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Preface

When I originally wrote Psychoanalytic Diagnosss, 1 knew
from my experience as a teacher that students and early-career psycho-
therapists needed exposure to the inferential, dimensional, contextual,
biopsychosocial kind of diagnosis that had preceded the era inaugurated
by the 198D publication of the third edition of the Diagsostic and Statis-
tical Manual of Mental Disorders (DSM-III) of the Americanr Psychiat-
ric Association. In particular, I wanted to keep alive the sensibility thar
represented decades of clinical experience and conversation, in which
human beings have heen seen as complex wholes rather than as collec-
tions of comorbid symptoms. I also saw how confusing it was, even to
psychodynamically oriented students, to try to master the bewildering
diversity of language, metaphor, and theoretical emphasis that comprises
the psychoanalytic tradition. The need for a synthesis of the sprawling
and contentious history of analytic theory, as it pertains to understand-
ing one’s individoal patients, was evident.

In the early 1990s I was also nourishing a faint hope that the book
would have some influence on mental heafth policy and on our cultur-
ally shared conception of psychotherapy, which were beginning to be
transformed in disturbing ways. No such luck: The breadth and depth of
change since then have been stunning. For a hase of interacring reasons,
psychodynamic—and even broadly humanistic (see Cain, 2010)—ways
of understanding and treating people have become devalued, and the
likelihood that a patient with significant character pathology, the hall-
mark of most psychodynamic treatment, will find genuine, lasting help in
the mental health system has, in my view, plummeted. As the cognitive-
behavigral movement continues to develop, some of its practitioners have
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X Preface

become as upset with these developments as analytic therapists have
been; my CBT-oriented colleague Milton Spett recently complained
(e-mail communication, May 28, 2010}, in reaction to this trend, “We
treat patients, not disorders.”

Political and economic forces account for much of this change {see
Mayes & Horwitz, 20085, for the political history of the paradigm shift
in the area of mental illness “from broad, eticlogically defined entities
that were continuous with normaliry to symptom-based, categorical dis-
eases” [p. 249]). At least in the United States, corporate interests—most
notably those of insurance companies and the pharmaceutical industry—
have sweepingly reshaped and thus redefined psychotherapy in line with
their aims: maximized profits. In the service of short-term cost control,
there has been a reversal of decades-long progress in helping individuals
with complex personality problems—not because we lack skill in helping
them, but because insurers, having marketed their managed-care plans
to employers with the claim that they would provide “comprehensive”
mental health coverage, later declined arbirtarily to cover Axis Il condi-
tions.

Meanwhile, drug companies have a substantial stake in construing
psychological problems as discrete, reified illnesses so that they can mar-
ket medications that treat each condition. Consequently, the emphasis
is no longer on the deep healing of pervasive personal struggles, but on
the circumscribed effort to change behaviors that interfere with smooth
functioning in work or school. When [ wrote the first edition of this
book, I did nat realize how much graver the prognosis for person-
oriented {as opposed to symptom-oriented) therapy would become in the
years after its publication (see McWilliams, 20035a, for a more detailed
lament).

The climate in which therapists in my country currently practice
is much more inclement than in 1994, Contemporary practitioners are
besieged wirh suffering people who need intensive, long-term care {Can
anyone convincingly argue that psychopathology is decreasing in the
context of contemporary social, political, economic, and technological
changes?). They may be expected to see patients every 2 weeks, or even
less frequently, and to carry caseloads so large that genuine connecrian
with and concern for one's individual clients is impossible. They are over-
whelmed with paperwork, with efforts to justify even the most unambi-
tious treatment to anonymous employees of insurance companies, with
translating their efforts to help clients build agentic selves into slogans
such as “progress on rarget behaviors.” Official “diagnosis™ under such
pressures can often be cynical in spirit and thus in function, as clinicians
Jabel patients in ways that will permit insurance coverage and yet stig-
matize them as little as possible.
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Ironically, the current state of affairs makes it more rather than
less imporrant for psychotherapists to have a heuristic but scientifically
enlightened sense of the overall psychology of each patient. If one wants
to have a short-term impact, one had better have some expedited basis
for predicting whether a person will react to a sympatheric commenc
with relief, with devaluation of the therapist, or with a devastating sense
of not being understoad. Hence, there is an even greater need now than
in 1994 to reassert the value of personality diagnosis chat is inferential,
contextual, dimensional, and appreciative of the subjective experience
of the patient. My role in developing the Psychodynamic Diagnostic
Manual (PDM Task Force, 2006) attests to this concern, but in that
document, what could be said about any type or level of personality
organization was limited 1o a few paragraphs, whereas here I can elabo-
rate more fully.

An indirect source of the widespread contemporary devaluation of
the psychoanalytic uadition may be the expanding gulf between zca-
demics and therapists. Some degree of tension between these two groups
has always existed, largely because of the different sensibilities of the
individuals attracted to one role or the other. But che chasm has been
greatly enlarged by increased pressures on academics to pursue grants
and quickly amass research publications. Even those professors who
would like to have a small practice would be foolish to do so in the cur-
rent academic climate, especially while seeking tenure. As a result, few
academics know what it feels Jike to work intensively with severely and/
or complexly troubled individuals, The researcher-practitioner gulf has
also been inadvertently widened by the growth of professional schools of
psychology, where aspiring therapists have little opportunity for muru-
ally enriching exchange with mentors involved in reseacch.

One result of this wider fissure is that psychodynamic formulations
of personality and psychopathalogy, which emerged mare from clinical
experience and naturalistic observation than from the laboratories of aca-
demic psychologists, have too often been portrayed 1o university students
as archaic, irrelevant, and empirically discredited. Although decades of
research on analytic concepts are typically ignored when current crit-
ics idealize specific evidence-based treatments—in their 1985 and 1296
books, Fisher and Greenberg reviewed over 2,500 such studies—the
paucity of randomized ceatrolled trials of open-ended psychodynamic
therapy has cost us dearly. In addition, the arrogance of many analysts
in the heyday of psychoanalysis, especially their belicf that what they
experienced with each patient was too idiosyncratic to be researchable,
contributed to negative stereotypes held by nonclinical colleagues.

Even now, when some exemplary empirical work has shown the
effectiveness of analytic trcatments (e.g., Leichsenring 8 Rabung,
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2008; Shedler, 2010), we are left with the self-defeating political legacy
of many analysts’ contempt for research on the analytic process, The
increasing shaping of clinical psychology into a posirivist “science,” the
cost-containment efforts by insurance companics, the economic inter-
ests of the pharmaceutical industry, and the dismissive reaction of some
analysts to outcome research of any kind have penerated the “perfect
storm” leading to cthe devalvation of psychodynamic psychology and
psychotherapy.

Contemporary misfortunes aside, there are additional spurs to the
revision of this book. Since its original publication, cognitive and affec-
tive neuroscientists have begun to illuminate genetic, physiological, and
chemical bases of psychological states. Research on infancy, especially
on attachment, the conceprual baby of che psychoanalyst John Bowlby,
has added ncw angles of vision to our underscanding of che develop-
ment of personality. The relational movement has inspired a sipnificant
paradigm shift within large seccions af the psychoanalytic community.
Cognitive and behavioral therapists, as their movement has matured and
their practitioners have worked with more complex patients, are devel-
oping personality concepts that are remarkably similar to older psycha-
analytic ones. And my own learning continues. I know more now about
Sullivanian, neo-Kleinian, and Lacanian theories than I knew in 1994,
I have had the benefit of critiques from teachers who have assigned Psy-
choanalytic Diagnosis, from the students they have taught, and from
fellow practitioners who have read it. And [ have had 20 more years of
clinical experience since I first envisioned the book.

[ was not entirely surprised by the success in North America of the
firse edition: I suspected as [ was writing it that [ was far from the only
persan wha felt the fack of such a text for students of psychotherapy. But
its intcrnational reception has astonished me, especially its warm wel-
come by therapists in countries as diverse as Romania, Korea, Denmark,
Iran, Panama, China, New Zealand, and South Africa, Its popularity
in my own country has brought me invitations to speak in unexpected
mental health subcultures {e.g., to Air Force psychiatrists, evangelical
pastoral counselors, prison psychologists, and addictions specialists),
and its impact beyond North American borders has introduced me to
therapists theoughout the world, who have taught me about the person-
ality dynamics they most commonly face. In Russia, it was suggested
to me that the national character is masochistic; in Sweden, schizoid;
in Poland, posttraumatic; in Australia, counterdependent; in Italy, hys-
terical, In Turkow, therapists working in traditional villages described
patients who sound remarkably like the sexually inhibited womea
treated by Freud, a version of hysterical personality that has virtually
disappeared from contemporary Western cuftures. This exposure to psy-
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chotherapy around the world has heen a heady experience, onc that |
hope has enriched this revision.

At the urging of colleagues working in more traditional and callec-
tivist cultures where emotional suffering is often expressed via the body
{e.g., with Narive American groups and in East and South Asian commu-
nities}, I have expanded the section on somatization and suggested the
utility of the concept of a personality type organized around thar defense.
I have revised my review of defenses, including somatizing, acting out,
and sexualization with the more primary mechanisms. For reasons of
length, and to avoid contributing to any tendency to pathelogize people
from cultuces where somatization is normative, I decided against devot-
ing a full chapter to somatizing personaliries. Readers hoping to learn
morte about treating those who regularly and problematically become
physically ill, and about others whose personalities are not covered here
{e.g., sadistic and sadomasochistic, phobic and counterphobic, depen-
dent and counterdependent, passive—aggressive, and chronically anxious
people), will find help in the PDM.

In some paris of this second edition, I have changed very litle,
beyond trying to tighten up the writing, in obsecvance of the principle
“If it works, don’t fix it.” In others, there has been a more ambitious
overhaul in light of new empirical findings and new theorerical perspec-
tives. Psychoanalytic developmental observations have gone way beyond
Mabhler, and contemporary neuroscience has begun identifying clinically
relevant brain processes that previously we could describe only meta-
phorically. Researchers in attachment have extended our undecsranding
of relationship and have minted terms (e.g., “mentalization,” “reflective
functioning”™) that capture processes central to overall mental healch.
Neuroscientists have corrected some of our mistaken beliefs {e.g., that
thought precedes affect or that memory of extreme trauma is retrievable
[Solms & Turnbull, 2002]} and have greatly expanded our knowledge of
temperament, drive, impulse, affcct, and cognition. Some randomized
controlled trials have been done on psychoanalytically informed treat-
ments, and new meta-analyses have been conducted on existing studies.

! have retained, however, many references to older literature, both
clinical and empirical, Personality by its nature is a fairly stable phe-
nomenon, and there is a wealth of disciplined and useful observations
about it from decades ago thar I would rather honor than ignore. I have
never shared che typically American assumption that the “newest” thing
is self-evidently bettec chan everything that came before it; in fact, given
realistic pressures on cucrent intellectuals, and given the narrowness
of much professional training, it seems unlikely that current work can
always be as thoughrful and far-reaching as that of writers who inhab-
ited a less frantie, less driven era.
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Introduction

M ost of what follows is accumulated psychoanalytic wisdom.
It is my own synthesis of that wisdom, however, and reflects my idiosyn-
cratic conclusions, interpretations, and extrapolations. The organiza-
tion of character possibilities along two axes, for example, which seems
to me so clearly inferable from psychoanalytic theories and mecaphors,
may seem contrived to analysts who visualize the varieties of human
personality in other images, along other spectra. I can only respond that
this graphic depiction has been of value in my experiences acquainting
relarively unprepared stndents with the welter of analyric concepts chat
have developed over more than a century.

The main object of this book is to enhance practice, not to resolve
any of the conceptual and philosophical problems with which the psy-
choanalytic literature is replete. I am more interested in being pedagogi-
cally vseful than in being indisputably “right.” A recurrent emphasis
in the chapters that follow concerns the relationship between psycho-
dynamic formulations and the art of psychotherapy. Beyond conveying
certain basic therapeutic atritudes, including curiosity, respect, compas-
sion, devortion, integrity, and the willingness to admit mistakes and limi-
tations {see McWilliams, 2004}, I do not believe in teaching a particular
“technique” in the absence of trying to understand the psychology of the
person to whom one is applying the technique.

Readers may have encountered the argument that psychoanalytic
ideas are irrelevant to the deeply distressed, to people with crushing
reality challenges, to minorities, addicts, the poor, and others. If this
book succeeds in conveying the richness and particularity of analyti-
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cally informed therapies, it will correct chat misconception, even though
the two axes on which T orgaaize diagnostic information comprisc only
some of what it is heipfu] to know about any client.

A COMMENT ON TERMINOLOGY

A strikingly cyclical efforr to sanitize speech has contributed o wide-
spread misunderstanding of the psychoanalytic tradition. Over time,
whatever the original intentions of those people who coined any spe-
cific psychological term, labels for certain conditions ineluctably come
to have a negative connotation. Language that was invented to be simply
descriptive—in fact, invented to replace previous value-laden words—
develops an evaluative cast and is applied, especially by lay people, in
ways that pathologize, Certain topics seem inherently unsertling o
human beings, and however carefully we try to talk about them in non-
judgmental Janguage, the words we use to do so attain a pejorative tone
over the years.

Today's “antisacial personality disorder,” as a case in point, was
in 1835 termed “moral insanity.” Later it became “psychopathy,” then
“sociopathy.” Each change was intended to give a descriptive, noncenso-
rious label to a disturbing phenomenon. Yet the power of that phenom-
enon to distuch evencually contaminaced each word that was invented
to keep the concept out of the realm of moralization. Something similar
occurred in the successive transformations of “inversion” to “deviation”™
to “homosexuality™ to being “gay” to being “queer,” and yet people who
are bothered by same-sex erotics still vse the terms “gay™ and “queer™
1o devalue. Ir will probably happen with the shift from “retarded” to
“developmentally challenged.,” Any phenomenon thar tends to trouble
people, for whatever reason, seems to instigate chis futile chasing after
nonstigmatizing language. It occurs with nonpsychelogical terms also;
for example, it is endemic in controversies aboue political correctness.
One outcome of this doomed project to sanitize language is that the
older a psychological tradition is, the more negative, judgmental, and
quaint its terminology sounds. The swift consumption, distortion, and
prejudicial application of psychoanalytic terms, within the mental health
professions and outside them, have been a bane of the psychodynamic
tradition. )

Paradoxically, another burden to the reputation of psychoanalysis
has been irs appeal. As concepts get popularized, they acquire not only
judgmental meanings but also simplistic ones. [ assume it would be hard
for a reader who is new to psychoanalysis to come upon the adjective
“masochistic,” for instance, without reacting to the label as a judgment
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that the person so depicted loves pain and suffering. Such a reaction is
understandable but ignorant; the history of the psychoanalytic concept
of masochism abounds with humane, insightful, useful, nonreduction-
istic observations about why some people repeatedly involve themselves
in activities painful to them despite often hercic conscious efforts ta do
otherwise. The same can be said for many other terms that have been
grabbed up by both nonanalyric clinicians and the literate public, and
then bruited about with glib or condescending conviction abour cheir
meaning.

Concepts also get watered down as they come into common use.
The term *“trauma,” as popularly used, has lost its catastrophic over-
tones and can frequently be heard meaning “discomfort” or “injury.”
“Depression” has come ta be indistinguishable from brief periods of the
blues (Horowitz & Wakefield, 2007). The term “panic disorder” had to
be invented in order to restore to our ear the connotations of the older,
perfectly useful phrases “anxiety neurosis” and “anxiety attack” once
the word “anxiety™ had been applied to everyching from how one feels
at a business lunch to how onc would feel in front of a firing squad,

Given all this, I have struggled over how to present some of the
materizal in this book. On a personal level, I try to observe the current
preferences of groups as to how they should be identified and to respect
the sensibilities of patients who object to certain diagnostic labels. Where
current DSM terminology has become the norm for discussing a parcicu-
lar phenomenen, [ use it unless it obscures older, richer concepts. But at
a scholarly level, it seems an exercise in furility to ¢ontinue to rename
things rather chan to use their existing names. Substituting “self-defeat-
ing” for “masachistic” or “histrionic™ for "hysterical™ may be preferred
by those who want to avoid terms that cantain psychodynamic assump-
tions, but such changes make less sense for those of us who think ana-
lytically and assume the operation of unconscious processes in character
formation.

My somewhat ambivalent conclusion about the language to be
used in this book has been to employ mostly traditional psychoanalytic
nomenclature, alternating occasionally, in the hope of reducing rhe clank-
ing weight of professional jargon, with more recent, roughly equivalent
terms. Since { am trying to raise the consciousness of my audience about
the rationale for each label that has come to dengte a character attribute,
1 will generally rely on familiar psychoanalytic language and try to make
it wser-friendly, To the reader withour a psychodynamic background,
this may lend an anachronistic or even inferred judgmental tone to the
text, but I can only ask such a person to try to suspend criticism tempo-
rarily and give the analytic tradition the benefit of the doubt while trying
to consider the possible utility of the concepts covered.
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A COMMENT ON TONE

Nearly everything one car say about individual character patterns and
meanings, even in the context of accepting a general psychoanalytic
approach, is disputable. Many concepts central to analytic thinking
have not only not been systematically researched and validated, they are
inherently so resistant to being operationalized and manipulated that
it is difficult to imagine how they even could be empirically tested (sce
Fisher 8 Greenberg, 1985). Many scholars prefer to place psychoanal-
ysis within the hermeneurtic rather than the scientific tradition, partly
because of this resistance of much of the subject matter to investigarion
by the scientific method as it has come to be defined by many contempo-
rary academic psychologists.

1 have erred in the direction of oversimplifying racher than obfuscat-
ing, of stating some ideas in a more sweeping way than many thoughtful
professionals would consider warranted. This text is aimed at beginning
practitioners, and I have no wish to increase the anxiety that inevitably
suffuses the process of becoming a therapist by introducing endless com-
plexity. In this second edition, however, in light of recent concern in the
field about essentialism and absolutistic pronouncement, J have tried to
tame any tendencies toward universalizing. All of us learn soon enough,
from the unpredictable nuances of each therapy relationship into which
we extend ourselves, how pale are even our most eleganr and sacisfying
formulations next to the mystery that is human nature. Hence, 1 trust
and encourage my readers to outgrow my constructions,
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INTRODUCTION TO PART |

The following six chapters contain a rationale for character diagnosis, a
review of some major psychoanalytic theories and their respective con-
tributions to models of personality structure, an exploration of individ-
ual differences that have been widely understood as embodying different
maturational challenges, commentary on the therapeutic implications
of such issues, and an exposition of defenses as they relate to character
structure. Together these chapters provide a way of thinking about the
consistencies in an individual that we think of as his or her personalicy.

This section culminates in the representation of diagnostic possi-
bilities along a biaxial grid. Although this schema, like any atrempt to
generalize, is both arbitrary and oversimplified, 1 have found it useful in
introducing therapists to central dynamic formulations and their ¢lini-
cal value. 1 believe thar chis way of construing personality is implicit in
much of the psychoanalytic literature. Oceasionally, a similar formula-
tion has been explicit fe.g., M. H. Stone, 1980, who also included an
axis for genetic tendencies). Ocher analysts have provided other visual
represemations of diagnostic possibilities {e.g., Blanck & Blanck, 1574,
pp. 114-117; Greenspan, 1981, pp. 234-237; Horner, 1990, p. 23; Kern~
berg, 1984, p. 29; Kohut, 1971, p. 9).

Especially in the past two decades, researchers studying infants, pat-
terns of relationship, trauma, and neuvroseience bave inspired new ways
of thinking about personality differences. My diagram can incorporate

5
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many of their findings, but some conceprualizations emerging from con-
temporary empicical studies represent significantly different angles of
vision. My aim is not to dispute other organizations of developmental,
stzuctural, and temperamental concepts but to offer a synthesized and
s:rcamhned image for newcomers to this confusing field.



1
Why Diagnose?

For many people, including some therapists, “diagnosis” is a
dirty word. We have all seen the misuse of psychadiagnostic formula-
tions: The complex person gets flippantly oversimplified by the inter-
viewer who is anxious about uncertainty; the anguished person gets lin-
guistically distanced by the clinician who cannot bear to feel the pain;
the troublesome person gets punished with a pathologizing label, Rac-
ism, sexism, heterosexism, classism, and numerous other prejudices can
be (and have often been) handily fortified by nosology. Currently in the
Uaited States, where insurance companies allot specific numbers of ses-
sions for specific diagnostic categories, often in defiance of a therapist’s
judgment, che assessment process is especially subjece to corruption.

One abjection to diagnosing is the view that diagnostic terms are
inevirably pejorative. Paul Wachtel {personal communication, March 14,
2009) recently referred to diagnoses, for example, as “insults with a
fancy pedigree.” Jane Hall writes that “labels are for clothes, not people™
{1998, p. 46). Seasoned therapists often make such comments, but I sus-
pect that in their own training it was helpful for them to have language
that generalized abour individual differences and their implications for
treatment. Once one has learned to see clinical patterns that have been
observed for decades, one can throw away the book and savor individual
unigueness. Diagnostic terms can be used objectifyingly and insultingly,
but if I succeed in conveying individual diffecences respectfully, read-
ers will not recruit diagnostic terms in the service of feeling superior to
others. Instead, they will have a rudimentary language for mentalizing

7
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different subjective possibilitics, a critical aspect of both personal and
professional growth.

The abuse of diagnostic language is easily demopstrated. That
something can be abused, however, is not a legitimate argument for
discarding it. All kinds of evil can be wreaked in the name of worthy
ideals—love, patriotism, Christianity, whatever—through no fault of
the original vision but because of its perversion. The important ques-
tion is, Does the careful, nonabusive application of psychodiagnostic
concepts increase a client's chances of being helped?

