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Preface

When I originally wrote Psychoanalytic Diagnosis, I knew from my experience as a

teacher that students and early-career psychotherapists needed exposure to the inferential,
dimensional, contextual, biopsychosocial kind of diagnosis that had preceded the era inaugurated
by the 1980 publication of the third edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-III) of the American Psychiatric Association. In particular, I wanted to keep alive
the sensibility that represented decades of clinical experience and conversation, in which human
beings have been seen as complex wholes rather than as collections 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 understanding one’s individual patients, was evident.

In the early 1990s I was also nourishing a faint hope that the book would have some influence
on mental health policy and on our culturally 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 host of interacting 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 hallmark of
most psychodynamic treatment, will find genuine, lasting help in the mental health system has, in
my view, plummeted. As the cognitive-behavioral movement continues to develop, some of its
practitioners have 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, 2005, for
the political history of the paradigm shift in the area of mental illness “from broad, etiologically
defined entities that were continuous with normality to symptom-based, categorical diseases” [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 arbitrarily to cover Axis II conditions.

Meanwhile, drug companies have a substantial stake in construing psychological problems as
discrete, reified illnesses so that they can market 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 I wrote the first edition of this book, I did not 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, 2005a, 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 with 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
connection with and concern for one’s individual clients is impossible. They are overwhelmed with
paperwork, with efforts to justify even the most unambitious treatment to anonymous employees of
insurance companies, with translating their efforts to help clients build agentic selves into slogans
such as “progress on target behaviors.” Official “diagnosis” under such pressures can often be
cynical in spirit and thus in function, as clinicians label patients in ways that will permit insurance
coverage and yet stigmatize them as little as possible.

Ironically, the current state of affairs makes it more rather than less important 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 sympathetic comment with relief, with devaluation of
the therapist, or with a devastating sense of not being understood. Hence, there is an even greater
need now than in 1994 to reassert the value of personality diagnosis that 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 to a
few paragraphs, whereas here I can elaborate more fully.

An indirect source of the widespread contemporary devaluation of the psychoanalytic tradition
may be the expanding gulf between academics 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 the 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 current academic climate,
especially while seeking tenure. As a result, few academics know what it feels like 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 mutually enriching exchange with mentors involved in
research.

One result of this wider fissure is that psychodynamic formulations of personality and
psychopathology, which emerged more from clinical experience and naturalistic observation than
from the laboratories of academic psychologists, have too often been portrayed to university
students as archaic, irrelevant, and empirically discredited. Although decades of research on
analytic concepts are typically ignored when current critics idealize specific evidence-based
treatments—in their 1985 and 1996 books, Fisher and Greenberg reviewed over 2,500 such studies
—the paucity of randomized controlled trials of open-ended psychodynamic therapy has cost us
dearly. In addition, the arrogance of many analysts in the heyday of psychoanalysis, especially their
belief 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
treatments (e.g., Leichsenring & Rabung, 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 positivist “science,” the cost-containment efforts by insurance
companies, the economic interests of the pharmaceutical industry, and the dismissive reaction of
some analysts to outcome research of any kind have generated the “perfect storm” leading to the
devaluation of psychodynamic psychology and psychotherapy.

Contemporary misfortunes aside, there are additional spurs to the revision of this book. Since
its original publication, cognitive and affective neuroscientists have begun to illuminate genetic,
physiological, and chemical bases of psychological states. Research on infancy, especially on
attachment, the conceptual baby of the psychoanalyst John Bowlby, has added new angles of vision
to our understanding of the development of personality. The relational movement has inspired a
significant paradigm shift within large sections of the psychoanalytic community. Cognitive and
behavioral therapists, as their movement has matured and their practitioners have worked with
more complex patients, are developing personality concepts that are remarkably similar to older
psychoanalytic 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 Psychoanalytic Diagnosis, from the students they have taught, and
from fellow practitioners who have read it. And I have had 20 more years of clinical experience
since I first envisioned the book.

I was not entirely surprised by the success in North America of the first edition: I suspected as I
was writing it that I was far from the only person who felt the lack of such a text for students of
psychotherapy. But its international reception has astonished me, especially its warm welcome 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 throughout the world, who have taught me about the
personality 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, hysterical. In Turkey, therapists working in traditional villages
described patients who sound remarkably like the sexually inhibited women treated by Freud, a
version of hysterical personality that has virtually disappeared from contemporary Western cultures.
This exposure to psychotherapy around the world has been a heady experience, one that I hope has
enriched this revision.

At the urging of colleagues working in more traditional and collectivist cultures where
emotional suffering is often expressed via the body (e.g., with Native American groups and in East
and South Asian communities), I have expanded the section on somatization and suggested the
utility of the concept of a personality type organized around that 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 pathologize people from
cultures where somatization is normative, I decided against devoting a full chapter to somatizing
personalities. Readers hoping to learn more 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, dependent and counterdependent, passive—aggressive,
and chronically anxious people), will find help in the PDM.

In some parts of this second edition, I have changed very little, beyond trying to tighten up the
writing, in observance 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 theoretical perspectives.
Psychoanalytic developmental observations have gone way beyond Mahler, and contemporary
neuroscience has begun identifying clinically relevant brain processes that previously we could
describe only metaphorically. Researchers in attachment have extended our understanding of
relationship and have minted terms (e.g., “mentalization,” “reflective functioning”) that capture
processes central to overall mental health. 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, affect,
and cognition. Some randomized controlled trials have been done on psychoanalytically informed
treatments, and new meta-analyses have been conducted on existing studies.

I have retained, however, many references to older literature, both clinical and empirical.
Personality by its nature is a fairly stable phenomenon, and there is a wealth of disciplined and
useful observations about it from decades ago that I would rather honor than ignore. I have never
shared the typically American assumption that the “newest” thing is self-evidently better than
everything that came before it; in fact, given realistic pressures on current intellectuals, and given
the narrowness of much professional training, it seems unlikely that current work can always be as



thoughtful and far-reaching as that of writers who inhabited a less frantic, less driven era.
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Introduction

Most of what follows is accumulated psychoanalytic wisdom. It is my own synthesis of

that wisdom, however, and reflects my idiosyncratic conclusions, interpretations, and
extrapolations. The organization of character possibilities along two axes, for example, which seems
to me so clearly inferable from psychoanalytic theories and metaphors, 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 relatively
unprepared students with the welter of analytic concepts that 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 psychoanalytic literature is replete. I am more interested in
being pedagogically useful than in being indisputably “right.” A recurrent emphasis in the chapters
that follow concerns the relationship between psychodynamic formulations and the art of
psychotherapy. Beyond conveying certain basic therapeutic attitudes, including curiosity, respect,
compassion, devotion, integrity, and the willingness to admit mistakes and limitations (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 analytically informed
therapies, it will correct that misconception, even though the two axes on which I organize
diagnostic information comprise only some of what it is helpful to know about any client.

A COMMENT ON TERMINOLOGY

A strikingly cyclical effort to sanitize speech has contributed to widespread misunderstanding of the
psychoanalytic tradition. Over time, whatever the original intentions of those people who coined
any specific 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 unsettling to human beings, and however



carefully we try to talk about them in nonjudgmental language, the words we use to do so attain a
pejorative tone over the years.

Today’s “antisocial 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, noncensorious label to a disturbing phenomenon. Yet the power of that phenomenon
to disturb eventually contaminated 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 use the terms “gay” and “queer” to devalue. It will probably happen with
the shift from “retarded” to “developmentally challenged.” Any phenomenon that tends to trouble
people, for whatever reason, seems to instigate this futile chasing after nonstigmatizing language. It
occurs with nonpsychological terms also; for example, it is endemic in controversies about 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 its appeal. As
concepts get popularized, they acquire not only judgmental meanings but also simplistic ones. I
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 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, nonreductionistic
observations about why some people repeatedly involve themselves in activities painful to them
despite often heroic conscious efforts to do otherwise. The same can be said for many other terms
that have been grabbed up by both nonanalytic clinicians and the literate public, and then bruited
about with glib or condescending conviction about their meaning.

Concepts also get watered down as they come into common use. The term “trauma,” as
popularly used, has lost its catastrophic overtones and can frequently be heard meaning
“discomfort” or “injury.” “Depression” has come to 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 everything from how one feels at a
business lunch to how one would feel in front of a firing squad.

Given all this, I have struggled over how to present some of the material 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 particular phenomenon, I use it unless it
obscures older, richer concepts. But at a scholarly level, it seems an exercise in futility to continue to



rename things rather than to use their existing names. Substituting “self-defeating” for
“masochistic” or “histrionic” for “hysterical” may be preferred by those who want to avoid terms
that contain psychodynamic assumptions, but such changes make less sense for those of us who
think analytically 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 the clanking weight of professional jargon, with more recent, roughly equivalent terms.
Since I am trying to raise the consciousness of my audience about the rationale for each label that
has come to denote a character attribute, I will generally rely on familiar psychoanalytic language
and try to make it user-friendly. To the reader without 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 temporarily and give the analytic tradition the benefit of the doubt while
trying to consider the possible utility of the concepts covered.

A COMMENT ON TONE

Nearly everything one can 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 (see Fisher & Greenberg, 1985). Many scholars prefer to place
psychoanalysis within the hermeneutic rather than the scientific tradition, partly because of this
resistance of much of the subject matter to investigation by the scientific method as it has come to
be defined by many contemporary academic psychologists.

I have erred in the direction of oversimplifying rather than obfuscating, 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 complexity. In this second edition,
however, in light of recent concern in the field about essentialism and absolutistic pronouncement,
I 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 elegant and satisfying formulations next to the mystery that is human nature. Hence,
I trust and encourage my readers to outgrow my constructions.



Part 1
CONCEPTUAL ISSUES

INTRODUCTION TO PART I

The following six chapters contain a rationale for character diagnosis, a review of some major
psychoanalytic theories and their respective contributions to models of personality structure, an
exploration of individual 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 personality.

This section culminates in the representation of diagnostic possibilities along a biaxial grid.
Although this schema, like any attempt to generalize, is both arbitrary and oversimplified, I have
found it useful in introducing therapists to central dynamic formulations and their clinical value. I
believe that this way of construing personality is implicit in much of the psychoanalytic literature.
Occasionally, a similar formulation has been explicit (e.g., M. H. Stone, 1980, who also included an
axis for genetic tendencies). Other analysts have provided other visual representations of diagnostic
possibilities (e.g., Blanck & Blanck, 1974, pp. 114-117; Greenspan, 1981, pp. 234-237; Horner,
1990, p. 23; Kernberg, 1984, p. 29; Kohut, 1971, p. 9).

Especially in the past two decades, researchers studying infants, patterns of relationship,
trauma, and neuroscience have inspired new ways of thinking about personality differences. My
diagram can incorporate many of their findings, but some conceptualizations emerging from
contemporary empirical studies represent significantly different angles of vision. My aim is not to
dispute other organizations of developmental, structural, and temperamental concepts but to offer a
synthesized and streamlined image for newcomers to this confusing field.



1
Why Diagnose?

F or many people, including some therapists, “diagnosis” is a dirty word. We have all

seen the misuse of psychodiagnostic formulations: The complex person gets flippantly
oversimplified by the interviewer who is anxious about uncertainty; the anguished person gets
linguistically distanced by the clinician who cannot bear to feel the pain; the troublesome person
gets punished with a pathologizing label. Racism, sexism, heterosexism, classism, and numerous
other prejudices can be (and have often been) handily fortified by nosology. Currently in the
United States, where insurance companies allot specific numbers of sessions for specific diagnostic
categories, often in defiance of a therapist’s judgment, the assessment process is especially subject to
corruption.

One objection to diagnosing is the view that diagnostic terms are inevitably 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 suspect that in their own training it was
helpful for them to have language that generalized about 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 uniqueness. Diagnostic terms can
be used objectifyingly and insultingly, but if I succeed in conveying individual differences
respectfully, readers will not recruit diagnostic terms in the service of feeling superior to others.
Instead, they will have a rudimentary language for mentalizing different subjective possibilities, a
critical aspect of both personal and professional growth.

The abuse of diagnostic language is easily demonstrated. 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 question 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 contribution 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 people will flee from treatment. 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 sessions with a client should
be spent gathering extensive objective and subjective 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 prospect of our
working together. Then I explain that I can understand more fully if I can see the problem in a
broader context, and I get agreement to take a complete history during our next meeting. In that
session I reiterate that 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 that feels uncomfortable (this rarely
happens, but people seem to appreciate the comment).

I am unconvinced by the argument that simply allowing a relationship to develop will create a
climate of trust in which all pertinent material 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 people 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 authoritarianism and
holier-than-thou detachment, let me stress that there is no reason an in-depth interview cannot be
conducted in an atmosphere of sincere respect and egalitarianism (cf. Hite, 1996). Patients are
usually grateful for professional thoroughness. One woman I interviewed who had seen several
previous therapists remarked “No one has ever been this interested in me!”

PSYCHOANALYTIC DIAGNOSIS VERSUS DESCRIPTIVE
PSYCHIATRIC DIAGNOSIS

Even more 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 that the DSM is regularly
dubbed the (“bible” of mental health, and students are trained in it as if it possesses some self-
evident epistemic status. Although inferential/contextual/dimensional/subjectively attuned
diagnosis can coexist with descriptive psychiatric diagnosis (Gabbard, 2005; PDM Task Force,
2006), the kind of assessment described in this book has become more the exception than the rule.
I view this state of affairs with alarm. Let me mention briefly, with reference to the DSM, my
reservations about descriptive and categorical diagnosis. Some of these may be quieted when DSM-
5 appears, but I expect that the overall consequences of our having deferred to a categorical, trait-
based taxonomy since 1980 will persist for some time.

First, the DSM lacks an implicit definition of mental health or emotional wellness.
Psychoanalytic clinical experience, in contrast, assumes that beyond helping patients to change



problematic behaviors and mental states, therapists try to help them to accept themselves with their
limitations and to improve their overall resiliency, sense of agency, tolerance of a wide range of
thoughts and affects, self-continuity, realistic self-esteem, capacity for intimacy, moral sensibilities,
and awareness of others as having separate subjectivities. Because people who lack these capacities
cannot yet imagine them, such patients rarely complain about their absence; they just want to feel
better. They may come for treatment complaining of a specific Axis I 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 &
Licht, 2006). The attempt to redefine psychopathology in ways that facilitate some kinds of research
has inadvertently produced descriptions of clinical syndromes that are artificially discrete and fail to
capture patients’ complex experiences. While the effort to expunge the psychoanalytic bias that
pervaded DSM-II is understandable now that other powerful ways to conceptualize psychopatholgy
exist, the deemphasis on the client’s subjective experience of symptoms has produced a flat,
experience-distant version of mental suffering that represents clinical phenomena about as well as
the description of the key, tempo, and length of a musical composition represents the music itself.
This critique applies especially to the personality disorders section of the DSM, but it also applies to
its treatment of experiences such as anxiety and depression, the diagnosis of which involves
externally observable phenomena such as racing heartbeat 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 that are critical to clinical understanding and help.

Third, although the DSM system is often called a “medical model” of psychopathology, no
physician would equate the remission of symptoms 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 governments to specify the lowest
common denominator of change and insist that this is all they will cover, even when it is clear that
the presenting complaints are the tip of an emotional iceberg that will cause trouble in the future if
ignored. The categorical approach has also 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 to
pharmaceutical companies. For example, all phenomena involving mood were put in the Mood
Disorders section, and the time-honored diagnosis of depressive personality disappeared. The result
has been the misperception of many personality problems as discrete episodes of a mood disorder.
Another example: If one reads carefully the DSM descriptions of some Axis I disorders that are
seen as chronic and pervasive (e.g., generalized anxiety disorder, somataform disorder), it is not
clear why these are not considered 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 perspective. From DSM-III 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 results. While there was enough empirical research on dissociative personalities
by 1980 to warrant the DSM category of multiple personality disorder, later renamed dissociative
identity 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 I
write this in 2010) no DSM diagnosis for dissociative children. In science, naturalistic observation
typically precedes testable hypotheses. New psychopathologies (e.g., Internet addiction, especially
to pornography, a version of compulsivity unknown before technology permitted it) are observed by
clinicians before they can be researched. The dismissal of clinical experience from significant
influence on post-1980 editions of the DSM has created these kinds of dilemmas.

Finally, I want to comment on a subtle social effect of categorical diagnosis: It may contribute
to a form of self-estrangement, a reification of self-states for which one implicitly disowns
responsibility. “I have social phobia” is a more alienated, less self-inhabited way of saying “I am a
painfully shy person.” When its patent on 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 women become irritable when premenstrual, but it is one thing to say “I'm
sorry I’'m kind of cranky today; my period is due” and another to announce “I have PMDD.” It
seems to me that the former owns one’s behavior, increases the likelihood of warm connection with
others, and acknowledges that life is sometimes difficult, 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 rationale for diagnosis. It assumes a parallel between
psychotherapy and medical treatment, and in medicine the relationship between diagnosis and
therapy is (ideally) straightforward. This parallel sometimes obtains 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 psychotherapy contingent on chemical detoxification and
rehabilitation) and bipolar illness (implication: provide both individual therapy and medication).
Although a number of focused interventions for characterological problems have been
developed over the past 15 years, the most common prescription for personality disorders is still
long-term psychoanalytic therapy. But analytic treatments, including psychoanalysis, are not



uniform 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 therapist to be
empathic do not guarantee that what a particular client will experience 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., Bateman & 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 healing
potential of the relationship itself. Analytic therapies are not monolithic activities foisted in a
procrustean way on everyone. A good diagnostic 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 practitioners of that
orientation (e.g., Linehan, 1993; Young, Klosko, & Weishaar, 2003). In response to their own
clinical experiences with individuality and complexity, CBT clinicians are now writing about case
formulation (e.g., Persons, 2008) for largely the same reasons I 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 developed 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 one can expect from the therapy process.

A main theme in 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 bad name
in some quarters is that 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 entities if
they are being defined strictly by their manifest appearance. As with any computer analysis, if



garbage goes in, garbage comes out.

A strength of the 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 distinctions between characterologically hysterical individuals and people with other
psychologies who had a hysterical reaction, or between what would now be considered an obsessive
person at a borderline level of functioning 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-destructive is a very different patient from a woman who has had
binge-purge cycles since elementary school and who considers her behavior 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 communication 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 history and current challenges, psychotherapy can be expected to take a long time before
yielding 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
commented to her, “But you're very ill!”

