaired). If a man has been
reared by attentive caregivers, he is likely to regard silent attentiveness
in the therapist as supportive, but if he has been brought up with negli-
gence and lack of concern, silence will feel to him like indifference. A
woman who unconsciously believes that men do not care about her will
be relieved to talk to a male therapist who conveys warmth, but a
woman brought up by an overinvolved and seductive father may misun-
derstand that attitude as a threat to her boundaries.

In anxiety disorders and phobic conditions, the pathogenic beliefs
that make a situation "irrationally" frightening to a patient are some-
times obvious to a clinician and sometimes more subtle. In order to de-
vise a treatment plan, whether it involves behavioral desensitization or
psychodynamic mastery or both, it is essential to know the exact nature
of the pathogenic beliefs attached to a feared situation. One agora-
phobic woman I worked with felt that what essentially terrified her
about going out was the possibility that she would be seen by others as
a nervous wreck and would hence become an object of scorn to her ac-
quaintances. As we worked together, it became clear to us that a much
more disturbing possibility at the unconscious level was that she might
not be noticed at all. Thus, we concluded that she needed to desensitize
herself not to negative attention but to lack of attention. (Freud would
have noted that fears often conceal wishes: There was an exhibitionistic
wish, a wish to be seen and known, behind her fear that others would
scrutinize her so critically.) Given the extreme negligence of her alco-
holic childhood caregivers, not being noticed had the meaning to her of
being exposed to life-threatening dangers. Working with her on a grad-
uated program of being around total strangers who had no interest in
her proved to be a better treatment plan than trying to desensitize her to
the possible criticism of those who knew her.

There has been a longstanding argument in the psychoanalytic lit-
erature about whether it is possible to have a "corrective emotional ex-
perience" (Alexander, 1956) that produces lasting change without a full
analysis of all the elements of that experience. An ancestor of this argu-
ment was a disagreement between Freud and Ferenczi in the early
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1900s about whether patients could be essentially reparented, and a rel-
ative of it has resurfaced in recent debates between more relationally
and more classically oriented analysts discussing the relative therapeutic
roles of enactment versus interpretation (see Mitchell 8c Black, 1995).
Whatever their position on this issue, most analytic treaters try assidu-
ously to act in contradiction to the patient's pathogenic expectations,
only to find themselves redefined by the patient as confirming those ex-
pectations. Such is the power of transference. But no one argues that
one should not try to represent a corrective position, whether or not the
transference will have to be fully analyzed before it can be assimilated
by the client.

We all wish it were easier than it is to change pathogenic ideas.
Many people were moved by the portrayal of a psychotherapy relation-
ship in the movie Good Will Hunting, when the therapist kept repeat-
ing to a young man abused in childhood, "It's not your fault!" The au-
dience response to this scene reveals the extent to which ordinary
people appreciate the fact that irrational negative beliefs about the self
are, under conditions of childhood mistreatment, both inevitable and
intrinsically implicated in a person's psychopathology, and that an at-
tack on them is a fundamental aspect of mental health treatment. Ther-
apists can only wish, however, that our job were as simple as reiterating
information that challenges the patient's beliefs. If people were able to
reevaluate their pathogenic ideas simply because someone energetically
opposed them, there would be no need for psychotherapy. Most of us
do not lack for friends, relatives, and authorities who are happy to con-
front us on our irrationalities, yet we cling to our personal myths as
recalcitrantly as a young child clings to a blanket or a teddy bear.

I have already argued that irrational beliefs are more subject to in-
fluence if they are conscious. The therapist must not only act differently
from the problematic objects in the patient's history, he or she must
also help the person to see what expectations are being brought to the
relationship. Only then can the patient notice that they are being
disconfirmed. Otherwise, people have an uncanny ability to do the
information-processing equivalent of putting new wine in old bottles.
For example, when a well-meaning therapist tells a depressed woman,
"You feel as if there's something terribly bad about yourself, but you're
really a very nice person," the patient is much more likely to decide that
the therapist is a nice person (in contrast to herself), or that the thera-
pist is a fool to buy into the patient's masquerade as a nice person, than
to reconsider her belief that there is something terrible about her essen-
tial self. When a therapist lowers the fee for a paranoid man who thinks
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that the only thing practitioners are interested in is money, the patient is
more likely to fear that the therapist is trying to seduce him into a long
and expensive dependency than he is to reevaluate his suspicions of oth-
ers' pecuniary motives.

There are at least three reasons why knowledge of the conditions
that gave rise to particular pathogenic beliefs expedite the process of
making them conscious and changing them: (1) Patients who know the
childhood origins of cherished but ultimately detrimental beliefs can
differentiate better between current and prior realities and then evaluate
whether the cherished cognitions spawned by the former still have rele-
vance; (2) patients who know why they generated a particular personal
ideology feel less crazy in admitting irrational ideas; and (3) patients
who appreciate how much infantile dread the maladaptive beliefs have
contained will be better able to tolerate the amount of anxiety they will
face when they try to act on the basis of contrasting assumptions. When
people feel deeply understood in their irrationality and can identify with
a therapist's compassion for their having developed their illogical con-
victions, they can bring much less defensiveness to the task of taking
risks that will potentially disconfirm them.

I firmly believe, along with the eloquent Bertram Karon (1998),
that these observations apply with no equivocation to the treatment of
individuals with delusions. Schizophrenic people who come to under-
stand the childhood origins of their most cherished delusional ideas are
in fact able to give them up—once they have enough support to live
through the terrors that accompany the effort to change. My own clini-
cal experience attests to this, as does that of many colleagues I know
well who have, in defiance of the current enthusiasm for simply medi-
cating and "managing" psychotic patients, devoted themselves to un-
derstanding the disturbing subjective world of the severely mentally ill
and to giving psychotic clients the empathic interest and devotion that
any suffering human being ought to be able to expect from a profes-
sional.