There are at least five interrelated advantages of the diagnostic
enterprise when pursued sensitively and with adequate training: (1) its
usefulness for treatment planning, {2) its implications for prognosis, (3)
its coneribution to protecting consumers of mental health services, (4)
its value in enabling the therapist to convey empathy, and (5} its role in
reducing the probability that certain easily frightened peaple will flee
from creatment. In addition, there are fringe benefits to the diagnostic
process that indirectly facilitate therapy.

By the diagnostic process, I mean that except in crises, the initial ses-
sions with a client should be spent gathering extensive abjective and sub-
jective information. My own habit {see McWilliams, 1999) is to devote
the first meeting with a patient to the details of the presenting problem
and its background. At the end of that session I check on the person’s
comfort with the prospece of our working together. Then I explain that [
can understand more fully if I can see the problem in a broader cantext,
and I ger agreement to take a complete histary during our next meeting.
In that session I reiterate thar I will be asking lots of questions, request
permission to take confidential notes, and say that the client is free not to
answer any question thac feels uncomfortable (this rarely happens, but
people seem to appreciate the comment),

I am unconvinced by the argument that simply allowing a relation-
ship to develop will create a climate of trust in which all pertinent mate-
rial will eventually surface. Once the patient feels close to the therapist,
it may become harder, not easier, for him or her to bring up certain
aspects of personal history or behavior. Alcoholics Anonymous (AA}
meetings are full of prople who spent years in therapy, or consulted a
bevy of professionals, without ever having been asked about substance
use. For those who associate a diagnostic session with images of authori-
tartanism and holier-than-thon detachment, let me stress that there is no
reason an in-depth interview cannot be conducted in an atmosphere of
sincere respect agd egalitarianism (cf. Hite, 1996). Patients are usually
grateful for professional thoroughness, One woman I interviewed who
had seen severa! previous therapists remarked “No une has ever been
this interested in me!”



Why Diagnose? 8

PSYCHOANALYTIC DIAGNOSIS VERSUS DESCRIPTIVE
PSYCRIATRIC DIAGNOSIS

Even morc than when I wrote the first edition of this book, psychiatric
descriptive diagnosis, the basis of the DSM and ICD systems, has become
normative—so much so cthat the DSM is regularly dubbed the {“bible” of
mental health, and students are trained in it as if it possesses some self-
cvident epistemic status. Although inferencial/contextual/dimensional/
subjectively attuned diagnosis can coexist with descriptive psychiatric
diagnasis (Gabbard, 2005; PDM Task Force, 2006), the kind of assess-
ment described in this book has become more the exception than the
rule. 1 view this state of affairs with alarm. Let me mention briefly, with
reference to the DSM, my reservarions about descriptive and categorical
diagnosis. Some of these may be quieted when DSM-5 appears, but 1
expect that the overall consequences of our having deferred to a cat-
egorical, trait-based taxonomy since 1980 will persist for some time.

First, the DSM lacks an implicit definition of mental health or emo-
tional wellness, Psychoanalytic clinical experience, in contrast, assumes
that beyond helping patients ta change problematic behaviors and men-
tal states, therapists try to help them to accept themselves with their
limitations and to improve their overall resiliency, sense of agency, toler-
ance of a wide range of thoughts and affeces, self-continuity, realistic
self-esteem, capacity for intimacy, mora) sensibilities, and awareness of
others as having separate subjectivities. Because people who lack these
capaciries cannot yet imagine them, such patients rarely complain abour
their absence; they just want to feel better. They may come for trearment
complaining of a specific Axis | disorder, but their problems may go far
beyond those symptoms.

Second, despite the fact that a sincere effort to increase validity
and reliability inspired those editions, the validity and reliability of the
post-1980 DSMs have been disappointing (see Herzig 8 Licht, 2006).
The attempt to redefine psychopathology in ways that facilitate some
kinds of research has inadvertently produced descriptions of clinical syn-
dromes that are artificially discrete and fail to caprure patients’ complex
experiences. While the effort to expunge the psychoanalytic bias chat
pervaded DSM-II is understandable now that other powerful ways to
conceptualize psychopatholgy exist, the deemphasis on the client’s sub-
jective experience of symptoms has produced a flat, experience-discant
version of mental'suffering that cepresents clinical phenomena about as
well as the description of the key, tempo, and length of a musical com-
position represents the music itself. This critique applies especially w0
the persenality disorders section of the DSM, but it also applies to its
treacment of experiences such as anxiety and depression, the diagnosis
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of which involves externally observable phenomena such as racing hearv-
beat or changes in eating and sleeping patterns rather than whether the
anxiety is about separation or annihilation, or the depression is anaclitic
or introjective (Blatt, 2004}—aspects thar are critical to clinical under-
standing and help.

Third, although the DSM system is often called a “medical model”
of psychopathology, no physician would equare the remission of symp-
toms with the cure of disease. The reification of “disorder™ categories,
in defiance of much clinical experience, has had significant unintended
negative consequences. The assumption that psychological problems are
best viewed as discrete symptom syndromes has encouraged insurance
firms and goveraments to specify the lowest common denominator of
change and insist that rhis is all they will cover, even when it is clear that
the presenting complaints are the tip of an emotional iceberg that will
cause rrouble in the future if ignored. The categorical approach has aiso
benefited pharmaceutical companies, who have an interest in an ever-
increasing list of discrete “disorders” for which they can market specific
drugs.

Fourth, many of the decisions about what to include in post-1980
DSMs, and where to include it, seem in retrospect to have been arbitrary,
inconsistent, and influenced by contributors’ ties 10 pharmaceutical
companies, For example, all phenomena invelving mood were put in the
Moad Disorders section, and the time-honored diagnosis of depressive
personality disappeared. The result has been rhe misperception of many
personality problems as discrete episodes of a mood disorder. Another
example: If one reads carefully the DSM descriptions of some Axis [ dis-
orders that are seen as chronic and pervasive (e.g., generalized anxiety
disorder, somataform disorder}, it is not clear why these are not consid-
ered personality disorders.

Even when the rationale for including or excluding a condition is
clear and defensible, the result can seem arbitrary from a clinician’s per-
spective, From DSM-UT on, a criterion for inclusion has been that there
has to be research data on a given disorder, This sounds reasonable,
but it has led to some strange resuits. While there was enough empirical
research on dissociative personalities by 1980 to warrant the DSM cat-
egory of myltiple personaliry disorder, later renamed dissociative jden-
tity disorder, there was very little research on childhood dissociation.
And so, despite the fact that there is wide agreement among clinicians
who treat dissociative adults that one does not develop a”dissociative
identity without having had a dissociative disorder in childhood, there
is {as ! wrike this i 2010) no DSM diagnosis for dissodative children. In
science, naturalistic observation typically precedes testable hypotheses.
New psychopathologies (e.g., Internet addiction, especially to pornogra-
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phy, a version of compulsivity unknown before technology permitted it)
arc observed by clinicians before they can’be researched. The dismissal
of clinical experiance from significant influence on post-1980 editions of
the DSM has created these kinds of dilemmas.

Finally, [ want to comment on a subtle social effect of categorical
diagnosis: It may contribute to a form of sebf-estrangement, a reifica-
rion of self-stares for which one implicirly disowns responsibilicy. *1 have
social phobia” is a more alienated, less self-inhabited way of saying “I
am & painfully shy person.” Wheu its patent an Prozac expired, Eli Lilly
put the same recipe into a pink pill, named it Serafem, and created a new
“illness™ premenstrual dysphoric disorder (PMDD) (Cosgrove, 2010).
Many womea become irritable when premensernal, but it is one thing 1o
say “I'm sorry P'm kind of cranky today; my peried is due™ and another
to announce “I bgve PMDD.” It seems to me that the former owns one’s
behavior, increases the likelihood of warm connection with athers, and
acknowledges that life is sometimes difficulr, while the latter implies
that one has a treatable ailment, distances others from one’s experience,
and supports an infantile belief that everything can be fixed. Maybe this
is just my idiosyncratic perspective, but I find this inconspicuous shift in
communal assumptions troubling.

TREATMENT PLANNING

Treatment planning is the traditional rationaie for diagnosis. [tassumesa
parallel between psychotherapy and medical trearment, and in medicine
the relationship between diagnosis and therapy is (ideally) straightfor-
ward. This parallel sometimes obrains in psychotherapy and sometimes
does not. It is easy to see the value of a good diagnosis for conditions
for which a specific, consensually endorsed treatment approach exists.
Examples include the diagnosis of substance abuse (implication: make
psychatherapy contingent on chemical detoxification and rehabilitation)
and bipolar illness {implication: provide both individual cherapy and
medication).

Althongh a3 number of focused interventions for characterological
problems have been developed over the past 15 years, the most commen
prescription for personality disorders is still long-term psychoanalytic
therapy. But analyric treatments, including psychoanalysis, are not uni-
form procedures applied inflexibly regardless of the patient’s personality.
Even the most classical analyst will be more careful of boundaries with
a hysterical patient, more pursuant of affect with an obsessive person,
more tolerant of silence with a schizoid client. Efforts by a cherapist to be
empathic do not guarantee that what a particular clieat will experience
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is empathy—one has to infer something about the person’s individual
psychology to know what can help him or her feel known and accepted.
Advances in the understanding of people with psychotic disorders (e.g.,
Read, Mosher, & Bentall, 2004) and borderline conditions (e.g., Bate-
man & Fonagy, 2004; Clarkin, Levy, Lenzenweger, & Kernberg, 2007;
Steiner, 1993) have led to treatment approaches that are not “classical
analysis” but are rooted in psychodynamic ideas, To use them, one must
first recognize one’s client as recurrently struggling with psychotic or
borderline states, respectively.

It is common for research purposes to define therapies, analytic and
otherwise, as specific technical procedures. Therapists themselves, in
contrast, may define what they do as offering opportunities for intimate
new emotional learning in which “technique” is secondary to the heal-
ing potential of the relationship itself. Analytic therapies are not mono-
livhic activities foisted in a procrustean way on everyone. A good diag-
nostic formulation will inform the therapist’s choices in the crucial areas
of style of relatedness, tone of interventions, and topics of initial focus.
With the increased practice of cognitive-behavioral therapies (CBT), we
are starting to see approaches to working with serious disturbances of
personality that have been developed by pracritioners of that orientation
{e.g., Linchan, 1993; Young, Klosko, 8¢ Weishaar, 2003). In response to
their own clinical experiences with individoality and complexity, CBT
clinicians are now writing about case formulation {e.g., Persons, 2008}
for largely the same reasons [ did. I hope this book will be useful to
them, as well as to my psychoanalytic colleagues.

PROGNOSTIC IMPLICATIONS

The practitioner who expects from a patient with an obsessive character
the same rate of progress achievable with a person who suddenly devel-
oped an intrusive obsession is risking a painful fall. An appreciation
of differences in depth and extensivity of personality problems benefits
the clinician as well as the patient, DSM categories sometimes contain
implications about the gravity and eventual prognosis of a particular
condition—the organization of information along axes was a move
in this direction—but sometimes they simply allow for consensually
accepted classification with no implicit information about what ene can
expect from the therapy process.

A main themgin this book is the futility of making a diagnosis based
on the manifest problem alone. A phobia in someone with a depressive
or narcissistic personality is a different phenomenon from a phobia in
a characterologically phobic person. One reason psychodiagnosis has a
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bad name in some quarters is thac it has been done badly; people have
simply attached a label to the patient’s presenting complaint. It is also
impossible to do good research on different diagnostic entiries if they are
being defined strictly by their manifest appearance. As with any com-
puter analysis, if garbage goes in, garbage comes out.

A strength of tlie psychoanalytic tradition is its appreciation of the
differences between a stress-related symptom and a problem inhering in
personality. {This was not always true. Freud originally made few dis-
tinctions between characterologically hysterical individuals and people
with other psychologies who had a hysterical reaction, or between what
would now be considered an ohsessive person at a borderline level of func-
tioning and a person with an obsessional neurosis.} A bulimic woman
who develops her eating disorder as a first-year college student and who
recognizes her behavior as driven and self-descructive is a very different
patient from a woman who has had binge~purge cycles since elementary
school and who considers her behavier reasonable. Both would meet the
DSM criteria for bulimia, but one could reasonably expect the first client
to change her behavior within a few weeks, while a realistic goal for the
second would be that after a year or so she would clearly see the costs of
her eating disorder and the need for change.

CONSUMER PROTECTION

Conscientious diagnostic practices encourage ethical communica-
tion between practitioners and their potential clients, a kind of “truth
in advertising.” On the basis of a careful assessment, one can tell the
patient something about what to expect and thereby avoid promising too
much or giving glib misdirection. I have found that few people are upset
upon being told, for example, that given their hiscory and current chal-
lenges, psychotherapy can be expected to take a long time before yield-
ing dependable, internally experienced change. Mostly seem encouraged
that the therapist appreciates the depth of their problem and is willing
to make a commitment to travel the distance. Margaret Little (1990) felt
relief when an analyst to whom she had gone for a consultation com-
mented to her, “But yow're very il{!*

A recent patient of mine, a psychologically sophisticated man who
had seen several people before me for what he considered severe obses-
sive tendencies, confronted me: “So you're the diagnosis maven; how do
you have me categorized?"” I took a deep breath and responded, “I guess
what most hits me berween the eyes is the degree of paranoia that you
struggle with.” “Thank God somebody finally got that,” he responded.
For those few clients who demand a miracle cure and lack the desire or
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ability to make the commitment it would take to make genuine change,
honest feedback about diagnosis allows them to withdraw gracefully
and not waste their own time and the pracritioner’s looking for magic.

Therapists working under conditions in which only short-term
therapy is possible can be tempted to believe, and to convey to their
patients, that brief therapy is the treatment of choice., Short-term therapy
is, in fact, sometimes preferable for genuinely therapeutic reasons, but
therapists should resist the human tendency o make a virtue out of a
necessity. A good assessment will give the interviewer information about
how likely it is that a short-term approach will significantly help a par-
ticular person. It is honest, though painful to both parties, to admic
to limitation, The alternative, to make oneself and/or the client believe
that one can do effective treatment with anyone despite obvious exter-
nal constraints, contributes ta self-blame in both participants (“What's
the matter with me that we haven't made the progress we'te supposed
to have made in six sessions?™). Converse clinical situations used to be
common: [n the era some call the golden age of psychoanalysis, many
people stayed in therapy for years when they may have been better off
at a drug treatment center or in a support group or with therapy and
medication. A careful diagnostic evalvation reduces the likelihood that
someone will spend inordinate time in a professional relationship from
which he or she is deriving little benefit.

THE COMMUNICATION OF EMPATHY

The term “empathy” has been somewhat diluted by overuse. Still, there is
no other word that connotes the “feeling with” racther than “feeling for™
that constituted the original reason for distinguishing between empathy
and sympathy (or “compassion,” “pity,” “concern,” and similar terms
that imply a degree of defensive distancing from the suffering person).
“Empathy™ is often misused to mean warm, accepting, sympathetic reac-
tions to the client no matter what he or she is conveying emotionally. |
use the term throughout this book in its literal sense of the capacity to
feel emotionally something like what the other person is feeling,

My patients who are therapists themselves often express brutal self-
criticism about their “lack of empathy” when they are having a hostile
or frightened reaction to a client, They wish they did not feel such dis-
turbing affects; it is unpleasant to acknowledge thar therapeutic work
can include primitive levels of hatred and misery that no one warned us
about when we decided to go into the business of helping people. Clini-
cians in this condition may be actually suffering from high rather than
low levels of empathy, for if they are really feeling with a patient, they




Why Diagnose? 15

are fecling his or her hostility, terror, misery, and other wretched states
of mind. Affects of people in therapy can be intensely negative, and they
induce in others anything but a warm response. That one should try
not to act on the basis of such emotional reactions is obvious even to
a completely untrained person, What is less obvious is that such reac-
tions are of great value. They may be critical to making a diagnosis that
allows one to find a way to address a client’s unhappiness that will be
received as genuinely tuned in rather than as rote compassion, profes-
sionally dispensed regardless of the unique identity of the person in the
other chair.

Someone who strikes an interviewer as manipulative, for example,
may have, among other possibilities, an essentially hysterical charac-
ter or a psychopathic personality. A therapeutic response would depend
on the clinician’s hypothesis. With a hysterically organized person, one
might help by commenting on the client’s feelings of fear and powerless-
ness. With the psychopathic person, one might instead convey a wry
appreciation for the client’s skills as a con artist. If the therapist has not
gone beyond the “manipulative™ label to a deeper inference, it is unlikely
that he or she will be able to offer the client any deep hope of being
understood. If one overgeneralizes—seeing all manipulative clients as
hysterics, or, alternatively, as psychopaths—one will make therapeutic
contact only part of the time. A person wich hysterical dynamics may feel
devastated to be misunderstood as executing a cynical power play when
feeling desperately in need of comfort for the frightened child within; a
psychopathic person will have nothing bur contempt for the therapist
who misses the centrality of a2 penchant for “getting over” on others,

Another instance of the value of diagnosis in enabling the thera-
pist to convey empathy involves the common situation of a patient with
a borderline personality organization contacting an emergency service
with a threat of suicide. Emergency mental health workers are ordinar-
ily trained in a generic crisis-intervention model {ask about the plan, the
means, and their lechaliry), and that model usually serves them well.
Yet people with borderline psychologies tend to talk suicide not when
they want to die but when they are feeling what Masterson {1976) aptly
called “abandonment depression.” They need to counteract their panic
and despair with the sense that someone cares about how bad they feel.
Often, they learned growing up that no one pays attention to your feel-
ings unless you are threatening mayhem. Assessment of suicidal intent
only exasperates them, since the interviewer is, in terms of the patients’
not-very-conscious subjective experience, distracted by the content of
their threat when they feel desperate to talk about its context.

A clinician’s effort to follow standard crisis-intervention procedures
without a diagnostic sensibility can be countertherapeutic, even danger-
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ous, since it can frustrate bordetline patients to the point of feeling that
to be heard, they must demonstrate rather than discuss syicidal feelings.
It also leaves the therapist hating the client, since the person seems to be
asking for help and then rejecting the helper’s earnest efforts to give it
(Frank et al,, 1952). Emergency workers trained in identifying border-
line clients become adept at responding to the painful affects behind
the suicidal threat rather than doing an immediate suicide inventory;
paradoxically, they probably prevent more self-destructive acts than
colleagues who automatically evaluate suicidality. They may also have
fewer demoralizing experiences of hating clients for “not cooperaring”
or “not being truthful.”

FORESTALLING FLIGHTS FROM TREATMENT

A related issue involves keeping the skitrish patient in reeacment. Many
people seck out professional help and then become frightened that attach-
ment to the therapist represents a grave danger. Those with hypomanic
personalities, for example, because early experiences of depending on
others came out disastrously, tend to bolt from relationships as soon
as the therapist’s warmth stimulates their dependent longings. Coun-
terdependent people, whose self-esteem requires denial of their need for
care, may also rationalize running from treatment when an attachment
forms, because they feel humiliated when implicitly acknowledging the
emotional importance of another person. Experienced interviewers may
know by the end of an initial meeting whether they are dealing with
someone whose character presses for flight. It can be reassuring to hypo-
maunic or councerdependent patients for the therapist to note how hard
it may be for them to find the conrage to stay in therapy. The statement
rings true, and it also increases the probability that they can resist temp-
tations to flee.

FRINGE BENEFITS

Peaple are more comfortable when they sense that their interviewer is at
ease. A therapeutic relationship is likely to get off to a good start if the
client feels the clinician’s curiosity, relative lack of anxiety, and convic-
tion that the appropriate treatment can begin once the patient is better
understood. A tiferapist who feels pressure to begin doing therapy before
having come to a good provisional understanding of the patient’s per-
sonal psychology is, like a driver with some sense of direction but no road
map, going to suffer needless anxiety. (Of course, one is doing therapy
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during a diagnostic evaluation; the process itself contributes to a work-
ing alliance without which treatment is an empty ritual, But the formal
agreement about how the parties will proceed, and what the boundaries
and respective responsibilities of the participants will be, should derive
from a diagnostic.formulation.) The patient will feel the anxiety and will
wonder about the practitioner’s competence. This self-replicating cycle
can lead to all sorts of basically iatrogenic problems,

The diagnostic process also gives both participants something to do
before the client feels safe enough to open up spontaneously without the
comforting structure of being questioned. Therapists may underestimate
the importance of this settling-in process, during which they may learn
things that will become hard for the patient to expose later in treat-
ment. Most adults can answer questions about their sexual practices or
eating patterns or substance use with relative frankness when talking
to someone who is still a stranger, but once the therapist has started to
feel familiar and intimate (perhaps like one’s mother) the words flow
anything but easily. When a parental transference has heated up, the
client may be encouraged to push on by remembering that in an early
meeting with this person whose condemnation is now feared, all kinds
of intimate matters were shared without incurring shock or disapproval.
The patient’s condtrasting experiences of the therapist during the diag-
nostic phase and later phases of treatment calls attention to the fact that
the transference is a transference (i.e., not a fully accurate or complere
reading of the therapist’s personality), an insight that may eventually be
crucial to the person’s understanding of what he or she typically projects
into relationships.

One source of some therapists’ discomfort with diagnosis may be
fear of misdiagnosis. Fortunately, an initial formulation does not have
to be “right” to provide many of the benefits mentioned here. A diag-
nostic hypothesis has a way of grounding the interviewer in a focused,
low-anxiety activity whether or not it turns out to be supported by later
clinical evidence. Given human complexity and professional fallibility,
formulation is always tentative and should be acknowledged as such.
Patients are often grateful for the clinician’s avoidance of pretension and
demonstration of care in considering different possibilities.