A recent patient of mine, a psychologically sophisticated man who had seen several people
before me for what he considered severe obsessive 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 between 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 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
practitioner’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 to 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 particular person. It is honest, though painful to both parties, to admit to



limitation. The alternative, to make oneself and/or the client believe that one can do effective
treatment with anyone despite obvious external constraints, contributes to self-blame in both
participants (“What’s the matter with me that we haven’t made the progress we’re supposed to have
made in six sessions?”). Converse clinical situations used to be common: In 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 evaluation 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” rather 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 reactions to the client no matter what he or she is
conveying emotionally. I 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 disturbing affects; it is unpleasant to acknowledge that 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. Clinicians 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 are feeling 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 reactions 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, professionally 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 character 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 powerlessness. 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 with 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 but contempt for the therapist
who misses the centrality of a penchant for “getting over” on others.

Another instance of the value of diagnosis in enabling the therapist 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 ordinarily trained
in a generic crisis-intervention model (ask about the plan, the means, and their lethality), 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 feelings 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 dangerous, since it can frustrate borderline patients to
the point of feeling that to be heard, they must demonstrate rather than discuss suicidal 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 borderline 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 cooperating” or “not being truthful.”

FORESTALLING FLIGHTS FROM TREATMENT

A related issue involves keeping the skittish patient in treatment. Many people seek out
professional help and then become frightened that attachment 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. Counterdependent 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 hypomanic or
counterdependent patients for the therapist to note how hard it may be for them to find the



courage to stay in therapy. The statement rings true, and it also increases the probability that they
can resist temptations to flee.

FRINGE BENEFITS

People 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 conviction that the appropriate treatment can begin once the patient is better
understood. A therapist who feels pressure to begin doing therapy before having come to a good
provisional understanding of the patient’s personal 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 during
a diagnostic evaluation; the process itself contributes to a working 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 treatment. 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 contrasting experiences of the therapist during the
diagnostic phase and later phases of treatment calls attention to the fact that the transference is a
transference (i.e., not a fully accurate or complete 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 diagnostic 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 therapeutic career are feelings of fraudulence, worries about
treatment failures, and burnout. These processes are greatly accelerated 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 that one’s
depressed patient has a borderline rather than a neurotic-level personality structure, one will not be
surprised if during the second year of treatment he or she makes a suicide gesture. Once borderline
clients 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
traumatically disappointed. Issues surrounding this kind of crisis can be discussed and mastered
(e.g., in terms of the felt dangers of hope and disappointment just mentioned, guilt toward original
love objects over the transfer of emotional investment from them to the therapist, and related
magical fantasies that one can expiate such guilt by a ritual attempt to die), providing emotional
relief to both client and therapist.

I have seen many gifted, devoted therapists lose confidence and find rationalizations for getting
rid of an ostensibly suicidal patient at precisely 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 the 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 therapeutic prospects are nil after all. Recriminations 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 take 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 setback into self-censure. Sufficient diagnostic 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
assessment is most important at 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, I stop thinking diagnostically and simply immerse myself in the unique relationship that
unfolds between me and the client. If I find myself preoccupied with issues of diagnosis in an
ongoing way, I suspect myself of defending against being fully present with the patient’s pain.
Diagnosis can, like anything else, be used as a defense against anxiety about the unknown.



Finally, I should mention that people 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 practitioner is better off discarding it and relying on common sense and human
decency, like the lost sailor who throws away a useless navigational chart 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
demonstrate 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
someone’s age, race, ethnicity, class background, physical disability, political attitudes, or sexual
orientation than it is to appreciate that client’s personality type.

Diagnosis should not be applied beyond its usefulness. Ongoing willingness to reassess one’s
initial diagnosis in the light of new information is part of being optimally therapeutic. As treatment
proceeds with any individual human being, the oversimplification inherent in our diagnostic
concepts becomes startlingly clear. People are much more complex than even our most thoughtful
categories admit. Hence, even the most sophisticated personality assessment can become an
obstacle to the therapist’s perceiving 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 Interview (1954). Another classic work that is full of useful background and wise
technical recommendations 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 informing 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 of clinical practice, I recommend Jefferson Singer’s Personality and
Psychotherapy (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; Westen & Shedler, 1999a, 1999b). Finally, the Psychodynamic
Diagnostic Manual (PDM Task Force, 2006) fills in many gaps left 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 attempt was made to understand personality on the basis of fixation (At what early maturational
phase is this person psychologically stuck?). Later, with the development of ego psychology,
character was conceived as expressing the operation of particular styles of defense (What are 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
assumptions about how we each develop our characteristic adaptive and defensive patterns.

These two explanatory sets are the basic elements of my own visualization of character
possibilities. I try to show also how relational models in psychoanalysis (British object relations
theory, American interpersonal psychoanalysis, self psychology, and contemporary relational ideas)
can illuminate aspects of character organization. In addition, my understanding of personality has
been enriched by less clinically influential psychodynamic formulations such as Jung’s (1954)
archetypes, Henry Murray’s “personology” (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.

Readers may note that I am applying to the 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 sensibility with other clinical 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 critically evaluating competing
theories. My decision not to do so derives from the specifically clinical purpose of this book and
from my observation that most therapists seek to assimilate a diversity of models and metaphors,
whether or not they are conceptually problematic in some way.

Every new development in clinical theory offers practitioners a fresh way of trying to



communicate to troubled people their wish to understand and help. Effective therapists—and I am
assuming that effective therapists and brilliant theorists are overlapping but not identical samples—
seem to me more often to draw freely from many sources than to become ideologically wedded to
one or two favored theories 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 relevant: One person stimulates in the
therapist reflections on Kernberg’s ideas; another sounds like a personality described by Horney;
still another has an unconscious fantasy life so classically Freudian that the therapist starts to
wonder if the patient boned up on early drive theory before entering treatment. Stolorow and
Atwood (1979; Atwood & Stolorow, 1993) have shed light on the emotional processes underlying
theories of personality by studying how the central themes in the theorist’s life become the issues of
focus in that person’s theories of personality formation, psychopathology, and psychotherapy. Thus,
it is not surprising that we have so many alternative conceptions. And even if some of them are
logically at odds, I would argue that they are not phenomenologically so; they may apply
differentially to different individuals and different character types.

Having stated my own biases and predilections, I now offer 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 comprehending the categories
that are second nature for analytically trained therapists.

CLASSICAL FREUDIAN DRIVE THEORY
AND ITS DEVELOPMENTAL TILT

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 preoccupations from oral to anal to phallic and genital concerns. Freud
theorized that in infancy and early childhood, the person’s natural dispositions concern basic
survival issues, which are experienced at first in a deeply sensual way via nursing and the mother’s
other activities 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 therefore the infantile aspects of self that live on in adults, 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 gratification to create emotional security and pleasure and, on the other,
developmentally appropriate frustration such that the child would learn in titrated doses how to
replace the pleasure principle (“I want all my gratifications, including mutually contradictory ones,



right now!”) with the reality principle (“Some gratifications are problematic, and the best are worth
waiting for”). Freud talked little about the specific contributions of his patients’ parents to their
psychopathology. But when he did, he saw parental failures as involving either excessive
gratification of drives, such that nothing had impelled the child to move on developmentally, or
excessive deprivation of them, such that the child’s capacity to absorb frustrating realities was
overwhelmed. Parenting was thus a balancing act between indulgence and inhibition—an
intuitively resonant model for most mothers and fathers, to 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 seen
as expressing the long-term effects of this fixation: If an 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 development); 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 either rejection or
overstimulating seductiveness, or both, between about 3 and 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 characteristic of that stage parallel the themes in the ancient Greek story of
Oedipus). It was not uncommon in the early days of the psychoanalytic movement to hear
someone referred to as having an oral, anal, or phallic character.

Lest this oversimplified account sound entirely fanciful, I should note that the theory did not
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
fascinating insights about character types, and its observations may still strike a chord in
sympathetic readers. Ultimately, the effort to construe character 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 the continuing tendency of psychodynamic
practitioners to think in terms of maturational processes and to understand psychopathology in
terms of arrest or conflict at a particular phase. Efforts of contemporary psychoanalytic researchers
to rethink the whole concept of standard developmental stages (see Lichtenberg, 2004; D. N. Stern,
2000) have inspired enthusiasm for less linear, less universalizing models, but these new ways of
thinking coexist with general tendencies to view patients’ problems in terms of some aborted
developmental task, the normal source of which is seen as a certain phase of early childhood.

In the 1950s and 1960s, Erik Erikson’s reformulation of the psychosexual stages according to
the interpersonal and intrapsychic tasks of each phase received considerable attention. Although



Erikson’s work (e.g., 1950) is usually seen as in the ego psychology tradition, his developmental
stage theory echoes many assumptions in Freud’s drive model. One of Erikson’s most appealing
additions to Freudian theory was his renaming of the stages in an effort to modify Freud’s
biologism. The oral phase became understood by its condition of total dependency in which the
establishment of basic trust (or lack of trust) is at stake. The anal phase was conceptualized as
involving the attainment of autonomy (or, if poorly navigated, of shame and doubt). The
prototypical struggle of this phase might be the mastery of toilet functions, as Freud had 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 time for developing a sense of basic efficacy (“initiative vs. guilt”) and a sense of pleasure in
identification with one’s love objects.

Erikson, influenced by experiences such as having lived with Native American Hopi tribes,
extended the idea of developmental phases and tasks throughout 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 personality
structure. Her theory is basically object relational, but its implicit assumptions of fixation owe a debt
to Freud’s developmental model. Mahler broke down Freud’s oral and anal stages and looked at
the infant’s movement from a state of relative unawareness 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
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subdivided into subphases of “hatching,” “practicing,” “rapprochement,” and “on the way to object
constancy”) to a condition of relative psychological separation 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 separate 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 to moment.

Such contributions were greeted eagerly by therapists. With the post-Freudian stage theories,

they had fresh ways of understanding how their patients had gotten “stuck” and could appreciate



otherwise puzzling shifts in self-states. They could now also offer interpretations and hypotheses to
their self-critical clients that went beyond speculations about their having been weaned too early or
too late, or toilet trained too harshly or with too much laxity, or seduced or rejected during the
oedipal phase. Rather, they could wonder to patients whether their predicaments reflected family
processes that had made it difficult for them to feel security or autonomy or pleasure in their
identifications (Erikson), or suggest that fate had handed them a childhood devoid of the crucially
important preadolescent “chum” (Sullivan), or comment that their mother’s hospitalization when
they were 2 had overwhelmed the rapprochement process normal for that age and necessary for
optimal separation (Mahler), or observe that in the moment, they were feeling a primitive terror
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 Klein called the depressive position: the
appreciation of the separate subjective lives of others. He observed that children move from an
early “mode of psychic 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 not governed by its realities (the era of imaginary friends), and the achievement of the
capacity for mentalization and reflective functioning around ages 4 or 5, in which the two modes
are integrated and fantasy is clearly distinguished from actuality. I talk more about this formulation
in Chapter 3 in connection with borderline personality organization.

For therapists, such models were not just interesting intellectually; 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
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bad,” “I'm ugly,” “I'm lazy and undisciplined,” “I'm just inherently rejectable,” “I'm dangerous,”
etc.). And clinicians could keep their own sanity better 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 commentators have noted that our 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, but such maps should not be taken literally.” Others have
pointed to different patterns of psychological development in non-Western cultures (e.g., Bucci,
2002; Roland, 2003). Contemporary developmental psychologists (e.g., Fischer & Bidell, 1998) are
leery of simple stage formulas, 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
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accurate to speak of a “range of developmental possibilities” than “a” developmental “level.”



Still, the tendency of therapists to see psychological phenomena as residues of normal
maturational challenges persists—perhaps reflecting the fact that developmental models have both
an elegant 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 differences, but it
feels like an important part of the picture. One of the axes on which I have aligned diagnostic data
contains this developmental bias in the form of relatively undifferentiated (symbiotic—psychotic),
separation-individuation (borderline), and oedipal (neurotic) levels of personality organization.

EGO PSYCHOLOGY

With the publication of The Ego and the Id (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 contents 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
practical clinical reasons for therapists to welcome the changes of focus from id to 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 associated 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 part of the mind that contains primitive drives,
impulses, prerational strivings, wish-fear combinations, and fantasies. It seeks only immediate
gratification and is totally “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, limitation, or the impossibility that opposites can coexist. Freud called this archaic kind of
cognition, which survives in the language of dreams, jokes, and hallucinations, “primary process”
thought. Contemporary neuroscientists might locate the id in the amygdala, the ancient part of the
brain involved in primitive emotional functioning.

The id is entirely unconscious. Its existence and power can, however, be inferred from
derivatives, such as thoughts, acts, and emotions. In Freud’s time, it was a common cultural conceit
that modern, civilized human beings were rationally motivated creatures who had moved beyond
the sensibilities of the “lesser” animals and of non-Western “savages.” (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 one’s lifetime but most rapidly in childhood, starting in earliest infancy (Hartmann,



1958). The Freudian ego operates according to the reality principle 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 conscious and
unconscious aspects. The conscious ones are similar to what most of us mean when we use the term
“self” or “I,” while the unconscious aspects include defensive processes like repression,
displacement, rationalization, and sublimation. The concept of the ego is relatively compatible 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 childhood 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 emotionally
disturbing events) to fully conscious. During psychoanalytic treatment, it was noted, the “observing
ego,” the part of the patient’s self that is conscious and rational and can comment on emotional
experience, allies with the therapist to understand the total self together, while the “experiencing
ego” holds a more visceral sense of what is going on in the therapy relationship.

This “therapeutic split in the ego” (Sterba, 1934) was seen as a necessary condition of effective
therapy. If the patient is unable to talk from an observing position about less rational, more “gut-
level” emotional reactions, the first task of the therapist is to help the patient develop that capacity.
Observation of the presence or absence of an observing ego became of paramount diagnostic value,
because the existence of a symptom 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 insight persists among analytic practitioners in the language of
whether a problem or personality 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 the development of psychoanalytic clinical theory, a distinction
emerged between the more archaic and the more mature defenses, the former characterized by the
psychological avoidance or radical distortion of disturbing facts of life, and the latter involving more
of an accommodation to reality (Vaillant, 1992; Vaillant, Bond, & Vaillant, 1986).

Another clinical contribution of the ego psychology movement was the conclusion that
psychological health involves not only having mature defenses but also being able to use a variety of
defenses (cf. D. Shapiro, 1965). In other words, it was recognized that the person who habitually
reacts to 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 emotional flexibility.



Freud coined the term “superego” for the part of the self that oversees 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 psychoanalytic theorists write with anything like his grace and simplicity.) Roughly
synonymous with “conscience,” the superego is the part 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 oedipal period, through identification with parental values, but most contemporary
analysts 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 inappropriately punitive superego is experienced by the
patient as ego alien or ego syntonic was eventually understood to have important prognostic
implications. The client who announces that she is evil because she has had bad thoughts about her
father has a significantly different psychology 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 that 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). Psychoanalysis as a movement—and Freud as a person—was
emphatically not hedonistic, but the taming of tyrannical superegos was one of its frequent 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 learning that 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 characteristic 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 strivings (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 that anxious reactions are caused by
defenses, most notably repression (unconsciously 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, deciding that repression is a response to
anxiety, and that it is only one of several ways human beings try to avoid an unbearable degree of
irrational fear. He began construing psychopathology as a state in which a defensive effort has not
worked, where the anxiety is felt in spite of one’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 understanding of patients whose
psychological processes were illuminated by the 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 years, partly due to the personalities, loyalties,
and convictions of those involved, and partly because it is hard to write about inferred primitive
phenomena. Object relations theorists struggled with how to put preverbal, prerational 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 biologism outright, proposing that
people do not 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, loneliness,
creativity, and integrity of self that do not fit neatly within the confines of Freud’s structural theory.
People with an object relations orientation put 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 predominated. Rather, the emphasis was on what 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 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 psychoanalese usually means



“person.” It derives from Freud’s early explication of instinctual drives as having a source (some
bodily tension), an aim (some biological satisfaction), and an object (typically a person, since the
drives Freud saw as central to one’s psychology were the sexual and aggressive ones). This phrase
has remained in use despite its unattractive, mechanistic connotations because of this derivation
and also because there are instances in which an important “object” is a nonhuman attachment
(e.g., the American flag to a patriot, footwear to a shoe fetishist) or is part of a 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 elaboration 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 factors 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 identified 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 seriously disturbed patients. They differed from object relations analysts across the Atlantic
mainly in the extent to which they emphasized the internalized nature of early object relations: The
American-based therapists tended to put less stress on the stubbornly persisting unconscious images
of early objects and aspects of objects. Both groups deemphasized the therapist’s role as conveyer of
insight and concentrated more on the importance of establishing emotional 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 context necessary for healing. Emphasizing the value of the patient’s exorcising 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 anyone in absentia or in effigie” (1912, p. 108). The conviction that
the emotional connection between therapist and client constitutes the 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; Strupp,
1989; Wampold, 2001; Zuroff & Blatt, 2006) and seems to apply to nonpsychodynamic as well as
psychodynamic therapies (Shedler, 2010).

Object relational concepts allowed therapists to extend their empathy into the area of how their
clients experienced interpersonal connection. They might be in a state of psychological fusion with
another person, 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 themselves. The child’s movement from experiential symbiosis (early infancy)
through me-versus-you struggles (age 2 or so) through more complex identifications (age 3 and up)
became more salient in this theory than the oral, anal, and oedipal preoccupations of those stages.
The oedipal phase was appreciated as a cognitive milestone, not just a psychosexual one, in that it
represents a victory over infantile egocentrism for a child to understand that two other people (the
parents, in the classical paradigm) may relate to each other in ways that do not involve the child.

Concepts from the European object relations theorists and the American interpersonalists
heralded significant advances in treatment because the psychologies of many clients, especially
those suffering from more serious psychopathology, are not easily construed in terms of id, ego, and
superego. Instead 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 feel and behave at 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 natural and inevitable given their situation.

Clinicians trying to help these difficult patients learn that treatment goes better if one can
figure out which internal parent or other important early object is being activated at any given time,
rather than trying to relate to them as if there is a consistent “self” with mature defenses that can be
engaged. Thus, the arrival of the object relations point of view had significant implications for
extending the scope and range of treatment (L. Stone, 1954). Therapists could now listen 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.

Within this formulation, character could be seen as stable patterns of behaving like, or
unconsciously inducing others to behave like, the experienced objects of early childhood. The
“stable instability” of the borderline client (Schmideberg, 1947; Kernberg, 1975) became more
theoretically 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 communications, 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 felt relentlessly and unfairly criticized as a child.