I want to talk here briefly about the model that Weiss and Sampson
and their colleagues have contributed to our work as therapists. Unlike
many clinical theories, it derives not only from practitioner experience
but also from empirical investigations of extensive psychoanalyses and
therapies, and from interviews with patients and ex-patients. As a re-
sult, their inferences are patient-centric rather than analyst-centric. In
other words, our prevailing theories about technique (e.g., Greenson,
1967; Etchegoyen, 1991) have described the therapy process from the
treater's perspective. They have assumed that the patient wants con-
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sciously to change but resists doing so because of deep, unconscious
fears about what will happen if change is attempted. Consequently, the
therapist must slowly remove such resistance by analyzing it. This is, in
fact, how the therapy process feels from the clinician's perspective: I
want to help this person to change faster than he or she seems to be able
to manage it, so I have to address the part of this person that is oppos-
ing my efforts. To the therapist, the forces in the way of change often
feel greater than the forces that support it, because those are the dynam-
ics against which the treater battles.

Members of the San Francisco Psychotherapy Research Group
have talked about the same dialectic of the wish and fear to change, but
from the patient's point of view—a point of view that essentially re-
verses the emphasis. They see the client as not only wanting to change
but also as having a plan by which change can be made. That plan,
which has conscious and unconscious elements, includes an effort to
disconfirm pathogenic beliefs that the patient knows are problematic
but feels as deeply powerful. Thus, the client's point of view is some-
thing like: I know that I need my therapist to show me that my deepest
convictions are irrational, so I have to keep devising ways to test out
whether I can safely abandon them. I want to change faster than I dare,
and this process will give me the courage to do it. To the patient, the
forces on the side of change are taken for granted, and the inhibitions to
change are troubling but not overwhelming.

Passing Tests

According to this way of thinking, doing analytic psychotherapy
amounts to passing a succession of the patient's tests. Sampson and
Weiss have specified that such tests come in two varieties, the transfer-
ence test and the passive-into-active transformation (cf. Racker's [1968]
concepts of concordant and complementary countertransference, the af-
fective counterparts of these processes). In the first type of test, the cli-
ent checks out whether the therapist will act like the early object who
created the basis for his or her pathogenic beliefs; in the second, the cli-
ent treats the therapist as he or she felt treated as a child, and then ob-
serves closely to see whether the therapist can handle the situation
without recourse to the convictions the client developed to cope with
that kind of treatment.

Let us consider, for example, the therapeutic situation of a woman
who was criticized in deeply hurtful ways by an irritable and autocratic
father, and who, as a result, became convinced that the best way to deal
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with faultfinding authorities is to regard the self as deserving of criti-
cism and to acquiesce. In treatment, such a person might either (1) find
herself worrying that the therapist is critical, or (2) criticize the thera-
pist as her father used to criticize her. In either case, she is hoping to see
behavior that reflects different underlying ideas from the ones she con-
structed as a young girl. In the former instance, to be therapeutic, the
clinician usually needs only to comment on how the client is experienc-
ing the treater as if he or she were the critical father. The fact that the
therapist is quietly inquiring about this rather than acting like a judg-
mental authority will help the client distinguish between her childhood
experience and this new one. In the latter case, the therapist must react
nondefensively to the woman's provocation yet without buying into the
idea that the client has exposed the practitioner's essential defective-
ness. The former is an interpretive intervention; the latter, an enact-
ment.

When Sampson and Weiss were originally marketing control-
mastery theory to the larger psychoanalytic community, they were very
astute politically. Most of the illustrations they gave of practitioners'
therapeutic disconfirmation of patients' pathogenic beliefs involved in-
stances in which disconfirmation was possible without the therapist's
deviation from widely accepted technical norms. By this strategy, they
avoided alarming conventional practitioners about "wild" or undisci-
plined interventions. Here is a prosaic example of a treatment situation
in which a therapist can pass a patient's test via traditional technique: A
man with the pathogenic belief that he is singularly entitled, that others
should simply extend themselves to him, is salutarily challenged by the
therapist's insistence on regular payment. A more subtle illustration: A
woman with the unconscious conviction that she can manipulate infor-
mation out of anyone, and that she needs to do so for her safety, is well
served by the classical position that the therapist discloses as little as
possible of a personal nature. Many clients do rethink their irrational
convictions in response to a clinician's conservative use of time-honored
psychotherapeutic techniques. Aspects of traditional style, such as the
therapist's nonjudgmental listening, caring, and remembering, for ex-
ample, may in themselves diminish pathogenic beliefs about the dangers
of being honest.

There are individuals, however, for whom technical options very
different from the preceding ones would be the therapeutic choice. A
man who is obsessionally preoccupied with paying every debt on time,
so that he never feels beholden to anyone, might be deeply helped by a
therapist who could tolerate his running up a small bill (and then ana-
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lyzing his misery and all his catastrophic fantasies about what will hap-
pen if he lets someone take care of him this way). A woman who feels
she is not entitled to know anything about anybody else might be
moved by a therapist who says something like, "You talk a lot about
your children and your feelings about being a parent, and yet you've
never asked me whether I have kids." The therapist's openness to rais-
ing such a question, and his or her willingness to answer it once the pa-
tient has explored the meanings of her reluctance to ask any personal
questions of the treater, could be a powerful counteractive to the patho-
genic belief that she has no right to know anything important about the
authorities in her life.

Exposing and Understanding the Beliefs
That Produced the Tests

As previously suggested, the clinical implications of understanding a
person's pathogenic beliefs are not limited to the therapist's efforts to
pass each patient's tests. We also need to help our clients see just what
the convictions are that gave rise to the tests, how they originated, how
they initially functioned to protect the person, and how they now func-
tion to the person's detriment. Otherwise, a lot of clinical progress can
be undone once the therapist is no longer around, passing tests. In other
words, an examination of the client's underlying maladaptive beliefs is
an important part of the working-through process. Even in short-term
work, a therapist will accomplish a lot more if he or she not only
disconfirms a patient's pathogenic expectations but also comments
about the existence and probable childhood significance of those expec-
tations.