Finally, a positive side effect of diagnosis is its role in maintaining
the therapist’s self-esteem. Among the occupational hazards of a thera-
peutic career are feelings of fraudulence, worries about treatment fail-
ures, and burnout. These processes are greatly accelecated by unrealistic
expectations, Practitioner demoralization and emotional withdrawal
have far-reaching implications both for affected clinicians and for those
who have come to depend on them. If one knows chat one’s depressed
patient has a borderline rather than a neurotic-level personality struc-
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ture, one will not be surprised if during the second year of treatment
he or she makes a sunicide gesture. Once borderline clicnts start to have
real hope of change, they often panic and flirt with suicide in an effort
to protect themselves from the devastation they would feel if they let
themselves hope and then were traumaticaily disappointed. Issues sut-
rounding this kind of crisis can be discussed and masterad (c.g., in tecms
of the felt dangers of hope and disappointment juse mentioned, guile
toward original love objects over the transfer of ematianal investment
from them to the therapist, and related magical fantasies chat one can
expiate such guilt by a ritual attempr ta die), providing emotional relief
to both client and therapist.

1 have scen many gifted, devoted therapists lose confidence and
find rationalizations for getting rid of an ostensibly suicidal pacient at
preciscly the moment when the person is expressing, in an identifiably
provocative borderline way, how important and effective the treatment
is becoming, Typically, in the session preceding the suicide gesture che
patient expressed trust or hope for the first time, and the therapist became
excited after so much arduous work with a difficult, oppositional client.
Then with the parasuicidal behavior the therapist's own hopes crumble.
The former excitement is reframed as illusory and self-serving, and the
patient's self-destructive act is taken as evidence that the cherapeatic
prospects are nil after all. Recriminactions abound: “Maybe my Psych
101 teacher was right that psychoanalytic therapy is a waste of time.”
“Maybe I should transfer this person to a therapist of the other gender.”
“Maybe I should ask a biologically oriented psychiatrist to rake over
the case.,” “Maybe I should transfer the patient to the Chronic Group.”
Therapists, whose personalities are often rather depressive (Hyde, 2009),
are quick to turn any apparent sethack into self-censure. Sufficient diag-
nostic facility can make a dent in this propensity, allowing realistic hope
to prevail and keeping one in the clinical trenches.

LIMITS TO THE UTILITY OF DIAGNOSIS

As a person who does predominantly long-term, open-ended therapy, I
find that careful assessmenr is most important ar two points: (1) at the
beginning of treatment, for the reasons given above; and (2) at times of
crisis or stalemate, when a rethinking of the kind of dynamics I face may
hold the key to effective changes in focus, Once I have a good feel for a
person, and the*work is going well, [ stop thinking diagnostically and
simply immerse myself in the unique celationship that unfolds between
me and the client. If | find myself preoccupied with issues of diagnosis in
an ongoing way, | suspect myself of defending against being fully present
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with the patient's pain. Diagnosis can, like anything else, be used as a
defense against anxiety aboue ¢he unknown.

Finally, I should mention that peaple exist for whom the existing
developmental and typological categories of personality are at best a
poor fit. When any label obscures more than it illuminates, the prac-
titioner is better off discarding it and relying on common sense and
human decency, like the lost sailor who throws away a useless naviga-
tional chare and reverts to orienting by a few familiar stars. And even
when a diagnostic formulation is a good match to a particular patient,
there are such wide disparities among people on dimensions other than
their level of organization and defensive style that empathy and healing
may be best pursued via attunement to some of these. A deeply religious
person of any personality type will need first for the therapist to dem-
onstrate respect for his or her depth of conviction (see Lovinger, 1984};
diagnosis-influenced interventions may be of value, but only secondarily.
Similarly, it is sometimes more important, at least in the early phases of
therapeutic engagement, to consider the emotional implications of some-
one’s age, race, ethnicity, class backgronnd, physical disability, political
attitudes, or sexual orientation than it is to appreciate that client's per-
sonality type.

Diagnosis should not be applied beyond its usefulness. Ongoing
willingness to reassess one’s initiat diagnosis in the light of new informa-
tion is part of being optimally therapeutic. As treacment proceeds with
any individual human being, the oversimplification inherent in our diag-
nostic concepts becomes startlingly clear, People are much more com-
plex than even our most thoughtful categories admic. Hence, even the
most sophisticated personality assessment can become an obstacle to the
therapist’s pecceiving critical nuances of the patient’s unique material.

SUGGESTIONS FOR FURTHER READING

My favorite book on interviewing, mostly because of its tone, remains
Harry Stack Sullivan's The Psychiatric Interviewr (1954). Another classic
work that is full of useful background and wise technical recommenda-
tions is The Initial Interview in Psychiatric Practice by Gill, Newman,
and Redlich (1954). I was greatly influenced by the work of MacKinnon
and Michels (1971), whose basic premises are similar to the ones inform-
ing this text. They finally issued, with Buckley, a revised edition of their
classic tome in 2006 (now available in paperback). In Psychodynamic
Psychiatry in Clinical Practice, Glen Gabbard (2005) has masterfully
integrated dynamic and structural diagnosis with the DSM. For a well-
written synthesis of empirical work on personality, applied to the area
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of clinical practice, ] recommend Jefferson Singer’s Personality and Psy-
chotherapry {2005).

Kernberg’s Severe Personality Disorders (1984) contains a short
but comprehensive section on the structural interview, Most beginning
therapists find Kernberg hard to read, but his writing here is pellucid.
My own book on case formulation (McWilliams, 1999) complements
this volume by systematically considering aspects of clinical assessment
other than level and type of personality organization, and my later
book on psychotherapy {(McWilliams, 2004} reviews the sensibilities
that underlie psychoanalytic approaches to helping people. Mary Beth
Peebles-Kleiger's Beginnings (2002), similarly based on long clinical
experience, is excellent. So is Tracy Eells’s (2007) more research-based
text on formulation. For an empirical measure of inner capacities of
the whole person that therapists need to evaluate, consider the Shedler-
Westen Assessment Procedure (SWAP) (Shedler & Westen, 2010; Wes-
ten & Shedler, 1999a, 1999b). Finally, the Psychodynamic Diagnostic
Manual (PDM Task Force, 2006) fills in many gaps lefe by this book.
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Psychoanalytic
Character Diagnosis

Classical psychoanalytic theory approached personality in
two different ways, each deriving from an early model of individual
development. In the era of Freud’s original drive theory, an artempt was
made to understand personality on the basis of ixation (At what carly
maturational phase is this person psychologically stuck?). Later, with
the development of ego psychology, character was conceived as express-
ing the operation of particular styles of defense {What arc this person's
typical ways of avoiding anxiety?). This second way of understanding
character was not in conflict with the first; it provided a different set of
ideas and metaphors for comprehending what was meant by a type of
personality, and it added to the concepts of drive theory certain assump-
tions about how we each develop our characteristic adaptive and defen-
sive patterns.

These two explanatory sets are the basic elements of my own visual-
ization of character possibilities. I try to show also how relational mod-
els in psychoanalysis (British object relations theory, American inter-
personal psychoanalysis, self psychology, and contemporary relational
ideas) can illuminate aspects of character organization. In addition, my
understanding of personality has been eariched by less clinically influ-
ential psychodynamic formulations such as Jung’s (1954) archetypes,
Henry Murray’s “personalogy” (e.g., 1938), Silvan Tomkins’s (1995)
“script theory,” control-mastery theory (e.g., Silberschatz, 2005}, and
recent empirical work, especially attachment research and cognitive and
affective neuroscience.

21
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Readers may note that I am applying to che diagnostic enterprise
several different paradigms within psychoanalysis that can be seen as
mutually exclusive or essentially contradictory. Because this book is
intended for therapists, and because I am temperamentally more of a
synthesizer than a critic or distinction maker (I share this sensibilicy
with other clinica! writers such as Fred Pine {1985, 1990} and Lawrence
Josephs [1992]), I have avoided arguing for the scientific or heuristic
superiority of any one paradigm. I am not minimizing the value of criti-
cally evaluating competing theories. My decision not to do so derives
from the specifically clinical purpose of this book and from my ebser-
vation that most therapists seek to assimilate a diversity of models and
metaphors, whether or ot they are conceptually problemaric in some
way.

Every new development in clinical theory offers practitioners a
fresh way of trying to communicate to troubled peopic their wish to
understand and help. Effective therapists—and I am assuming rhar
effective therapists and brilliant theorists are overlapping but not identi-
cal samples—seem to me more often to draw freely from many sources
than to become ideologically wedded to one or two favored theorics
and techniques. Some analysts adhere to dogma, but this stance has
not enriched our clinical theory, nor has it contributed to the esteem in
which our field is held by those who value humility and who appreciate
ambiguity and complexity {cf. Goldberg, 1990a).

Different clients have a way of making different models televant:
One person stimulates in the therapist reflections on Kernberg's ideas;
another sounds like a personality described by Horney; seill another
has an unconscious fantasy life so classically Freudian that the cherapist
starts to wonder if the patient boned up on early drive theory before
entering treatment, Stolorow and Atwood (1979; Atwaod & Stolorow,
1993} have shed light on the emotional processes underlying thearies
of personality by studying how che central themes in the theorist’s life
become the issues of focus in that person's thearies of personalicy forma-
tion, psychopathology, and psychotherapy. Thus, it is not surprising chat
we have so many alternative conceptions. And even if some of them are
logically at odds, I would argue thar they are not phenomenologically
so; they may apply differentially to different individuals and differenc
character types.

Having stated my own biases and predilections, 1 now aoffer a
brief, highly oversimplified summary of diagnostically salient models
within the psychoanalytic tradition. I hope they will give therapists
with minimal exposure to psychoanalytic theory a basis for compre-
hending the categories that are second nature for analytically trained
therapists.
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CLASSICAL FREUDIAN DRIVE THEORY
AND ITS DEVELOPMENTAL TILY

Freud’s original theory of personality development was a biologically
derived model that stressed the centrality of instinctual processes and
construed human beings as passing through an orderly progression of
bodily preaccupations frem oral to anal to phallic and genital concerns.
Freud thearized that in infancy and early childhood, the person’s naru-
ral dispositions concern basic survival issues, which are experienced ar
fiest in 2 deeply sensual way via nursing and the mother’s other acrivities
with the infant's body and later in the child’s fantasy life about birth and
death and the sexual tie between his or her parents.

Babies, and cherefore the infantile aspects of self that live on in
adulrs, were seen as uninhibited seekers of instinctual gratification, with
some individual differences in the strength of the drives. Appropriate
caregiving was construed as oscillating sensitively between, on the one
hand, sufficient grarification to create emotional security and pleasure
and, on the other, developmentally appropriate frustration such that the
child would learn in titzated doses how ro replace the pleasure principle
{“I want all my gratifications, including mutually contradictory ones,
right now!™) with the reality principle {*Some gratifications are prab-
lematic, and the best are worth waiting for™). Freud talked little about
the specific contributions of his patients’ parcnts to their psychopathot-
ogy. But when he did, he saw parental failures as involving either exces-
sive gratification of drives, such that nothing had impelled the child ta
move on developmentally, or excessive deprivation of them, such that the
child’s capacity to absorb frustrating realities was overwhelmed. Parent-
ing was thus a balancing act between indulgence and inhibition—an
intuitively resonant model for most mothers and fathers, 1o be sure.

Drive theory postulated that if a child is either overfrustrated or
overgratified at an early psychosexual stage {as per the interaction of the
child’s constitutional endowment and the parents’ responsiveness), he or
she would become “fixated” on the issues of that stage. Character was
scent as expressing the long-term effects of this fixarion; If 2n adult man
had a depressive personality, it was theorized that he had been either
neglected or overindulged in his first year and a half or so {the oral
phase of developmen); if he was obsessional, it was inferred that there
had been problems between roughly 1% and 3 (the anal phase); if he was
hysterical, he had met cither rejection or overstimulating seductiveness,
or both, between about 3 aad 6, when the child’s interest has turned to
the genitals and sexuality (the “phallic” phase, in Freud’s male-oriented
language, the later part of which came to be known as the “oedipal”
phase because the sexual competition issues and associated fantasies
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characteristic of that stage parallel the themes in the ancient Greek story
of Qedipus). It was not uncommon in the early days of the psychoana-
lytic movement to hear someone referred to as having an oral, ana), or
phallic characeer.

Lest this oversimplified account sound entirely fanciful, I should
note that the theory did nor spring full-blown from Freud’s fevered
imagination; there was an accretion of observations that influenced and
supported it, collected not only by Freud but also by his colleagues. In
Wilhelm Reich’s Character Analysis (1933), the drive theory approach
to personality diagnosis reached its zenith. Although Reich’s language
sounds archaic to contemporary ears, the book is full of fascinaring
insights abour character types, and its observations may still strike a
chord in sympathetic readers. Ultimately, the effort to construe charac-
ter entirely on the basis of instinctual fixation proved disappointing; no
analyst I know currently relies on a drive-based fixation model. Still, the
field retains the developmental sensibility that the Freudian construct set
in motion.

One echo of the original drive model is che continuing tendency
of psychodynamic practitioners to think in terms of maturational pro-
cesses and to understand psychopathology in terms of arrest or conflict
at a particular phase. Effarts of contemporary psychoanalytic research-
ers to rechink the whole concept of standard developmental stages {see
Lichtenberg, 2004; D. N, Stern, 2000) have inspited enthusiasm for less
linear, less universalizing models, but these new ways of thinking coex-
ist with general cendencies to view patients’ problems in terms of some
aborted developmental task, the narmal source of which is seen as a
certain phase of early childhood.

In the 1950s and 1960s, Erik Erikson's reformulation of the psy-
chosexual stages according to che interpersonal and intrapsychic tasks
of each phase received considerable attention. Although Erikson’s
work {e.g., 1950) is usvally seen as in the ego psychology tradition,
his developmental srage theory echoes many assumptions in Freud's
drive model. One of Erikson's most appezling additions to Freudian
theory was his renaming of the stages in an effart to modify Freud’s
biologism. The 6ral phase became understood by ics condition of toral
dependency in which the establishment of basic truse (ar lack of trust)
is ar stake. The anal phase was conceptualized as involving the attain-
ment of autonomy (or, if poorly navigated, of shame and doubt). The
prototypical stenggle of this phase might be the mastery of toilet func-
tions, as Freud Rad stressed, but it also involves a vast range of issues
relevant to the child’s learning self-control and coming to terms with
the expectations of the family and the larger society. The oedipal phase
was seen as a critical rime for developing a sense of basic efficacy (“ini-
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tiative vs. guilt”) and a sense of pleasure in identification with one’s
love abjects.

Erikson, influenced by experiences such as having lived with Native
American Hopi eribes, extended the idea of developmental phases and
tasks throughoue.the lifespan and across cultures. In the 1950s, Harry
Stack Sullivan {e.g., 1953) offered another stage theory {of predictable
childhood “epochs”), one that stressed communicative achievements
such as speech and play rather than drive satisfaction. Like Erikson, he
believed that personality continues to develop and change well beyond
the first 6 or so years that Freud had stressed as the bedrock of adult
character. )

Margaret Mahler’s work (e.g., Mahler, 1968, 1972a, 1972b; Mahler,
Pine, & Bergman, 1975) on subphases of the separation-individuation
process, a task that reaches its initial resolution by about age 3, was a
further step in conceptualizing elements relevant to eventual personal-
ity structure. Her theory is basically object relarional, but its implicit
assumptions of fixation owe a debt to Freud’s developmental model.
Mabhler broke down Freud’s oral and ana) stages and looked at the
infant’s movement from a state of relative unawaceness of others (the
autistic phase, lasting about 6 weeks) to one of symbiotic relatedness
{lasting over the next 2 or so years—this period itself subdivided into
subphases of “hatching,” “practicing,” “rapprochement,” and “on the
way to object constancy™) to a condition of relative psychological sepa-
ration and individuation.

Other clinically relevant developmental observations emerged from
British analysts. Melanie Klein (1946) wrote about the infant’s shift
from the “paranoid—schizoid position™ to the “depressive position.” In
the former, the baby has not yet fully appreciated the separateness of
other people, while in the latter, he or she has come to understand that
the caregiver is outside the child’s omnipotent control and has a sepa-
rate mind. Thomas Ogden (1989) later posited a developmentally earlier
“autistic-contiguous position,” a “sensory-dominated, presymbolic area
of experience in which the most primitive form of meaning is generated
on the basis of the organization of sensory impressions, particularly at
the skin surface” {p. 4). He emphasized how;, in addition to viewing these
positions as progressively more mature stages of development, we need
to appreciate that we all move back and forth among them from moment
10 moment,

Such contributions were greeted eagerly by cherapists. With the
post-Freudian stage theories, they had fresh ways of understanding how
their patients had gotten “stuck™ and could appreciate otherwise puz-
zling shifts in self-states. They could now also offer interpretations and
hypotheses to cheir self-critical clients that went beyond speculations
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about their having been weaned too early or too late, or toilet trained
t00 harshly or with too much laxity, or seduced or rejected during the
oedipal phase. Rather, they could wonder to parients whether their pre-
dicaments reflected family processes that had made it difficult for them
to feel security or autonomy or pleasure in their identifications {(Erik-
son), or suggest that farc had handed them a childhood devoid of the
cruciailly important preadolescent “chum™ (Sullivan}, or commenc that
their mother’s hospitalization when they were 2 had overwhelmed the
rapprochement process rormal for that age and necessary for optimal
separation {Mahler), or observe that in the moment, they were feeling
a primitive tercor because the therapist had interrupted their thought
processes {Ogden).

More recently, Peter Fonagy and his colleagues [e.g., Fonagy, Gergely,
Jurist, & Target, 2002; Fonagy & Target, 1996) have offered a model of
the development of a mature sense of self and reality characterized by a
capacity to “mentalize” the motives of others. Mentalization resembles
what philosophers have called “theory of mind” and what Kleia called
the depressive position: the appreciation of the separate subjective lives
of athers. He observed that children move from an early “mode of psy-
¢chic equivalence,” in which the internal world and external reality are
equated, to a “pretend mode™ around age 2, in which the internal world
is decoupled from the external world but is noc governed by its realities
(the era of imaginary friends), and the achievement of the capacity for
mentalization and reflective functioning around ages 4 or 3, in which
the two modes are integrated and fantasy is clearly disringuished from
actoality. I talk morte about this formulation in Chapter 3 in connection
with borderline personalicy organization.

For therapists, such models were not just interesting intellecrually;
they provided ways of helping people to understand and find compassion
for themselves—in contradistinction to the usual internal explanations
that we all generate about our more incomprehensible qualities (*I'm
bad,” “I'm ugly,” “I'm lazy and wndisciplined,” “I’m just inherently
rejecrable,” “Pm dangerous,” etc.). And clinicians could keep their own
sanity beceer when they ran into otherwise incomprehensible responses
to their attempts to understand and help. For example, a client’s sudden
verbal assault on the therapist could be seen as a temporary retreat into
the paranoid-schizoid position.

Many contemporary commentarors have noted that sur propensity
to construe problems in developmental terms is too reductive and only
questionably supported by clinical and empirical evidence. L. Mayes
(2001, p. 1062}, for example, notes that “maps that orient us to the
developmental terrain are quite useful, bur such maps.should not be
taken literally.” Others have pointed to different patterns of psycho-
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logical development in non-Western cultures (e.g., Bucci, 2002; Roland,
2003). Contemporary developmental psychologists (e.g., Fischer &
Bidell, 1998) are leery of simple srage farmulas, given that development
is a dynamic, ever-shifting process. As my colleague Deirdre Kramer
has noted (personal communication, july 20, 2010}, it is probably more
accurate to speak of a “range of developmental possibilities” than “a”
developmental “level.”

Still, the rendency of therapists to see psychological phenomena as
residues of normal maturational challenges persists—perhaps reflece-
ing the fact that developmental models have both an elegane simplicity
and an overall humanity that appeals to us. There is a generosity of
spirit, a kind of “There but for fortune go I” quality, to believing there
is an archetypal, progressive, universal pattern of development, and that
under unfortunate circumstances, any of us could have gotten stuck at
any of its phases. It is not a sufficient explanation for personality dif-
ferences, but it feels like an important part of the picture. One of the
axes on which [ have aligned diagnostic data contains this developmen-
tal bias in che form of relatively undifferentiated (symbiotic—psychatic),
separation—individuation (borderline}, and oedipal (neurotic) levels of
petsonality organization.

EGO PSYCHOLOGY

With the publication of The Ego and the 1d (1923), Freud introduced
his structural model, launching a new theoretical era. Analysts shifted
their interest from the contents of the unconscious to the processes by
which those concents are kept out of consciousness. Arlow and Brenner
{1964) have argued cogently for the greater explanatory power of the
structural theory, but there were also pracrical clinical reasons for thera-
pists to welcome the changes of focus from id eo ego and from deeply
unconscious material to the wishes, fears, and fantasies that are closer
to consciousness and accessible if one works with the defensive functions
of a patient’s ego. A crash course in the structural model and its associ-
ated assumptions follows, with apologies to sophisticated readers for the
brevity with which complicated concepts are covered.

The “id” was the term Freud used for the pact of the mind that con-
tains primitive drives, impulses, prerational strivings, wish~fear combi-
nations, and fantasies, It seeks only immediate gratification and is rotally
“selfish,” operating according to the pleasure principle. Cognitively, it is
preverbal, expressing itself in images and symbols. It is also prelogical,
having no concept of time, mortality, limiration, or the impossibility
that opposites can coexist. Freud called this archaic kind of cognition,
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which survives in the language of dreams, jokes, and hallucinations,
“primary process” thought. Contemporary neuroscientists might locate
the id in the amypdala, the ancient part of the brain involved in primitive
emorional functioning.

The id is entirely unconscious. Its existence and power can, how-
ever, be infecced from derivatives, such as thoughts, acts, and emotions.
In Freud's time, it was a common cultural conceit that modern, civi-
lized human beings were rationally motivated creatures who had moved
beyond the sensibilities of the “lesser” animals and of non-Western “sav-
ages.” {Freud’s emphasis on our animality, including the dominance of
sex as a motivator, was one reason for the degree of resistance his ideas
provoked in the post-Victorian era.)