A new appreciation of countertransference evolved in the psychoanalytic community, reflecting
therapists’ accumulating clinical knowledge and exposure to the work of object relational theorists
writing about their internal responses to patients. In the United States, Harold Searles distinguished
himself for frank depictions of normal countertransference storms, as in his 1959 article on efforts
of psychotic people to drive therapists crazy. In Britain, D. W. Winnicott was one of the bravest
self-disclosers, as in his famous 1949 article “Hate in the Countertransference.” Freud had regarded
strong emotional reactions to patients as evidence of the analyst’s incomplete self-knowledge and
inability to maintain a benign, physicianly attitude toward the other person in the room. In gradual



contrast to this appealingly rational position, analysts working with psychotic clients and with those
we now diagnose as borderline or traumatized or personality disordered were finding that one of
their best vehicles for comprehending these overwhelmed, disorganized, desperate, tormented
people was their own intense countertransferential response to them.

In this vein, Heinrich Racker (1968), a South American analyst influenced by Klein, offered the
clinically useful categories of “concordant” 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 therapist’s feeling (unempathically, from the viewpoint of
the client) what the object had felt 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 someone, 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 to him very carefully: He seemed to assume I didn’t remember any of the main
figures in his current life. He protested angrily, insisting that his parents had been very interested in
him—especially his mother. He then commenced a long defense of her, during which I began,
without really noticing it, to get very bored. Suddenly, I realized I had not heard a thing he had
said for several minutes. I 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 treatment would impress them
with my skill. As I pulled myself out of this narcissistic reverie and started 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 costume 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 performance, radiating pride.

In my fantasy, I had become startlingly like the mother of his childhood years, interested in
him mainly as an enhancer of my own reputation. Racker (1968) would call this
countertransference complementary, since my emotional state seemed to parallel that of one of the
patient’s significant childhood objects. If instead I had found myself feeling, presumably like the
client as a child, that I was not really being attended to but was valued by him mainly for the ways I
enhanced his self-esteem (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 to 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 & Lachmann, 1994; Sasso, 2008)—
right-brain-to-right-brain communication (Fosha, 2005; Schore, 2003a, 2003b; Trevarthen &
Aitken, 1994), the role of mirror neurons (Olds, 2006; 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 (1895) hope that one day we would have
chemical and neurological explanations for what he could describe only in metaphors.

Before we had functional magnetic resonance imaging (fMRI) studies, analytic theories created
hypothetical structures to describe those processes, assuming that in making contact, we draw on
early infantile knowledge that both predates and transcends the formal, logical interactions we
easily put into words. The phenomenon of parallel 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 countertransference
from obstacle to asset is one of the most critical contributions of object relations theory (see
Ehrenberg, 1992; Maroda, 1991).

SELF PSYCHOLOGY

Theory influences practice, and it is also influenced by it. When enough 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 1960s, 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 either a problem managing an instinctual urge and its inhibitors (drive theory), or to
the inflexible operation of particular defenses against anxiety (ego psychology), or to the activation
of internal objects from which the patient had inadequately differentiated (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—they seemed devoid of
internal objects rather than beleaguered by them. They lacked a sense of inner direction 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 constant search for reassurance
that they were acceptable or admirable or valuable. Even among clients whose reported problems
lay elsewhere, a sense of inner confusion about self-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 narcissism, 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 noteworthy not for its intensity, but for



boredom, impatience, and vague irritation. People treating such clients reported that they felt
insignificant, invisible, and either devalued or overvalued by them. The therapist could not 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 they 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 mattered. From
a traditional standpoint, they often did not appear flagrantly “sick” (they had impulse control, ego
strength, interpersonal stability), 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 someone develop a self than it is to help him or her repair or reorient one
that already exists. Others worked at finding new constructs through which these patients’ suffering
could be better conceptualized and hence more sensitively treated. Some stayed within existing
psychodynamic models to do so (e.g., Erikson and Rollo May within ego psychology, Kernberg and
Masterson within object relations); others went elsewhere. Carl Rogers (1951, 1961) went outside
the psychoanalytic tradition altogether to develop a theory and therapy that made affirmation of
the client’s developing self and self-esteem its hallmarks.

Within psychoanalysis, Heinz Kohut formulated a new theory of the self: its development,
possible distortion, and treatment. He emphasized the normal need to idealize and the implications
for adult psychopathology when one grows up without objects that can be initially idealized and
then gradually and nontraumatically deidealized. Kohut’s contributions (e.g., 1971, 1977, 1984)
proved valuable not only to those who were looking for new ways to understand and help
narcissistically impaired clients; they also furthered a general reorientation toward thinking about
people in terms of self-structures, self-representations, 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 Goldberg, Alice Miller, Andrew Morrison, Donna Orange,
Paul and Anna Ornstein, Estelle Shane, Robert Stolorow, Ernest Wolf), and the general tone it set
for rethinking psychological issues had important implications for diagnosis. This new way of
conceptualizing clinical material added to analytic theory the language 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 overall narcissism, one could see the operation
of processes oriented toward supporting self-esteem, self-cohesion, and a sense of self-continuity—
functions that had not been stressed in most earlier literature. Defenses were reconceptualized as
existing not only to protect a person from anxiety about id, ego, and superego dangers but also to
sustain a consistent, positively valued sense of self (Goldberg, 1990b). Interviewers 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 identical vegetative signs (sleep problems, appetite disturbance,
tearfulness, psychomotor retardation, etc.), yet have radically disparate subjective experiences. One
feels bad, in the sense of morally deficient or evil. He is contemplating suicide because he believes
that his existence only aggravates the problems of the world and that he would be doing the planet
a favor by removing his corrupting influence from it. The other feels not morally bad but internally
empty, defective, ugly. He also is considering suicide, not to improve the world, but because he sees
no point in living. The former feels a piercing guilt, the latter a diffuse shame. In object relations
terms, the first man is too full of internalized others telling him 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 narcissistically depleted state of mind (Blatt’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 tone in the interviewer; he will feel misunderstood as a person
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.
I will have more to say about such discriminations later, but the point here is that self psychological
frames of reference have had significant diagnostic value.

THE CONTEMPORARY RELATIONAL MOVEMENT

Winnicott (1952) stated, 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 context of care. Similarly, recent psychoanalytic theorists have challenged the
assumption that 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
recent theoretical innovations were set in motion by a 1983 text by Jay Greenberg and Steven
Mitchell that contrasted drive and ego psychological models with relational theories (interpersonal,
object relational, self psychological). Since that time, there has been a remarkable shift of
conceptualization of the clinical process, generally dubbed the “relational turn” (S. A. Mitchell,
1988), in which the inevitably 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 Donnell 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 asymmetricality, the relationship that any therapist-client pair
experiences is seen as mutual and co-constructed (Aron, 1996), and the analyst is assumed not to
be an objective “knower” but a codiscoverer of the patient’s psychology as it contributes to
inevitable two-person enactments of the client’s major interpersonal themes.

Relational psychoanalysts have been more interested in therapeutic process than in
hypothesized structures such as character; in fact, many explicitly worry that talking about
personality as a patterned, fixed phenomenon ignores the evidence for our ongoing construction of
experience and for self-experiences that are more state dependent than personality driven. Still,
their paradigm shift has affected how we think about personality and its implications for practice.
By deconstructing 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 opened the door to appreciating the
personality contributions of the therapist as well as the patient in the understanding of what is
going on between them in therapy.

In response to the clinical challenges presented by people with histories of emotional and
sexual abuse, much relational thinking has returned to the early Freudian focus on trauma, but
with an emphasis on dissociative rather than repressive processes. The contributions of relational
analysts, along with advances in neuroscience and child development research, have changed some
of our assumptions about psychic structure, especially in contexts that promote dissociation. I 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, 1998), 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 impermanence and the collaborative construction of
experience are foundational assumptions.

OTHER PSYCHOANALYTIC CONTRIBUTIONS
TO PERSONALITY ASSESSMENT

In addition to drive, ego psychology, object relations, self, and relational orientations, there are
several other theories within a broad psychoanalytic framework that have affected our
conceptualizations 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 Spotnitz (1976, 1985);
the “script theory” of Tomkins (1995); the “control-mastery” theory of Sampson and Weiss (Weiss,
1993); 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. I cannot resist noting my prediction in the first edition of this
book that psychoanalysts would soon apply chaos theory (nonlinear general systems 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 patterns that makes analytic notions of character richer and more clinically germane than
the lists of static attributes 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 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 person’s character, simply because a trait and its opposite coexisted in the same person. But in fact traits and their
opposites always coexist if the traits 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 the depressive than to the schizoid individual; a
compulsively promiscuous man has more in common with someone who resolved a sexual conflict
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 clients to make sense
out of seemingly inexplicable ironies and absurdities in their lives, and to transform their
vulnerabilites into strengths.

SUMMARY

I have briefly described several major clinical paradigms within psychoanalysis: drive theory, ego
psychology, object relations theory, self psychology, and the contemporary relational sensibility. I
have emphasized their respective implications for conceptualizing character, with attention to the
clinical inferences that can be drawn from seeing people through these different lenses. I have also
noted other influences on dynamic ideas about character structure and implications for therapy.
This review could only hit the highlights of over a hundred years of intellectual ferment,



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 Interpretation 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 theory, but I find it too condensed
and dry; Bettelheim’s Freud and Man’s Soul (1983) is a good corrective. Freud’s The
Psychopathology of Everyday Life (1901) remains an easy and entertaining read for those who have
not been exposed to his remarkable mind. Michael Kahn’s Basic Freud (2002) is an unusually user-
friendly text on core psychoanalytic ideas. For an interesting exploration of personality types in the
Jungian tradition, see Dougherty and West’s The Matrix and Meaning of Character (2007).

For a fascinating and readable overview of the history and politics of psychoanalytic theories,
see Jeremy Safran’s Psychoanalysis and Psychoanalytic Therapies (in press). For a summary of ego
psychology concepts and their relevance to practice, see the Blancks’ Ego Psychology (1974).
Guntrip’s Psychoanalytic Theory, Therapy, and the Self (1971), a model of psychoanalytic
humanitarianism, puts object relations theory in context, as does Symington’s (1986) well-written
study. Hughes (1989) has gracefully explicated Klein, Winnicott, and Fairbairn. Fromm-
Reichmann (1950) and Levenson (1972) are excellent spokespeople for American interpersonalists.

For self psychological sources, Kohut’s The Analysis of the Self (1971) is almost impenetrable to
beginners, but The Restoration of the Self (1977) is easier going. E. S. Wolf’s Treating the Self (1988)
accessibly translates the theory into practice. Stolorow and Atwood’s Contexts of Being (1992) is a
readable introduction to the intersubjective view. Lawrence Joseph’s Character Structure and the
Organization of the Self (1992) helpfully synthesizes psychoanalytic personality theory with self and
relational constructs and their clinical implications, as do Fred Pine’s integrative books (1985,
1990).

For an introduction to control-mastery theory, see George Silberschatz’s Transformative
Relationships (2005). To read seminal papers in the relational movement, go to Mitchell and Aron’s
Relational Psychoanalysis (1999); Paul Wachtel (2008) has written an integrative text from this
perspective. For a readable overview of the major psychoanalytic theories, I strongly recommend
Mitchell and Black’s Freud and Beyond (1995). For coverage of empirical contributions to
psychoanalytic personality theory, there 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) to practice, read Deborah
Luepnitz’s (2002) account of five cases in Schopenhauer’s Porcupines, a gem of a book that is as
absorbing as a good novel.



3

Developmental Levels
of Personality Organization

This chapter focuses on what many analysts have seen as the maturational issues

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
structure.

Historically, analysts have conceived of a continuum of overall mental functioning, from more
disturbed to healthier. They have explicitly or implicitly construed individual personality as
organized at a particular developmental level and structured by the individual’s characteristic
defensive style. The first dimension conceptualizes a person’s degree of healthy psychological
growth or pathology (psychotic, borderline, neurotic, “normal”); the second identifies his or her
type of character (paranoid, 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 understand my interest in writing this book. “It’s simple for me,” he
commented. “I have just two categories for people: (1) nuts and (2) not nuts.” I responded that in
psychoanalytic theory, which assumes that everyone is to some 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 Freud did, many of their theories continue to reflect his conclusion that
current psychological preoccupations reflect infantile precursors, and that interactions in our
earliest years set up the template for how we later assimilate experience.

Conceptualizing someone’s unmet developmental challenges can help in understanding that
person. Interestingly, the same three phases of early 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 oedipal period). The approximateness of these ages reflects
individual differences; the sequence seems to be the same whether a child is precocious or late
blooming. Many theorists have discussed these phases, variously emphasizing drive and defense,
ego development, or images of self and other that characterize them. Some have stressed behavioral
issues of the stages, others have addressed cognition, still others the child’s affective maturation.

Many scholars (e.g., Lyons-Ruth, 1991; D. N. Stern, 2000) have critiqued stage 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 behaviors rather
than presumed developmental phases. Analysts of a postmodern bent (e.g., Corbett, 2001;
Fairfield, 2001) point out that models of “normal development” contain implicit cultural
prescriptions, inevitably contributing 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 psychological 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 to explicate the developmental aspect of psychoanalytic diagnosis.

It has never been empirically demonstrated that people with a lot of “oral” qualities 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 intuitive appeal and correlates to some
degree with type of personality (depressive people at any level of health or pathology tend to
manifest orality; the 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, & Target, 2002; L. Silverman, Lachmann, & Milich, 1982),
supporting a correlation between, on the one hand, one’s level of ego development and self-other
differentiation, and, on the other, the health or pathology of one’s personality. To a certain extent
this correlation is definitional and therefore tautological; that is, assessing primitive levels of ego
development and object relations is like saying an interviewee is “sick,” whereas seeing someone as
obsessive or schizoid is not necessarily assigning pathology. But this way of conceptualizing
psychological wellness versus disturbance according to categories from ego psychology and the later
relational theories has profound clinical implications across different 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 CONTEXT: 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 recognized,
and most observers presumably made distinctions between the sane and the insane, much as my
nonpsychological 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 included what today would be diagnosed
as posttraumatic problems), phobias, obsessions, compulsions, and nonpsychotic manic and
depressive symptoms were understood to have psychological difficulties that fall short of complete
insanity. People with hallucinations, delusions, and thought disorders were regarded as insane.
People we would today call antisocial were diagnosed with “moral insanity” (Prichard, 1835) but
were considered mentally in touch with reality. This rather crude taxonomy 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.

Kraepelinian Diagnosis: Neurosis versus Psychosis

Emil Kraepelin (1856-1926) is usually cited as the father of contemporary diagnostic classification.
Kraepelin observed mental patients carefully, with the aim of identifying general syndromes that
share common characteristics. In addition, he developed theories about the etiologies of those
conditions, at least to the extent of regarding their origins as either exogenous and treatable or
endogenous and incurable (Kraepelin, 1913). (Interestingly, he put severe bipolar illness [“manic-
depressive psychosis”] in the former category and schizophrenia [“dementia praecox”—believed to
be an organic deterioration of the brain] in the latter.) The “lunatic” began to be understood as a
person afflicted with one of several 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 basic internal-external versions of causality. Still, Freud tended to 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 having an
obsessive—compulsive neurosis. By the end of his career, 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 subject of this chapter, among (1) the obsessive person who is
virtually delusional, who uses ruminative thoughts to ward off psychotic decompensation; (2) the
person whose obsessing is part of a borderline personality structure (as in the “Wolf Man”); and (3)
the obsessive person with a neurotic-to-normal personality organization.

Before the category of “borderline” emerged in the middle of the 20th century, analytically



influenced therapists followed Freud in differentiating only between neurotic and psychotic levels
of pathology, the former being distinguished by a general appreciation of reality and the latter by a
loss of contact with it. 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 a person’s
psychological infrastructure: Neurotic people were viewed as suffering because their ego defenses
were too automatic and inflexible, cutting them off from id energies that could be put to creative
use; psychotic ones suffered because their ego defenses were too weak, leaving them helplessly
overwhelmed by primitive material from the id.

The neurotic-versus-psychotic distinction had important clinical implications. The gist of these,
considered in light of Freud’s structural model, was that therapy with a neurotic person should
involve weakening the defenses and getting access to the id so that its energies may be released for
more constructive activity. In contrast, therapy with a psychotic person should aim at strengthening
defenses, covering over primitive preoccupations, influencing realistically stressful circumstances so
that they are less upsetting, encouraging reality testing, and pushing the bubbling id back into
unconsciousness. It was as if the neurotic person were 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 over,
necessitating that the therapist get the lid back on and turn down the heat.

It became common for supervisors to recommend that with healthier patients, one should
attack the defenses, whereas with people suffering from schizophrenia and other psychoses, one
should support them. With the advent of antipsychotic drugs, this formulation lent itself to a
widespread tendency not only to medicate—often the compassionate response to psychotic levels of
anxiety—but also to assume that medication would do the covering over and would be needed on a
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 pathology is not without usefulness; it has opened the door to the
development of different therapeutic approaches for different kinds of difficulties. But it falls short
of a comprehensive and clinically nuanced ideal. Any theory oversimplifies, but this neurotic-
versus-psychotic division, even with Freud’s elegant structural underpinnings and their therapeutic
implications, offered only a start at a useful inferential diagnosis.

Ego Psychology Diagnosis: Symptom Neurosis, 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 first clinically important one was Wilhelm Reich’s (1933)
discrimination between “symptom neuroses” and “character neuroses.” Therapists were learning
that it was useful to distinguish between a person with a discrete neurosis and one with a character



permeated by neurotic patterns. This distinction lives on in the DSM, in which conditions labeled
“disorder” tend to be those that analysts have called neuroses, and conditions labeled “personality
disorder” resemble the old analytic concept of neurotic character.

To assess whether they were dealing with a symptom neurosis or a character problem,
therapists were trained to pursue the following kinds of information when interviewing a person
with neurotic 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, especially 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. Are the person’s symptoms ego alien (seen by him or her as problematic and irrational) or are
they ego syntonic (regarded as the only and obvious way the patient can imagine reacting to
current life circumstances)?

5. Is the person’s capacity to get some perspective on his or her problems (the “observing ego”)
adequate to develop an alliance with the therapist against the problematic symptom, or does
the patient seem to regard the interviewer as either a potential attacker or a magic rescuer?