An example may illustrate what I mean. Those of us with depres-
sive psychologies respond warmly and with relief to therapists whose
behavior invalidates our expectation that we will be rejected if we are
fully known. Such expectations are often anchored in childhood experi-
ences of separations in which we concluded that it was because of our
neediness or badness that we were left. Therapists who limit their anti-
depressive activity to not rejecting us will feel comforting to us in the
short run, but ultimately, they will produce in us not a feeling of self-
worth that counteracts our pathogenic beliefs, but an idealization of the
therapist for hanging in with such a needy or bad person. And nothing
will have happened in such treatments to undermine the magical fan-
tasy supporting such a belief, namely, the hope that if only we can get
over our need or become good, we will never have to face abandon-
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ment. Unless our self-derogating beliefs and the infantile omnipotent
fantasies attached to them are exposed and examined, they will find
ways to reassert themselves once the therapy has ended.

Addressing pathogenic ideas is not always a matter for years of
psychoanalytic investigation. One man I worked with, whose mother
had died of cancer when he was fourteen, was able to do very well after
several months of once-per-week therapy in which he discovered in
himself the conviction that his mother's death had been the result of his
separating emotionally from her. He had come in to work on some
boundary problems he felt he had toward his wife, with whom he kept
finding himself enmeshed. Once his unconscious guilt had been ex-
posed, he was able to tone it down and realize that his mother would
have died whether or not he had accomplished a normal adolescent sep-
aration. This discovery allowed him to become more individuated in his
marital functioning, more supportive of his wife as a separate person,
and less afraid of the possible dire consequences of his "selfishness."

These kinds of insights about the importance of appreciating the
lingering effects of the conclusions children draw from their individual
predicaments are not limited to the psychoanalytic community. Readers
familiar with Jennifer Freyd's (1996) writing on "betrayal trauma" will
find very similar arguments, appearing mostly in the language of con-
temporary cognitive psychology. Freyd stresses how children must, be-
cause of their dependent condition, believe that authorities who abuse
them are doing so because they deserve it. Otherwise, they would have
to face the unbearable terror associated with acknowledging that their
survival is in the hands of people who are brutal and untrustworthy.
She makes a well-argued, scientifically supported case for understand-
ing memory issues associated with trauma according to formulations
such as these, and the relevance of her work to the treatment of trauma-
tized patients is great.

Despite our differing theoretical orientations, I suspect that Freyd
and I end up saying rather similar things to victims of childhood physi-
cal and sexual abuse:

"Like all children, you preferred to believe that your abuse derived
from something wrong in yourself. Believing this preserved hope
for you, in that you could try to figure out what was wrong with
you and to change it, and then maybe the abuse would stop. This
clinging to hope was preferable to facing the terrifying fact that the
people on whom you had to depend were out of control and de-
structive."
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With people who have suffered severe maltreatment in childhood, it is
not enough for the therapist to pass transference tests by being
nonabusive and to pass passive-into-active tests by refusing to be de-
moralized by the patient's abuse. In addition to those activities, practi-
tioners must help the client unearth and deconstruct the powerful
cognitions that are the legacy of a trauma history. This principle applies
to unlearning the maladaptive beliefs that are produced by any child-
hood scenario, traumatic or otherwise.

Finally, I want to stress the critical role of interpretation in those
instances in which it is not a straightforward matter to pass the pa-
tient's tests. This consideration applies in instances in which the tests
express a complicated and conflictual unconscious belief that puts the
therapist in the position of being antitherapeutic no matter what stance
is taken. For example, in a very common situation that too few of us are
prepared for in our graduate training, a borderline and/or traumatized
woman asks a therapist for a hug. The patient may be trying to
disconfirm the pathogenic belief that caregivers are repelled by her. But
simultaneously, she may be trying to disconfirm an equally powerful
conviction that authorities will exploit her neediness for their own sen-
sual and narcissistic gratification. Consequently, the therapist feels pan-
icky, thinking, "It will hurt her feelings terribly if I don't hug her, be-
cause it will reinforce her conviction that she is disgusting. But if I do
hug her, she will be terrified that I am taking advantage of her and can-
not be trusted to maintain appropriate boundaries."

Thus, there is not a simple way to pass this test. But there is a com-
plex one: The therapist can explain to the client that he or she feels in a
terrible bind, that either hugging or not hugging her may be hurtful,
and then go on to talk about the underlying beliefs that the therapist
sees as at war in the patient's expression of the need for an embrace.
The patient may not be happy to receive such an explanation, but it
does skirt the Scylla of outright rejection and the Charybdis of seduc-
tion. And, ultimately, it can be assimilated to the client's benefit, once
she works through the anger that her needs as immediately perceived
have been frustrated. I would go so far as to say that every time a thera-
pist feels in this kind of helpless dilemma (the "Omigod, whatever I do
is wrong" phenomenon), it makes sense to look for an underlying
pathogenic belief system in which two sides of a conflict are expressing
themselves and needing the therapist's interpretative articulation. Samp-
son and Weiss would probably say that, in such instances, the interpre-
tation is the passing of the test.
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SUMMARY

In this chapter, I have explored the therapist's evaluation of the pa-
tient's conscious and unconscious cognitive world. I have briefly re-
viewed some psychoanalytic ideas about maladaptive unconscious be-
liefs, related them to cognitive-behavioral and family therapy insights
about the role of unexamined assumptions in individuals and systems,
and commented about my hopes for a rapprochement between analytic
sensibilities on this issue and those of contemporary cognitive science. I
have stressed the intractability of pathogenic beliefs, based on their hav-
ing solved vital problems for each person in childhood, and I have par-
ticularly emphasized the importance of the therapist's accuracy in iden-
tifying the specific cognitions that operate pathogenically in individual
patients. In discussing how to infer a person's problematic beliefs dur-
ing an initial interview, I have counseled the reader to reflect on the in-
terviewee's general comments about life, description of his or her up-
bringing, repetitive behavior, and transference reactions.