The “ego”™ was Freud’s name for a set of functions that adapt to
life’s exigencies, finding ways that are acceptable within one’s family and
culture to handle id strivings. It develops continuously throughout cne’s
lifetime but most rapidly in childhood, starting in earliest infancy {Hart-
mann, 1958). The Freudian ego operates according to the realicy prin-
ciple and is the seedbed of sequential, logical, reality-oriented cognition
or “secondary process” thought. It thus mediates between the demands
of the id and the constraints of reality and ethics. It has both conscicus
and unconscicus aspects. The conscious ones are simifar to what most
of us mean when we use the term “self” or “I,” while the unconscious
aspects include defensive processes like repression, displacement, ratio-
nalization, and sublimation. The concept of the ego is relatively com-
patible with contemporary knowledge of the prefrontal cortex and its
functions.

With the structural theory, analytic therapists had a new language
for making sense of some kinds of character pathology; namely, that we
all develop ego defenses that are adaptive within our particular child-
hood setting but that may turn out to be maladaptive later in the larger
world. An important aspect of this model for both diagnosis and therapy
is the portrayal of the ego as having a range of operations, from deeply
unconscious (e.g., a powerful reaction of denial to emottonally disturb-
ing events) ta fully conscions. During psychoanalytic treatment, it was
noted, the “observing ego,” the part of the patient’s self chat is conscious
and rational and can comment on emotional experience, allies with the
therapist to understand the total self rogether, while the “experiencing
ego” holds a more visceral sease of what is going on in the therapy rela-
tionship. .

This “therapéltic split in the ego” {Sterba, 1934) was seen as a nec-
essary condition of effective therapy. [f the patient is unable to talk from
an observing position about less rational, more “gur-level™ emotional
reactions, the first task of the therapist is to help the patient develop that
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capacity. Observation of the presence or absence of an observing ego
became of paramount diagnostic value, because the existence of a symp-
tom or problem that is dystonic (alien) to the observing ego was found to
be treatable much faster than a similar-looking problem that the patient
had never regarded as noteworthy. This insighe persists among analyric
practitioners in the language of whether a problem or persanality style is
“ego alien” or “ego syntonic.”

The basic role of the ego in perceiving and adapting to reality is
the source of the phrase “ego strength,” meaning a person’s capacity
to acknowledge reality, even when it is extremely unpleasant, without
resorting to more primitive defenses such as denial (Bellak, Hurvich, &
Gediman, 1973). Over the years of cthe development of psychoanalytic
clinica! theory, a distinction emerged between the mare archaic and the
more mature defenses, the former characterized by the psychological
avoidance or radical distortion of distutbing facts of life, and che latter
involving more of an accommodation ¢o reality {Vaillant, 1992; Vail-
lant, Bond, & Vaillang, 1986).

Another clinical contribution of the ego psychology movement was
the conclusion that psychological healch involves nat only having mature
defenses bur also being able to use a variety of defenses (cf. D. Shapiro,
1965). In other words, it was recognized thac the person who habitually
reacts ro every stress with, say, projection, or with rationalization, is not
as well off psychologically as the one who uses different ways of coping,
depending on circumstances. Concepts like “rigidity™ of personality and
“character armor” (W, Reich, 1933} express this idea that mental health
has something to do with emorional flexibility.

Freud coined the term “superego” for the part of the self that over-
sees things, especially from a moral perspective. (Note that Freud wrote
in simple, non-jargon-laden language: Id, ego, and superego translate
as “it,” “me,” and “above me,” respectively [see Bettelheim, 1983].
Few contemporary psychoanalyric theorists write with anything like
his grace and simplicity.) Roughly synonymons with “conscience,” the
superego is the parc of the self that congratulates us for doing our best
and criticizes us when we fall short of our own standards, It is a part
of the ego, although it is often felt as a separate internal voice. Freud
believed that the superego was formed mainly during the cedipal period,
through identification with parental values, but most contemporary ana-
lysts regard it as originating much earlier, in primitive infantile notions
of good and bad.

The superego is, like the ego from which it arises, partly conscious
and partly unconscious. Again, the assessment of whether an inappro-
priately punitive superego is experienced by the patient as ego alien or
ego syntonic was eventually understood to have important prognostic
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implicarions. The client who announces that she is evil because she has
had bad thoughts about her father has a significantly different psychol-
ogy from the one who reports that a part of her seems to feel she is
evil when she entertains such thoughts. Both may be depressive, self-
attacking people, but the magnitude of the first woman’s problem is so
much greater than thar of the second that it was considered to warrant a
different level of classification.

There was considerable clinical benefit to the development of
the concept of the superego. Therapy went beyond simply trying to
make conscious what had been unconscious. The therapist and client
could view their work as also involving superego repair, A common
therapeutic aim, especially throughout the early 20th century, when
many middle-class adults had been reared in ways that fostered unduly
harsh superegos, was helping one’s patients reevaluate overly stringent
moral standards (e.g., antisexual strictures or internal chastisement for
thoughts, feelings, and fantasies that are not put into action). Psycho-
analysis as a movement--and Freud as a person—was emphatically not
hedonistic, but the taming of tyrannical superegos was one of its fre-
quent goals. In practice, this tended to encourage more rather than less
ethical behavior, since people with condemnatory superegos frequently
behave in defiance of them, especially in states of intoxication or in
situations in which they can rationalize acting out. We were learn-
ing thart efforts to expose the operations of the id, to bring a person’s
unconscious life into the light of day, have little therapeutic benefit if
the patient regards such illumination as exposing his or her personal
depravity. ’

Ego psychology’s achievement in describing processes that are now
subsumed under the general rubric of “defense” is centrally relevant to
character diagnosis. Just as we may attempt to understand people in
terms of the developmental phase that exemplifies their current struggle,
we can sort them out according to their characreristic modes of handling
anxiety and other dysphoric affects. The idea that a primary function of
the ego is to defend the self against anxiety arising from either powerful
instinctual serivings (the id), upsetting reality experiences (the ego), or
guilt feelings and associated fantasies {the superego) was most elegantly
explicated in Anna Freud’s The Ego and the Mechanisms of Defense
(1936).

Sigmund Freud’s original ideas had included the notion thar anx-
ious reactions are caused by defenses, most notably repression {uncon-
sciously motivated®forgetting). Bottled-up feelings were seen as tensions
that press for discharge, tensions that are experienced as anxiety. When
Freud made the shift to the structural theory, he reversed himself, decid-
ing that repression is a response to anxiety, and that it is only one of

e e -
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several ways human beings try to avoid an unbearable degree of irra-
tional fear. He began construing psychopathology as a state in which
a defensive effort has not worked, where the anxicty is felt in spite of
ene’s habitual means of warding it off, or where the behavior that masks
the anxiety is self-destructive. In Chapters 5 and 6 I elaborate on the
defenses, the ones identified by Sigmund and Anna Freud, as well as by
other analysts and researchers.

THE OBJECT RELATIONS TRADITION

As the ego psychologists were mapping out a theoretical understand-
ing of patients whose psychological processes were illuminated by che
structural model, some theorists in Europe, especially in England, were
looking at different unconscious processes and their manifestations.
Some, like Klein {e.g., 1932, 1957), worked both with children and with
patients whom Freud had regarded as too disturbed to be suitable for
analysis. These representatives of the “British School” of psychoanalysis
were finding that they needed another language to describe the processes
they observed. Their work was controversial for many yeats, partly due
to the personalities, loyalties, and convictions of those involved, and
partly because it is hard to write abour inferred primitive phenomena.
QObjecr relations theorists struggled with how to put preverbal, prera-
tional processes into rationally mediated words. Although they shared
his respect for the power of unconscious dynamics, they disputed Freud
on certain key issues.

W. R. D. Fairbairn (e.g., 1954), for example, rejected Freud’s biolo-
gism outright, proposing that people do nor seek drive satisfaction so
much as they seek relationships. In other words, a baby is not so much
focused on getting mother’s milk as it is on having the experience of
being nursed, with the sense of warmth and attachment that goes with
that experience. Psychoanalysts influenced by Sandor Ferenczi (such
as Michael and Alice Balint, sometimes referred to as belonging to the
“Hungarian School” of psychoanalysis) pursued the study of primary
experiences of love, [oneliness, creativity, and integrity of self that do
not fit neatly within the confines of Freud’s structural theory. People
with an object relations orientation pur their emphasis not on what drive
had been mishandled in a person’s childhood, or on what developmental
phase had been poorly negotiated, or on what ego defenses had predomi-
nated, Rather, the emphasis was on whar the main love objects in the
child’s world had been like, how they had been experienced, how they
and felt aspects of them had been internalized, and how internal images
and representations of them live on in the unconscious lives of adults. In
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the object relations tradition, oedipal issues loom less large than themes
of safety and agency, and separation and individuation.

The term “object relations™ is unfortunate, since “object” in psy-
choanalese usually means “person.” It derives from Freud’s early expli-
cation of instinctual drives as having 2 source {some badily tension),
an aim {some bialogical satisfaction}, and an object (typically a person,
since the drives Freud saw as central to one’s psychalogy were the sexual
and aggressive anes). This phrase has remained in use despite its unat-
teactive, mechanistic connotations because of this derivation and also
because chere ace instances in which an important “object” is a nonhu-
man accachment (e.g., the American flag to a pactiot, footwear to a shoe
fetishist) or is pare of 2 human being (the mother’s breast, the father’s
smile, the sister's voice, etc.).

Freud’s own work was not inhospitable to the development and elab-
oration of object relations theory. His appreciation of the importance of
the child’s actual and experienced infantile objects comes through in his
concept of the “family romance,” in his recognition of how different the
oedipal phase could be for the child depending on the personalities of
the parents, and also in his increasing emphasis on relationship facrors
in treatment. Richard Sterba {1982} and others who knew Freud have
stated that he would have welcomed this direction in psychoanalysis.

By the middle of the 20th century, object relational formulations
from the British and Hungarian schools were paralleled to a striking
degree by developments among therapists in the United States who iden-
tified themselves as “interpersonal psychoanalysts.” These theorists,
who included Harry Stack Sullivan, Erich Fromm, Karen Horney, Clara
Thompson, Otto Will, Frieda Fromm-Reichmann, and Harold Searles
were, like their European colleagues, trying to work with more seri-
ously disturbed patients. They differed from object relations analysts
across the Arlantic mainly in the extent to which they emphasized the
internalized nature of early object relations: The American-based thera-
pists tended to put less stress on the stubbornly persisting unconscious
images of early objects and aspects of objects. Both groups deempha-
sized the therapist’s role as conveyer of insight and concentrared more
on the importance of establishing emoticnal safety. Fromm-Reichmann
(1950} famously observed that “The patient needs an experience, not an
explanation.”

Freud had shifted toward an interpersonal theory of treatment
when he stopped regarding his patients® transferences as distortions to
be explained away and began seeing them as offering the emotional con-
text necessary for healing. Emphasizing the value of the patient’s exor-
cising an internal image of a problematic parent by seeing that image
in the analyst and defying it, he noted that “It is impossible to destroy
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anyone in absentia or in effigie” (1912, p. 108). The conviction that
the emotional connection between therapist and client constitutes che
most vital curative factor in therapy is a central tenet of contemporary
analytic therapists (Blagys & Hilsenroth, 2000}, It is also supported
by considerable empirical work on psychotherapy outcome {Norcross,
2002; Stcupp, 1989; Wampold, 2001; Zuroff & Blatt, 2006} and seems to
apply to nonpsychodynam:c as well as psychodynamic therapies (Shedler,
2010).

Object relational concepts allowed therapists to extend their empa-
thy into che area of how their clients experienced interpersonal connec-
tion. They might be in a state of psychological fusion with another per-
son, in which self and object are emotionally indistinguishable. They
might be in a dyadic space, where the object is felt as either for them or
against them. Or they might see others as fully independent of them-
selves. The child’s movement from experiential symbiosis (early infancy)
through me-versus-you struggles (age 2 or 30) through more complex
identifications (age 3 and up} became more salient in chis theory than
the oral, anal, and oedipal prepccupations of those stages. The oedipal
phase was appreciated as a cogaitive milestane, not just a psychosexual
one, in that jt represents a victory over infantile egocentrism for a child
to understand that two other people {the parents, in the classical para-
digm) may relate 1o each other in ways that do not involve the child.

Congcepts from the European object relations theorists and the Amer-
ican interpersonalists heralded significant advances in treatment because
the psychologies of many clients, especially those suffering from more
serions psychopathology, are not casily construed in terms of id, ego,
and superego. [nstead of having an integrated ego with a self-observing
function, such persons seem to have different “ego states,” conditions
of mind in which they feel and behave one way, often contrasting with
the way they fecl and behave ac other times. In the grip of these states,
they may have no capacity to think objectively about what is going on in
themselves, and they may insist that their current emotional experience
is nacural and inevitable given their situation.

Clinicians teying to help these difficult patients learn thac rreatment
goes becter if ane can figure out which internal parent or other impor-
tant ecarly object is being activated at any given time, rather than trying
ta relate to chem as if there is a consistent “self” with mature defenses
that can be engaged. Thus, the arrival of the object relations poine of
view had significant implications for extending the scope and range of
treacment {L. Scone, 1954). Therapists could now listea for the voices of
“introjects,” those internalized others who had influenced the child and
lived on in the adult, and from whom the client had not yet achieved a
satisfactory psychological separation.
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Within this formulation, character could be seen as stable patterns
of behaving like, or unconsciously inducing others ta behave like, the
experienced objects of early childhood. The “stable instability™ of the
borderline client {Schmideberg, 1947; Kernberg, 1975) became more the-
oretically comprehensible and hence more clinically addressable. With
the metaphors and models of object relations theory, filtered through the
therapist’s internal images and emotional reactions to the patient'’s com-
munications, a practitioner now had more ways of understanding what
was happening in therapy, especially when an observing ego could not
be accessed. For example, when a disturbed patient would launch into a
paranoid diatribe, the therapist could make sense of it as a re-creation of
the patient’s having felc celentlessly and unfairly criticized as a child.

A new appreciation of countercransference evolved in the psychoan-
alytic community, reflecting therapists’ accumulating clinical knowledge
and cxposure to the work of object relational theorists writing about
their internal responses to patients. In the Unired States, Harold
Searles distinguished himself for frank depictions of normal counter-
transference starms, as in his 1959 arcicle on efforts of psychotic prople
to drive therapises crazy. In Britain, D, W, Winnicott was one of the brav-
est self-disclosers, as in his famous 1949 article “Hate in the Counter-
transference.” Freud had regarded strong emotional reactions to patients
as evidence of the analyst's incomplete self-knowledge and inability to
maintain a benign, physicianly attitnde roward the other person in the
room. In gradual contrast ta chis appealingly rational position, analysts
working with psychotic clients and with those we now diagnose as bor-
derline or tranmatized or personality disordered were finding that one of
their best vehicles for comprehending these overwhelmed, disorganized,
desperate, tormented people was their own intense eountertransferential
responsc to them.

In this vein, Heinrich Racker (1968}, a South American analyst
influenced by Klein, offered the clinically useful categories of “concor-
dant” and “complementary” countertransferences. The former term
refers to the therapist’s feeling (empathically) what the patient as a child
had felt in relation to an early object; the latter connotes the therapists
feeling (unempathically, from the viewpoint of the client) what the abject
had felr toward the child. '

For example, one of my patients once seemed to be going nowhere
for several sessions. I noticed that every time he mentioned someonc, he
would attach a sort of verbal “footnote,” such as “Marge is the secretary
on the third floor#that I eat lunch with on Tuesdays™—even if he had
often talked about Marge before. I commented on this habit, wondering
whether someone in his family had not listened 1o him very carefully:
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He seemed to assume I didn’t retnember any of the main figures in his
current life. He protested angrily, insisting thac his parents had been very
interested in him—especially his mother. He then commenced a long
defense of her, during which [ began, withaut really noticing it, to get
very bored. Suddenly, I realized | had not heard a thing he had said for
several minutes. [ was off in a daydream about how I would present my
work with him as a case study to some eminent colleagues, and how my
account of this treacment would impress them with my skill. As I pulled
mysclf out of this narcissistic reveric and starced listening again, I was
fascinated to hear that he was saying, in the context of defending his
mother against the charge of lack of attentiveness, that every time he was
in a play in elementary school, she would make the most elaborate cos-
tume of any mother in the grade, would rehearse every line of dialogue
with him over and over, and would sit in the front row on the day of the
pecformance, radiating pride.

In my fantasy, | had become startlingly like che mother of his child-
hood years, interested in him mainly as an enhancer of my own reputa-
tion. Racker {1968) would call this countertransfecence complementary,
since my emotional srate seemed to parallel thar of one of the patient’s
significant childhood objects. If instead I had found myself feeling, pre-
sumably like the client as a child, that I was not really being attended to
but was vafued by him mainly for the ways I enhanced his self-estecm {an
equally possible outcome of the emotional atmosphere between us), then
my countertransference would be considered concordant.

This process of unconscious induction of attitudes comparable
ta those assimilated in earliest infancy can sound rather mystical, But
there are ways of looking at such phenomena that may make them more
comprehensible. In the initial 1 to 2 years of life, most communication
between infant and others is nonverbal. People relating to babies figure
out what they need largely on the basis of intuitive, emotional reactions.
Nonverbal communication can be remarkably powerful, as anyone who
has ever taken care of a newborn, or been moved to tears by a melody,
or fallen inexplicably in love can testify. Since the first edition of this
book, there has been an explosion of neuroscientific understanding of
infant development (Beebe 8¢ Lachmann, 1994; Sasso, 2008)—right-
brain-to-right-brain communication (Fosha, 2005; Schore, 2003a,
2003b; Trevarthen & Aitken, 1994), the role of mirror neurons (Olds,
2008; Rizzolatti & Craighero, 2004) and the way the brains of both
client and therapist change in intimate emotional connection, including
therapy (Kandel, 1999; Tronick, 2003)—fulfilling Freud’s (1825} hope
that one day we would have chemical and neurological explanations for
what he could describe only in metaphors.



36 CONCEPTUAL ISSUES

Before we had functional magnetic resonance imaging (fMR1) stud-
ies, analytic theories created hypothetical structures to describe those
processes, assuming thar in making contact, we draw on early infantile
knowledge that both predates and transcends the formal, logical inter-
actions we easily put into words. The phenomenon of paralle! process
(Ekstein & Wallerstein, 1958), the understanding of which presumes the
same emotional and preverbal sources, has been extensively documented
in the clinical literature on supervision. The transformation of counter-
transference from obstacle to asset is one of the most critical contribu-
tions of object relations theory (see Ehrenberg, 1992; Maroda, 1991).

SELF PSYCHOLOGY

Theory influences practice, and it is also influenced by it. When encugh
therapists come up against aspects of psychology that do not seem to be
adequately addressed by prevailing models, the time is ripe for a paradigm
shift {Kuhn, 1970; Spence, 1987). By the 1360s, many practitioners were
reporting that their patients' problems were not well described in the
language of the existing analytic models; that is, the central complaints
of many people seeking treatment were not reducible to cither a prob-
lem managing an instinceual urge and its inhibitors {drive theory), or to
the inflexible opecation of particular defenses against anxiety (ego psy-
chology}, or to the activation of internal objects from which the patient
had inadequately diffecentiated {object relations theory). Such processes
might be inferable, but they lacked both the economy of explanation and
the explanatory power one would want from a good theory.

Rather than seeming full of stormy, primitive introjects, as object
relations theory described so well, many mid-century patients were
reporting feelings of emptiness—chey seemed devoid of internal objects
rather than beleaguered by them. They lacked a sense of inner direc-
tion and dependable, orienting values, and they came to therapy to find
some meaning in life. On the surface, they might look self-assured, but
internally they were in a constaat search for reassurance that they were
acceptable or admirable or valuable. Even among clients whose reported
problems lay elsewhere, a sens¢ of inner confusion about seif-esteem and
basic values could be discerned.

With their chronic need for recognition from outside sources, such
patients were regarded by analytically oriented people as having core
problems with nafcissism, even when they did not fit the stereotype of
the “phallic” narcissistic character {arrogant, vain, charming) that W.
Reich (1933) had delineated. They evoked a countertransference note-
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warthy not for its intensity, but for boredom, impatience, and vague icri-
tation. People treating such clients reported that they felr insignificant,
invisible, and either devalued or overvalued by them. The therapist could
nat feel appreciated as a real other person trying to help, but instead
seemed to be regarded as a replaceable source of the client’s emotional
inflation or deflation.

The disturbance of such people seemed to center in their sense of
who rhey were, what their values were, and what maintained their self-
esteem, They would sometimes say they did not know who they were or
what really mattered to them, beyond getting reassured that they mat-
tered. From a tradicional standpoint, they often did not appear flagrantly
“sick™ {they had impulse cantrol, ego strength, interpersonal stabilicy),
but they nevertheless felt little pleasure in their lives and little realistic
pride in themselves. Some practitioners considered them untreatable,
since it is a more monumental task to help sameone develop a self than
it is to help him or her sepair or reorient one that already exists. Ochers
worked at finding new constructs through which these patients' suffer-
ing could be better conceptvalized and hence more sensitively ereated.
Some stayed within existing psychodynamic models to do so {e.g., Erik-
son and Rollo May within ego psychology, Kernberg and Masterson
within object relations); others went elsewhere. Carl Rogers {1951, 1961)
went outside the psychoanalytic tradition alogethier to develop a theary
and therapy that made affirmation of the client’s developing self and self-
esteem its hallmarks.