The former alternative in each of the above possibilities was presumptive evidence of a
symptom problem, the latter of a character problem (Nunberg, 1955). The significance of this
distinction lay in its implications for treatment and prognosis. If it was a symptom neurosis that the
client suffered (equivalent to “Axis I disorder without comorbid personality disorder”), then one
suspected that something in the person’s current life had activated an unconscious conflict and that
the patient was now using maladaptive mechanisms to cope with it—methods 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
process the emotions connected to it, and develop new resolutions of it. The prognosis was
favorable, and treatment might be relatively short (cf. Menninger, 1963). One could expect a
climate of mutuality during therapy, in which strong transference (and countertransference)
reactions might appear, but usually in the context of an even stronger degree of cooperation.

If the patient’s difficulties amounted to a character neurosis or personality problem, 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 personality change
obviously poses more challenges than helping someone get rid of a maladaptive response to a
specific stress. But analytic theory went beyond common sense in specifying ways in which work on
a person’s basic character would differ from work with a symptom 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 necessary for the patient’s eventual recovery and resistance
to future difficulties (modification of personality) could be seen by the patient as compatible. In
instances when the patient’s aims and the analyst’s conception of what was ultimately needed were
at variance, the analyst’s educative role became critical. One had to start by trying to convey to the
patient how the therapist saw the problem; that is, “making ego alien what has been ego 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 father’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 enjoy 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 work, watching television, cooking, doing housework, and making love to his
wife.

In the meeting that followed our initial interview, he brought in a sample schedule detailing
such changes. He felt that if I could get him to put this program into effect, his problems would be
solved. My first 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 told him he was very good at doing, but he evidently had
had little experience with just being. While he grasped this notion intellectually, he had no
emotionally salient memory of a less compulsive approach to life, and he regarded me with a
mixture of hope and skepticism. 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 to avoid this kind of misery
in the future, he would need to bring into conscious awareness and to rethink some of the major
assumptions that had governed his life.

Second, in working with someone whose character was fundamentally neurotic, one could not
take for granted an immediate “working alliance” (Greenson, 1967). Instead, one would have to
create the conditions under which it could develop. The concept of the working or therapeutic
alliance refers to the collaborative dimension of the work between therapist and client, the
cooperation that endures in spite of the strong and often negative emotions that may surface during
treatment. Empirically, 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 opposing 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, ego-syntonic patterns, their whole
identity may feel assaulted. Distrust is inevitable and must be patiently endured by both parties



until the therapist 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 what the therapist sees as
obvious problems may damage the alliance and impede the process of change.

Third, therapy sessions with someone with a character rather than a symptom problem could
be expected to be less exciting, less surprising, 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 feelings.

In the development of personality disorders, as opposed to the appearance of neurotic reactions
to particular current stresses, there are long patterns of identification, learning, and reinforcement.
Where the etiology is traumatic, “strain trauma” (Kris, 1956) is implicated, rather than the “shock
trauma” (one unassimilated, unmourned injury) celebrated in Hollywood’s early, enthusiastic
portrayals of psychoanalytic treatment (see, e.g., Hitchcock’s Spellbound). As a consequence, one
could expect that in the therapy of character neuroses, both parties would have to deal with
occasional boredom, impatience, irritability, and demoralization—the patient by expressing them
without fear of criticism and the therapist by mining such feelings for empathy with the patient’s
struggle with a difficult, protracted task.

This distinction between neurotic symptoms and neurotic personality remains important, even
in instances where one cannot do the long-term work (e.g., D. Shapiro, 1989) that character change
requires. If one understands one’s patient’s inflexible personality issues, one can often find some
way of making a short-term impact that avoids the person’s feeling misunderstood or attacked. For
example, knowing that a woman has 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 long time, the categories of symptom neurosis, character neurosis, and psychosis
constituted the main constructs by which we understood personality differences on the dimension
of severity of disorder. A neurosis was the least serious condition, a personality disorder more
serious, and a psychotic disturbance quite grave. These formulations maintained the old distinction
between sane and insane, with the sane category 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 misleading.

One drawback of this taxonomy is its implication that all character problems are more
pathological than all neuroses. One can still discern such an assumption in the DSM, in which the
criteria for diagnosing most personality disorders include significant impairments in functioning.
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 warm 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 personality disorders and even psychoses.

To complicate the issue still further, 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 between distortions of character that are mildly incapacitating and
those that involve fairly 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 narcissistic personality organization, for
example, have long been recognized as variants of human individuality, but until fairly recently,
they have tended to be considered as somewhat outside the scope of possible therapeutic
intervention and not easily placed on a neurotic-character disordered—psychotic continuum.

Object Relations Diagnosis: 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, other 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
“borderline” 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 schizophrenia.”

By the middle 1950s, the mental health community had followed these innovators in noting
the limitations of the neurosis-versus-psychosis model. Numerous analysts began complaining
about clients who seemed character disordered, but in a peculiarly chaotic way. Because they rarely
or never reported hallucinations or delusions, they could not be considered psychotic, but they also
lacked the consistency of neurotic-level patients, and they seemed to be miserable on a much
grander and less comprehensible scale than neurotics. In treatment, they could become temporarily
psychotic—convinced, for example, that 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 considered sane. Therapists began suggesting new
diagnostic labels that captured the quality of these people who lived on the border between
neurosis and psychosis. In 1953, Knight 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 “psychotic character.”



In 1968, Roy Grinker and his colleagues (Grinker, Werble, & Drye, 1968) did a seminal study
documenting a “borderline syndrome” inhering in personality, with a range of severity from the
border with the neuroses to the border with the psychoses. Gunderson and Singer (e.g., 1975)
continued to subject the concept to empirical scrutiny, and eventually, via both research and
clinical findings, and thanks to the elucidation of writers such as Kernberg (1975, 1976), Masterson
(1976), and M. H. Stone (1980, 1986), the concept of a borderline level of personality organization
attained widespread acceptance in the psychoanalytic community.

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

I am probably fighting a losing battle in trying to preserve the original meaning of the term
“borderline” (as I did, for example, in the Personality section of the Psychodynamic Diagnostic
Manual [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 experience, coming to be generally viewed as a stable instability on
the border between the neurotic and psychotic ranges, characterized by lack of identity integration
and reliance on primitive defenses without overall loss of reality testing (Kernberg, 1975). I worry
that with the DSM definition having become accepted, we are losing a way of talking about, say,
obsessional or schizoid people at the borderline level (e.g., the “quiet borderline” patient of
Sherwood & Cohen, 1994). If all our empirical research on borderline phenomena applies narrowly
to the more self-dramatizing, histrionic version of borderline-level personality organization, we are
left in the dark about the etiology and treatment 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 borderline found themselves drawing inspiration 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 symbiotic issues, separation-
individuation themes, or highly individuated competitive and identificatory motifs? Erikson’s
(1950) reworking of Freud’s three infantile stages in terms of the child’s interpersonal task made a
significant clinical impact, in that patients could be conceptualized as fixated at either primary
dependency issues (trust vs. mistrust), secondary separation-individuation issues (autonomy vs.
shame and doubt), or more advanced levels of identification (initiative 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 unindividuated level in which they could not differentiate between what was inside
and what was outside themselves; people in a borderline condition were construed as fixated in
dyadic struggles between total enmeshment, which they feared would obliterate their identity, and
total isolation, which they equated with traumatic abandonment; and people with neurotic
difficulties were understood as having accomplished separation and individuation but as having
run into conflicts between, for example, things they wished for and things they feared, the
prototype for which was the oedipal drama. This way of thinking made sense of numerous puzzling
and demoralizing clinical challenges. It accounted for why one woman with phobias seemed to be
clinging to sanity by a thread, while another 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 psychoanalytic tradition and outside it, a
vast literature on borderline psychopathology, showing a bewildering divergence of conclusions
about its etiology. Some investigators (e.g., M. H. Stone, 1977) emphasized constitutional and
neurological predispositions; some (e.g., G. Adler, 1985; Masterson, 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 between members in dysfunctional family systems; and some (e.g., McWilliams,
1979; Westen, 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, & Wall, 1978), some writers 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 previously been suspected (e.g., Wolf & 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 parenting
around attachment and separation issues (Fonagy, Target, Gergeley, Allen, & Bateman, 2003;
Nickell, Waudby, & Trull, 2002); and some for the role of trauma, especially relational trauma in
early attachment (Schore, 2002) but 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 entity and is
multidetermined, like most other complex psychological phenomena. Current psychoanalytic
writing, especially about borderline dynamics, has drawn heavily on empirical findings in the areas
of infant development, attachment, and trauma. One consequence has been a significant paradigm
shift, as unquestioned notions of fixation at a normative developmental phase have been
challenged by evidence for different experiences of attachment and for the destructive effects of



recurrent trauma even long after the preschool years.

Whatever the etiology of borderline personality organization, and it probably differs from
person to person, clinicians of diverse perspectives 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 objective, should be observed and pursued, the
diagnosis of borderline level of character structure may be readily confirmed or disconfirmed (e.g.,
through Kernberg’s [1984] structural interview or the later, more carefully 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, I think it can still be useful to
view people with a vulnerability to psychosis 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 more “oedipal” or
capable of experiencing conflicts 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 against predation;
the central anxiety for people in the borderline range is separation anxiety or the activation of
Panksepp’s PANIC system that deals with early attachment needs; anxiety in neurotic people tends
to involve more unconscious conflict, especially fear of enacting guilty wishes.

OVERVIEW OF THE
NEUROTIC-BORDERLINE-PSYCHOTIC SPECTRUM

In the following sections, I discuss neurotic, borderline, and psychotic levels of character structure
in terms of favored defenses, level of identity integration, adequacy of reality testing, capacity to
observe one’s pathology, nature of one’s primary conflict, and transference and
countertransference. I focus on how these abstractions manifest themselves as discernible behaviors
and communications in an initial interview or in an ongoing treatment. In Chapter 4 I explore
implications of these discriminations for the conduct and prognosis of therapy. Again, I want to
emphasize that these levels of organization are somewhat artificial, that we can all find in ourselves
issues from every level, and that viewing one’s client as organized at one or another of the levels
should not distract 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 analysts for people so emotionally
healthy that they are considered rare and unusually gratifying clients. In Freud’s time, the word
was applied to most nonorganic, nonschizophrenic, nonpsychopathic, 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 contemporary analysts as organized at
an essentially neurotic level rely primarily on the more mature or second-order defenses. While
they also use primitive defenses, these are not nearly so prominent in their overall functioning and
are evident mostly in times of unusual stress. While the presence of primitive defenses does not
rule out the diagnosis of neurotic level of character structure, the absence of mature defenses does.
Traditionally, the psychoanalytic literature noted that healthier people use repression as their basic
defense, in preference to more indiscriminate solutions to conflict such as denial, splitting,
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 powerful and often painful states of mind are put away and forgotten rather than
continually reexperienced and then denied, split off, or projected. They may reemerge in long-
term, intensive analysis, when analyst and client together, under 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 treatment, the neurotic-level client maintains some more rational, objective
capacities in the middle of whatever emotional storms and associated distortions occur.

People with healthier character structure strike the interviewer as having a somewhat
integrated sense of identity (Erikson, 1968). Their behavior shows some consistency, and their
inner experience is of continuity of self through time. When asked to describe themselves, they are
not at a loss for words, nor do they respond one-dimensionally; they can usually delineate their
overall temperament, values, tastes, habits, convictions, virtues, and shortcomings with a sense of
their long-range stability. 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 “reality.”
Not only are they strangers to hallucinatory or delusional misinterpretations of experience (except
under conditions of chemical or organic influence, or posttraumatic flashback), they also strike the
interviewer or therapist as having comparatively little need to misunderstand things in order to
assimilate them. Patient and therapist live subjectively in more or less the same world. Typically,
the therapist feels no compelling emotional pressure to be complicit in seeing life through a 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 neurotically 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 experiencing 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
and have often developed elaborate rationalizations for them. A neurotic-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 privately worry that the practitioner who questions the rituals is
deficient in either common sense or moral decency. A neurotic woman with a cleaning compulsion
will be embarrassed to admit how frequently she launders the sheets, while a borderline or
psychotic one will feel that anyone who washes the bedding less regularly is unclean.

Sometimes years can go by in treatment before a borderline or psychotic person will even
mention a compulsion or 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” that she considered part of
ordinary good hygiene. Another borderline woman, who had never mentioned bulimia in her
abundance of even more distressing symptoms, dropped the comment, after 5 years in therapy, “By
the way, I notice I'm not puking anymore.” She had not previously thought to regard that part of
her behavioral repertoire as consequential.

Their histories and their behavior in the interview situation give evidence that neurotic-level
people have more or less successfully traversed Erikson’s first two stages, basic trust and basic
autonomy, and that they have made at least some progress toward identity integration and a sense
of initiative. They tend to seek therapy not because of problems in essential security or agency, but
because they keep running into conflicts between what they want and obstacles to attaining it that
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 someone at the healthier end of the continuum of character pathology



feels generally benign. The counterpart of the patient’s possession of a sound observing ego is the
therapist’s experience 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 mutual
antagonist is a 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 an interested learner. In addition, whatever the valence of the therapists
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.

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 recipient of a homicidal attack. Especially before the advent of anti-
psychotic drugs in the 1950s, few therapists had the natural intuitive talent and emotional stamina
to be significantly therapeutic to 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 mental suffering (Arieti, 1974; Buckley, 1988; De Waelhens & Ver
Eecke, 2000; Eigen, 1986; Ogden, 1989; Robbins, 1993; Searles, 1965; Silver, 1989; Silver & Cantor,
1990; Spotnitz, 1985; Volkan, 1995).

It is not difficult to 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 psychotic-level internal confusion
does not surface conspicuously unless they are under considerable stress. The knowledge that one
is dealing with a “compensated” schizophrenic, or a currently nonsuicidal depressive who may be
subject to periodic delusional yearnings to die, can make the difference between preventing and
precipitating disaster. Having carried out or supervised the long-term treatment of many extremely
difficult, sometimes putatively “untreatable” cases, I am convinced that devoted therapists do
significant prevention. We preempt psychotic breaks, prevent suicides and homicides, and keep
people out of hospitals. (These critical effects 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
forestalled a psychotic break, the patient was not really at risk of psychosis 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 psychotic as nevertheless living in a symbiotic—psychotic internal world
or, in Klein’s (e.g., 1946) terms, in a consistently “paranoid-schizoid” state. They function,
sometimes quite effectively, but they strike one as confused and deeply terrified, 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 not wanted there.” Another used to switch topics abruptly whenever
he was becoming very sad. I commented on this, and he said, “Oh yeah, I know I do that.” I asked
him what his understanding of the pattern was, expecting him to say something like “I'm not ready
to go there,” or “It hurts too much,” or “I don’t want to start crying.” But what 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 Chapter 5; at this point I am simply listing
them: withdrawal, denial, omnipotent control, primitive idealization and devaluation, primitive
forms of projection and introjection, splitting, extreme dissociation, acting out, and somatization.
These processes are preverbal and prerational; 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 destructiveness.

Second, people whose personalities are organized at an essentially psychotic level have grave
difficulties with identity—so much so that they may not be fully sure that they exist, much less
whether their existence is satistying. 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. “How do I know who I am?” or even “How do I know that I exist?” are not uncommon
questions for psychotically 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 themselves or other important people in
their lives, they tend to be vague, tangential, concrete, or observably distorting.

Often in rather subtle ways, one feels that a patient with an essentially 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 estranged from the
assumptions about “reality” that are conventional within their culture. Although they may be
preternaturally attuned to the underlying affect in any situation, they often do not know how to
interpret 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 state. She would read it accurately but then attach to
her perception of it the primitive preoccupations she had about her own essential goodness or
badness, as in “You look irritated. It must be because you think 'm a bad mother.” Or “You look
bored. I must have offended you last week by leaving the session 5 minutes early.” It took her years
to 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 to cognitive maturation. This deficit may be related to the well-documented difficulties that
schizophrenic people have with abstraction (Kasanin, 1944). Those whose mental health history has
given them enough jargon to sound 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 parroting 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 status 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 acquaintance what it meant and memorized the answer (she proudly
offered this explanation when I commented in an interested way on the automatic quality of her
response).

Early psychoanalytic formulations about the difficulties that psychotic people have in getting
perspective on their realistic troubles stressed energic aspects of their dilemma; that is, they were
expending so much energy fighting off existential terror 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, object relations, and self psychology
theories (e.g., Atwood, Orange, & Stolorow, 2002) have referred to boundary confusion between
inside and outside experience, and to deficits in attachment that make it subjectively too dangerous
for the psychotic person to enter the same assumptive world as the interviewer.

Recently, in light of fMRI studies showing similarities between effects of trauma on the
developing brain and the biological abnormalities found in the brains of individuals diagnosed with
schizophrenia, John Read and his colleagues (Read, Perry, Moskowitz, & Connolly, 2001) have
argued for a traumatic etiology of schizophrenia. A full account of the lack of “observing ego” in
psychotic-level clients probably 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 obliteration, 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 (1965)
eloquently depicted them as suffering “ontological insecurity.” Psychoanalytically influenced studies
of the families of schizophrenic people in the 1950s and 1960s consistently reported patterns of
emotional communication in which the psychotic child received subtle messages to the effect 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
observation that the psychotic person is deeply unconvinced of his or her right to a separate
existence, or may even be unfamiliar with 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 protectiveness, 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 solicitous attitude 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 forgive even serious failings in a therapist if she saw
them as “honest mistakes.” Psychotic-level clients may also appreciate educative efforts and may
respond with relief to the normalization or reframing of their preoccupations. 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 burden of
psychological responsibility they inevitably impose. In fact, the countertransference with psychotic-
level people is remarkably like normal 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 irritating, but they also tax one’s resources to the limit. I should not work with a schizophrenic,
a supervisor once told me, unless I was prepared to be eaten alive.

This “consuming” feature of their psychology is one reason that many therapists prefer not to
work with individuals with schizophrenia and other psychoses. In addition, as Karon (1992) has
noted, the access of psychotic patients to deeply upsetting realities that the rest of us would prefer
to ignore is often too much for us. In particular, they see our flaws and limitations with stunning
clarity. Other reasons for their relative unpopularity as patients despite their appealing qualities
probably include therapists’ 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 Personality 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 psychotic people, though, is that when a
therapist confronts a borderline patient on using a primitive mode of experiencing, the patient will
show at least a temporary responsiveness. When the therapist makes a similar 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 preserve self-esteem, but which does so 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 to avoid that feeling.”
A borderline patient might scorn such an interpretation, or grudgingly admit it, or receive it
silently, but in any event, he or she would give some indications of reduced anxiety. A psychotic
person would react with increased anxiety, since to someone in existential terror, devaluation of the
power of the therapist may be the only psychological means by which he or she feels protected from
obliteration. The therapist’s discussing it as if it were optional would be extremely frightening.