In considering the clinical implications of correctly deducing a pa-
tient's pathogenic ideas, I have talked mainly about the work of the San
Francisco Psychotherapy Research Group, especially about their em-
phasis on patients' plans for recovery via devising tests by which the
therapist will either confirm or disconfirm their preexisting unconscious
convictions. I have given examples of how a therapist can pass both
transference tests and passive-into-active tests, and then commented on
the importance of also helping the patient to understand the beliefs be-
hind the tests, their early origins, their functionality in childhood, and
their dysfunctionality in the client's current life. I have given special at-
tention to complex and conflictual pathogenic beliefs and the challenges
they pose to a therapist's creativity.
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Concluding Comments

T,HE shift from getting a general sense of a person to conceptualizing
that individual's central dynamics is not always easily made. Case for-
mulation goes way beyond nosology. Not only is it more ambitious
than descriptive psychiatric taxonomy, the tradition exemplified in the
DSM, but it also attempts more than the in-depth psychoanalytic char-
acter assessment I described in Psychoanalytic Diagnosis (cf. Westen,
1998). Formulating a case is a subjective, speculative, individualized,
and comprehensive process. It requires getting a sense of someone's id-
iosyncratic inner life, feeling one's way into different aspects of that
person's private world, trying to understand how it is to live life in that
person's skin. One reason I have cautioned against going into a clinical
interview trying to address head-on the questions I have covered in this
book is that one needs to tolerate some disorganization and ambiguity
in the process of letting the patient's psychology make an impact on
one's own.

In the last few chapters, I have emphasized the treatment implica-
tions of different answers to central questions that therapists pose inter-
nally while listening to the story of any given client. I now return to the
topic of the process, the art, of formulating a case. I hope it is helpful to
the reader both in thinking about clients and in writing case reports in
which a dynamic formulation is expected. It is valuable to set aside a lit-
tle time after a intake interview to observe one's own subjective reac-
tions to the client. What internal visual images have accompanied the
interview? For example, does the person strike you as a porcelain doll, a
mischievous little boy, a deer in the headlights, a volcano about to
erupt? What feelings has the client evoked in you, and how strong are
they? Is your body tense? If so, where? What parts of the person's expe-
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rience seem strikingly like your own, and what parts are more alien?
Does the patient remind you of anyone? Is there a song going through
your head, and if so, what are the lyrics? What are your anxieties about
working with this person? How would you put words to the combina-
tion of images and feelings you have accessed? Let your intuition have
free rein for a while.

To access the degree of empathy necessary for effective therapy, it
is important to appreciate any similarity between yourself and a client.
Although all of us have been warned by supervisors not to overidentify
with our patients, I feel strongly that overidentification is a much less
serious failing than underidentification. Overidentification is forgivable
by the client and correctable by the therapist. Because it represents an
egalitarian position ("You and I have a lot in common"), it is not off-
putting or humiliating. Beyond this, it seems to me incontrovertible that
one cannot generate a meaningful sense of a person's subjective world
without calling on one's own emotional history. All great actors know
this: In order to give life to a role, one must find in the character some-
thing that resonates with a part of one's self. If a patient senses you are
not able to feel a basic human kinship and similarity, he or she will de-
spair of feeling uncritically understood.

Two people may have identical diagnoses and yet inhabit substan-
tially different internal worlds. To illustrate this assertion, and in the
process to demonstrate how to express a dynamic formulation, let me
compare and contrast two women I will call Amanda and Beth, both of
whom completed an analysis of several years' duration with me. Both
came to me with depressive symptoms; each had a diagnosable dys-
thymic disorder and a depressively organized personality. Amanda and
Beth were both health care professionals (a nurse and a physical thera-
pist, respectively), and each brought considerable psychological sophis-
tication to her work. Both were lesbians who had been "out" for many
years. At the time each woman entered analysis with me, she had been
living for several years with a partner with whom she was committed
and content. Both came from families troubled by alcoholism. Amanda
and Beth were alike also in being in the neurotic/healthy range of char-
acter structure, though each client's self-doubt expressed itself as a fear
that as I knew her better, I would learn she was in some fundamental
sense borderline. Both had had prior therapy and had chosen psychoan-
alytic treatment not only for its potential to relieve depressive symp-
toms but also for its promise to promote personal and professional
growth.

There the similarities end. Amanda was from an Anglo-Saxon
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Protestant, working-class family that moved several times during her
childhood. Beth's family was Italian Catholic, upper-middle-class, and
rooted in one community throughout her growing-up years. Amanda
had a more bidirectional sexuality; she had been unhappily married to a
man for several years before finding satisfaction with a woman. Beth
had been attracted exclusively to females since puberty, if not before. In
terms of temperament and unchangeable qualities, Amanda seems to
have always been a very active and intense child. She and I invited her
mother to a session late in her therapy and heard numerous stories
about Amanda's energetic, demanding nature. Beth had grown up with
comments about her quiet, self-contained temperament; her parents
were proud of her capacity to amuse herself alone, even before age one.

Maturationally, both women got off to a good start, with what
Winnicott would have called "good-enough" mothering in the first
year. But Amanda's mother suffered a fairly severe depression after
bearing a son when Amanda was fifteen months old. Her father's adap-
tation to parenthood, especially ence his wife became ill, was a combi-
nation of avoidance, explosivity, and drink. Although Beth's mother
soon became a problem drinker, in Beth's preschool years she seems to
have been relatively abstemious and adequately protective. Beth's father
was distant, intellectualized, and responsive to his daughter only when
he was showing her off to others. He frequently insisted that she dress
up and put on piano or dance performances or show off her skill at
spelling. Both women had suffered sexual mistreatment as young chil-
dren, Amanda from a grandfather who had also molested her mother,
and Beth from a brother four years older. Amanda had fought off the
abuse, which she experienced as hostile and intrusive, while Beth had
been guiltily involved with her brother from age five to thirteen, when
she began to menstruate and fear pregnancy.

Amanda and Beth had oedipal rather than preoedipal psychologies:
Their subjectivities were not dominated by wishes either to fuse with or
to struggle against a maternal object. They were able to see other people
as complex combinations of positive and negative features, to feel desire
for another whole person who is a separate and not unduly idealized
object, to compete for affection, to identify with positive aspects of
early love objects. Each woman had the homosexual version of the oed-
ipal triangle; her same-sex parent had been her object of desire, and she
had felt competitive with her father for her mother's love and attention.
Being essentially dysthymic, both women used the central defenses of
depressive people: They internalized negativity, projected their good at-
tributes on to others, and tried to compensate for a self-esteem deficit
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by being generous and caretaking. Sensitive to loss and criticism and
chronically susceptible to self-blame, they attributed their successes to
good luck or to help from others and their failures to their personal de-
fects. They differed, however, in some features of their defensive organi-
zation. Amanda saw negative qualities in others and then attacked
them; Beth handled conflict with efforts to distance from problematic
people. Amanda was hyperalert to my shortcomings and pushed to un-
derstand and process any empathic rupture between us. Beth was in
treatment three years before she allowed herself to notice any instance
in which I had hurt her feelings. Both women feared dependency;
Amanda expressed it with a kind of "I can do it myself" bravado, and
Beth tended to withdraw in intimate relationships.