Within psychoanalysis, Heinz Kobut formulated a new theory
of the self: its development, possible distortion, and treatment. He
emphasized the normal need to idealize and the implications for adule
psychopathology when one grows up without objects that can be ini-
tially idealized and then gradually and nontraumatically deidealized.
Kohus’s conrributions (e.g., 1971, 1977, 1584) proved valueable not
only to those who were looking for new ways to understand and help
narcissistically impaired clients; they also furthered a general reorien-
tation toward thinking about people in terms of self-structures, self-
representarions, self-images, and how one comes to depend on internal
processes for self-esteem. An appreciation of the emptiness and pain of
those without a reliable superego began to coexist with the compassion
that analysts already felt for those whose superegos were excessively
strict.

Kohut’s body of work, its influence on other writers (e.g., George
Atwood, Sheldon Bach, Michael Basch, James Fosshage, Arnold Gold-
berg, Alice Miller, Andrew Morrison, Donna Orange, Paul and Anna
Qrnstein, Estelle Shane, Robert Stolorow, Ernest Wolf), and the general
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tone it set for rethinking psychological issues had important implications
for diagnosis. This new way of conceptualizing clinical mavecial added
to analytic theory the kanguage of self and encouraged evaluators to try
to understand the dimension of self-experiences in people. Therapists
began observing that even in patients not notable for their averall narcis-
sism, one could see the operation of processes oriented roward support-
ing self-esteem, self-cohesion, and a sensc of self-continnity—funcrions
that had not been steessed in most earlier literature. Defenses were recon-
ceptualized as existing nor orly to protect a person from anxiety abour
id, ego, and superego dangers but also to sustain a consistent, positively
valued sense of self (Goldberg, 1990b). Intecviewers could understand
patients more completely by asking, in addition to traditional questions
about defense {“Of what is this person afraid? When afraid, what does
this person do?™ [Waelder, 1960)), “How vulnerable is this person’s self-
esteem? When it is threatened, what does he or she do?”

A clinical example may show why this addition to theory is useful.
Two men may be clinically depressed, with virtually idenrical vegera-
tive signs (sleep problems, appetite disturbance, rearfulness, psychomo-
tor retardation, erc.}, yet have radically disparate subjective experiences.
One fecls bad, in the sense of morally deficient or evil. He is contemplat-
ing suicide because he believes chat his existence only aggravates the
problems of the world and thar he would be doing the planet a favor by
retnoving his corrupting influence from it. The other feels not morally
bad but internally empty, defective, ugly. He also is considering suicide,
not to tmprove the world, but because he sees no poine in living. The
former feels a piercing guilt, the lacter a diffuse shame. In object rela-
tions terms, the first man is too full of internalized others relling bim he
is bad; the second is too empty of internalizations that could give him
any direction,

Diagnostic discrimination between the first kind of depression
(“melancholia” in the early psychoanalytic literature and “introjective
depression™ more recently [Blatt, 2008)) and the second, a more nat-
cissistically deplered state of mind {Blart’s “anaclitic” depression), is a
critical one for very practical reasons. The man with the first kind of
depressive experience will not respond well to an overtly sympathetic,
supportive tane in the interviewer; he will feel misunderstood as a per-
son more deserving than he knows he really is, and he will get more
depressed. The man with the second kind of subjective experience will
be relieved by the therapist’s direct expression of concern and support;
his emptiness will be temporarily filled, and the agony of his shame will
be mitigated. [ will have more to say about such discriminations later,
but the point here is that self psychological frames 6f reference have had
significant diagnostic value.



Psychoanalytlc Character Dlagnosls 39

THE CONTEMPORARY RELATIONAL MOVEMENT

Winnicotr {1952) stared, provocatively and memorably, that there is no
such thing as a baby. He meant that there is an interpersonal system of
a baby and a caregiver, as the baby cannot exist except in a specific con-
text of care. Similarly, recent psychoanalytic theorists have challenged
the assumption thar there is such a thing as a discrete, stable, separate
personality; they prefer to conceive of a series of self-states that arise
in different interpersonal contexts. The most important cecent theoreti-
cal innovations were set in motion by a 1983 rext by Jay Greenberg
and Sreven Mitchell that contrasted drive and ego psychological models
with relational theories (interpersonal, object relational, self psychologi-
cal}. Since that rime, there has been a remarkable shift of conceptualiza-
tion of the clinical process, generally dubbed the “relational turn™ (S.
A, Mitchell, 1988), in which the incvitably intersubjective nature of the
clinical situation has been emphasized,

Scholars such as Louis Aron, Jessica Benjamin, Philip Bromberg,
Jodie Davies, Adrienne Harris, Irwin Hoffman, Owen Renik, and Don-
nell Stern have challenged prior notions that the therapist’s objectivity or
emotional neutrality is either possible or desirable, and have emphasized
the contributions to the clinical situation of the unconscious life of the
therapist as well as that of the patient. Despite its obvious asymmetrical-
iry, the relationship that any therapist—client pair experiences is seen as
mutua) and co-constructed {Aron, 1996}, and the analyst is assumed not
to be an objective “knower” but a codiscoverer of the patienr’s psychol-
ogy as it contributes to inevitable rwo-person enactments of the client’s
major interpersonal themes.

Relational psychoanalysts have been more interested in cherapeu-
tic pracess than in hypothesized structures such as character; in fact,
many explicitly worry chat talking about personality as a patterned,
fixed phenomenon ignores the evidence for our ongoing conscruction of
experience and for self-experiences that are more state dependent than
personality driven. Still, their paradigm shife has affected how we think
about personality and ies implications for practice. By decaastructing
prior conceits that analysts can somehow observe patients antiseptically
{according to Heisenberg [1927], even electrons cannot not be studied
without the act of observation affecting what is observed), relational
analysts opered the door to appreciating the personality contcibutions
of the therapist as well as the patient in che understanding of whar is
going on berween them in therapy.

In response to the clinical chailenges presented by people with
histories of emational and sexual abuse, much relational thinking has
returned to the early Frendian focus on trauma, bur with an emphasis
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on dissociative rather than repressive processes. The contributions of
relational analysts, along with advances in neuroscience and child devel-
opment research, have changed some of our assumptions about psychic
structure, especially in contexts that promote dissociation. 1 talk about
this in more detail in Chapter 15.

From the perspective of personality diagnosis, perhaps the most
important contributions of analysts in the relational movement include
their sensitivity to unformulated experience (D, B. Stern, 1997, 2009),
social construction of meaning {Hoffman, 1998), multiple self-states
{Bromberg, 1991, 1598), and dissociation {Davies & Frawley, 1994},
all ways of thinking about self-experience that imply more fluidity and
unfinishedness than traditional theory assumed. Given the speed of
social and technological change over the past quarter-century, it is not
surprising that a major theoretical position has emerged in which imper-
manence and the collaborative construction of experience are founda-
tional assumptions.

OTHER PSYCHOANALYTIC CONTRIBUTIONS
TO PERSONALITY ASSESSMENT

In addition to drive, ego psychology, object relations, self, and relational
orientations, there are several orher theories wirhin a broad psychoana-
lytic framework that have affected our conceprualizations of character.
They include, but are not limited to, the ideas of Jung, Adler, and Rank;
the “personology” of Murray (1938); the “modern psychoanalysis” of
Spornitz {1976, 1985); the “script theory” of Tomkins (1995); the “con-
trol-mastery” theory of Sampson and Weiss {(Weiss, 1393); evolutionary
biology models (e.g., Slavin & Kriegman, 1990), contemporary gender
theory (e.g., A. Harris, 2008), and the work of Jacques Lacan (Fink,
1999, 2007}, I refer to some of these paradigms in subsequent chapters.
1 cannot resist noting my prediction in the first edition of this book rhat
psychoanalysts would soon apply chaos theory {nonlinear general sys-
tems theory) to clinical issues, a prophecy that has since been realized
(Seligman, 2005).

In concluding this chapter, I want to stress that analytic theories
emphasize themes and dynamisms, not traits; that is why the word
“dynamic" continues to apply. It is the appreciation of oscillating pat-
terns that makes analytic notions of character richer and more clinically
germane than theolists of static attribures one finds in most assessment
instruments and in compendia like the DSM. People become organized
on dimensions that have significance for them, and they typically show
characteristics expressing both polarities of any salient dimension. Philip
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Slater (1970} captured this idea succinctly in a footnote commentary on
modern literary criticism and biography:

Generations of humanists have excited themselves and their readers by
showing “contradictions” and “paradoxes™ in some real or fictional per-
son’s charactet, simply because a traiv and its opposite coexisted in the
same person. But in fact traits and their oppositcs always coexist if the
teaits are of any intensity, and the whole tradition of cleverly ferreting
out paradoxes of character depends upon the psychological naiveté of the
reader for its impact. {pp. 3n—4n)

Thus, people with conflicts about closeness can get upset by both
closeness and distance. People who crave success the most hungrily are
often the ones who sabotage it the most recklessly. The manic person
is psychologically more similar to che depressive than to the schizoid
individual; 2 compulsively promiscuous man has more in common with
someone who resolved a sexual conflicc by celibacy than with someone
for whom sexuality is not problematic. People are complicated, but their
intricacies are not random. Analytic theories offer us ways of helping our
chients to make sense out of seemingly inexplicable ironies and absurdi-
ties in their lives, and to transform their vulnerabilites into strengths.

SUMMARY

1 have briefly described several major clinical paradigms within psy-
choanalysis: drive theory, ego psychology, object relations theory, self
psychology, and the contemporary relational sensibility. I have empha-
sized their respective implications for conceptualizing character, with
attention to the clinical inferences that can be drawn from seeing peo-
ple through these different lenses. I have also noted other influences on
dynamic ideas about charactet structure and implications for therapy.
This review could only hit the highlights of over a hundred years of intel-
lectual fecment, controversy, and theory development.

SUGGESTIONS FOR FURTHER READING .

For those who have never read him, I think the best way to get a sense
of the early Freud and of his nascent drive theory, is to peruse The Inter-
pretation of Dreams (1900), skipping over the parts where he addresses
contemporary controversies or develops grand metaphysical schemes.
His Outline of Psycho-Analysis (1938} gives a synopsis of his later the-
ory, but I find it too condensed and dry; Bettelheim’s Freud and Man’s
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Sond (1983} is a good corrective. Freud's The Psychopathology of Every-
day Life {1901} remains an casy and entertaining read for thase who
have not been exposed to his remarkable mind. Michael Kaha's Basic
Freud (2002) is an unvsually user-friendly text on core psychoanalytic
ideas. For an interesting exploration of personality types in the Jungian
tradition, see Dongherty and West’s The Matrix and Meaning of Char-
acter (2007).

For a fascinating and readable overview of the history and politics of
psychoanalytic theories, see Jeremy Safran’s Psychoanalysis and Psycho-
analytic Therapies {in press). For a summary of ego psychology concepts
and their relevance to pracrice, see the Blancks' Ego Psychology {1974).
Guntrip’s Psychoanalytic Theory, Therapy, and the Self (1971), a model
of psychoanalyric humanitarianism, puts object relations theory in con-
text, as does Symingron’s (1986) well-written study. Hughes (1989) has
gracefully explicated Klein, Winnicott, and Fairbairn. Fromm-Reich-
mann {1950} and Levenson (1972) are excellent spokespeopie for Ameri-
can interpersonalists,

For self psychological sources, Kohut's The Analysis of the Self
{1971) is almost impenetrable to beginners, but The Restaration of the
Self (1977) is easier going. E. 8, Wolf's Treating the Self {1988} acces-
sibly translates the theory into practice. Stoloraw and Atwood’s Cosn-
texts of Being (1992) is a readable introduction ta che intersubjective
view. Lawrence Joseph’s Character Structure and the Qrganization of
the Self (1992) helpfully synthesizes psychoanalytic personality theory
with self and relational construces and their clinical lmpllcatlons, as do
Fred Pine’s integrative books {1985, 1990).

For an introduction to control-mastery theory, see George Silber-
schatz’s Transformuative Relationships {20035). To read seminal papers in
the relational movemeant, go to Mitchell and Aron’s Relational Psycho-
analfysis (1999); Paul Wachtel (2008) has written an integrative text from
this perspective. For a readable overview of the major psychoanalyric
theories, [ strongly recommend Mitchell and Black’s Frend and Beyond
(1995). For coverage of empirical contributions to psychoanalytic per-
sonality theary, chere are several excellent reviews in the Psychodynamic
Diagnostic Manual {PDM Task Force, 2006). Morris Eagle {2011) has
recently published a brilliant historical review and critique of evolving
psychoanalytic theory. For a vivid exposure to how a practicing analyst
applies theory {especially Winnicott, Lacan, and Klein) 1o practice, read
Deborah Luepnitz’s (2002} account of five cases in Schopenbanuer's Por-
cupines, a gem of 3 book that is as absorbing as a good novel.
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Developmental Levels
of Personality Organization

This chapter focuses on what many analysts have seen as the
maturational issucs embedded in a person’s character—the unfinished
or impeded business of early psychological development: what Freud
called fixation and what later analysts called developmental arrest. In
much analytic writing about personality, it has been assumed that the
earlier the developmental obstacle, the more disturbed the person. This
belief is a great oversimplification and in some ways is simply wrong (see
Fischer & Bidell, 1998; Westen, 1990). But for purposes of introducing a
way to think about character that can be clinically helpful, I lay out the
traditional overview as well as more recent efforts to account for general
differences in psychological health and personality scructure.

Historically, analysts have conceived of a continuum of overall men-
tal functioning, from more disturbed ro healthier. They have explicitly
or implicitly construed individual personality as organized at a particu-
lar developmental tevel and strucenred by the individual’s characteristic
defensive style. The first dimension conceptualizes a person’s degree of
healthy psychological growth or patholagy (psychotic, borderline, neu-
rotic, “normal”}; the second identifies his or her type of character (para-
noid, depressive, schizoid, etc.).

A close friend of mine, a man with no experience in psychotherapy,
who cannot imagine why anyone would go into a field where one spends
hour upon hour listening to other people’s problems, was trying to

43
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understand my interest in writing this book. “Its simple for me,” he com-
mented. “I have just two categories for people: (1) nuts and {2) not nuts.”
[ responded that in psychoanalytic theory, which assumes that everyone
is to same degree irrational, we also have two basic attributions: (1) How
nuts? and {2) Nuts in what particular way? As I mentioned in Chapter
2, although contemporary analysts conceive the phases through which
young children pass in less drive-defined ways than Frend did, many of
their theories continue to reflect his conclusion thar current psychologi-
cal preoccupations reflect infantile precursors, and that interactions in
our earliest years set up the template for how we later assimilate experi-
ence,

Conceptualizing someone’s unmet developmental challenges can
help in understanding that person. Interestingly, the same three phases
of eatly psychological organization keep reappearing in psychoanalytic
developmental theories: (1} the first year and a half to 2 years (Freud’s
oral phase), (2) the period from 18 to 24 months to about 3 years (Freud’s
anal phase}, and (3) the time between 3 or 4 and about 6 (Freud’s oedi-
pal period). The approximateness of these ages reflects individual differ-
ences; the sequence seems to be the same whether a child is precocious
or late biooming, Many theorists have discussed these phases, variously
emphasizing drive and defense, ego development, or images of self and
other rhar characterize them. Some have stressed behavioral issues of the
stages, others have addressed cognition, still ochers the child's affective
maturation,

Many scholars {e.g., Lyons-Ruth, 1991; D. N. Stern, 2000) have
critiqued stape theories in light of infant research, which has illuminated
far more competence in early infancy than most developmental models
assume and connects difficulties to parental attachment hehaviors rather
than presumed developmental phases. Analysts of a postmodern hene
{e.g., Corbett, 2001; Faicfield, 2001} point ouc that models of “normal
develapment” conrain implicit cultural prescriptions, inevitably contrib-
uting to images of an in-group that is fine and an out-group that is not.
Despite these limitations, I think that some notion of expectable psy-
chological stages will survive in our conceptual formulations, as there is
something that invites clinical empathy in the idea that we all go through
a similar process of growth. In the following, I draw mostly on the ideas
of Erikson, Mahler, and Fonagy 1o explicate the developmental aspect
of psychoanalytic diagnosis.

It has never been empirically demonstrated that people with a lot
of “oral” qualitigs have more severe degrees of psychopathology than
those with central dynamics that earlier analysts would have regarded
as either anal or oedipal, even though Freud’s naming of the first three
stages of development by these inferred drive concepts has a lot of
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incuitive appeal and cortelates to some degree with type of personality
{depressive people at any level of health or pathology tend to manifest
oraliry; che preoccupations of compulsive people are notoriously anal—
see Chapter 13—whether or not their compulsivity causes them major
problems}.

Yet there is substantial clinical commentary {e.g., Volkan, 1995)
and increasing empirical research (e.g., Fonagy, Gergely, Jurist, & Tar-
get, 2002; L, Silverman, Lachmann, & Milich, 1982), supporting a coz-
relation between, on the one hand, one’s leve] of ego development and
self-other ditferentiation, and, on the other, the health or pathology of
one’s personality. To a certain extenc this correlation is definitional and
therefore tautological; that is, assessing primitive levels of ego devclop-
ment and object relations is like saying an interviewee is “sick,” whereas
seeing someone as obsessive or schizoid is nor necessarily assigning
pathology. But this way of conceptualizing psychological wellness ver-
sus disturbance according to categories from ego psychology and the
larer relational theories has profound clinical implications across differ-
ent character types. A brief history of psychoanalytic attempts to make
diagnostic distinctions between people based on the extent or “depth” of
their difficulties rather than their type of personality follows,

HISTORICAL COI‘!TEXT: DIAGNOSING LEVEL
OF CHARACTER PATHOLOGY

Before the advent of descriptive psychiatry in the 19th century, certain
forms of mental disturbance that occurred with any frequency in what
was considered the. “civilized world" were recopnized, and most observ-
ers presumably made distinctions between the sane and the insane, much
as my nounpsychological friend distinguishes between “nuts™ and “not
nuts,” Sane people agreed more or less about what constitutes reality;
insane people deviated from this consensus,

Men and women with hysterical conditions {which incladed what
today would be diagnosed as posttraumatic problems), phobias, obses-
sions, compulsions, and nonpsychotic manic and depressive symptoms
were understood 1o have psychological difficulties that fall short of com-
plete insanity. People with hallucinations, delusions, and thought disor-
ders were regarded as insane. People we would today call antisocial were
diagnosed with “moral insanity” (Pcichard, 1835) but were consideced
mentally in touch with reality. This rather crude raxonomy survives in
the categories of our legal system, which puts emphasis on whether the
person accused of a crime was able to assess reality at the time of its
commission,
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Kraepelinlan Diagnosis; Neurasis versus Psychosls

Emil Kraepelin (1856-1926) is usually cited as the father of contempo-
rary diagnostic classification. Kraepelin observed mental patients care-
fully, with the aim of identifying general syndromes that share common
characteristics, In addition, he developed theories about the eriologies of
those conditions, at least to the extent of regarding their origins as either
exogenous and treacable or endogenous and incurable (Kracpelin, 1913).
{Interestingly, he put severe bipolar illness [“manic-depressive psycho-
sis”] in the former category and schizophrenia {“dementia praecox”—
believed to be an organic deterioracion of the brain] in the larter.) The
“lunatic” began to be understood as a person afflicted with one of sev-
cral possible documented illnesses,

Freud went beyond description and simple levels of deduction into
more inferential formulations; his developing theory posited complex
epigenetic explanations as preferable to Kraepelin's basi¢ internal-exter-
nal versions of causality. Still, Freud tended 1o view psychopathology
by the Kraepelinian categories then available. He would describe a man
troubled by obsessions {e.g., his patient the “Wolf Man” {Freud, 1918;
Gardiner, 1971}, as baving an obsessive-compulsive neurosis. By the
end of his carcer, Freud began to discriminate between an obsessional
neurosis in an otherwise nonobsessive person and an obsession that was
part of an obsessive-compulsive character, But it was later analysts (e.g.,
Eissler, 1953; Horner, 1990) who made the distinctions that are the sub-
ject of this chapter, among (1) the obsessive person who is virtually delu-
stonal, who uses ruminative thoughts ro ward off psychotic decompensa-
tion; (2} the person whosc obsessing is part of a borderline personality
structure (as in the “'Wolf Man); and {3) the obsessive pcrson with a
neurotic-to-normal personality organizacion.

Before the category of “bordertine” emerged in the middle of the
20th century, analytically influenced therapists followed Freud in dif-
ferentiating only between neurotic and psychotic levels of pathology,
the former being distinguished by a general appreciation of reality and
the lacter by a loss of contact with ie. A neurotic woman knew at some
level that her problem was in her own head; the psychotic one believed
it was the world that was out of kilter, When Freud developed the
structural model of the mind, this distinction took on the quality of a
Comment on 2 person’s psycholog:cal infrastructure: Neurotic pcople
were viewed as suffering because their ego defenses were too automatic
and inflexible, cptting them off from id energies thar could be pur o
creative use; psychotic ones suffered because their ego defenses were
too weak, leaving them helplessly overwhelmed by primitive marerial
from the id.

1
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The neurotic-versus-psychotic distinction had imporcant clinical
implicacions, The gist of these, considered in light of Freud’s struccural
model, was that therapy with a nevrotic person should involve weakening
the defenses and gerting access to the id so that its energies may be released
for moce constructive activity. In contrase, therapy with a psychotic person
should aim at strengthening defenses, covering over primitive preoccupa-
tions, influencing realistically stressful ciccumstances so that they are less
upsetting, encouraging reality testing, and pushing the bubbling id back
into uncansciousness. It was as if the neurotic person wece like a pot on
the stove with the lid on too tight, making the therapist's job to let some
steam escape, while the psychotic pot was boiling ovet, necessitating that
the therapist get the lid back on and turn down the hear.