Borderline patients are in some ways similar to and in others different 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 guess” 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
interest 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 cannot appreciate the separate
subjectivities of other people. In philosophical terms, they lack a theory of mind.

Clients in the borderline range may become hostile when confronted with the limited
continuity of their identity. One of my patients flew into a full-blown fury at a questionnaire she
was given as a standard intake procedure in a clinic. It had a sentence-completion section in which
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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 identity 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 react with hostility to questions about identity of
self and others. They are too worried about losing their sense of ongoing being, consistent or not, to
resent the interviewer’s focus 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 substantially is reality testing. Borderline clients, when interviewed
thoughtfully, demonstrate an appreciation of reality no matter how crazy or florid their symptoms
look. It used to be standard psychiatric practice to assess the degree of the patient’s “insight 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 conventional that distinguishes him or her from a psychotic peer, Kernberg (1975) proposed
that “adequacy of reality testing” be substituted for that criterion.

To make a differential diagnosis between borderline and psychotic levels of organization,
Kernberg (1984) advises investigating the person’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 the
patient is aware that others might find that feature peculiar (e.g., “I notice that you have a tattoo on
your cheek that says ‘Death!” Can you understand how that 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 disturbing. These
differing reactions, which Kernberg and his coworkers (e.g., Kernberg, Yeomans, Clarkin, & Levy,
2008) have explored both clinically and via empirical research, may be viewed as support for
psychoanalytic assumptions about the centrality of separation-individuation issues for people with
borderline pathology 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
psychologies 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 have little emotional basis for knowing how it would feel to have identity integration, mature



defenses, the capacity to defer gratification, a tolerance 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 nonregressed 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
structure. Usually the first clue is that interventions that the therapist intends to be helpful are
received as attacks. In other words, the therapist keeps assuming 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 to grief in the effort.

Eventually, one learns that one must first just weather the affective storms that seem to keep
raging, while trying to behave in ways that the patient will experience as different from whatever
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 trying to work toward. This may take a long time—sometimes 2 years in my experience
—but 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 transference-
focused therapy. Still, the work will typically have been tumultuous 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 because they fear engulfment and total control; when they are alone, they feel
traumatically abandoned. This central conflict of their emotional experience results in their going
back and forth in relationships, including the therapy relationship, in which neither closeness nor
distance is comfortable. Living with such a basic conflict, one that does not respond immediately to
interpretive efforts, is exhausting for borderline 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 the child has attained some autonomy yet still needs
reassurance that a caregiver remains available and powerful. This drama unfolds around age 2,
when children typically alternate 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 discouraged them from separating in the first place or neglected them when they
needed to regress after attaining 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 ordinary
kinds of intervention. The therapist may be perceived as all good or all bad. If a well-intentioned
but clinically naive therapist tries to interpret transference as one would with a neurotic person
(e.g., “Perhaps what you're feeling toward me is something you felt toward your father”), he or she
will find that no relief or helpful sense of insight follows; in fact, often the client will simply agree
that the therapist is actually behaving like the earlier 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 clients tend to be strong and
upsetting. Even when positive (e.g., dominated by fantasies of rescuing the devastated 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
(seeing them as demanding, manipulative, and in need of limits). Inpatient personnel frequently
find themselves divided into opposing camps when treatment plans for borderline clients are
discussed (Gunderson, 1984; Main, 1957). Outpatient practitioners may move internally between
one position and the other, mirroring each side of the client’s conflict at different times. It is not
unusual for the therapist to feel like the exasperated mother of a 2-year-old who will not accept
help yet 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 distinctions between the sane and the insane, through
early psychoanalytic conceptions of symptom versus character neuroses, to taxonomies that
emphasize either neurotic-level, borderline, or psychotic-level 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 anxiety (annihilation anxiety; separation anxiety; or more specific fears of
punishment, injury, and loss of control), primary developmental conflict (symbiotic, separation-
individuation, or oedipal), object relational 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 Robert Tyson (1990) have made a helpful synthesis of traditional psychoanalytic
developmental theory through the late 20th century. 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 Developmentally Based Psychotherapy
(1997) useful. For a contemporary book connecting recent developmental research with clinical
practice, especially 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, I suggest Russell Meares’s Intimacy and Alienation: Memory, Trauma, and Personal
Being (2002).

For a classical exegesis of the difference between neurotic symptom and neurotic character, the
chapter on “Character Disorders” in Fenichel’s The Psychoanalytic Theory of Neurosis (1945) is the
standard. More recently, Josephs (1992) and Akhtar (1992) have published integrative books that
pursue at a more advanced level some of the characterological 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 character neurosis (Lax, 1989), psychosis (Buckley, 1988), and
borderline conditions (M. H. Stone, 1986). For a phenomenological appreciation of psychosis,
Laing’s The Divided Self (1965) remains unmatched. Eigen’s The Psychotic Core (1986) is difficult
but rewarding. Elyn Saks’s (2008) memoir of living with schizophrenia gives a moving yet witty
close-up of psychotic experience and also of the potential for individuals with psychotic dynamics,
when given good medical and psychological care, to live rich, generative lives.

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

Since the first edition of this book there has been an explosion of clinical and empirical
literature on attachment. The struggles of borderline patients have been described in Wallin’s
Attachment in Psychotherapy (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 Recovery
(1992) is probably the best place to start. See also the suggestions at the end of Chapter 15.
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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 sense 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 teacher assumes that an intelligent
student will master more material than a slow one, a therapist should have different expectations
for people with different levels of character development. Realistic goals protect patients from
demoralization 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 what 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
the analyst’s capacity for objectivity and neutrality. They have also questioned the value of any
generalizations about character structure and have revised our understandings of the patient-
therapist dyad to put the emphasis on what the two parties 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 has 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.

At the same time, several specific therapies for borderline personality organization have been
developed, and psychoanalytic theorists no longer dominate professional conversations about how
to understand borderline phenomena. Marsha Linehan, the architect of dialectical behavior
therapy (e.g., 1993), has frequently acknowledged her debt to Otto Kernberg, but the treatment
she created reflects both cognitive-behavioral concepts and some Zen Buddhist ideas, not
assumptions 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, where Kernberg’s original notion of expressive therapy once



predominated, we have seen the development of several specific, research-tested treatments:
Kernberg’s transference-focused psychotherapy (Clarkin, Yeomans, & Kernberg, 2006) and
Fonagy’s mentalization-based therapy (Bateman & Fonagy, 2004) being the best known.

Finally, the International Society for the Psychological Treatments of Schizophrenia has
brought together therapists interested in psychotherapy with psychotic patients, and their synergy
has added new elements to what we know about treating severely troubled people. Even more than
in 1994, our mental health culture tends to overstate the pharmaceutical needs of people with
psychoses and to understate their need for therapy. I think there is greater urgency now than in
earlier decades to pass on our knowledge about effective talk therapy for those who suffer the most.

I start, as before, with considerations about treating neurotic-level clients, then those in the
psychotic range, and finally those in the borderline spectrum. Even though the story has become
more complicated, I think it is still useful to note clinical implications of levels of severity. I cannot
do justice to the subtleties of specific approaches, but I try to present enough of a feel for how to
work, depending on a person’s inferred developmental challenges, that I 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 that is the full flowering of one’s creativity or
the attainment of some minimal awareness that one exists and deserves to stay alive.

THERAPY WITH NEUROTIC-LEVEL PATIENTS

It used to be commonly claimed that psychoanalytic therapy is unsuited to anyone but the “worried
well.” The kernel of truth in this view is that psychoanalysis as a specific treatment works best with
articulate neurotic-level clients who have the ambitious goal of character change and/or deep self-
knowledge. The arrangements that define classical 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 attempted 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 with 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 easier to do analytic therapy with healthier patients than with
borderline or psychotic individuals. In Eriksonian terms, one can assume basic trust, considerable
autonomy, and a reliable sense of identity. Treatment goals may include removing unconscious
obstacles to full gratification in the areas of love, work, and play. Freud equated psychoanalytic
“cure” with freedom, and in the Platonic tradition, he believed it is truth that 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 to say that the primary requisite to conduct or undergo analysis is moral courage.

Psychoanalysis and Open-Ended Psychoanalytic Therapies

Neurotic-level patients quickly establish with the therapist a working alliance in which the clinician
and the observing part of the client are allies in accessing previously unconscious or disavowed
defenses, feelings, 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-week
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 to “go deeper” and move from analytically oriented treatment (twice a week or less) into
analysis. In the United States, this is happening less frequently, not because of lack of interest, but
because of insurance companies’ unwillingness to fund intensive treatments.

The fact that psychoanalysis may go on for years does not obviate the fact that, perhaps
especially with healthier persons, symptomatic and behavioral improvement may happen quickly.
But people have a feel for the difference between 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 treatment 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 from 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 developed as a modification of classical analysis in the direction of being more
specifically problem focused, may be the treatment of choice. Patient and therapist meet for fewer
than three sessions a week, usually face-to-face. The therapist is less encouraging of emotional
regression and more active in pointing out themes and patterns that patients who come more
frequently tend to notice by themselves. Both psychoanalysis and modified psychoanalytic therapies
have been referred to as “uncovering” or “exploratory” or “expressive” treatments because the
invitation to the client is to be as open as possible, to focus on feelings, and to try to push past
defensiveness. Sometimes they have been also called “insight-oriented” therapies, in reference to
the analytic assumption that self-knowledge reduces conflict and promotes growth.

Short-Term Treatments and Nonpsychodynamic Therapies



Patients in the neurotic range are also often good candidates for short-term analytic therapies
(Bellak & Small, 1978; Davanloo, 1980; Fosha, 2000; Malan, 1963; Mann, 1973; Messer & Warren,
1995; Sifneos, 1992). Intensive focusing on a conflict area can be overwhelming to someone with a
borderline or psychotic structure; in contrast, a neurotic-level person may find it stimulating and
productive. Similarly, higher-functioning clients tend to do well in analytically informed group and
family modes of treatment, while borderline and psychotic people often do not. (Lower-functioning
clients absorb so much of the emotional energy of the group or family unit that the other parties get
hopelessly torn between resentment at their always being center stage and guilt about that
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 homework the therapist suggests, and with biologically
oriented psychiatrists, 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
attended classical analysis may be that people with the requisites to be analysands are readily
responsive to and appreciative of their treatment. They are good advertisements for their analysts,
unlike borderline people, for example, who may—even when they may be improving in therapy—
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 charlatan.

Most psychodynamic writers feel that intensive psychoanalysis offers neurotically organized
people the greatest ultimate benefits and that anyone with the resources to undergo in-depth, high-
frequency treatment, especially someone in young adulthood with years ahead to reap the
psychological rewards, would be well advised to do so. I share this opinion, having benefited all my
adult life from a good early classical analysis. It is also true, however, that a person in the neurotic
range can benefit from all sorts of different experiences and can extract psychological growth even
from some conditions that others might find disabling.

THERAPY WITH PATIENTS IN THE PSYCHOTIC RANGE

Probably the most important thing to understand about people with psychotic illnesses or
psychotic-level psychologies is that they are terrified. It is no accident that many drugs that are
helpful for schizophrenic conditions 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 that 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 treatment of choice with psychotic-level patients has generally 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.



All therapy is supportive, but in the ego psychology tradition the phrase has had a narrower
meaning, reflecting the experience of several decades of psychodynamic work with more deeply
disturbed people (Alanen, Gonzalez de Chavez, Silver, & 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; Sullivan, 1962; R. S.
Wallerstein, 1986). It is generally agreed that there is a continuum from supportive through
expressive (or “uncovering,” or “exploratory”’) therapy (Friedman, 2006), in which at the
uncovering end one encourages full expression of intrapsychic conflict, leading to insight and
resolution, while at the supportive end one tries to “support the ego in its struggle to contain, or
repress intrapsychic conflicts and to suppress their symptomatic expression” (R. S. Wallerstein,
2002, p. 143). Much of what I cover in this section can apply to work with any patient but is
particularly critical to working with more disturbed people.

Explicit Safety, Respect, Honesty

The first aspect of supportive work I should mention is the therapist’s demonstration of
trustworthiness. The fact that psychotic-level people are often compliant does not mean that they
trust. In fact, their compliance may mean quite the opposite: It may express their fear that
authorities will kill them for being separate, for having their 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 interpret
the transference, that is, to comment on how the patient is mixing one up with some negative
person 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 counteract the patient’s most frightening expectations. A facial
expression that conveys respect is enough to make a neurotic-level patient comfortable, but with a
person at risk for psychosis, one must demonstrate much more actively one’s acceptance of the
patient as a morally equal human colleague. This might 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 personal expertise, or
commenting on the creative and positive aspects of even their most bizarre symptoms. In this
context, Karon (1989) has provided a pertinent example:

Therapeutically, it is often useful to tell the patient, “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 usually the case, the therapist
believes that the patient can tolerate 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 I'll tell you if you're interested. But given what you do know, that is a brilliant



explanation.” With such a nonhumiliating approach to the patient, it is often possible to get the most suspicious paranoid to
consider what might be going on and its real meaning as an attempt to solve the terrifying dilemmas of his or her symptoms and
life history. (p. 180)

Another aspect of demonstrating that one is trustworthy is behaving with unwavering honesty.
Anyone experienced with schizophrenic clients can attest to their attunement to affective nuance
and their need to know that their therapist is emotionally truthful. Psychotic-level people require
much more emotional self-disclosure than other patients; without it, they may stew in their worst
fantasies. This is an area where supportive therapy diverges from traditional analytic therapy with
neurotic-level people. With healthier people, one may avoid emotional revelations so that the
patient can notice and explore what his or her fantasies are about the therapist’s affective state.
With more troubled clients, one must be willing to be known.

Take irritation, for example. It is natural for the therapist to feel irritated with any patient at
various points, especially when the person seems to be behaving self-destructively. A perception
that one’s therapist looks annoyed would be upsetting to any client, but it is mortally terrifying to
more deeply troubled ones. If a neurotic-level person asks, “Are you mad at me?” one helpful
response would be something along the lines of “What are your thoughts and feelings about what it
would mean if I were mad at you?” If the same query is made by a potentially psychotic patient, the
therapeutic reply might be “You’re very perceptive. I guess I am feeling a little irritation. I'm a bit
frustrated that I can’t seem to help you as fast as I would like. What was your reason for asking?”

Notice that with the supportive approach, one still invites the patient to explore his or her
perceptions, but only after a potentially inhibiting apprehension has been directly counteracted by
specific information. In the example above, the therapist has also explicitly expressed respect for the
patient’s accurate perception, thus supporting his or her realistically based self-esteem, and has
implicitly counteracted primitive fantasies of the therapist’s dangerous omnipotence by connecting
anger with ordinary human limitation rather than with talionic destruction. No one who finds it
uncomfortable to admit to baser human motives should work with people in the psychotic range;
they can smell hypocrisy, and it literally makes them crazy.

Along these lines, it is important with a psychotic-level patient to give explicit rationales for
one’s way of working, rationales that will make emotional sense to the person. Higher-functioning
people are often therapy-savvy, and if any arrangement does not seem reasonable to them, they will
usually ask about it. Take the fee, for example. With neurotic patients, regardless of how many
fantasies they have about what money means to you and to them, there is rarely a need to go into
why one charges what one does. It was part of the original contract, and the reasonable part of the
healthier patient understands that this is a relationship where a fee is charged for services rendered.

Psychotically vulnerable people, in contrast, can have all kinds of secret and very peculiar ideas
about the meaning of money exchange—not in the form of fantasies that coexist with more rational
notions, but as their private conviction. One of my more psychotically organized patients told me



after several months that he believed that if I really wanted to help him, I would see him for free,
and that any other basis for our relationship was corrupt. He was cooperating with me, he
explained, because maybe if he could work his way enough into my affections, I would treat him
simply out of love and thereby heal his deep conviction of unlovability. This kind of thinking in
symbiotically preoccupied people is far from rare and has to be addressed directly. “Analyzing” it as
one would do with a neurotic-level person will not be helpful because the belief is syntonic, not a
buried vestige of infantile forms of thought.

Hence, if one is asked about the fee by a patient with these fantasies, one might say something
like, “I charge what I do because this is the way I earn my living, helping people with emotional
problems. Also, I have learned that when I charge less than this, I find myself feeling resentful, and
I don’t believe I can be fully helpful when I'm in a state of resentment.” This is not only useful
education about how the world works and about the essentially reciprocal nature of psychotherapy
—which is in itself corrective to the more fused, enmeshed conceptions of relationship held by
more disturbed people—but it is also emotionally honest and will consequently be received with
relief even if the patient still thinks the fee is unnecessary or too high.

My own style with most psychotic-level people is quite self-disclosing. I have been known to
talk about my family, my personal history, my opinions—anything to put the person at ease with
me as an ordinary human being. Such an approach is controversial; not every therapist is
temperamentally comfortable with exposure. It also has certain hazards, not the least of which is
that some aspect of the therapist’s revealed person will incite a psychotic response in the patient.
My rationale lies in the contrast between symbiotically organized people and more individuated
ones. The former have such total, encompassing transferences that they can only learn about their
distortions of reality when reality is painted in stark colors in front of them, whereas the latter have
subtle and unconscious transferences that may surface only when the therapist is more opaque.

The terror of the patient that he or she is in the hands of a powerful, distant, and perhaps
persecutory Other is so great that the benefits of being more open may outweigh the risks. And if
some revelation provokes a psychotic response, it can be addressed; nondisclosure certainly
provokes its share of psychotic upset anyway. In fact, occasional disasters are inevitable in work
with more disturbed people and cannot be avoided by the “right” technique. Once I sent a
paranoid young man into a full-scale delusion about my intent to murder him because I
absentmindedly swatted a bug (“You killed a living thing!”) in his presence.

Another way one may have to demonstrate basic concern, and thereby trustworthiness, is by
extending oneself to help in a more specific, problem-solving way than would be warranted in
psychotherapy with healthier persons. Advice is ordinarily not given to healthier clients, as it
implicitly infantilizes a person with a sense of agency. Karon and VandenBos (1981) discuss the
value of practical advice to the patient about counteracting insomnia. One may have to take a
position on the patient’s behalf on certain matters. For instance, “I think it’s important that you go
to your sister’s funeral. I know it won’t be easy, but I'm afraid if you avoid it you’ll always fault



yourself, and you won’t have another chance. I'll be here afterward to help you cope with any upset
you feel.” One may have to advocate for the patient with agencies and social authorities.