Their affect patterns also differed. Amanda was more subject to ir-
ritation and anger, while Beth experienced a pervasive self-criticism and
diffuse sorrow. Amanda tended to use anger to ward off feelings of
grief, whereas Beth used sadness in the service of denying hostility.
Amanda was frequently anxious, but Beth experienced anxiety only
when called upon to do something she thought of as a "performance."
Amanda was more subject to states of euphoria and elation; a quiet
contentment was Beth's version of a good mood. Amanda's affective
life was dominated by shame, expressing itself in the fear of exposure
and humiliation, in contrast to Beth's tendency to feel guilt, inner bad-
ness, and a sense of culpability.

In terms of their respective identifications, Amanda was more stub-
bornly counteridentified than Beth. She shunned behavior that re-
minded her of her mother, and she bristled at any comments I made to
the effect that she had nonetheless identified with her in certain ways.
She had a positive identification with her father's role outside the fam-
ily—he was a scientist with an admirable capacity for curiosity and
wonder—but she mostly saw him as "other," as dangerous, as self-
destructive and prone to violence. She found other authorities to emu-
late as she grew up and felt pleasure in differentiating herself from both
parents. There was some evidence of her unconscious identification
with her father, perhaps related to the fact that he had been the parent
with more power. Beth, on the other hand, was positively identified
with her mother, whom she initially described as "saintly." She was
ambivalently identified with her father, whose intellect she admired, but
whose self-absorption she blamed for her mother's drinking. Her com-
ments in the intake interview suggested that she fended off negative per-
ceptions of both parents, though she was able to express some resent-
ment of the way her otherwise negligent father had wanted to display
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her when it suited his purposes. When I asked where her parents were
during the many years when she and her brother were involved incestu-
ously, she seemed to feel surprised by my implication that some supervi-
sion should have been going on.

The relational patterns of these two women were markedly diver-
gent. Amanda tended to expect abuse by people in power and to behave
provocatively when she feared that some kind of mistreatment was im-
minent. She had strained relations with hospital authorities and was
perceived by some of her colleagues and superiors as prickly or oversen-
sitive. In her professional role, she kept clear boundaries and was good
at setting limits with patients, who found her concerned and reliable
but not particularly warm and fuzzy. Beth tended to see authorities not
as powerful and threatening, but as weak and ineffective. She tried to be
invisible to them whenever possible, and she rarely questioned anything
they asked her to do. She seldom took on roles that called attention to
herself and was happiest when no one was interfering with her efficient
way of carrying out her duties. With her patients, she was generous and
self-effacing. Both women were fascinated by people and their idio-
syncracies, but whereas Amanda tended to use her analysis to figure out
the psychologies of her supervisors, Beth usually discussed her patients.

Amanda's earliest dreams and fantasies in therapy portrayed me as
hurt and vulnerable, and needing rescue from her. Over time, she devel-
oped a clear and somewhat erotized transference, and in the final stages
of her analysis, she found in me the abusive father from whom she had
to protect herself. My countertransference with Amanda was usually in-
tense, sometimes irritably so and at other times more aroused, either
sexually or in terms of general affect. Beth's experience of me was for a
long time inscrutable. She did not like to discuss her feelings about me
and seemed to feel interrupted and distracted when I would investigate
this area. Eventually, she noticed that she assumed I was not particu-
larly interested in her. A compelling fantasy emerged that I cared about
her only insofar as her improvement in treatment would make me look
good. With Beth my countertransference was consistently warm and
steady, but not very driving. I sometimes felt bored during her sessions,
and more than once I had to fight off sleep. I felt a deep affection for
both women, but it expressed itself as more urgent and reactive with
Amanda and more low-key with Beth.

Both women reacted strongly to separations, Amanda with anger,
and Beth with preemptive withdrawal (before a break in treatment, she
would become vague and elusive, and then miss our final appointment).
In their intimate lives, they were also different: Amanda tended to initi-
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ate sexual relations with her partner and to enjoy sex frequently, some-
thing she talked about readily despite a normal amount of self-
consciousness in disclosing private details of her life. Beth and her part-
ner seldom made love and tended to do so only at the initiative of her
lover. Beth could not bear to talk about her sexual experiences until the
last year of her analysis. Amanda liked vigorous physical activity and
sought out opportunities to do things in groups, while Beth's idea of a
good time was to go fishing alone or curl up with a good book.

Each woman derived significant self-esteem from her professional
role, from her attachments, from her general sensitivity to others, and
from her commitment to pursuing personal growth and emotional
maturity. Both felt considerable pride in having traversed the difficult
coming-out process and in representing a proactive, positive lesbian
identity. But Amanda's self-esteem was also reactive to the issue of
whether anyone was "getting over" on her or using her. She had a deep
need to speak truth to power. Her mood would plummet if she felt she
had been manipulated or outsmarted. These issues were not salient to
Beth, who put more emphasis on staying out of trouble. She would go
through depressive reactions when she felt isolated or neglected, or
when someone she cared about withdrew from her.

In terms of their respective pathogenic beliefs, although they both
tended to have explanatory sets emphasizing their own badness and in-
adequacy, the content of that general percept differed between them.
Amanda's central depressive convictions seemed to be as follows:

"I'm too much for people. I'm too demanding and difficult. I wore
my mother out, and my father saw my badness and punished me
for it. Although I deserve his abuse, I have to do whatever I can to
anticipate it and protect myself. I was not good enough to heal my
mother, and ultimately I'm going to be found out and rejected.
Anyone who knows me well will see how bad I am. If I confront
others with their badness first, maybe I'll distract them from my
own defects."