It became commen for supervisors to recommend that with health-
ier patients, one should attack the defenses, whereas with people suffer-
ing from schizophrenia and other psychoses, one should support them.
With the advent of antipsychotic drugs, this formulation lent itself o
a widespread tendency not only to medicate—often the compassionate
response to psychotic levels of anxiety—bue also to assume that medica-
tion would do the covering over and would be needed on 3 lifetime basis.
Therapists were advised not to do any “uncovering” with a potentially
psychotic person: That might disturb the fragile defenses and send the
client over the edge again. This way of conceptualizing degree of pathol-
ogy is not withour usefulness; it has opened the door 1o the development
of different therapeutic approaches for different kinds of difficulties, But
it falls short of a comprehensive and clinically nuanced ideal. Any the-
ory oversimplifies, but this neurotic-versus-psychotic division, even with
Freud's elegant structural underpinnings and cheir therapeutic implica-
tions, offered only a starc at a useful infereatial diagnosis.

Ego Psychology Diagnosis: Symptom Neurosls, Neurotic
Character, Psychosis

In the psychoanalytic community, in addition to a distinction between
neurosis and psychosis, differentiations of extent of maladaptation,
not simply type of psychopathology, gradually began to appear within
the neurotic category. The firse clinically important one was Wilhelm
Reich’s (1933) discriminarion between “symptom neuroses™ and “char-
acter neuroses.” Therapists were leacning that it was useful to distin-
guish between a person with a discrere neurosis and one with a character
permeated by neurotic patrerns. This distinction lives on in the DSM, in
which conditions [abeled “disorder” tend to be those that analysts have
called neuroses, and conditions labeled “personality disorder™ resemble
the old analytic concept of neurotic character.
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To assess whether they were dealing with a symptom neurosis or &
chacacrer problem, therapists were trained to pursue the following kinds
of information when interviewing a person with newvrotic complaints:

1. Is there an identifiable precipitant of the difficulty, or has it
existed to some degree as long as the patient can remember?

2, Has there been a dramatic increase in the patient’s anxiety, espe-
cially pertaining to the neurotic symptoms, or has there been
only an incremental worsening of the person's overall state of
feeling?

3. Is the patient self-referred, or did others {relatives, friends, the
legal system) send him or her for treatment?

4, Arethe person's symptoms ego alien (seen by him or her as prob-
lematic and irrational) or are they ego syntonic {regarded as the
only and obvious way the patient can imagine reacting to cur-
rent life ciccumstances)?

5. Is the person's capacity to get some perspective on his or hes
problems (the “observing ego™) adequate to develop an alliance
with the therapist against the problematic symptom, or does
the patient secem to regard the interviewer 2s either a potential
attacker or 1 magic rescuer?

The former alternative in each of the above possibilities was pre-
sumptive evidence of a symptom problem, the latter of a character
problem (Nunberg, 1955). The significance of this distinction lay in its
implications for treatrment and prognosis. If it was a symptom neurosis
that rhe client suffered (equivalent to “Axis I disorder without comorbid
personality disarder™), then one suspected that something in the petson’s
current life had activated an unconscious conflice and that the patient
was now using maladaptive mechanisms to cope with it—merthods that
may have been the best available solution in childhood but that were
now creating more problems than they were solving. The therapist’s task
would be to determine the conflict, help the patient understand and pro-
cess the emotions connected to it, and develop new resolutions of it.
The prognosis was favorable, and treatment might be relarively short
(cf. Meaninger, 1963). One could expect a climate of mutuality during
therapy, in which strong transference {and countertransfetence) reac-
tions might appear, but usually in che context of an even stronger degree
of cooperation.

If the patientss difficulties amounted to a characrer neurosis or per-
sonality grablem, then the therapeutic task would be more complicated,
demanding, and time consuming, and the prognosis more guarded. This
is only common sense, of course, in that trying to foster personzlity
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change obviously poses more challenges. chan helping someone get rid
of a maladaptive response ¢o a specific stress. But analytic theory went
beyond commaen sense in specifying ways in which work on a person's
basic character would differ from work with a symptem not embedded
in personality. |

First, one could not take for granted that what the patient wanted
{immediate relief from suffering) and what the therapist saw as neces-
sary for the patient’s gventual recovery and resistance to future difficul-
ties {(modification of personality} could be seen by che patient as compat-
ible, In instances whean the patient’s aims and the analyst’s conception of
what was ultimarely nceded were ac variance, the analyst’s educative role
became critical. One had to starc by trying to convey to the patient how
the therapist saw the problem; that is, “making egoe alien what has been
ega syntonic.” For example, a 30-year-old accountant once came to me
looking to “achieve more balance” in his life. Raised to be the hope of
his family, with a mission to compensate for his facher’s failed ambitions,
he was hardworking to the point of drivenness. He feared that he was
missing precious years with his young children, whom he might eajoy
if only he could stop pushing himself relentlessly to produce at work.
He wanted me to develop a “program” with him in which he agreed to
spend a certain amount of time per day exercising, a certain amount
playing with his kids, a certain amount working on a hobby, and so
forth. The proposed program included designated space for volunteer
wark, watching television, cooking, doing housework, and making love
to his wife.

In the meeting that followed our initiai interview, he brought in a
sample schedule detailing such changes. He fele thae if I could get him
to put this program into effect, his problems would be solved. My fiest
task was to try to suggest that this solution was part of the problem:
He approached therapy with the same drivenness he was complaining
about and pursued the serenity he knew he needed as if it were another
job to do. I 10ld him he was very gaod at doing, but he evidently had
had lirtle experience with just being. While he grasped this notion intel-
lectually, he had no emoationally salient memory of a less compulsive
approach to life, and he regarded me with a mixture of hope and skepti-
cism. Although simply telling his story had provided some short-term
relief of his depression, I saw him as having to get used to the fact that
10 avoid this kind of misery in the furure, he would need to bring into
conscious awareness and to rechink some of the major assumptions that
had governed his life,

Second, in working with someone whose character was fundamen-
tally neurotic, one could not take for granted an immediate “working
alliance™ (Greenson, 1967). Instead, one would have to create the condi-
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tions under which it could develop. The concepr of the working or thera-
peutic alliance refers to the collaborative dimension of the work between
therapist and client, the cooperation that endures in spite of che strong
and often negative emotions that may surface during treatment. Empiri-
cally, a solid working alliance is associated with good outcome (Safran
& Muran, 2000), and its establishment {or restoration after a rupture)
takes precedence over other aims.

Patients with symptom neuroses feel on the side of the therapist in
oppasing a problematic part of the self. They rarely require a long period
to develop a shared perspective. In contrast, those whose problems are
complexly interwoven with their personality may easily feel alone and
under attack. When the therapist raises questions about lifelong, ega-
syntonic pateerns, their whole identity may feel assaulred. Distrusc is
inevitable and must be paciently endured by both parties until che thera-
pist has earned the client’s confidence. With some patients, this process
of building an alliance can take more than a year. Trying too quickly
to take on whar rhe therapist sees as obvious problems may damage the
alliance and impede the process of change.

Third, cherapy sessions with someone with a character rather than
a symptom problem could be expected to be less exciting, less sur-
prising, less dramatic. Whatever the therapist’s and patient’s fantasies
about unearthing vivid repressed memories or unconscious conflicts,
they would have to content themselves with a more prosaic process, the
painstaking unraveling of all the threads that had created the emotional
knot that the patient had until now believed was just the way things had
to be, and the slow working out of new ways of thinking and handling
feclings.

In the development of personality disorders, as opposed to the
appearance of neurotic reactions to particular current stresses, there
are long patterns of identification, learring, and reinforcement. Where
the etiology is traumatic, “strain trauma™ (Kris, 1956) is implicated,
rather than the “shock trauma” {one unassimilated, unmourned injury)
celebrated in Hellywood’s early, enthusiastic portrayals of psychoana-
lytic treatmenc (see, e.g., Hitchcock’s Spellbownd). As a consequence,
one could expect that in the therapy of character newroses, both par-
ties would have to deal with occasional boredom, impatience, irritabil-
ity, and demoralization—the patient by expressing them without fear of
criticism and the therapist by mining such feelings for empathy with the
patient’s striuggle with a difficule, protracted task.

This distinction between neurotic symptoms and neurotic personal-
ity remains important, even in instances where one cannot do the long-
tecrn work (e.g., D. Shapiro, 1989) thac characeer change requires. If one
understands one’s patient’s inflexible personality issues, one can often
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find some way of making a shore-term impact thar avoids the person’s
feeling misunderstood or atracked. For example, knowing that a woman
bas a central psychopathic streak alerts the therapist that in trying to
interfere with some damaging pattern, it is better to appeal to her pride
than to her assumed concern for others.

For a fong time, the categories of symptom neurosis, character neu-
rosis, and psychasis constituted the main construces by which we under-
stood personality differences on the dimension of severity of disorder.
A ncurosis was the least serious condition, a personality disorder morce
serious, and a psychotic disturbance quite grave. These formulations
maintained the old distinction between sane and insane, with the sane
catepory including two possibilities: neurotic reactions and neurotically
structured personalities. Over time, however, it became apparent that
such an overall scheme of classification was both incomplete and mis-
leading.

One drawback of this taxonomy is its implication that all character
problems are more pathological thaa all neuroses. One can still discern
such an assumption in the DSM, in which the criteria for diagnosing
mast personality disorders include significant impairments in function-
ing. And yet some stress-related neurotic reactions are more crippling to
a person's capacity to cope than, say, some hysterical and obsessional
personality disorders. A man I know suffers from agoraphobia, ego alien
but severe, He has wacrm relations with friends, enjoys his family, and
works productively at home, but he never leaves his house. I see his life as
more constricted and deadened than that of many people with personal-
ity disorders and even psychoses.

To complicate the issue still furcher, there is also a problem in the
other direction: Some character disturbances seem to be much more
severe and primitive in quality than anything that could reasonably be
called “neurotic.” One can see that there is no way in such a linear,
three-part classification to differentiate berween distortions of char-
acter that are mildly incapacitating and those that involve faitly dire
consequences. A problem can be characterological and of any level of
severity. The line between benign personality “traits™ or “styles” and
mild personality “disorders” is quite blurry. On the other end of the
continuum, some character disorders have been understood for a long
time as involving such substantial deformities of the ego that they are
closer to psychosis than neurosis. Psychopathy and malignant forms of
marcissistic personality organization, for example, have long been recog-
nized as variants of human individualicy, but until fairly recently, they
have tended to be cansidered as somewhat outside the scope of possible
therapeutic intervention and not easily placed on a neurotic—character
disordered—psychotic continvum.
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Object Relations Dlagnosis: The Delineation
of Borderline Conditions

Even in the late 19th century, some psychiatrists were identifying
patients who seemed to inhabit a psychological “borderland” (Rosse,
1890} between sanity and insanity. By the middle of the 20th century,
ather ideas about personality organization suggesting a middle ground
between neurosis and psychosis began to appear, Adolph Stein {1938)
noted that people with qualities he called “barderline” got worse rather
than better in standard psychoanalytic treatment. Helene Deutsch
(1942) proposed the concept of the “as-if personality” for a subgroup
of people we would now see as narcissistic or borderline, and Hoch and
Polatin (1949) made a case for the category of “pseudoneurotic schizo-
phrenia.”

By the middle 1950s, the mental health community had followed
these innovators in noting the limitations of the nevrosis-versus-psychosis
model. Numerous analysts began complaining about clients who seemed
characrer disorderad, but in a peculiacly chaoric way, Because they rarely
ornever reported hallucinations or delusions, they could not be considered
psychotic, but they alsa lacked the consistency of neuroric-level patients,
and they seemed to be miserable on a much grander and less comprehen-
sible scale than neurotics. In creatment, they could become temporarily
psychotic—convinced, for example, chat their therapist was exactly like
their mother, yet outside the consulting room there was an odd stability
to their instability. In other words, they were too sane to be considered
crazy, and too crazy to be censidered sane. Therapists began suggesting
new diagnostic labels that captured the qualiry of these people who lived
on the border between neurosis and psychosis. In 1953, Knighe published
a thoughtful essay about “borderline states.” In the same decade, T, F.
Main (1957) was referring to similar pathology in hospitalized patients
as “The Ailment.” In 1964, Frosch suggested the diagnostic category of

“psychatic character.”

In 1968, Roy Grinker and his colleagues (Grmker, Werble, & Drye,
1968} did a seminal study documenting a “borderline syndrome™ inher-
ing in personality, with a range of severity from the border with the neu-
roses to the border with the psychoses. Gunderson and Singer [e.g., 1975)
continued to subject the concept to empirical scruriny, and eventually, via
both research and clinical findings, and thanks to the elucidation of writ-
ers such as Kernberg (1975, 1976), Masterson (1976), and M. H. Stone
(1980, 1986), the concept of a borderline level of personality organiza-
tion attained widespread acceptance in the psychoanalytic community.

By 1580, the term had been sufficiently researched to appear in the
DSM (DSM-III; American Psychiatric Association, 1980) as a personal-
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ity disorder. This development has had mixed effects: It has legitimated
a valuable psychoanalytic concept but ar the price of losing its original
meaning as a level of functioning. The concept of borderline psychol-
ogy represented in the DSM drew heavily on the work of Gunderson
{e.g-, 1984), who had studied a group that most analysts would have
dizgnosed as having a hysterical or histrionic psychology at the border-
line level. Kernberg (1984), one of the originators of the concept, began
having to differentiate between “borderline personality organization”
{BPQ) and the DSM’s “borderline personality disordec” (BPD).

Iam probably fighting a losing battle in trying to preserve the origi-
nal meaning of the term “borderline™ (as I did, for example, in the Per-
sonality section of the Psychodynantic Diagnostic Manwal [PDM Task
Force, 2006)), but I think a lot has been sacrificed in equating the term
with a particular character type. The concept of “borderline” as a level
of psychological functioning had evolved over decades of clinical experi-
ence, coming to be generally viewed as a stable instability on the bor-
der between the neuroric and psychotic ranges, characterized by lack of
identity integration and reliance on primitive defenses without overall
loss of reality testing (Kecnberg, 1975). I worry that with the DSM defi-
nition having become accepred, we are losing a way of talking about,
say, obsessional or schizoid people at the borderline level {e.g., the “guiet
borderline™ patient of Sherwood & Cohen, 1994). If all aur empirical
research on borderline phenomena applies narrowly to the more self-
dramatizing, histrionic version of borderline-level personality organiza-
tion, we are left in the dark about the etiology and teeatment of other
personality disorders at the borderline level.

By the second half of the 20th century, many therapists struggling
to help clients that we now see as bordezline found themselves drawing
inspirarion and validation from writings of analysts in the British object
relations movement and the American interpersonal group, who looked
at patients’ experiences with key figures in childhood. These theorists
emphasized the patient’s experience of relationship: Was the person
preoccupied with symbiatic issues, separation-individuation themes,
or highly individuated competitive and identificatory motifs? Erikson’s
{1950) reworking of Frend’s three infantile stages in teems of the child’s
interpersonal task made a significant clinical ¥mpact, in that patients
could be conceptualized as fixated 2t either primary dependency issues
(erust vs. mistrust), secondary separation-individuation issues (auton-
omy vs. shame and doubt), or more advanced levels of identification (ini-
tiative vs. guilt).

These developmental-stage concepts made sense of the differences
therapists were noticing among psychotic-, borderline-, and neurotic-
level patients: People in a psychotic state seemed fixated at an unindi-
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viduated level in which they could not differentiate between what was
inside and what was outside themselves; people in a borderline condi-
tion were construed as fixared in dyadic struggles between total enmesh-
ment, which they feared would obliterate their identity, and toral isola-
tion, which they equated with traumatic abandonment; and people with
neurotic difficulties were understood as having accomplished separation
and individuarion but as having run into conflices between, for example,
things they wished for and things they feared, the prototype for which
was the ocedipal drama. This way of thinking made sense of numerous
puzzling and demoralizing clinical challenges. It accounted for why one
woman with phobias seemed ro be clinging to sanity by a thread, while
anothcr was oddly stable in her phobic instability, and yet a third woman
was, despite having a phobia, otherwise a paragon of mental health,

By the late 20th century there was, both within the psychoanalyric
tradition and outside it, a vast literature on borderline psychopathol-
ogy, showing a bewildering divergence of conclusions about its etiology.
Some investigators {e.g., M. H. Stone, 1977} emphasized constitutional
and ncurclogical predispositions; some (e.g., G. Adler, 1985; Master-
son, 1972, 1976) focused on developmental failures, especially in the
separation-individuation phase described by Mahler (1971); some {e.g.,
Kernberg, 1975) conjectured about aberrant parent—child interaction
at an earlier phase of infantile development; some {e.g,, Mandelbaum,
1977; Rinsley, 1982) pointed to poor boundaries becween members in
dysfunctional family systems; and some {e.g., McWilliams, 1979; Wes-
tent, 1993) made sociological speculations. Others {e.g., Meissner, 1984,
1988) were integrative of many of these perspectives, With advances in
attachment research [(e.g., Ainsworth, Blehar, Waters, 8¢ Wall, 1978),
some wrirers began to conjecture about the infantile attachment styles
that correlated later with borderline psychology. By the 1990s, more and
more people were writing about how trauma, especially incest, plays a
bigger role in the development of borderline dynamics than had previ-
ously been suspected {e.g., Wolf 8 Alpert, 1991),

Recent empirical studies of borderline personality, most of them
using the DSM definition, have looked at all these aspects. There is
some evidence for constitutional predispositions {Gunderson & Lyons-
Ruth, 2008; Siever & Weinstein, 2009); some for misattuned parent-
ing around attachment and separation issues (Fonagy, Target, Gergeley,
Allen, & Bateman, 2003; Nickell, Waudby, & Truil, 2002); and some
for the role of trauma, especially relarional trauma in early attachment
(Schore, 2002) bur also later experiences of sexual abuse (Herman,
1992). It is probable that all these factors play a role, that borderline
psychology is not a single eatity and is multidetermined, like most other
complex psychological- phenomena. Current psychoanalytic writing,
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especially about borderline dynamics, has drawn heavily on empirical
findings in the areas of infant development, attachment, and travma.
One consequence has been a significant pacadigm shift, as unquestioned
notians of fixation at a normative developmental phase have been chal-
lenged by evidence for different experiences of attachment and for the
destructive effects of recurrent trauma even long after the preschool
years.

Whatcver the ctiology of borderline personality organization, and
it probably differs from person to person, clinicians of diverse perspec-
tives have attained a surprisingly reliable consensus on the clinical
manifestations of problems in the borderline range. Especially when an
interviewer is trained in what information, subjective as well as objec-
tive, should be observed and pursued, the diagnosis of borderline level
of character structure may be readily confirmed or disconficmed [e.8.,
through Kernberg's [1984] structural interview or the later, more care-
fully empirically validated instrument of his colleagues, the Structured
Interview for Personality Organization [STIPO; Stern, Caligor, Roose,
& Clarkin, 2004)).

Despite the complexity of the etiologies of borderline conditions, [
think it can still be useful to view people with a vulnerability ro psycho-
sis as unconsciously preoccupied with the issues of the early symbiotic
phase (especially trust), people with borderline personality organization
as focused on separation-individuation themes, and those with neurotic
structure as morc “oedipal™ or capable of experiencing conflices that feel
more internal to them. The most prevalent kind of anxiety for people in
the psychotic range is fear of annihilation (Hurvich, 2003), evidently an
activation of the brain’s FEAR system {Panksepp, 1998} that evolved to
protect apainst predacion; the central anxiety for people in the border-
line range is separation anxiety or the activation of Panksepp’s PANIC
system that deals with early attachment needs; anxiety in neurotic peo-
ple tends 1o involve more uncenscious conflict, especially fear of enact-
ing guilty wishes.

OVERVIEW OF THE
NEUROTIC-BORDERLINE-PSYCHOTIC SPECTRUM

In the following sections, I discuss neuratic, borderline, and psychotic
levels of character structure in terms of favored defenses, level of iden-
tity integravion, adequacy of reality testing, capacity to observe one’s
pathology, nature of one’s primary conflict, and transference and coun-
tertransference. I focus on how these abstractions manifest themselves
as discerntble behaviors and communications in an initial interview or
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in an ongoing treatment. In Chapter 4 I explore implications of these
discriminations for the conduct and prognosis of therapy. Again, [ want
to emphasize thae these levels of organization are somewhat artificial,
that we can all find in ourselves issues from every level, and thar viewing
one's client as organized at one or another of the levels should nor dis-
tract a therapist from the person’s individuality and areas of strength.

Characteristics of Neurotic-Level Personality Structure

It is an irony that the term “neurotic” is now reserved by most ana-
lysts for people so emotionally healthy that they are considered rare
and unusually gratifying clients. [n Freud's time, the word was applied
to most nonorganic, nonschizophrenic, nonpsychapathic, and non-
manic—depressive patients——that is, to a large class of individuals with
emotional distress short of psychosis. We now see many of the people
Freud called neurotic as having borderline or even psychotic features
{“hysteria® was understood to include hallucinatory experiences that
clearly cross the border into unreality). The more we have learned about
the depth of certain problems, and their stubborn enmeshment within
the matrix of a person's character, the more we currently reserve the
term “neurotic” to denote a high level of capacity to function despite
emotional suffering.

People whose personalities would be described by many contempo-
rary analysts as organized ac an essentially neurotic level rely primarily
on the more marure or second-order defenses, While they also use primi-
tive defenses, these are not nearly so prominent in their overall function-
ing and are evident mostly in times of unusual stcess. While the presence
of primitive defenses does not rule our the diagnosis of neurotic level of
character structure, the absence of mature defenses does. Traditionally,
the psychoanalytic literature noted thar healthier people use repression
as their basic defense, in preference to more indiscriminate solutions
to conflict such as denial, splitring, projective identification, and other
more archaic mechanisms.