The reader will have picked up by now that with psychotic-level people one must relate in a
more authoritative (not authoritarian) way than with higher-functioning patients. By behaving like
a professional expert but a human equal, the therapist can make frightened clients feel safer. The
egalitarian tone is nonhumiliating; the sense of authority reassures them that the therapist is strong
enough to withstand their fantasied destructiveness. Naturally, the issues on which one takes an
authoritative stand must be ones in which the therapist is genuinely confident. Eventually, as they
progress in treatment, even very disturbed people will develop enough security in the relationship
to express a difference of opinion, and the therapist can take pride in having fostered the evolution
of some genuine psychological independence.

Education

A related aspect of supportive therapy is the therapist’s educative role. Individuals in the psychotic
range have areas of great cognitive confusion, especially about emotions and fantasies. Older
research into family dynamics in schizophrenia (Bateson et al., 1956; Lidz, 1973; Mischler &
Waxier, 1968; Singer & Wynne, 1965a, 1965b) suggest that many psychotic people grew up in
systems in which baffling, paralyzing emotional language was used. Family members may have
talked about love while acting hatefully, claimed to represent the client’s feelings while unwittingly
distorting them, and so forth. As a result, psychosis-prone people often need explicit education
about what feelings are, how they are natural reactions, how they differ from actions, how
everyone weaves them into fantasies, and how universal are the concerns that the psychotically
organized person believes constitute his or her idiosyncratic and warped drama. In many
vulnerable people, feelings are not so much unconscious as they are fundamentally unformulated
(D. B. Stern, 1997).

One component of the educative process is normalization. The active solicitation of all the
client’s concerns and then the reframing of frightening thoughts and feelings as natural aspects of
being an emotionally responsive human being are vital to work with more disturbed people. For
example, a psychotically bipolar woman became agitated on finding herself admiring my legs as I
opened a window; she worried that this meant she was a lesbian. With a less fragile person, I would
have asked her to associate to that worry, assuming that her anxiety about sexual orientation was
tolerable and would lead to interesting discoveries about disowned aspects of herself. With this
woman, however, I remarked warmly that I felt complimented (she looked frightened, as if
expecting me to be horrified by the prospect of her attraction), and I went on to say that as far as I
could tell on the basis of her history she was not essentially a lesbian, although everyone has some
sexual feelings toward people of both genders, and that the only way she might differ from others
in having noticed this idea in herself is that some people have a knack for automatically keeping
such perceptions unconscious. I recast her worry as being another instance of her greater sensitivity



to her inner life and to emotional subtlety than most people have, and I reiterated that my role
with her included my trying to help her become comfortable with the fact that she was often in
touch with aspects of universal human psychology that many people keep out of awareness.

In this work, one draws on accumulated clinical wisdom, generalizing to the patient what
therapists have learned about human psychology. Early conceptions of psychosis as a state of
defenselessness, contrasting with the overdefendedness of neurotic people, contributed to the
development of this difference in technique. (We now understand psychotic-level people as having
defenses, but very primitive ones that cannot be analyzed without making the client feel bereft of
one of his or her few means of feeling less frightened.) Psychotically inclined people become
traumatically overstimulated by primary process material and often can reduce their upset from
that material only by having it normalized.

For example, a young man I treated briefly for a psychotic reaction to his father’s death
confessed that he sometimes believed that he had become his father: his self had died, and his
father had taken over his body. He was having recurrent dreams in which monsters pursued him,
turned into his father, and tried to kill him, and he was genuinely terrified that the dead man, who
had been a difficult and punitive parent in life, was capable of invading his body from the grave. I
assured him that this was a natural though not always conscious fantasy that people have after
bereavement, told him he could expect to lose that feeling as the mourning period progressed, and
explained that his belief that his father inhabited his body was expressing numerous natural
responses to the death of a parent. First, it indicated denial that his father was dead—a normal
phase of grief; second, it expressed his own survivor guilt, handled by the fantasy that he rather
than his father had died; third, it was an attempt to reduce anxiety, in that if his father was in his
body, he was not somewhere else planning to murder his son for the sin of outliving him.

This kind of active, educative stance is vital to the emotional equilibrium of a psychotically
anxious person because it mitigates the terror that he or she harbors about going crazy. It also
welcomes the client into a world of greater psychological complexity and implicitly invites him or
her to “join the human race.” Many people with psychotic tendencies have been placed since early
childhood in the sick role, first by their families and later by other social systems that define them
as oddballs. Consequently, they come to treatment expecting that a therapist will be similarly
impressed by their lack of sanity. Interventions that embrace rather than stigmatize are relievingly
corrective and can have a self-fulfilling effect. In educative conversations it is more important to
convey a general expectation of eventual understanding than to be completely accurate. Since one
never does understand perfectly, it is also important to modify one’s authoritative tone with some
qualifications about such explanations being a “best guess” or “provisional understanding.”

This style of intervention was first developed for children whose primitive preoccupations
coexisted with fears of regression (B. Bornstein, 1949) and has variously been called
“reconstruction upward” (Greenson, 1967; R. M. Loewenstein, 1951), “interpreting upward”
(Horner, 1990), and simply “interpreting up.” These phrases imply a contrast with the kind of



interpretation helpful to neurotic-level patients, by which one works “from surface to depth”
(Fenichel, 1941), addressing whatever defense is closest to conscious understanding. In interpreting
up, one directly plumbs the depths, names their contents, and explains why that material would
have been set off by the patient’s life experiences. Oddly, this essential aspect of psychodynamic
work with frightened patients is seldom spelled out in books on technique.

Identification of Triggers

A third principle of supportive therapy involves attention to feelings and stresses rather than
defenses. For example, when working with more disturbed people we frequently have to sit
through extended paranoid tirades when the patient is upset. It is tempting, in the face of an
assault on the senses of a psychotic degree of fear and hatred, to try to explain away the projective
defense or to contrast the client’s distortions with the therapist’s view of reality, but either of those
strategies is likely to make the patient worry that the therapist is secretly in league with the
persecutors. Yet just witnessing a disorganized psychotic outburst seems hardly therapeutic. So
what is one to do?

First, one waits until the patient pauses for breath. It is better to wait too long than not long
enough (this may mean sitting quietly and nodding sympathetically for most of the session),
reminding oneself that at least the patient now trusts you enough to express uncensored feelings.
Second, one makes a comment something like “You seem more upset than usual today,” with no
implication that the content of the upset is crazy. Finally, one tries to help the client figure out what
set off this intensity of feeling. Often, the source of the distress is only peripherally related to the
topic of the rant; it may be, for example, some life circumstance involving a separation (the client’s
child is entering kindergarten, or a brother announced his engagement, or the therapist mentioned
vacation plans). Then one empathizes actively with how disconcerting separations can be.

In this process, one must sometimes tolerate the odd role of accepting what the therapist sees
as the person’s distortions, and occasionally, as most strikingly dramatized in Robert Lindner’s
(1955) entertaining essay, “The Jet-Propelled Couch,” one must even actively accept the patient’s
frame of reference. Sometimes only in being joined this way will the patient feel sufficiently
understood to accept later reflections (cf. Federn, 1952). The school of “Modern Psychoanalysis”
(Spotnitz, 1985) has raised this style of therapy to a high art. Originally labeled “paradigmatic
psychoanalysis” (Coleman & Nelson, 1957), this approach has a lot in common with later
“paradoxical intervention” techniques favored by some family systems therapists. Joining is not as
cynical as it may seem, as there is always some truth in even the most paranoid constructions.

Some examples of joining: A woman storms into her therapist’s office, accusing him of
involvement in a plot to kill her. Rather than questioning the existence of the plot or suggesting that
she is projecting her own murderous wishes, the therapist says, “I'm sorry! If I've been connected
with such a plot, I wasn’t aware of it. What’s going on?” A man falls into a miserable silence and
when prodded confesses that he is responsible for the carnage in the Middle East. The therapist



responds, “It must be terrible to carry that burden of guilt. In what way are you responsible?” Or a
patient confides that the therapist’s colleague and friend, the ward nurse, tried to poison him. The
therapist says, “How awful. Why do you suppose she is mad enough at you to try to kill you?”

Note that in all these instances, the therapist does not express agreement with the patient’s
interpretations of events, but neither does he or she inflict the wound to the patient’s pride of
dismissing them. And most important, the therapist invites further discussion. Usually, once the
client lets off enough steam, a less terrifying understanding will gradually replace more paranoid
attributions. Sometimes the therapist can assist this process by gently asking about alternative
explanations of the patient’s perceptions, but only after giving the client time for self-expression.
Often by the end of the session, the patient feels reoriented and leaves in a more composed state.

By now it is probably evident how different psychoanalytic work with psychotic-level people is
from therapy with neurotic individuals. Not everyone has the temperament to do this kind of work
comfortably—it is facilitated by both counterphobia and a sense of personal power that is alien to
the personalities of many therapists; those without such qualities may be better off in other areas of
mental health service. One of the most important things to learn in one’s training is which kinds of
people one enjoys and treats effectively, and which kinds one should refer.

Therapy with psychotic and potentially psychotic people has different aims and satisfactions
from therapy with healthier clients. Despite some prejudice against it in the name of cost cutting (a
position I see as comparable to arguing that cancer patients should receive aspirin), psychotherapy
with psychotic people is effective (Gottdiener, 2002, 2006; Gottdeiner & Haslam, 2002; Silver,
2003) and may be gratefully received (see, e.g., A Recovering Patient, 1986; Saks, 2008). By the
mid-1990s, cognitive-behavioral therapists (e.g., Hagarty et al., 1995) were describing effective
work with psychotic patients characterized by education, support, and skills training—an approach
that in practice seems pretty similar to psychoanalytic supportive treatment. Therapy with the
severely disturbed can be lifesaving; expertise in it is much rarer than expertise treating healthier
people; it is intellectually and emotionally stimulating; it nourishes one’s creativity. At the same
time, it can be depleting, confusing, and discouraging, and it inevitably confronts one with the
limits on one’s capacities to effect dramatic transformations.

In closing this section, I offer the following rules from Ann-Louise Silver (2003, p. 331) for
working with people with psychoses:

1. If you cannot help the patient, do no harm. Consequently,

2. Use physical force only to prevent a patient from harming him or herself or someone else,
never as punishment, or “negative reinforcement.”

3. Never humiliate your patient.

4. Get as accurate a case history as possible. Don’t limit yourself to a few hours or even a few
sessions.



5. Encourage work and social relations.
6. Most centrally, do your best to understand your patient as an individual human being.

THERAPY WITH BORDERLINE PATIENTS

The term “borderline,” used as a level of organization, encompasses great diversity. Not only is a
depressive person with borderline character structure quite different from a narcissistic or hysterical
or paranoid borderline person, but there is a wide range of severity within the borderline spectrum,
extending from the border with the neuroses to the border with the psychoses (Grinker et al.,
1968)—somewhat arbitrary borders to begin with. The closer a person’s psychology is to neurotic,
the more positively he or she will respond to a more “uncovering” kind of treatment, whereas
clients who border on psychosis will react better to a more supportive style. We are not
unidimensional; every neurotic-level person has some borderline tendencies, and vice versa. But in
general, people with a borderline level of personality organization need highly structured therapies.
In what follows I mention some cognitive and behavioral approaches along with psychodynamic
ones, as in practice, there are significant similarities across treatment approaches.

The aim of therapy for people with borderline psychologies is the development of an
integrated, dependable, complex, and positively valued sense of self. Along with this goes the
evolution of a capacity to love other people fully despite their flaws and contradictions and the
ability to tolerate and regulate a wide range of emotions. A gradual movement from capricious
reactivity to steady reliance on one’s perceptions, feelings, and values is possible for borderline
people, despite the difficulties they present to therapists, especially in the early part of treatment.

Theorists with different explanatory constructions about borderline personality structure have
emphasized different aspects of treatment. Originally, it was widely seen as a developmental arrest
(e.g., Adler & Buie, 1979; Balint, 1968; Blanck & Blanck, 1986; Giovacchini & Boyer, 1982;
Masterson, 1976; Meissner, 1988; Pine, 1985; Searles, 1986; Stolorow, Brandchaft, & Atwood,
1987) in interaction with a constitutional temperament (Gabbard, 1991; Kernberg, 1975; M. H.
Stone, 1981). More recently, it has been viewed as a result of trauma (e.g., Briere, 1992; C. A. Ross,
2000), especially attachment trauma (Blatt & Levy, 2003). These theories are not mutually
exclusive; “borderline personality” is a complex concept and probably multiply determined.

Although the generalizability of most empirical studies of therapy for people with borderline
psychologies is limited to those meeting DSM criteria for BPD, research on treatments for
borderline conditions has been encouraging and has given empirical support to several approaches.
Linehan’s dialectical behavior therapy (e.g., 1993) is often cited as “the” evidence-based therapy for
BPD, but there have also been methodologically rigorous studies (e.g., Bateman & Fonagy, 2004;
Levy et al, 2006) of both Fonagy’s mentalization-based therapy (MBT) and Kernberg’s
transference-focused psychotherapy (TFP)—the latter being the manualized version of the
“expressive therapy” denoted in this book’s first edition. Recently, Young’s schema-focused therapy



(SFT—whence the three-letter acronym rule?!) has been empirically tested (van Asselt et al., 2008).
Differing views of etiology and differing therapy traditions naturally lead to different treatments,
and there is sufficient controversy in the literature on treating borderline clients that a few
paragraphs cannot address all the divergences. Still, it is remarkable how much practical consensus,
despite varied theoretical languages and etiological assumptions, there is about overall principles of
treatment, some of which I summarize here (cf. Paris, 2008).

Safeguarding Boundaries and Tolerating Emotional Intensity

Although borderline patients have more capacity to trust than psychotically organized people do,
and thus rarely require the therapist’s continual demonstration that they are safe in the consulting
room, they may take up to several years to develop the kind of therapeutic alliance that a neurotic
client may feel within minutes of meeting the therapist. By definition, the borderline client lacks an
integrated observing ego that sees things more or less as the therapist does; instead, he or she is
subject to shifting chaotically between different ego states, with no capacity yet for putting disparate
attitudes together. Whereas the psychotic person tends to fuse psychologically with the clinician
and the neurotic one to keep a clear separate identity, the borderline person alternates—
confusingly to self and others—between symbiotic attachment and hostile, isolated separateness.
Both states are upsetting: One raises the specter of engulfment, the other of desertion.

Given this instability of ego state, a critical dimension of treatment with borderline patients is
the establishment of the consistent conditions of the therapy—what Langs (1973) has called the
therapeutic frame. This includes not only arrangements as to time and fee but may also involve
numerous other decisions about the boundaries of the relationship that rarely come up with other
clients. All the mainstream therapies for BPD have mechanisms (contracts, consequences, rules of
the treatment, ways to limit self-destructiveness) to maintain treatment via explicit boundary
conditions. One can be more flexible with either neurotic- or psychotic-level patients.

Common concerns of borderline clients include “Can I call you at home?” “What if I'm
suicidal?” “Will you break confidentiality for any reason?” “How late can I cancel a session without
being charged?” “Can I sleep on the floor in your waiting room?” “Will you write my professor and
say I was too stressed out to take the exam?” Some of these issues are articulated as questions;
others come up in enacted form (e.g., one finds the client sleeping on the waiting room floor). The
possibilities for boundary struggles are limitless with people in the borderline range, and the critical
thing for the therapist to know is not so much what conditions should be set (these may vary
according to the patient’s personality, the therapist’s preferences, and the situation) but that they
must be set, consistently observed, and enforced by specific sanctions if the patient fails to respect
them. It is disturbing to people with separation-individuation issues to be indulged rather than
contained, much as it is to adolescents whose parents do not insist on responsible behavior.
Without explicit limits, they tend to escalate until they find the ones that have been unstated.

Borderline-level clients will often react with anger to the practitioner’s boundaries, but two



therapeutic messages will be received nonetheless: (1) the therapist regards the patient as a grown-
up and has confidence in his or her ability to tolerate frustration, and (2) the therapist refuses to be
exploited and is therefore a model of self-respect. Often, the histories of people in the borderline
range give evidence of their having had ample exposure to the opposite messages; they have been
indulged when regressed (and usually ignored when acting more mature), and they have been
expected to be exploitable and allowed to exploit.

When I first began practicing, I was struck by the amount of deprivation and trauma in the
histories of borderline clients. I tended to see them as hungry and needy more than as aggressive
and angry and I would extend myself beyond my usual limits in the hope of making up for their
hardships. I learned that the more I gave, the more they regressed, and the more I became
resentful. I eventually learned to adhere to my frame, however harsh it might seem in the moment.
I would not let sessions run over, for example, even when the patient had just gone into a state of
intense grief. Instead, I learned to end the session gently but firmly at the regular time and then to
listen in the next meeting for the person’s anger at having been kicked out. When borderline
patients could tell me off about my rigid, selfish rules, I noticed that they did a lot better than when
I was trying to put them into a state of gratitude for my generosity—an inherently infantilizing
position.

Therapists new to work with borderline patients often wonder when all the preconditions of
therapy will finally be worked out, a working alliance created, and the actual therapy begun. It may
be painful to realize that all the work with the conditions of treatment is the therapy. The beginner
wonders when the borderline patient will “calm down.” The intensity of borderline patients will
characterize the work throughout, and it is critical that the therapist be able to tolerate or “contain”
that intensity, even when it involves verbal attacks on the therapist (Bion, 1962; Charles, 2004).
Once a neurotic-type alliance is achieved, the patient by definition will have taken a giant step
developmentally. It is disconcerting to spend so much time on boundary issues, especially when
they stimulate over-the-top reactivity, with people who are often bright, talented, and articulate,
and with whom one naturally wants to get on to other things. Niggling over limits is scarcely what
we envisioned as constituting therapy when we went into this field. Thus, people working with
their first borderline clients may suffer periodic fits of doubt about their competence.