Beth's seemed to be more or less as follows:

"I failed to help my mother with her sadness and her alcoholism. I
can please my father by showing off for him, but when I do this, I
feel unseen and used. The further I stay away from both parents,
the less I will have to face the pain of my inability to get them to be-
have differently. I'll go through the motions of being a good girl,
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but I'll create my own private world. I am bad for having the needs
that have made sex with my brother attractive. The physical con-
tact comforts me, but it also makes me feel sinful and alien to the
rest of the human race. If I can hide effectively enough, no one will
see how ineffectual and depraved I am."

The atmosphere in treatment of each of these women was quite dif-
ferent, even though the therapy of both could be properly depicted as
classical psychoanalysis. After the initial interview with Amanda, I
found myself very stimulated and excited about the prospect of a long,
in-depth exploration. I also noticed some fears that I would disappoint
her. Because of her emotional intensity, her penetrating way of looking
at me, and the incisiveness of her initial questions, I had a subtle sense
of being on trial. It was not hard to imagine that any authorities with a
susceptibility to anxieties about their role would find Amanda intimi-
dating. And, in fact, periodically during the treatment, I had to cope
with the sense that I had failed her or hurt her, as she relived in the
transference many of the actively hurtful things that had happened to
her.

With Beth, I felt more serenely reflective and less on the defensive. I
noticed a melody going through my head during her intake session—
Carly Simon's despairing "That's the Way I Always Heard It Should
Be." I found myself expecting that the key ingredients to her treatment
would be the opportunity to access her anger and her energy in relation-
ship with a person who would neither ignore her nor exploit her. In
contrast to the need for relief I sometimes felt in the heat of an exchange
with Amanda, I felt a kind of stimulus-hunger when working with
Beth. I wanted to penetrate the wall of her withdrawal, to shake her up,
to enliven her.

There follows a short case formulation about each woman, in
which appear several of the topics I have covered in this book. I have
linked them etiologically to each client's personal history and function-
ally to the specific goals each analysand articulated for her therapy,
above and beyond conquering her depressive symptoms. The length of
each statement is about what would be expected in the "dynamic for-
mulation" section of a thorough case report. Here is a short version of
some of Amanda's dynamics:

"Amanda has a depressive psychology deriving ultimately from a
problematic fit between her own needs as an energetic and intense
child and her mother's depressed state, starting when she was fif-
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teen months old. Her father, temperamentally unable to compen-
sate emotionally for her mother's withdrawal, seems to have
related to her with irritation, hostility, and physical abuse. Her dis-
placement by a favored son reinforced her sense that there was not
enough love available for her. She seems to have concluded that she
did not deserve to be cared for and that males will get whatever re-
sources exist in a system, while women will be mistreated. This
percept inclines her to feel like a magnet for abuse when she experi-
ences herself as soft or feminine. She defends against sadness,
which feels passive to her, with anger and activity. One of her goals
for therapy is to access the more vulnerable side of herself, the pur-
suit of which can be expected to activate anxiety about her safety.
The anger that accompanied her early deprivation seems to express
itself in a readiness to confront authorities, whom she sees as unre-
sponsive and abusive, like her father, or self-absorbed and ineffec-
tual, like her mother. Consequently, another of her goals is to
become less provocative toward those with power over her."

Here is a summary of some of Beth's central psychological issues:

"Beth has a depressive psychology that seems to derive from feeling
that she could never help her alcoholic mother, and that if she did
not cooperate with her narcissistic father's need to show her off,
she would not get any attention at all. She tries to stay at arm's
length from people lest their neediness absorb her or their exploita-
tion make her feel like a soulless, manipulable object. A tempera-
mentally sensitive, self-reliant child, she saw that neither parent
had the emotional resources to invest in her deeply. She turned to
her also neglected older brother for comfort and stimulation, which
became sexualized. Beth suffers considerable self-hatred for her
complicity with incest. She defends against strong feelings, both an-
ger and passionate attachment, with feelings of sadness and self-
criticism. She has come to therapy hoping to become more present
and related, more sensual, less afraid of ordinary dependent wishes,
and less suffused with guilt and the wish to withdraw."

Both women did very well in analysis. They remain appreciative of
the difference it has made in their lives. Each was able to attain the
treatment goals she had set, as well as other accomplishments not ini-
tially articulated (becoming more physically fit, managing money bet-
ter, becoming less anxious about public speaking, using time more
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efficiently, having fewer colds and other illnesses, having better judg-
ment about friends, feeling an increase in inner serenity, and developing
new outlets for creativity, among others). But beyond their common
need for an interested, nonjudgmental, nonintrusive therapist, their
treatment requisites were quite different. Amanda needed me to with-
stand provocation and confrontation, and to help her work through
hostile states of mind to the pain behind them; she responded well to
my having solid boundaries and conveying a sense of confidence and
power. Beth needed me to understand her pain, to be emotionally in-
vested in who she really was, to insist that she let me into her private
world of self-condemnation and detachment.

I hope these examples illustrate the ways one can assemble the in-
formation one gets in an intake interview. The whole is always psycho-
logically bigger than the sum of the parts. Different practitioners will
emphasize different aspects of a dynamic formulation, just as different
clinicians will take things up in a different order during psychotherapy.
Any therapeutic dyad creates its own two-person dynamic and interper-
sonal space, in which both parties struggle to make sense of what hap-
pens between them.

SOME FINAL ADVICE

Let me conclude with a few generalizations for the reader. Do not ex-
pect to have a handle on someone's psychology after a single visit. By
the time you have been with a new person for a hour or so, however,
you should be able to make some conjectures about his or her fixed at-
tributes, developmental challenges, defenses, affects, identifications, re-
lational patterns, self-esteem requirements, and pathogenic beliefs. Re-
flect on your hypotheses, think about the evidence for them, and
consider their implications for treatment. When you have been taught a
technique that makes no sense with a given individual in light of your
understanding of the preceding areas, avoid that approach. A generally
helpful clinical practice can, if applied to the wrong person, impose a
hurtful misunderstanding of what is unchangeable, or violate develop-
mental requisites, or fortify maladaptive defenses, or suppress authentic
feelings, or affront basic identifications, or reinforce self-defeating inter-
personal styles, or injure self-esteem, or reinforce pathogenic beliefs.