Myerson {1991) has described how empathic parenting allows a
young child to experience intense affects without having to hang on to
infantile ways of dealing with them. As the child grows up, these power-
ful and often painful states of mind are put away and forgoteen rather
than continually reexperienced and then denied, split off, or projected.
They may reemerge in long-term, intensive analysis, when analyst and
client rogether, untler the conditions of safety that evoke a “transference
neurosis,” peel back layers of repression; but ordinarily, overwhelming
affects and primitive ways of handling them are not characteristic of
persons in the neurotic range. And even in deep psychoanalytic treat-
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ment, the neurotic-level client maintains some more rational, objective
capacities in the middle of whatever emotional storms and associated
distortions occur,

Peaple with healthier character structure strike the intecviewer as
having a somewhat integrated sense of identity (Erikson, 1968). Their
behavior shows some consistency, and their inner experience is of conti-
nuity of self through time. When asked to describe themselves, they are
not at a loss for wards, nor do they respond one-dimensionally; they can
usually delineate their overall temperament, values, tastes, habits, con-
victions, virtues, and shortcamings with a sense of their long-range sta-
bility. They feel a sense of continuity with the child they used to be and
can project themselves into the future as well. When asked to describe
important others, such as their parents or lovers, their characterizations
tend to be multifaceted and appreciative of the complex yet coherent set
of qualities that constitutes anyone’s personality.

Neurotic-level people are ordinarily in solid touch with what most
of the world calls “realicy.” Not only are they strangers to hallucinatory
or delusional misinterpretations of experience (except under conditions
of chemicat or organic influence, or posttraumatic flashback), they also
strike the interviewer or therapist as having comparatively little need ta
misunderstand things in order to assimilate them. Patient and therapist
live subjectively in more ar less the same world. Typically, the thera-
pist feels no compelling emorianal pressure to be complicit in seeing life
through 2 lens that feels distorting. Some portion of what has brought
a neurotic patient for help is seen by him or her as odd; in other words,
much of the psychopathology of neucotically organized people is ego
alien or capable of being addressed so that it becomes so.

People in the neurotic range show early in therapy a capacity for
what Sterba (1934) called the “therapeutic split” between the observing
and the cxperiencing parts of the self. Even when their difficulties are
somewhat ego syntonic, neurotic-level people do not seem to demand the
interviewer’s implicit validation of their ways of perceiving. For example,
a paranoid man who is organized neurotically will be willing to consider
the possibility that his suspicions derive from an internal disposition
to emphasize the destructive intent of others. Contrastingly, paranoid
patients at the borderline or psychotic level will put intense pressure on
the therapist to join their conviction that their difficulties are external in
origin; for example, to agree that others may be out to get them. Without
such validation, they worry that they are not safe with the therapist.

Similarly, compulsive people in the neurotic range may say that their
repetitive rituals are crazy but that they feel anxiety if they neglect them.
Compulsive borderline and psychotic people sincerely believe themselves
to be protected in some elemental way by acting on their compulsions
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and have often developed claborate rationalizations for them. A neu-
rotic-level patient will share a therapist’s assumption that the compulsive
behaviors are in some realistic sense unnecessary, but a borderline or
psychotic patient may privatcly worry that the practitioner who ques-
tions the rituals is deficient in either common sense or moral decency.
A neurotic woman with a cleaning compulsion will be embarrassed o
admit how frequently she launders the sheets, while a borderline or psy-
chotic one will feel chat anyane who washes the bedding less regularly
is unclean,

Sometimes years can go by in treatment before a borderline or psy-
chotic person will even mention a compulsion ar phobia or obsession—in
the patient’s view there is nothing unusual about it. I worked with one
borderline client for more than 10 years before she casually mentioned an
elaborate, time-consuming morning ritual to “clear her sinuses” thar she
considered part of ordinary good hygiene. Another borderline woman,
who had never mentioned bulimia in her abundance of even more dis-
tressing symptoms, dropped the comment, after 5§ years in therapy,
“By che way, I notice I'm not puking anymore.” She had not previously
thought to regard that pare of her behavioral repertoire as consequen-
tial.

Their histories and their behavior in the interview sitnatian give
evidence that neurotic-level people have more or less suceessinlly tra-
versed Erikson's first two stages, basic trust and basic antonomy, and
thac they have made at least some progress toward identity integration
and a sense of initiative. They tend to seek therapy not because of prob-
lems in essential security or agency, but because they keep running into
conflicts between what they want and obstacles to attaining it chat they
suspect are of their own making. Freud's contention that the proper goal
of therapy is the removal of inhibitions against love and work applies to
this group; some neurotic-level people are also looking to expand their
capacity for solitude and play.

Being in the presence of someane at the healthier end of the contin-
uum of character pathology feels generally benign. The counterpart of
the patient’s possession of a sound observing ego is the therapist’s expe-
rience of a sound working alliance. Often from the very first session, the
therapist of a neurotic client feels that he or she and the patient are on
the same side and that their mutnal 2ntagenist is 2 problematic part of
the patient. The sociologist Edgar Z. Friedenberg (1959} compared this
alliance to the experience of two young men tinkering with a car: one the
expert, the other fin interested learner. In addition, whatever the valence
of the therapist’s countertransference, positive or negative, it tends not
to feel overwhelming, The neurotic-level client engenders in the listener
neither the wish to kill nor the compulsion to save.
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Characteristics of Psychotic-Level Personality Structure

At the psychotic end of the spectrum, people are much more internally
desperate and disorganized. Interviewing a deeply disturbed patient can
range from being a participant in a pleasant, low-key discussion to being
the cecipient of a homicidal attack. Especially before the advent of anti-
psychotic drugs in the 1950s, few therapists had che natural inmitive
taleat and emational stamina to be significantly therapeutic 1o those in
psychotic states. One of the finest achievements of the psychoanalytic
tradition has been its inference of some order in the apparent chaos of
people who are easy to dismiss as hopelessly and incomprehensibly crazy,
and its consequent offer of ways to understand and mitigate severe men-
tal suffering {Arieti, 1974; Buckley, 1988; De Waclhens & Ver Eecke,
2000; Eigen, 1986; Ogden, 1989; Robbins, 1993; Searles, 1965; Silver,
1989; Silver & Cantor, 1990; Spotnitz, 1985; Volkan, 1995).

It is not difficult vo diagnose patients who are in an overt state of
psychosis: they express hallucinations, delusions, and ideas of reference,
and their thinking strikes the listener as illogical. There are many people
walking around, however, whose basic psychortic-level internal confu-
sion does not surface conspicuously unless they are under considerable
stress. The knowledge that one is dealing with a “compensated” schizo-
phrenic, or a currently nonsuicidal depressive who may be subject to
periodic delusional yearnings to die, can make the difference between
preventing and precipirating disaster. Having carried out or supervised
the long-term treatment of many extremely difficult, sometimes puta-
tively “untreatable™ cases, I am convinced thar devoted therapists do
significant prevention. We preempt psychotic breaks, prevent suicides
and homicides, and keep people out of hospitals. (These critical cffects
of therapy go mostly undocumented; no one can prove that he or she
prevented a calamity, and critics tend to argue that if one claims to have
farestalled a psychotic break, the patient was not really at risk of psy-
chosis in the first place.)

I share with many analysts the view that it is also useful to conceive
of some people who may never become diagnosably psychetic as never-
theless living in a symbiotic—psychotic internal world or, in Kiein's {¢.g.,
1946} terms, in a consistently “paranoid—schizoid™ state, They function,
sometimes quite effectively, but they strike one as confused and deeply
tercified, and their thinking feels disorganized or paranoid. One man I
worked with, for example, told me with palpable dread that he would
never return to a particular gym to exercise: “Three times someone has
moved my things, so it’'s obvious that I'm noct wanted there.” Another
used to switch topics abruptly whenever he was becoming very sad. I
commented on this, and he said, “Oh yeah, [ knaw I do that.” I asked
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him what his understanding of the patrern was, expecting him to say
something like “I'm not ready ro go there,” or “It hurts too much,” or “I
don’t want to start crying.” But whar he said, in a tone suggesting it was
self-evident, was “Well, I can see I'm hurting you!” He saw sympathetic
sadness on my face and could not imagine he was not damaging me.

To understand the subjective world of psychotic-level clients, one
must first appreciate the defenses they tend to use. I will expand on these
in Chapeer §; at this point I am simply listing them: withdrawal, denial,
omuipotent ¢ontrol, primitive idealization and devaluation, primitive
forms of projection and introjection, splitting, extreme dissociation,
acting out, and somatization. These processes are preverbal and pre-
rational; they protect one against a level of “nameless dread”™ {Bion,
1967} so overwhelming that even the frightening distortions that the
defenses themselves may create are a lesser evil than that state of terror.
As Fromm-Reichmann {1950) noted, people who struggle with psychosis
have a core, immobilizing dread of their fantasied superhuman potential
for destrucriveness.

Second, people whose personalities are organized at an essentially
psychoric level have grave difficulties with identity—so much so that
they may not be fully sure zhat they exist, much less whether cheir exis-
tence is satisfying. They are deeply confused about who they are, and
they usually struggle with such basic issues of self-definition as body
concept, age, gender, and sexual orientation. “Haow do 1 know who |
am?” or even “How do | know thar I exist?” are not uncommen ques-
tions for psychorically organized people to ask in earnest. They cannot
depend on a sense of continuity of identity in themselves and do not
experience others as having continuity of self either; They live in fear of
“malevolent transformations™ (Sullivan, 1953} that will turn a trusted
person abruptly into a sadistic persecutor. When asked to describe them-
selves or other important people in their lives, they tend to be vague,
tangential, concrete, or observably distorring.

Often in rather subtle ways, one feels that a patient with an essen-
tially psychotic personality is not anchored in reality. Although most of
us have vestiges of magical beliefs (e.g., the idea that saying something
positive will jinx a situation), careful investigation will reveal that such
attitudes are not ego alien to psychotic-level individuals. They are often
confused by and escranged from the assumptions about “reality™ that
are conventional within their culture. Although they may be preternatu-
rally avtuned to the underlying affect in any situation, they often do not
know how to interfret its meaning and may assign highly self-referential
significance to it.

" For example, a very paranoid patient I worked with for a long time,
whose sanity was often at risk, had an uncanny feel for my emotional
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state. She would read ic accurately but then atrach to her perception of
it the primitive precccupations she had about her own essential good-
ness of badness, as in “You look irritated. It must be because you think
I'm a bad mother.” Or “You ook bored. I must have offended you last
week by leaving the session 5 minutes eacly.” It took her yeacs o feel safe
enough to tell me that was how she was interpreting my expressions, and
several more years to transform the conviction “Evil people are going
to kill me because they hate my lifestyle” into “I feel guilty about some
aspects of my life.”

People with psychotic tendencies have trouble getting perspective on
their psychological problems. They lack the “reflective functioning” that
Fonagy and Target (1996) have identified as critical 10 cognitive matu-
ration. This deficit may be related to the well-documented difficulries
that schizophrenic people have with abstracrion (Kasanin, 1944). Those
whose mental health history has given them enough jargon to sownd
like good self-observers {e.g., “I know I tend to overreact” or even “My
schizophrenia interferes with my judgment”) may reveal to a sensitive
interviewer that in an effort to reduce anxiety they are compliantly par-
roting what they have been told about themselves. One patient of mine
had had so many intakes at psychiatric hospitals during which she had
been asked {in a mental stacus evaluation that helps determine whether
the patient is capable of abstract thought) to give the meaning of the
proverb “A bird in the hand is worth two in the bush” that she had asked
an acquainrance what it meant and memorized the answer (she proudly
oflered this explandtion when I commented in an interested way on the
automatic quality of her response).

Early psychoanalyric formulations about the difficulties that psy-
chotic people have in gerting perspective on their realistic troubles
stressed energic aspects of their dilemma; that is, they were expending
so much energy fighting off existential terroc that none was left to use
in the service of coping with reality. Ego psychology models emphasized
the psychotic person’s lack of internal differentiation between id, ego,
and superego, and between observing and experiencing aspects of the
ego. Students of psychosis influenced by interpersonal, abject relations,
and self psychology theories (e.g., Atwood, Orange, 8 Stolorow, 2002)
have referred to boundary confusion between inside and autside experi-
ence, and to deficits in atcachment that make it subjectively too danger-
ous for the psychotic person to enter the same assumptive world as the
interviewer.

Recently, in light of fMRI studies showing similarities berween
effects of trauma on the developing brain and the biological abnormali-
ties found in the brains of individuals diagnosed with schizophrenia,
John Read and his colleagues (Read, Perry, Moskowitz, & Connolly,



62 CONCEPTUAL ISSUES

2001) have argued for a traumatic etiology of schizophrenia. A full
account of the lack of “observing ego” in psychatic-level clients prob-
ably includes all these perspectives as well as genetic, biochemical, and
situational contributants. The critical thing for therapists to appreciate is
that close to the surface in people with psychotic-level psychologies, one
finds both mortal fear and dire confusion.

The nature of the primary conflict in people with a potential for
psychosis is literally existential: life versus death, existence versus oblit-
cration, safety versus terror. Their dreams are full of stark images of
death and destruction. “To be or not to be™ is their recurrent theme.
Laing (1963) eloquently depicted them as suffering “ontological inse-
curity.” Psychoanalyrically influenced studies of the families of schizo-
phrenic people in the 1950s and 1960s consistently reported patterns of
emotional communication in which the psychotic child received subtle
messages to ¢he effecr that he or she was not a separate person but
an extension of someone else (Bateson, Jackson, Haley, & Weakland,
1956; Lidz, 1973; Mischler & Waxier, 1968; Singer & Wynne, 1965a,
1965b). Although the discovery of the major tranquilizers has diverted
attention from more strictly psychological investigations of psychotic
processes, no one has yet presented evidence controverting the observa-
tion that the psychotic person is deeply unconvinced of his or her right
to a separate existence, or may even be unfamiliar wicth the sense of
existing at all,

Despite their unusual and even frightening aspects, patients in the
psychotic range may induce a positive countertransference. This reaction
differs a bit from warm countertransference reactions to neurotic-level
clients: One may feel more subjective omnipotence, parental protective-
ness, and deep soul-level empathy toward psychotic people than toward
neurotic ones. The phrase “the lovable schizophrenic” was for a long
time in vogue as an expression of the solicicous artitude that mental
health personnel often feel toward their most severely troubled patients,
(The implicit contrast group here, as I discuss below, is the borderline
population.} Psychotic people are so desperate for respect and hope that
they may be deferential and grateful to any therapist who does more
than classify and medicate them. Their gratitude is naturally touching.

People with psychotic tendencies are particularly appreciative of
sincerity. A recovered schizophrenic woman once told me she could for-
give even serious failings in a therapist if she saw them as “honest mis-
takes.” Psychotic-leve! clients may also appreciate educative efforts and
may respond with telief to the normalization or reframing of their pre-
occupations. These dispositions, along with their propensity for fusion
and idealization, can make the therapist feel strong and benevolent. The
downside of these patients’ poignant dependence on our care is the bur-
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den of psychological responsibility they inevitably impose. In fact, the
countertransference with psychotic-level people is remarkably like nor-
mal maternal feelings toward infants under a year and a half: They are
wonderful in their attachment and terrifying in their needs. They are not
yet oppositional and icritating, but they also tax one's resources to the
limit. I should not work with a schizophrenie, a supervisor once told me,
unless 1 was prepared to be eaten alive.

This “consuming™ feature of their psychology is one reason thar
many therapists prefer not to work with individuals with schizophre-
nia and other psychoses. In addition, as Karon (1992} has noted, the
access of psychotic patients to deeply upsetting realities thar the rest of
us would prefer to ignore is often too much for us. In particular, they see
our flaws and limitacions with stunning clarity. Other reasons for their
relative unpopularity as patients despite their appealing qualities prob-
ably include thezapists’ lack of adequate training in psychotherapy with
psychotics {Karon, 2003; Silver, 2003), economic pressures that breed
rationalizations about limited approaches or “management” instead of
therapy (Whitaker, 2002), and personal dispositions not to work toward
relatively modest treatment goals in contrast to what can be achieved
with a neurotic-level person. But as I stress in the next chapter, it can be
effective and rewarding to work with clients in the psychotic range if one
is realistic about the nature of their psychological difficulties,

Characteristics of Borderline Pe}sonallty Organization

One of the most striking features of people with borderline personality
organization is their use of primitive defenses. Because they rely on such
archaic and global operations as denial, projective identification, and
splitting, when they are regressed they can be hard to distinguish from
psychotic patients. An important difference between borderline and psy-
chotic people, though, is that when a therapist confronts a borderline
patient on using a primitive mode of experiencing, the patient will show
at feast a temporary responsiveness. When the therapist makes a simi-
lar comment to a psychotically organized person, he or she will likely
become further agitated.

As an illustration, consider the defense of primitive devaluation.
Being devalued is a familiar and painful experience to any therapist.
Devaluation is an unconscious strategy that is often intended to pre-
serve self-esteem, but which does 5o at the expense of learning. An effort
to address that defense might go something like “You certainly love to
cherish all my defects. Maybe that protects you from admitting that
you might need my help. Perhaps you would be feeling ‘one down’ or
ashamed if you weren’t always putting me down, and you’re trying ro
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avoid that feeling.” A borderline patient might scorn such an interpreta-
tion, or grudgingly admit it, or receive it silently, but in any event, he or
she would give some indications of reduced anxiery. A psychotic person
would react with increased anxiety, since to someone in existential rer-
tor, devaluation of vhe power of the therapist may be the only psycho-
logical means by which he or she feels protected from obliteration. The
therapist’s discussing it as if it were optional would be extremely fright-
ening.

Borderline patients are in some ways similar to and in others differ-
ent from psychotic people on the dimension of identity integration. Their
experience of self is likely to be full of inconsistency and discontinuity,
When asked to describe their personalities, they may, like psychotic-
level patients, be at a loss. And when asked to describe important people
in their lives, they may respond with anything but three-dimensional,
evocative descriptions of recognizable human beings. “My mother? She’s
just a regular mother, I puess™ is a typical response. They often give
global, dismissive descriptions such as “An alcoholic. That’s all.” Unlike
patients with psychosis, they rarely sound concrete or tangential to the
point of being bizarre, but they do tend to dismiss the therapist’s inter-
est in the complexities of themselves and others. Fonagy {2000) writes
that borderline clients are insecurely attached and lack the “reflective
function” that finds meaning in their own behavior and that of others.
They cannot “mentalize”; that is, they cannor appreciacte the separate
subjectivitics of other paople. In philosophical terms, they lack a theory
of mind,

Clients in the borderline range may become hostile when con-
fronted with the limited continuity of their identity. One of my pacients
flew into a full-blown fury at 2 questionnaire she was given as a stan-
dard intake procedure in a clinic. It had a sentence-completion section
in which the client was asked to fill in blanks like “I am the kind of
person who . “How can anybody know what to do with
this shit?” she raged. {Some years and countless sessions later she mused,
“Now I could fill in that form. I wonder why I went ballistic about it.”)
In general, borderline patients have trouble with affect tolerance and
regulation, and quickly go to anger in situations where others might feel
shame or envy or sadness or some other more nuanced affect.

In two ways, the relation of borderline patients to their own identicy
is different from that of psychotic people. First, the sense of inconsistency
and discontinuity that people with borderline organization suffer lacks
the degree of existential terror of the schizophrenic. Borderline patients
may have identity confusion, but they know they exist. Second, people
with psychotic tendencies are much less likely than borderline patients to
ceact with hostility to questions about identity of self and others. They
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are too worried about losing their sense of ongoing being, consistent or
nor, 1o resent the interviewer's facus on that problem.

Despite these distinctions, both borderline and psychotic people,
unlike neurotics, rely heavily on primitive defenses and suffer a basic
defect in the sense of self. The dimension of experience on which the
two groups differ substanrially is realicy testing. Borderline clients, when
interviewed thoughtfully, demonstrate an appreciation of reality no mat-
ter how crazy or florid their symptoms look. It used to be standard psy-
chiatric practice to assess the degree of the patient’s “insighr into illness™
in order to discriminate between psychotic and nonpsychotic states,
Because a borderline patient may relentlessly deny psychopathology yet
still show a level of discrimination about what is real or conveational
that distinguishes him or her from a psychotic peer, Kernberg (1975)
proposed that “adequacy of reality testing” be substituted for that cri-
terion.

To make a differential diagnosis between bordesline and psychotic
levels of organization, Kernberg (1984) advises investigating the per-
son’s appreciation of conventional notions of reality by picking out some
unusual feature of his or her self-presentation, commenting on it and
asking if che patient is aware thar others might find that fearure peculiar
{e.g., “I notice that you have a tattoo on your cheek that says ‘Death?” Can
you understand how thac might seem unusual to me or others?”). The
borderline person will acknowledge that the feature is unconventional
and that outsiders might not understand its significance. The psychotic
person is likely to become frightened and confused because the sense
that he or she is not understood is deeply distutbing. These differing
reactions, which Kernberg and his coworkers {¢.g., Kernberg, Yeomans,
Clarkin, & Levy, 2008) have explored both clinically and via empiri-
cal research, may be viewed as support for psychoanalytic assumptions
about the centrality of separation-individuation issues far people with
borderline pathelogy as contrasted with unconscious deficits in self—
other differentiation in psychosis,

The capacity of someone at the borderline level to observe his or
her own pathology—at least the aspects of it that impress an external
observer—is quite limited. People with borderline psycholagies come to
therapy for complaints such as panic attacks or depression or illnesses
that a physician has insisted are related to “stress,” or they arrive at the
therapist’s office at the urging of an acquaintance or family member,
but they rarely come with the agenda of changing their personalities
in directions that outsiders readily see as advantageous. Even in recent
years, when they are apt to know they “have BPD” and can endorse the
DSM criteria for diagnosing it, they still lack a sense of what it would be
like to be different. Having never had any other kind of character, they
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have little emotional basis for knowing how it would feel to have identity
integration, mature defenses, the capacity to defer grarification, a toler-
ance for ambivalence and ambiguity, or an ability to regulate affects.
They just want to stop hurting or to get some critic off their back.