Even for patients who are attracted to psychoanalysis and who want to “go deep,” face-to-face
therapy is generally better for borderline clients. Although not as subject to overwhelming
transferences as psychotically vulnerable people are, they have more than enough anxiety without
the therapist’s being out of their line of vision. Seeing the therapist’s facial affect may also be critical
for the recovery of more difficult patients. In videotaped therapies with clients who had had prior
treatment failures, Krause and his colleagues (e.g., Anstadt, Merten, Ullrich, & Krause, 1997)
found that irrespective of the therapist’s orientation, improvement correlated with the client’s
seeing a “nonmatching” affect on the therapist’s face. For example, when the client’s face showed
shame, the therapist’s might show anger that someone had shamed the client; when there was fear



on the client’s face, the therapist’s might show curiosity about the fear). Also, again because
intensity needs no encouragement in borderline clients, only unusual circumstances (such as the
need for increased support during withdrawal from an addiction) would warrant scheduling
borderline clients at a frequency of more than three times a week, as in classical analysis.

Voicing Contrasting Feeling States

A second thing to attend to with borderline clients is one’s way of speaking. With neurotic patients,
one’s comments may be infrequent, with the goal of being impactful when they occur (“less is
more”). One can talk with healthier clients in a pithy, emotionally blunt way (Colby, 1951;
Fenichel, 1941; Hammer, 1968), noting the underside of some conflict in which the client is aware
of only one feeling. For example, a woman in the neurotic range may be gushing about a friend
with whom she is in a somewhat competitive situation in a way that suggests she is not in touch
with any negative affects. The therapist may say something along the lines of “But you’d also like to
kill her.” Or a man may be going on about how independent and free spirited he is; the therapist
may comment, “And yet you are always worried about what I think of you.”

In these cases, the respective neurotic clients will know that the therapist has revealed a part of
their subjective experience that they had been keeping out of consciousness. Because they can
appreciate that the clinician is not being reductive, is not claiming that the disowned attitude is
their real feeling and that their conscious ideas were illusory, they may feel expanded in their
awareness as a result of the interpretation. They feel understood, even if slightly wounded. But
borderline clients to whom one talks this way will feel criticized and diminished, because unless the
statement is phrased differently, the main message that will be received is “You’re utterly wrong
about what you really feel.” This response derives from their tendency to be in one or another self-
state rather than in a frame of mind that can experience and tolerate ambivalence and ambiguity.

For these reasons, it is common for beginning therapists to think they are expressing solicitous
understanding and to find that the borderline person reacts as if attacked. One way around this
problem is to appreciate that the borderline client lacks the reflective capacity to process an
interpretation as additional information about the self, and that consequently one must provide
that function within the interpretation. So one would have a better chance of being heard as
empathic if one said, “I can see how much Mary means to you. Is it possible, though, that there is
also a part of you—a part that you would not act upon of course—that would like to get rid of her
because she’s in some ways in competition with you?” Or, “You certainly have established that you
have a very independent, self-reliant streak. It’s interesting that it seems to coexist with some
opposite tendencies, like a sensitivity to what I think of you.” Such interventions lack the punch
and beauty of an economy of words, but given the particular psychological problems of borderline
people, they are much more likely than more trenchant formulations to be taken in as intended.

Interpreting Primitive Defenses



A third feature of effective psychoanalytic therapy with patients in the borderline range is the
interpretation of primitive defenses as they appear in the relationship. This work is not different in
principle from ego psychological work with neurotic-level people: one analyzes defensive processes
as they appear in the transference. But because the defenses of a borderline person are so primal,
and because they may come across as entirely different in different ego states, the analysis of their
defenses requires a special approach.

With borderline clients, it is rarely helpful to make “genetic” (historical) interpretations, in
which a transference reaction is linked to feelings that belonged to a figure from the patient’s past.
With neurotic-level clients, one can get a lot of mileage out of a comment like “Perhaps you’re
feeling so angry at me because you’re experiencing me as like your mother.” The patient may agree,
notice the differences between the therapist and the mother, and get interested in other instances
in which this association might have been operating. With borderline patients, reactions can vary
from “So what?” (meaning, “You're a lot like my mother, so why wouldn’t I react that way?”) to
“How’s that supposed to be useful?” (meaning, “You're just talking party-line shrink talk now.
When are you going to get down to helping me?”) to “Right!” (meaning, “Finally you're getting the
picture. The problem is my mother, and I want you to change her!”). Such reactions can leave a
beginning therapist bewildered, disarmed, and deskilled, especially if genetic interpretations were a
helpful aspect of the therapist’s personal experience in psychotherapy.

What can be interpreted with borderline clients is the here-and-now emotional situation. For
example, when anger permeates the therapeutic dyad, it is likely that the patient’s defense is not
displacement or straightforward projection, as it would be in the above example of the neurotic
person with the mother transference; instead, the patient may be using projective identification. He
or she is trying to unload the feeling of “bad me” (Sullivan, 1953) and the associated affect of rage
by putting them on the therapist, but the transfer of image and affect is not “clean”; the client
retains feelings of badness and anger despite the projection. This is the painful price paid by the
borderline person, and inevitably shared by the therapist, for inadequate psychological separation.

Here is a critical difference between borderline clients and both psychotic and neurotic ones.
The psychotic client is sufficiently out of touch with reality not to care whether a projection “fits.”
The neurotic person has an observing ego capable of noticing that he or she is projecting.
Borderline patients cannot quite succeed in getting rid of the feeling being projected. They cannot
take an attitude of indifference about how realistic the projected material is because unlike
psychotics, they have intact reality testing. And they cannot relegate it to the unconscious part of
the ego because, unlike neurotics, they switch states rather than using repression. So they keep
feeling whatever is projected, along with the need to make it fit so that they will not feel crazy. The
therapist gets the client’s anger (or other strong affect), and as the client tries to make the projection
fit by insisting that he or she is angry because the therapist is hostile, also begins to feel a rage at
being misunderstood. Soon, the therapist is hostile. Such transactions account for the bad
reputation borderline clients have among many mental health professionals, even though they are



not always unpleasant people and are usually responsive to good treatment.

The kind of interpretation that may reach a borderline person in such a predicament is
something like “You seem to have a conviction that you are bad. You’re angry about that, and
you’re handling that anger by saying that I am the one who is bad, and that it’'s my anger that
causes yours. Could you imagine that both you and I could be some combination of good and bad
and that that wouldn’t have to be such a big deal?” This is an example of a here-and-now
confrontation of a primitive defense. It represents an effort by the therapist, one that will have to be
repeated in different forms for months at best, to help the patient shift from a psychology in which
everything is black or white, all or nothing, to one in which diverse good and bad aspects of the
self, and a range of emotions, are all consolidated within an overall identity. This kind of
intervention does not come easily to most people, but fortunately, it improves with practice.

Getting Supervision from the Patient

A fourth dimension of work with borderline clients that I have found valuable is asking the
patient’s help in resolving the either/or dilemmas into which the therapist is typically put. This
technique, by which one in effect gets the patient to be one’s supervisor, relates to the all-or-
nothing way in which borderline people construe things. They tend to evoke in a therapist the
sense that there are two mutually exclusive options for responding to a given situation, and that
both would be wrong, for different reasons. Usually there is a test involved (Weiss, 1993) in which
if the therapist acts one way, he or she will fail according to one polarity of the patient’s conflict,
and if the other alternative is chosen, there will be an equal failure of the opposite sort.

For example, I once treated a 22-year-old man with an alcoholic father, who seemed not to
notice his existence, and an overinvolved, anxious, intrusive mother, who took over her son’s life to
the extent of picking out his clothes each day. (I had met the parents and was thus in a position to
know more about the real people who had influenced this man than one often knows with
borderline clients.) As the therapy progressed, this patient would stop speaking for increasing
amounts of time during our sessions. At first, it seemed as if he simply needed the space to get his
thoughts together, but as the silences stretched out to 15 and then 20 minutes at a time, I felt that
something less benign was going on and that I would be remiss in not addressing it.

If this patient had been in the neurotic range, I would have reminded him of his agreement to
keep talking about whatever was on his mind and explored with him what was getting in the way
of his willingness to do that; in other words, I would have done simple resistance analysis. But with
this young man I could feel that something more primitive was going on, involving counterpoised
terrors of engulfment and abandonment, and I knew we did not have enough of a working alliance
for me to approach his silence as I would with a healthier person. If I remained quiet, I was fairly
sure he would feel hurtfully neglected, as by his father; yet if I spoke, I suspected he would
experience me as taking over, like his mother. My quandary at this juncture probably mirrored his

sense that he would be damned if he did talk and damned if he didn’t.



After trying for a while to figure out which intervention would be the lesser evil, it occurred to
me to ask him to help me solve the problem. At least that way, whatever came out of our
interaction would have an element of his autonomy in it. So I asked him how he wanted me to
respond when he went into a long silence. He answered that he guessed he wanted me to ask him
questions and to draw him out. I then commented that I would be glad to do that, but that he
should know that I might be way off base in my pursuit of what he was thinking about since when
he was quiet, I had no idea what was on his mind. (There had been evidence in the dreams and
fantasies he had reported, while still talking, that he believed that others, like the fantasied
omniscient mother of early infancy, could read his mind. I wanted to send a contrary and more
realistic message.)

He brightened up and on that basis changed his mind, deciding I should wait until he felt
ready to talk. He then came for three sessions in a row in which he greeted me cheerfully, sat
down, said nothing for 45 minutes, then departed politely when I said our time was up.
Interestingly, whereas I had been in a miserable internal state before I got him to supervise me in
this way, I was at peace with his silence afterward. A couple of years later, he was able to tell me
that my willingness to take his direction marked the beginning of his ability to feel like a separate
person in the presence of someone else. This approach thus reduces the therapist’s immediate
uneasiness; more important, it models an acceptance of uncertainty, affirms the patient’s dignity
and creativity, and reminds both parties nonjudgmentally of the cooperative nature of the work.

It is important in such interventions to talk from the perspective of one’s one own motives
rather than the patient’s inferred motives. The value of “I-statements” is as great here as when one
argues with a lover or friend. There is a huge difference between being on the receiving end of
“You’re putting me in a bind” or “You’re setting it up so that whatever I do is wrong” and hearing
“I'm trying to do right by you as your therapist, and I find myself feeling in a bind. I worry that if I
do X, I'll be unhelpful in one direction, and if I do Y, I'll disappoint you in another.”

Promoting Individuation and Discouraging Regression

People with borderline psychologies need empathy as much as anyone else, but their mood changes
and ego-state fluctuations make it hard for clinicians to know how and when to convey it. Because
they tend to evoke loving countertransferences when they are depressed or frightened, and hateful
ones when they act antagonistically, one may find oneself inadvertently rewarding them for
regression and punishing them for individuation. Therapists trained to work with neurotic-level
patients by fostering a contained regression may, out of habit, evoke some of the least healthy
responses of borderline clients. An appreciation of their psychology helps us to act somewhat
counterintuitively; that is, to be relatively nonresponsive to states of subjective helplessness and to
show appreciation for assertiveness—even when it takes the form of angry opposition.

As I mentioned in Chapter 3, Masterson (1976) noted that when borderline clients, whose
mothers he saw as having rewarded their clinging, are in a regressed, dependent relationship, they



feel safe. When alone, they suffer an anguished desperation that he called “abandonment
depression.” His observations comport with those of researchers in attachment (e.g., M. Main,
1995), who have related some insecure attachment patterns to an anxious, autonomy-impeding
mothering style. Because separateness is eventually empowering, Masterson urged therapists to
behave with borderline patients conversely from the way their mothers purportedly had; namely, to
confront regressive and self-destructive behaviors actively (e.g., “Why would you want to pick up
men at bars?”) and to endorse empathically any efforts toward autonomy and competence (e.g.,
“I'm glad to see you can tell me off when I make you angry”). He advised us not to reward the
clinging that gives the patient no basis for self-esteem, and to take pains to see the forward-moving,
adaptive elements in even aggravating manifestations of self-assertion. At first such a posture may
feel a bit contrived, but as one sees clients respond, it may become more integrated and authentic
to one’s therapeutic style.

Interpreting during Quiescence

Pine (1985) contributed an important dictum to our literature on working with clients who struggle
over separation and individuation: “Strike when the iron is cold.” With many neurotic-level people,
the best time to make interpretations is when the patient is in a state of emotional arousal, so that
the content of the therapist’s observation is not intellectualized and the affective power of the issues
being addressed is unmistakable. With borderline clients, the opposite consideration applies,
because when they are in a state of heightened emotionality, they are too upset to take anything in.
One can comment on what happened in their rage or panic or desperate regression, but only after
that state is over and they are internally reassured of having recovered from such a disturbing
intensity of feeling.

Thus one might say to a borderline patient, “I was thinking. What you’re talking about now,
your tendency to feel murderous envy and to attack people when you’re in that state . . . was
something like that part of your outburst at me last week? It felt as if whatever I offered you, you
had to destroy it.” In a state of emotional repose, a borderline client may be willing—even relieved
—to hear that the therapist has named such a dynamic and tried to understand it. But in a state of
intense feeling, the patient may receive such a comment not only as condemnation but also as an
effort to dismiss passionately held attitudes as if they were contemptible. Telling someone in the
throes of an envious rage that he or she is trying to destroy the therapist may increase the person’s
helpless fury and shame over having such raw impulses. Talking about it later may be fruitful.

Respecting Countertransference Data

A final aspect of the implications of a borderline diagnosis for psychotherapy concerns the central
role of the therapist’s understanding of countertransference. Much more than neurotic-level
people, borderline clients communicate through powerful and unverbalized affect transmission,
probably via the early right-brain-to-right-brain communication characteristic of parents and



infants (Schore, 2003a). By this I mean that even though they may talk freely in therapy, the most
vital communications they send are often not in the content of their words but in the “background
music” of their emotional state. The intuitive, affective, and imaginal responses of therapists when
sitting with a borderline patient can often provide better data about the essence of what is going on
between the two people than either cognitive reflection on the content of the patient’s
communication or recourse to ideas on theory and technique.

When one suddenly feels bored, or in a rage, or panicky, or overwhelmed with the wish to
rescue, or diverted by sexual images, something is probably going on that says something important
about the client’s internal state. For example, a paranoid man, in treatment with a young woman, is
in a state of self-righteous indignation about mistreatment by some authority. The therapist notices
that she feels weak, small, fearful of the patient’s criticism, and distracted by fantasies of being
attacked. She should consider the possibility that what she is feeling is a split-off, disowned part of
the patient that is being projected into her in an almost physical way. If that idea seems reasonable
after some reflection, it may be therapeutic (to both parties!) for her to say something like “I know
that you are in touch with feeling angry and energized, but I think there may also be a part of you
that feels weak, anxious, and fearful of being attacked.”

This area of the informational value of countertransference is a tricky one. Not every passing
thought and emotion that one feels in the presence of a borderline patient was “put” there by the
patient. At our worst, we can do harm in the name of concepts like projective identification and co-
construction; I have even heard of therapists getting into hassles with borderline clients over whose
“fault” it is that the therapist is having strong reactions. I do not want to feed anyone’s
rationalizations in this direction. Decades of clinical work suggests that countertransference, like
transference, is a mixture of internally generated and externally stimulated material, sometimes
weighted more in one direction, sometimes more in the other (Gill, 1983; Jacobs, 1991; Roland,
1981; Sandler, 1976; Tansey & Burke, 1989). In our therapeutic role we should be insightful about
our own dynamics and take responsibility for our reactions, even when they are being provoked by
a patient’s incursions on our equanimity. And even interpretations that we feel sure are valid
should be offered in a way that invites clients to take issue if they disagree.

The extreme converse attitude, that one should regard countertransference as solely one’s
“own stuff,” can also be inimical to clinical progress. Some psychoanalytic supervisors put so much
stress on their students’ understanding of their own dynamics that they foster a distracting degree
of self-consciousness. No emotional energy is left over for reflecting on what can be learned about
the patient from one’s responses. A kind of navel gazing comes to substitute for real relatedness,
and people of talent and compassion become reluctant to trust what are often excellent natural
instincts because they fear they are acting something out. If in the above example, for instance, the
therapist had handled her countertransference with self-examination alone, reflecting on how she
has a vulnerability to feeling small and frightened in the presence of angry men who remind her of
her critical father, there would be little to do therapeutically with such an insight. It might help her



to contain defensive reactions, an achievement not to be disdained, but it would not guide the
therapist toward what she could actively do to help the patient. The worst thing that can happen if
we mistake our own feelings for a client’s is that we will be wrong, and if interpretations are made
in a tone of hypothesis rather than pronouncement, the patient will be glad to point out our errors.

Different writers emphasize different aspects of tone with borderline patients. My own style,
one that fits my own personality, is to be more emotionally “real” with borderline patients than
with neurotic-level ones. Trying to act “neutral” with them, especially when they are self-harming,
tends to sound stiff and false. For example, a therapist has been working for weeks to reduce a
young woman’s tendency for self-harm and is just beginning to see progress. Then the client comes
in, smiles coyly, and says, “Well, I know we’ve been working on this, but I cut myself again.” Or “I
know you think I should always use condoms, but I did have unprotected sex with a guy this week
that I met in a bar. I don’t think he’s HIV positive, though; he seems nice. Are you angry at me?”
At such points, a hot rage may start to burn in one’s gut.

I have learned that it is not helpful to say, as if one could be dispassionate, “So tell me about
your fantasies about my reaction,” as one might with a neurotic-level person who had acted out
and feared disapproval. Instead, it is better to say something like “Well, you know it’s my job to try
to help you be less self-destructive, so when I hear that you've been more self-destructive, it does
get to me. What's it like for you when I get irritated at your behavior?” As Karen Maroda (1999)
has emphasized, it does not usually close the patient down when the therapist is able to show some
emotion—especially borderline patients, who know they are difficult.

A book on diagnosing individuals takes by definition a one-person perspective of trying to
understand what is consistent about the patient in any relationship. And I have argued, contra
some relational arguments, that this is a valuable perspective (cf. Chodorow, 2010). But in
treatment, it is important to remember the psychological equivalent of the Heisenberg principle:
When we are observing something, we are part of what is being observed. When we are with a
patient, we are relating to a person as he or she exists in the situation of being with us. What we are
learning about the emotional brain, about right-brain-to-right-brain communication, about the
intersubjective nature of all interaction, reveals that the image of any person as an autonomous
individual whom one is “objectively” observing is a fiction (Wachtel, 2010). The fact that all
relationships are co-constructed means that one must own one’s own contribution to whatever goes
on. Attunement to that fact may be particularly important with borderline clients, who struggle
with humiliation and may be relieved by the therapist’s sharing responsibility for what goes on in
the dyad.

This concludes what I can say in a primer about implications of developmental level for
treatment. I have only scratched the surface. If this were a treatise on technique per se, each level
would merit at least a chapter, or better yet, would be the subject of its own book. And as if the
above issues were not complex enough, let me now introduce the topic of the interaction of
developmental and typological categories of personality structure and their complex relationship.