As I suggested in Chapter Six, a time-tested corrective to the limita-
tions of any treater's individual subjectivity is the opportunity to pres-
ent patients in depth to colleagues. In a group setting, elements of for-
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mulation that the treating practitioner has missed will be picked up by
someone else. Most conscientious therapists I know go regularly to peer
supervision groups or case seminars or consultation groups led by se-
nior colleagues. These meetings give the presenting clinician a safe place
to explore the affective dimension of his or her responses to clients and
allow for a rich exchange of reactions to the clinical material (see Rob-
bins, 1988). Because every patient who is discussed offers something
new, thereby expanding the expertise of the participating therapists,
such associations tend to have a long lifespan. Some of the professional
groups in my area have been functioning continuously for over thirty
years. One never gets too experienced to learn something eye-opening
about oneself and one's clients.

Finally, keep letting your patients know that your curiosity about
their actual feelings, fantasies, beliefs, and actions is greater than your
need to get validation for your own formulations—or Freud's, or
Kohut's, or Kernberg's, or Mitchell's, or those of anyone else you are
tempted to idealize. Truths are usually surprising and often painful, to
the client if not to the therapist whose narcissism bridles at admitting
prior ignorance and misunderstanding. Yet most people are eventually
willing to consider that what is true may be what is therapeutic. The
commitment to discern and acknowledge unpleasant truths about hu-
man nature is perhaps the most consistently admirable feature of the
checkered history of the psychoanalytic movement. And in a time when
traditional psychotherapy is under enormous pressure to abandon the
wisdom of decades of thoughtful and compassionate practitioners—not
to mention the experience of the countless clients they have helped—the
will to speak the truth is the strongest protection we have.
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A P P E N D I X

Sample Contract

Welcome to my practice. There follows some essential information about
psychotherapy. Please read and sign at the bottom to indicate that you have
reviewed this information.

Length and frequency of treatment: Psychotherapy typically involves regu-
lar sessions, usually forty-five minutes in length. Duration and frequency
vary depending on the nature of your problem and your individual needs.

Confidentiality: Information you share with me will be kept strictly confi-
dential and will not be disclosed without your written consent. By law,
however, confidentiality is not guaranteed in life-threatening situations in-
volving yourself or others, or in situations in which children are put at risk
(such as by sexual or physical abuse or neglect). If I need to discuss your
treatment with a colleague, I will take pains to disguise identifying informa-
tion, including using a pseudonym.

Fee policies: My fee for an individual therapy session is $ . If you need
to cancel an appointment, please tell me at least twenty-four hours ahead of
time; otherwise, I may charge you for the missed session. Please be aware
that insurance carriers will not cover cancellation charges.

If you carry mental health insurance coverage, I will bill your carrier
and assist with insurance reimbursement. In many circumstances, the insur-
ance carrier limits the fee charged for the session. You will not be charged
for the difference between my ordinary fee and the cap placed by insurance.
Any copayment necessary should be made at the time of the office visit. Un-
less we make another explicit arrangement, you are responsible for filing
insurance claims.
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Phone and emergency contact: If you need to contact me by phone, do not
hesitate. When I am not available, my answering machine will take a mes-
sage. I am usually able to return calls within the day. You will not be
charged for phone calls unless we have a scheduled conversation of an in-
formation-exchanging or problem-solving nature that lasts more than ten
minutes. Phone sessions will be indicated as such on receipts and are not
generally reimbursed by insurance. If you cannot reach me in an emer-
gency, you can find help at the Emergency Services number of the local hos-
pital: (phone number).

Physician contact: Physical and psychological symptoms often interact. I
encourage you to seek medical consultation if warranted. In addition, med-
ication may sometimes be helpful for psychological problems. When appro-
priate, I will arrange a referral for medication evaluation.

Freedom to withdraw: You have the right to end therapy at any time. If you
wish, I will give you the names of other qualified psychotherapists.

Informed consent: I have read and understood the preceding statements. I
have had an opportunity to ask questions about them, and I agree to enter
a professional psychotherapy relationship with

(practitioner's name).

Patient Date

a professional psychotherapy relationship with

a professional psychotherapy relationship with a professional psychotherapy relationship with

a professional psychotherapy relationship with
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Masturbation, 69-70
Maturational issues, 65, 67, 132
Mature dependency, as psychotherapy goal,

23
Medical conditions, 52-53
Medication, for affective disorders, 108-

110
Meetings

length of, 35
payment for, 36-37
time of, 35

Money, self-esteem and, 168-169
Mother, internalizations of, 150-151
Mourning

resistance to, 62
of therapy termination, 124-135

"Mourning and Melancholia" (S. Freud),
120

Narcissism
healthy. See Self-esteem
masochism/sadism and, 165
phallic, 162
self-esteem and, 177

Narcisstic pursuit of perfection, 115
Necessary Losses (Viorst), 120
Neglect, 151-152
Neuroses, childhood, 75

Objective outsider, 171
Object love, 124
Obsessive-compulsive personality disorder,

70-71, 112
Oedipal phase, 74-75, 77
Omnipotence, 96-97
Optimism, 56-57
Oral stage, 74
Organicity, 52, 52n
Overdetermination, 26

Paranoia
characterological vs. situational, 91
defenses in, 99-100

Parental characteristics, child's acquisition
of, 126-127

Parsimony, 26
Parturition envy, 58
Passive-into-active tests, 124, 194, 198
Pathogenic beliefs

assessment of, 180-181, 205-206
basis for, knowledge of, 193
clinical implications of, 190-194
complex, 185
creating, basis for, 183-184
exposing/understanding, 196-198
function of, 181-185

hypotheses development for, 186-190
nature of, 181-185
passing patient's tests and, 194-196
repetitive behavior and, 188-189
transference reactions and, 189-190
transforming, 51