In nonrcgressed states, because their reality testing is fine and
because they may present themselves in ways that compel our empathy,
they do not look particularly “sick.” Sometimes it is only after therapy
has proceeded for a while that one realizes that a given patient has a
borderline stcucture. Usually the first clue is that intecventions that the
therapist intends to be helpful are received as atracks. In other words,
the therapist keeps 2ssuming a capacity for reflective functioning that
the patient mostly lacks. (In older language, the therapist is trying to talk
with an observing ego, something the client cannot access, especially

when upset.) The patient knows only that some aspect of the self is being

criticized. The therapist keeps trying to forge the kind of alliance that
is possible with neurotic-level patients and keeps coming ta grief in che
effort.

Eventually, one learns that one must first just weather the affective
storms that seem to keep raging, while trying to behave in ways thar
the patient will experience as different from whartever influences have
shaped such a troubled and help-resistant person. Only after therapy has
brought about some structural change will the patient be different enough
to begin to understand what the therapist is rrying to work toward. This
may take a long time—sometimes 2 years in my experience—bur it is of
comfort that in the meantime, the most disabling borderline behaviors
may disappear. Clarkin and Levy (2003) describe significant symptom
reduction after 1 year of rransference-focused therapy. Still, the work
will typically have been tumultuons and frustrating to both parties.

Masterson {1976) has vividly depicted, and others with different
viewpoints report similar observations, how borderline clients seem
caught in a dilemma: When they feel close to another person, they panic
becausc they fear engulfmenc and totzl control; when they are aloae,
they feel traumatically abandoned. This central conflict of their emo-
tional experience resules in theie going back and forth in relationships,
including the therapy relationship, in which neither closeness nor dis-

tance is comfortable. Living with such a basic conflict, one that does -

not respond immediarely to interpretive efforts, is exhausting for bor-
derline patients, their friends, their families, and their therapists. They-
are famous among emergency psychiatric service workers, at whose door
they frequently appear talking suicide, for manifesting “help seeking-
help rejecting behavior.”

Masterson saw borderline patients as fixated at the rapprochement
subphase of the separation-individuation process {Mahler, 1972b}, when
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the child has attained some autonomy yer still needs reassurance that a
caregiver remains available and powerful. This drama unfolds around
age 2, when children typically alternare between rejecting mother’s help
(“I can do it myself!”) and dissolving in tears at her knees. Masterson
(1976) believed that borderline patients have had mothers who discour-
aged them from separating in the first place ot neglecred them when they
needed to regress after artaining some independence. Whether or not his
ideas about etiology are correct, his observations about the borderline
person’s entrapment in dilemmas of separation and individuation help
make sense of the changing, demanding, and often confusing qualities
of borderline patients.

Transferences in borderline clients tend to be strong, unambivalent,
and resistant to ordinacy kinds of intervention. The therapist may be
perceived as all good or all bad. If a well-intentioned but clinically naive
therapisr tries to interprer rransference as one would with a neurotic per-
son (¢.g., “Perhaps what you're fecling toward me is something you felr
toward your father™), he or she will find that no relief or helpful sense of
insight follows; in facr, often the client will simply agree that the thera-
pist is acrually behaving like che carlier object. Also, it is not uncommon
for a borderline person in one state of mind to perceive the therapist as
godlike in power and virtue, and in another (which may appear a day
later) as weak and contemptible.

Not surprisingly, countertransference reactions with borderline cli-
ents tend to be strong and upsetting. Even when positive {e.g., domi-
nated by fantasies of rescning the devastared patient), they may have a
disturbing, consuming quality. Analysts in hospital settings (Gabbard,
1986; Kernberg, 1981) have noted that with some borderline patients,
staff tend to be either oversolicitous (seeing them as deprived, weak, and
in need of extra love to grow) or punitive {(secing them as demanding,
manipulative, and in need of limits). Inpatient personnel frequently find
themselves divided into opposing camps when treatment plans for bor-
derline cliears are discussed (Gunderson, 1984; Main, 1957). Outparient
practitioners may move internally between one position and the other,
mirroring each side of the client’s conflict at different times. It is not
unansual for the therapist to feel like the exasperated mother of a 2-year-
old who will not accept help yer collapses in frustration without it.

SUMMARY

This chapter has given a cursory overview of evolving efforts to describe
different realms of character organization. From Kraepelinian distinc-
tions between the sane and the insane, through early psychoanalytic
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conceptions of symptom versus character neuroses, to taxonomies that
emphasize either neurotic-level, borderline, or psychoric-leyel structure,
to characterizing clients in terms of attachment pattern and traumatic
influences, therapists have sought to account for the varying reactions of
their individual clients to their efforts to be of help. I have argued that
the assessment of a person’s central preoccupation {security, autonomy,
or identity), characteristic experience of anxiery (annihilation anxiety;
separation anxicty; or more specific fears of punishmene, injury, and
loss of control), primary developmental conflict (symbiotic, separation—
individuation, or oedipal), object relacional capacities {monadic, dyadic,
or triadic), and sense of self {overwhelmed, embattled, or responsible}
constitutes one useful dimension of psychoanalytic diagnosis.

SUGGESTIONS FOR FURTHER READING

Phyllis and Rabert Tyson (1990) have made 2 helpful synthesis of tradi-
tional psychoanalytic developmental theory through the lace 20th cen-
tury, Two classic books by Gertrude and Rubin Blanck (1979, 1986)
have sections on the connection between development and diagnosis.
Clinicians who treat children will find Stanley Greenspan’s Developmen-
tally Based Psychotherapy (1997) useful. For a contemporary boak con-
necting recent developmental research with clinical practice, especiaily
with borderline clients, I recommend Affect Regulation, Mentalization,
and the Development of the Self (Fonagy et al., 2002, a comprehensive
tome that is thankfully available in paperback. For a recent, readable self
psychologically influenced account of psychological development, 1 sug-
gest Russell Meares's Intimacy and Alienation: Memory, Trauma, and
Personat Being (2002).

For a classical excgesis of the difference between neurotic symptom
and neurotic character, the chapter on “Character Disorders™ in Fen-
ichel’s The Psychoanalytic Theary of Neurosis {1945} is the standard.
More recently, Josephs {1932) and Akhtar (1992) have published inte-
grative books that pursue at a more advanced level some of the charac-
terological issues introduced here. For a study in the Kleinian tradition
of the clinical implications of different levels of development, Steiner's
Psychic Retreats {1993) is brilliant but may be difficult for beginning
therapists,

For classic analytic articles about personality organization, New
York University Press has put out fine collections of papers on char-
acter neurosis (Lax, 1989}, psychosis {Buckley, 1988), and bordetline
conditions (M. H. Stone, 1936). For a phenomenological appreciation of
psychosis, Laing’s The Divided Self (1965) remains unmatched. Eigen's
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The Psychotic Core (1986) is difficulr bue rewarding. Elyn Saks’s {2008)
memoir of living with schizophrenia gives a moving yec witty close-up
of psychotic expecience and also of the potential far individuals with
psychotic dynamics, when given good medical and psychological care,
to live rich, generative lives.

The literature on berdetline conditions is so abundant and diverse
as to be overwhelming, but recent contributions by Kernberg and his col-
leagues {e.g., Clarkin, Yeomans, & Kernberg, 2006) and Fonagy and his
colleagues (Bateman & Fonagy, 2004) usefully consider classical formu-
lattons in light of recent research and connect their ideas to treatment.
For a readable book that values a categorical rather than dimensional
definition of bordetline psychology and has synthesized a vast amount of
research in the tradirion of John Gunderson, I recommend Paris's Treat-
ment of Borderline Personality Disorder (2008).

Since the first edition af this book there has been an explosion of
clinical and empirical literature on attachment. The struggles of border-
line patients have been desccibed in Wallin’s Attachment in Psychather-
apy {2007} and in Mikulincer and Shaver’s Attachment in Adulthood
(2007} in terms of severe attachment anxiety. For application of trauma
research and theory to the experience of patients who are diagnosed as
borderline, Judith Herman's Trauma and Recavery (1992) is probably
the best place to start. See also the suggestions at the end of Chapter
15.



4

Implications of Developmental
Levels of Organization

Like politics, psychotherapy is the art of the possible. One
advantage of conceptualizing each client developmentally is that one can
derive a sease of what is reasonably expectable, with optimal treatment,
for each one. Just as a physician expects a healthy person to recover
faster and more completely from an illness than a sickly one, or as a
reacher assumes that an intelligent student will master more material
than a slow one, a therapist should have different expectarions for peo-
ple with different levels of character developmenc. Realistic goals protect
patients from demoralizatian and therapists from burnout. *

It was easier to write the first edition of this chapter; in the early
1990s there was something closer to a psychoanalytic consensus about
whart approach is appropriate for each level of personality organization.
Since that time, several things have occurred. Analysts in the relational
movement have challenged many aspects of traditional technique—
especially its assumptions about che analyst’s capacity for objectivity
and neutrality. They have also questioned the value of any generaliza-
tions about character structure and have revised our understandings of
the patient-therapist dyad o put the emphasis on whar the two par-
ties construct together rather than on what the therapist does for or to
the patient. The two-person model of the therapeutic process has gone
mainstream and hes influenced even those who think more traditionally.
It will probably be evident, even in this book with its one-person focus
on patients’ individual psychologies, that relational analysts have greatly
influenced my thinking,

70
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At the same time, several specific therapies for borderline personal-
ity organization have been developed, and psychoanalytic theorists no
longer dominate professional conversations about how to understand
borderline phencmena. Marsha Linehan, the architect of dialectical
behavior therapy {e.g., 1993), has frequently acknowledged her debt to
Otto Kernberg, but the treatment she created teflects borh cognitive-
behavioral canceprs and some Zen Buddhist ideas, not assumprions
about a dynamic unconscious. Jeffrey Young's schema therapy {e.g.,
Rafaeli, Bernstein, & Young, 2010}, which also derives from cognitive-
behavioral psychology with some psychodynamic influences, has been
applied to borderline-level personality disorders. In the specifically
psychoanalytic realm, whece Kernberg's original notion of expressive
therapy once predominated, we have seen the development of several
specific, research-tested tceatments: Kernberg’s transference-focused
psychotherapy (Clarkin, Yeomans, & Kernberg, 2006} and Fonagy’s
mentalization-based therapy (Bateman 8 Fonagy, 2004) being cthe best
known,

Finally, the Internarional Society for the Psychological Treatments
of Schizophrenia has brought rogether therapists interested in psycho-
therapy with psychotic patienrts, and their synergy has added new ele-
ments to what we know about treating severely troubled peaple. Even
more than in 1994, our mental health culture tends to overstate the
pharmaceutical needs of people with psychoses and to understare theix
need for therapy. [ think there is greater urgency now thano in earlier
decades to pass on our knowledge abour effective talk therapy for those
who suffer the most.

1 start, as before, with considerations about treating neurotic-level
clients, then those in the psychotic range, and finally those in the bor-
derline spectrum, Even though the story has become more complicared,
1 think it is still uscful to note clinical implications of levels of severity. 1
cannot do justice ro the subtleties of specific approaches, but I tey to pres-
ent enough of a feel for how 1o work, depending on a person's inferred
developmental challenges, that [ demonstrate the value of assessing these
levels. The goal of any dynamic therapy is to help each client with the
maturational task that is most compelling for that person—whether thart
is the full flowering of one’s creativity or the atrainment of some mini-
mal awareness that one exists and deserves to stay alive.

THERAPY WITH NEUROTIC-LEVEL PATIENTS

Ir used to be commonly claimed that psychoanalytic therapy is unsuited
to anyone but the “worried well.” The kernel of truth in this view
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is that psychoanalysis as a specific treatment works best with artic-
ulate neurotic-level clients who have the ambitions goal of character
change and/or deep self-knowledge. The arrangements that define clas-
sical Freudian analysis (frequent sessions, free association, use of the
couch, attention to transference and resistance, open-ended contract]
work less well for other patients—-although early in the psychoanalytic
movement, before modified approaches were developed, analysis was
artempted with a wide array of clients. Also, the session frequency that
Freud had recommended (originally six, then five times a week; later
four or even three) made traditional analysis affordable only by people
of some means,

That psychoanalytic therapy works faster and goes further wich
already advantaged people can be compared to the responses of healthy
people to medical care or bright people to education. There are many
reasons why it is casier to do analytic therapy with healthier patients
than with borderline or psychatic individuals. In Eriksonian terms, one
can assume basic rrust, considerable autonomy, and a rcliable sense of
identity. Treatment goals may include removing unconscious obstacles
to full gracification in the areas of love, work, and play. Freud equated
psychoanalytic “cure” with freedom, and in the Platonic tradition, he
believed it is truth thar ultimately makes us free. A search for difficult
truths about the self is possible for neurotic-level people because their
self-esteem is resilient enough to tolerate some unpleasant discoveries.
Accordingly, Theodor Reik (1948) used 10 say that the primary requisite
to conduct or undergo analysis is moral courage.

Psychoanalysls and Open-Ended Psychoanalytic Theraples

Neurotic-level patients quickly establish with the therapist a working
alliance in which the clinician and the abserving parct of the client are
allies in accessing previously unconscious or disavowed defenses, fecl-
ings, fantasies, beliefs, conflicts, and strivings. If the patient is seeking
a thorough understanding of his or her personality, with the goal of the
greatest possible degree of growth and change, intensive analysis should
be considered. Lately, students in psychoanalytic training constitute the
majority of patients willing at the outset to make the three-or-four-
sessions-per-weck commitment that analysis dictates {usually because
their training institute requires it), but some patients who are not in the
mental health field decide after a period of less intensive therapy that
they want ro “go,deeper™ and move from analytically oriented treat-
ment {twice a week or less) into analysis. In the United Srates, this is
happening less frequently, not because of lack of interest, but because of
insurance companies’ unwillingness to fund intensive treatments.
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The fact that psychoanalysis may go on for years does not obviate
the fact that, perhaps especially with heaithier persons, symptomatic and
behavioral improvement may happen quickly. But people have a fee! for
the difference berween behavior change that is possible in spite of one’s
psychology and behavior change that has come to feel congruent with
one’s insides. To move from the first to the second is one reason people
may choose to stay in analytic trearment for the long haul. An analogy
would be the difference that a man addicted to alcohol feels between
early sobriety, during which he struggles minute by minute to resist the
temptation to drink, and later recovery, when he no longer feels the urge.
The behavior of not drinking is the same in early and late sobriety, but
the underpinnings of it change. It may have taken years of AA meetings
and unremitting discipline to alter old patterns, habits, and beliefs, but
to the recovering alcoholic the shift fram a barely controlled compulsion
to indifference toward alcohol is a priceless achievement.

For neurotic-level people who are unable or unwilling to take on the
commitment of time, money, and emotional energy involved in intensive
analysis, psychoanalytic {or “psychodynamic™} therapy, which devel-
oped as a modification of classical analysis in the direction of being more
specifically problem focused, may be the treatment of choice. Patient
and cherapist meet for fewer than three sessions a week, usually face-
to-face. The therapist is less encouraging of emotional regression and
more active in poincing out themes and pacterns that patients whe came
more frequeatly tend to notice by themselves, Both psychoanalysis and
modifed psychoanalytic therapies have been referred to as “uncovering”
or “exploratory” or “expressive™ treatments because the invitation to
the client is 1o be as open as possible, to focus on feelings, and to tey to
push past defensivencss, Sometimes they have been also called “insight-
oricnted™ therapies, in reference to the analytic assumption that self-
knowledge reduces conflict and promotes growth.

Short-Term Treatments and Nonpsychodynamic Theraples

Patients in the neurotic range are also ofren good candidates for short- |
term analytic therapies {Bellak & Small, 1978; Davaaloo, 1980; Fosha,
2000; Malan, 1963; Mann, 1973; Messer & Warren, 1995; Sifneos,
1992). Intensive focusing on a conflict area can be overwhelming o
someone with a borderline or psychotic structure; in contrast, 4 neu-
rotic-fevel person may find it stimulating and productive. Similarly,
higher-functioning clients tend to do well in analyrically informed group
and family modes of treatment, whife borderline and psychotic people
often do not. {Lower-functioning clients absorb so much of the emo-
tional energy of the group or family unit that the other parties get hope-
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lessly torn between resentment at their always being center stage and
guilt abouc thar resentment, as the more troubled person is obviously
suffering so much.}

In fact, virtually any approach to therapy will be helpful to most
clients in the neurotic range. In CBT therapy they tend to do any home-
wark the therapist suggests, and with biologically oriented psychiatcists,
they may willingly take the medicines they are prescribed. They have had
enough experiences with loving people that they assume benevolence in
the therapist and try to cooperate. They are, understandably, popular
clients. One of the reasons for the prestige that once artended classical
analysis may be that people with the requisites to be analysands ace
readily responsive to and appreciative of their treatment. They are goad
advertisements for their analysts, unlike borderline people, for example,
who may—even when they may be improving in cherapy—disparage
their therapists ruthlessly to outsiders or idealize them in such a cloying
way that everyone in their circle of friends thinks they have been taken
in by a master charlacan.

Most psychodynamic writers feel that intensive psychoanalysns
offers neurorically organized people the greatest ultimate benefits and
that anyone with the resources to undergo in-deprh, high-frequency
treatment, especially someonc in young adulthood with years ahead
to reap the psychological rewards, would be well advised to do so. |
share this opinion, having benefited all my adule life from a good early
classical analysis. It is also true, however, thar a petson in the reurotic
range can benefit from all sorts of different experiences and can extract
psychological growth even from some conditions that ochers might find
disabling.

THERAPY WITH PATIENTS IN THE PSYCHOTIC RANGE

Probably the most important thing to undersrand about people with psy-
chotic illnesses or psychotic-level psychologies is that they are terrified.
It is no accident that many drugs that are helpful for schizophrenic con-
dirions are major antianxiety agents; the person with a vulnerability to
psychotic disorganization lacks a basic sense of security in the world and
is ready to believe that annihilation is imminent. Adopting any approach
thar permits a lot of ambiguity, as does traditional analytic therapy
with neurotics, is like throwing gasoline into the flame of psychotic-
level terror. Consequently, the treatmenc of choice with psychotic-level
patients has gcne‘raily been framed as “supportive therapy,” an approach
that emphasizes active support of the patient’s dignity, self-esteem, ego
strength, and need for information and guidance,
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All therapy is supportive, but in the ego psychology tradition the
phrase has had a narrowcr mcaning, reflecting the experience of sev-
eral decades of psychodynamic work with more deeply disturbed people
{Alanen, Gonzalez de Chavez, Silver, 8¢ Martindale, 2009; Arieti, 1974;
Eigen, 1986; Federn, 1952; Fromm-Reichmann, 1950; Jacobson, 1967;
Karon & VandenBos, 1981; Klein, 1940, 1945; Lidz, 1973; Little, 1981;
Pinsker, 1997; Rockland, 1992; Rosenfeld, 1947; Searles, 1965; Segal,
1950; Selzer, Sullivan, Carsky, & Terkelson, 1989; Silver, 2003; Sul-
fivan, 1962; R. S. Wallerstein, 1986). It is generally agreed thac there is
a continaum from supportive through expressive {or “uncovering,” or
“exploratory”) therapy (Friedman, 2006), in which at the uncovering
end one encourages full expression of intrapsychic conflice, leading to
insight and resolution, while at the supportive end one tries to “support
the cgo in its struggle to comtain, or repress inteapsychic conflicts and to
suppress their symptomatic expression” (R. 5. Wallerstein, 2002, p. 143).
Much of what I cover in this section can apply to work with any patient
but is particulacly critical to working with more disturbed people.

Explicit Safety, Respect, Honesty

The ficst aspect of supportive work 1 should mention is the therapist's
demonstration of trustworthiness. The fact that psychatic-level people
are often compliant does not mean that they trust. In fact, their compli-
ance may mean quite the opposite: It may express their fear that auchori-
cies will kill them for being separate, for having thetr own will. The
therapist needs to keep in mind that it is important not to act in ways
that reinforce the primitive images of hostile and omnipotent authority
with which psychotic-level people are tormented. To prove that one is
a safe object is not so easy. With a neurotic-level person in a paranoid
state, it may be enough to interpree the teansference, that is, to comment
on how the patient is mixing one up with some negative pecson from the
past or some projected negative part of the self. Interpretation of this
sort is useless with severely disturbed people; in fact, they are likely to
consider it a diabolical evasion.

Instead, one must repeatedly counterace the patient’s most frighten-
ing expecrations. A facial expression that conveys respect is enough to
make a neurotic-lcvel pacient comfortable, but with a person at risk for
psychosis, one must demonstrate much mare actively one’s acceptance
of the patient as a morally equal human colleague. This mighe include
simple communications such as asking such clients to tell you if it gets
too warm or too cold in the office, asking their opinions about a new
painting, creating opportunities for them to demonstrate areas of per-
sonal expertise, or commenting on the creative and positive aspects of



76 CONCEPTUAL 1SSUES

even their most bizarre symptoms. In this context, Karon {1989} has
provided a pertinent example:

Therapeutically, it is often uscful to cell the parient, “That is a brilliant
explanation.” The patient is generally startled that any professional would
take his or her ideas seriously. *You mean you think it is right?” If, as is
wsually the case, the therapist belicves that the patient can colerate it, the
therapist might usefully say, “No, but that is because I know some things
about the human mind which you don’t know yet, and Pl tell you if you're
interested. But given what you do know, that is a beilliant explanation.”
With such a nonkumiliating approach to the patient, it is often possible 1o
get the most suspicious paranoid to consider whar might be going on and
its real meaning as an attemgpt to solve the te