Patient. See Client
Payment, of therapist, 36-37
Perception, defense and, 86
Personal agency. See Agency, personal
Personal history

descriptions, in assessing pathogenic be-
liefs, 187-188

taking, preparing client for, 42
as unchangeable life circumstance, 61-63

Personal psychology. See also specific
aspects of

treatment and, 201-208
unchangeable aspects, 48

of brain damage, 53-56
from congenital conditions, 52-53
from genetic conditions, 52-53
life circumstances, 58-61
from medical conditions, 52-53
personal history, 61-63
from physical limitations, 56-58
from substance abuse, 55-56
temperament, 49-51

understanding, 27-28
Phallic narcissism, 162
Phobias, pathogenic beliefs in, 191
Physical limitations, of client, 56-58
Pleasure, as psychotherapy goal, 24-25
Political attitudes, pathogenic beliefs and,

188
Preexisting conviction, 181
Preschoolers, identifications of, 125-126
Presenting problem

affect state as, 108-110
interpersonal problem as, 139-140
symptom relief for, 12-14

Primary process thought, 180
Psychoanalysis

data, omissions in, 3
definition of, 2
objective outsider in, 171
self-esteem and, 161-166
superego focus of, 162-164
transference themes in, implications of,

148-150
Psychoanalytic Diagnosis (MeWilliams), vii,

8, 30, 78, 85, 200
Psychodynamic therapy, transference

themes in, 149-150
Psychopathology

with affective disturbances, 108-110
with cognitive impairments, 108
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defenses in, 89-90
life stresses, development and, 81-82
overdiagnosis, 88-89

Psychotherapy
analytic, 6
conventional, 5
critics of, 6-7
goals of, 11-12

agency, 15-16
ego strength, 20-22
identity, 16-18
insight, 14-15
love, 22-24
mature dependency, 22-24
pleasure, 24-25
recognizing/handling of feelings, 19-20
self-cohesion, 20-22
self-esteem, 18-19
serenity, 24-25
symptom relief, 12-14
work, 22-24

managed care and, 4-5
motivation for, 13-14
psychoanalysis in. See Psychoanalysis
transference themes in, implications of,

148-150

Questions, inviting, 41-42

Race, 60, 135-138
Regression, to point of fixation, 67
Relational patterns

absent from transference, 150-152
assessment of, 139-143, 204
of fleeing/leaving, 153-154
implications for long-term vs. short-term

therapies, 155-156
outside therapy situation, 152-155
as presenting problem, 139-141
in sexuality, 154-155
theories of, 141-142
in transference

examples of, 143-148
implications of, 148-150

Religion, 178
identifications and, 135-138
pathogenic beliefs and, 187-188

Repetitive behavior, pathogenic beliefs and,
188-189

Repression, 112

Sadism, narcissistic functions of, 165
Schizophrenia, 193
Scripts, repetitive, 142-143
Secondary gain, 70-71
Secure attachment, 83
Self-cohesion, 22

Self-esteem
of client, 158, 205

assessment, clinical implications of,
165-179

basis for, 172
creating reasonable basis for, 176-177
enhancement of, 118
external basis for, 177
maladaptive, modification of, 173-176
preservation of, 170-172
reorientation to reduce destructiveness

to others, 177-179
supporting, 161

existential psychotherapy and, 164-165
humanistic psychotherapy and, 164
idealization of others and, 160-161
intersubjectivists and, 165-166
psychoanalysis and, 161-166
as psychotherapy goal, 18-19
self psychology and, 164-165
of therapist, 167
understanding, significance of, 158-161

Self-fulfilling prophecy, 185
Selfobjects, 24
Self psychology, 164-165, 170-172
Self-sacrifice, 174
Separation anxiety, 79
Separations

repeated, pathogenic beliefs about, 187
stress of, 68

Serenity, as psychotherapy goal, 24-25
Sexuality, relational themes in, 154-155
Sexual maturity, 75
Shame, vs. guilt, 114-115
Short-term therapy, vs. long-term, relational

patterns and, 155-156
Signal anxiety, 80
"Sleeping sickness" epidemic of 1917, 54
"Some Character-Types Met with in

Psycho-Analytic Work" (S. Freud), 181
Subjectivity, 2, 26
Substance abuse, cognitive impairments

from, 55-56
Suicidal ideation, 130-131
Superego

anxiety, 79-80
challenging, 175-176
definition of, 21
psychoanalytic focus on, 162-164

Supportive therapy, 78
Symptom relief, as psychotherapy goal, 12-

14

Teaching, of psychotherapy, 4-6, 10
Temperament, 49-51
"Terrible twos," 74
Thanatos (aggression), 23
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Therapeutic relationship, reciprocity in, 31-
32

Therapist
anxieties of, 4
channels, for client communication, 104
client hatred of, 46
client's reaction to, 31-32
"counterhomophobic" stance, 61
emotional stress and, 169-170
fees, gender differences in, 169
interpretations, 45-46
limitations/errors of, 46
manipulation of, 153
mourning, of therapy termination, 124-

135
prior, complaints about, 152-153
psychology of, 185
self-esteem of, 167
sensitivity of, 129-130
sexual misuse of, 144-145
subjectivity of, 146
tact of, 170-172
tentative formulations, assessing client's

reaction to, 33-34
values, infliction on client, 178
working alliance, client self-esteem and,

166-170
working hypothesis of, 12

Therapy contract
cancellation policy for, 37-39
length of meetings, 35
payment, 36-37

sample, 210-211
time of meetings, 35

Transference
affects and, 105-108
co-construction of, 145-146, 171
erotic/sexualized, 116-117, 143-144,

147-148
identifications in, 123-124, 129-130
neurosis, 148-149
pathogenic beliefs and, 189-190
relational patterns absent from, 150-152
relational themes in

examples of, 143-148
implications of, 148-150

tests, 194, 198
Twelve-step programs, 178

Uncovering therapy, 78

When Psychological Problems Mask
Medical Disorders (Morrison), 52

Work, as psychotherapy goal, 22-23
Working alliance

development of, 45
necessity of, 136
self-esteem issues in, 166-170

Working with Religious Issues in Therapy
(Lovinger), 135

You Mean I'm Not Lazy, Crazy, or
Stupid?! (Kelly & Ramundo), 51
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