INTERACTION OF MATURATIONAL AND TYPOLOGICAL
DIMENSIONS OF CHARACTER

Figure 4.1 sets out visually the ways in which many analytically oriented therapists implicitly map
out their patients’ personality structures. The developmental axis, though divided into the three
main categories of organization, is actually a continuum, with differences of degree that gradually
become great enough to warrant conceptualization as differences of kind. We all fluctuate in terms
of our maturational state; under enough stress an optimally healthy person can have a temporary
psychotic reaction; and even the most delusional schizophrenic has moments of utter lucidity.
Many of the typological categories that cross the maturational axis should be familiar, even though
they will not be discussed systematically until later in this book. In Chapters 5 and 6 I cover in
detail the concept of defense, since the personality configurations on the typological axis represent
the habitual use of one defense or one cluster of defenses.

In every category on the horizontal axis, there is a range of character pathology from the
psychotic to the neurotic-healthy areas. Yet people are not evenly distributed along all points of
each continuum. Those categories that represent the habitual use of a more primitive defense will
“load” more toward the psychotic end of the continuum; paranoid people, for example, who by
definition depend on denial and projection, will be more common at the lower rather than at the
upper end of the developmental axis. Those typological categories representing reliance on more
mature defenses will load more toward the neurotic pole; a greater proportion of obsessional
people, for example, will be at the neurotic end of the obsessive dimension than at the psychotic
pole. Most character patterns that are maladaptive enough to be considered a DSM personality
disorder, rather than just a personality style, are likely to be in the borderline range.

Anyone’s life experience with a diversity of human beings gives evidence that it is possible for
someone to have a high degree of ego development and identity integration and still handle
anxieties with a primitive defense. Again taking the case of people with significant paranoia, most of
us can think of individuals whose personalities are distinctly paranoid but who have good ego
strength, clarity about their existence as individuated human beings, an elaborated and
consolidated identity, and enduring relationships. They often find a home in professions like
detective work or covert operations in which their paranoid tendencies work to advantage. The fact
that healthier paranoid people do not usually seek psychotherapy (a fact intrinsically related to their
paranoia) does not mean that they are not out there. The frequency with which people seek
therapy and thereby get into mental health statistics is not the same across different types of
personality because the categories reflect important differences in areas like one’s disposition to
trust, inclination to hope, willingness to part with money for nonmaterial benefits, and so forth.

Correspondingly, ordinary life experience also suggests that it is possible for people to rely
centrally on a “mature” defense like intellectualization and nevertheless have poor reality testing,
inadequate separateness, limited identity integration, and unsatisfying object relationships. Thus,



whereas healthier obsessive people may be easier to find than those with psychotic leanings, any
intake worker in an inpatient facility has seen people whose penchant for intellectualizing has
crossed the line into delusion.

It is often more important clinically to have a sense of a client’s overall developmental level
than it is to identify his or her most appropriate typological descriptor. Since flexibility of defense is
one aspect of psychological health, people in the higher ranges rarely exemplify one pure
personality type. But both areas of assessment are important, as will be exemplified in certain
instances of differential diagnosis that I cover in Chapters 7 through 15.

Typological Dimension

Psychopathic
Marcissistic
Schizoid
Parancid
Depressive
Maszochistic
Obsessive
compulsive
Hystencal
Other

Developmental
Dimension T

Mevrotic-to-healthy level
Identity integration
and ofyect constancy
Freudian oedipal
Erksonian initiative
versus guill

Bordering level
Separation-individuation
rreudian anal
Erikgonian autonamy
VEersus shame
and doubt

Paychaotic level

Symbiosis

Freudian aral

Erikgonian basic trust
varsus mistrust

FIGURE 4.1. Developmental and typological dimensions of personality.

SUMMARY

The subject of this chapter has been the implications for therapy of whether a given client is mainly
neurotic, psychotic, or borderline characterologically. Neurotic-level people are usually good
candidates for either psychoanalysis or traditional exploratory therapies; their ego strength also
makes them responsive to many other kinds of intervention.

Patients at a symbiotic—psychotic level usually need supportive therapy, characterized by,
among other things, an emphasis on safety, respect, honesty, education, and attention to the effects
of particular stresses.

Patients at a borderline level are most helped by modes of working in which boundaries are
fastidiously maintained, contrasting ego states named, and primitive defenses interpreted. The
patient’s help may be solicited to resolve impasses. Interventions that are useful to borderline



patients discourage regression and support individuation. The therapist builds understanding
during periods of quiescence and respects information contained in countertransference.

Finally, character structure was diagrammed on two axes in order to illustrate graphically the
principle of appreciating both developmental and typological dimensions of personality.

SUGGESTIONS FOR FURTHER READING

The standard text on classical psychoanalysis with neurotic-level people is still Greenson’s The
Technique and Practice of Psychoanalysis (1967). Schafer’s The Analytic Attitude (1983) articulates
aspects of therapy that conventional books leave out. Among the texts on therapy that try to be
generic across levels of character organization, I recommend those by Fromm-Reichmann (1950),
Hedges (1992), Pine (1985), Charles (2004), and my own text (McWilliams, 2004). The most
readable book on therapy across developmental levels from an object relations perspective is
probably Horner’s Psychoanalytic Object Relations Therapy (1991). E. S. Wolf’s Treating the Self
(1988) gives a particularly useful self psychology perspective. Good relationally oriented texts
include Maroda’s Psychodynamic Techniques (2010) and Safran’s research-based primer (in press).

The best writing I know of about working with psychotic-level patients—and good sources in
this area are much scarcer—includes work by Arieti (1955), Searles (1965), Lidz (1973), Karon and
VandenBos (1981), Selzer and his colleagues (1989), and Geekie and Read (2009). The text by
Alanen and colleagues (2009) is a good overview of psychotherapy with schizophrenia. The long-
standing need for comprehensive books on supportive therapy has been filled by Rockland (1992)
and Pinsker (1997). For a moving account of recovery from schizophrenia from the patient’s
perspective, see the classic I Never Promised You a Rose Garden, by Hannah Green (1964), the
pseudonym of the still-healthy Joanne Greenberg, who was treated by Freida Fromm-Reichmann.

The literature on the therapies for borderline personality organization is confusing because of
the diversity of approaches to conceptualizing borderline clients. Hartocollis’s (1977) edited volume
is useful for the historical context of the concept. Among the more classic psychoanalytic
contributions to technique, Masterson’s work, which has the virtue of being gracefully written, is
perhaps best summarized in his 1976 book. G. Adler’s (1985) contribution is a readable overview of
a more self psychologically influenced way of understanding and treating people in this group.

Kernberg’s research group (Clarkin et al., 2006) has published a comprehensive manual on
transference-focused therapy, with emphasis on primitive defenses, especially splitting. Bateman
and Fonagy’s Mentalization-Based Treatment for Borderline Personality Disorders (2004) similarly
synthesizes knowledge gleaned from a long program of research and practice, with emphasis on
cognitive and attachment deficits. Linehan’s cognitive-behavioral work (e.g., 1993), which
emphasizes the affect dimension of borderline experience, is accessibly written and clinically useful
by therapists of all orientations.



5

Primary Defensive Processes

In this chapter and the next, I cover the major common defenses. The concept of defense

has been central to psychoanalytic character diagnosis. The major diagnostic categories that have
been used by analytic therapists to denote personality types refer implicitly to the persistent
operation in an individual of a specific defense or constellation of defenses. Thus, a diagnostic label
is a kind of shorthand for a person’s habitual defensive pattern.

The term “defense” is in many ways unfortunate. What we refer to as defenses in adults begin
as global, inevitable, adaptive ways of experiencing the world. Freud is responsible for originally
observing and naming some of these processes; his choice of the term “defense” reflects at least two
aspects of his thinking. First, he was fond of military metaphors. When he was trying to make
psychoanalysis palatable to a skeptical public, he frequently made analogies, for pedagogical
purposes, comparing psychological operations to army tactical maneuvers, or compromises over
military objectives, or battles with complex outcomes.

Second, when he first encountered the most dramatic and memorable examples of processes
that we now call defenses (repression, conversion, dissociation) he saw them when they were
operating in their defensive function. The emotionally damaged, predominantly hysterical people
he first became fascinated by were trying to avoid reexperiencing what they feared would be
unbearable pain. They were doing so, Freud observed, at a high cost to their overall functioning.
Ultimately it would be better for them to feel fully the overwhelming emotions they were afraid of,
thereby liberating their energies for getting on with their lives. Thus, the earliest context in which
the defenses were talked about was one in which the doctor’s task was to diminish their power.

Construed that way, the therapeutic value of weakening or breaking down a person’s
maladaptive defenses was self-evident. Unfortunately, in the climate of excitement surrounding
Freud’s early observations, the idea that defenses are somehow by nature maladaptive spread
among the lay public, and the word acquired an undeservedly negative cast. Calling someone
“defensive” is universally understood to be a criticism. Analysts also use the word in that way in
ordinary speech, but when they are discussing defense mechanisms in a scholarly, theoretical way,
they do not necessarily assume that anything pathological is going on when a defense is operating.
In fact, analytically influenced therapists have sometimes understood certain problems, notably
psychotic and close-to-psychotic “decompensations,” as evidence of insufficient defenses.



The phenomena that we refer to as defenses have many benign functions. They begin as
healthy, creative adaptations, and they continue to work adaptively throughout life. When they are
operating to protect the self against threat, they are discernible as “defenses,” a label that seems
under those circumstances to fit. The person using a defense is generally trying unconsciously to
accomplish one or both of the following: (1) the avoidance or management of some powerful,
threatening feeling, usually anxiety but sometimes overwhelming grief, shame, envy, and other
disorganizing emotional experiences; and (2) the maintenance of self-esteem. The ego psychologists
emphasized the function of defenses in dealing with anxiety; object relations theorists, who focus
on attachment and separation, introduced the understanding that defenses operate against grief as
well; and self psychologists have stressed the role of defenses in the effort to maintain a strong,
consistent, positively valued sense of self. Analysts in the relational movement have emphasized the
shared nature of defenses that emerge in couples and systems.

Psychoanalysts assume, although this is seldom explicitly stated, that we all have preferred
defenses that have become integral to our individual styles of coping. This preferential and
automatic reliance on a particular defense or set of defenses is the result of a complex interaction
among at least four factors: (1) one’s constitutional temperament, (2) the nature of the stresses that
one suffered in early childhood, (3) the defenses modeled—and sometimes explicitly taught—by
parents and other significant figures, and (4) the experienced consequences of using particular
defenses (in the language of learning theory, reinforcement effects). In psychodynamic parlance,
the unconscious choice of one’s favorite modes of coping is “overdetermined,” expressing the
cardinal analytic principle of “multiple function” (Waelder, 1960).

Defenses have been extensively researched. Phoebe Cramer (2008) has reviewed empirical
findings supporting seven core psychoanalytic observations; namely, that defenses (1) function
outside of awareness; (2) develop in predictable order as children mature; (3) are present in normal
personality; (4) become increasingly used in times of stress; (5) reduce the conscious experience of
negative emotions; (6) operate via the autonomic nervous system; and (7) when used excessively,
are associated with psychopathology. Substantial agreement exists among psychoanalytic scholars
that some defenses are less developmentally mature than others (Cramer, 1991; Laughlin, 1970;
Vaillant et al., 1986). Cramer (2006) has demonstrated, for example, that denial occurs very early,
projection develops later, and identification arrives still later (though I discuss here the archaic
precursors of both projection and identification as primary defensive processes). In general,
defenses that are referred to as “primary” or “immature” or “primitive” or “lower order” involve the
boundary between the self and the outer world. Those conceived as “secondary” or “more mature”
or “advanced” or “higher order” deal with internal boundaries, such as those between the ego or
superego and the id, or between the observing and the experiencing parts of the ego.

Primitive defenses operate in a global, undifferentiated way in a person’s total sensorium,
fusing cognitive, affective, and behavioral dimensions, whereas more advanced ones make specific
transformations of thought, feeling, sensation, or behavior, or some combination of these. The



conceptual division between more archaic and higher-order defenses is somewhat arbitrary. Ever
since Kernberg (e.g., 1976) called attention to borderline clients’ use of archaic forms of projection
and introjection (a precursor of identification), however, many therapists have followed him in
identifying the following defenses as intrinsically “primitive”: withdrawal, denial, omnipotent
control, primitive idealization and devaluation, projective and introjective identification, and
splitting. In 1994 I suggested adding extreme forms of dissociation to that list. And now, based on
the work of Vaillant (e.g., Vaillant et al., 1986) and other researchers with which I was not so
familiar in 1994, and at the suggestion of several colleagues, I have added somatization, acting out,
and sexualization to the more primitive defenses. There are mature expressions of those processes,
but that is also true of some other lower-order defenses, such as primitive idealization and
withdrawal.

To be considered primary, a defense typically has two qualities associated with the preverbal
phase of development: a lack of attainment of the reality principle (see Chapter 2) and a lack of
appreciation of the separateness and constancy of those outside the self. For example, denial is
thought to be a manifestation of a more primitive process than repression. For something to be
repressed, it has to have been known in some way and then consigned to unconsciousness. Denial
is an instant, nonreflective process. “This is not happening” is a more magical way of dealing with
something unpleasant than “This happened, but I'll forget about it because it’s too painful.”

Similarly, the defense mechanism known as “splitting,” in which a person segregates
experiences into all-good and all-bad categories, with no room for ambiguity and ambivalence, is
considered primitive because it is believed to derive from a time before the child has developed
object constancy. The perception of mother when one feels gratified is thought to be an overall
sense of “good mother,” whereas the perception of the same person when one is frustrated is “bad
mother.” Before the infant is mature enough to appreciate the reality that it is the same person in
each situation, one whose presence sometimes feels good and sometimes feels bad, we assume each
experience has a kind of total, discrete, defining quality. In contrast, a defense like rationalization is
considered mature because it requires some sophisticated verbal and thinking skills and more
attunement to reality for a person to make up reasonable explanations that justify a feeling.

Many defensive processes have more primitive and more mature forms. For example,
“idealization” can denote an unquestioning, worshipful conviction that another person is perfect, or
it can refer to a subtle, subdued sense that someone is special or admirable despite some visible
limitations. “Withdrawal” can refer to the full renunciation of reality in favor of a psychotic state of
mind, or it can refer to a mild tendency to deal with stress by daydreaming. For this chapter on
primitive defenses, I have called a defense “extreme” if it also has more mature manifestations.

The so-called primitive defenses are ways we believe the infant naturally perceives the world.
These ways of experiencing live on in all of us, whether or not we have significant psychopathology;
we all deny, we all split, we all have omnipotent strivings. Such processes pose a problem only if we
lack more mature psychological skills or if these defenses are used to the exclusion of possible



others. Most of us also supplement them with more sophisticated means of processing anxiety and
assimilating a complex and disturbing reality. It is the absence of mature defenses, not the presence of
primitive ones, that characterizes borderline or psychotic structure.

It is much harder to describe the primitive defenses than the more advanced ones. The fact
that they are preverbal, prelogical, comprehensive, imaginal, and magical (part of primary process
thought) make them extremely hard to represent in prose; in fact, the representation of preverbal
processes in words is to some degree an oxymoron. The following summary gives an overview of
those defenses that are conventionally understood as primary.

EXTREME WITHDRAWAL

An infant who is overstimulated or distressed will often simply fall asleep. Withdrawal into a
different state of consciousness is an automatic, self-protective response that one sees in the tiniest
of human beings. Adult versions of the same process can be observed in people who retreat from
social or interpersonal situations, substituting the stimulation of their internal fantasy world for the
stresses of relating to others. A propensity to use chemicals to alter one’s consciousness can also be
considered a kind of withdrawal. Some professionals, including contributors to recent editions of
the DSM, prefer the term “autistic fantasy” to withdrawal; this label refers to a specific version of
the general tendency to shrink from personal contact.

Some babies are temperamentally more inclined than others toward this way of responding to
stress; observers of infants have sometimes noted that it is the babies who are especially sensitive
who are most likely to withdraw. People with this constitutionally impressionable disposition may
generate a rich internal fantasy life and regard the external world as problematic or affectively
impoverished. Experiences of emotional intrusion or impingement by caregivers and other early
objects can reinforce withdrawal; conversely, neglect and isolation can also foster that reaction by
leaving a child dependent on what he or she can generate internally for stimulation. Schizoid
personality styles are the characterological outcome of reliance on the defense of withdrawal.

The obvious disadvantage of withdrawal is that it removes the person from active participation
in interpersonal problem solving. People with schizoid partners are frequently at a loss as to how to
get them to show some kind of emotional responsiveness. “He just fiddles with the TV remote
control and refuses to answer me” is a typical complaint. People who chronically withdraw into
their own minds try the patience of those who love them by their resistance to engaging on a
feeling level. Those with serious emotional disturbance are hard to help because of their apparent
indifference to the mental health workers who try to win their attention and attachment.

The main advantage of withdrawal as a defensive strategy is that while it involves a
psychological escape from reality, it requires little distortion of it. People who depend on
withdrawal console themselves not by misunderstanding the world but by retreating from it.
Consequently, they may be unusually sensitive, often to the great surprise of those who write them



off as dull nonparticipants. And despite their lack of a disposition to express their own feelings, they
may be highly perceptive of feelings in others. On the healthier end of the schizoid scale, one finds
people of remarkable creativity: artists, writers, theoretical scientists, philosophers, religious mystics,
and other highly talented onlookers whose capacity to stand aside from ordinary convention gives
them a unique capacity for original commentary.

DENIAL

Another early way in which infants can handle unpleasant experiences is by refusing to accept that
they are happening. Denial lives on automatically in all of us as our first reaction to any
catastrophe; the initial response of individuals who are informed of the death of someone
important to them is typically “Oh, no!” This reaction is the shadow of an archaic process rooted in
the child’s egocentrism, in which a prelogical conviction that “If I don’t acknowledge it, it isn’t
happening” governs experience. It was processes like this one that prompted Selma Fraiberg to title
her classic popular book on early childhood The Magic Years (1959).

Examples of people for whom denial is a bedrock defense are the Pollyana-like individuals who
insist that everything is always fine and for the best. The parents of one of my patients continued to
have one child after another even after three of their offspring had died from what any parents not
in a state of denial would have realized was a genetically implicated affliction. They refused to
mourn for the dead children, ignored the suffering of their two healthy sons, resisted advice to get
genetic counseling, and insisted that their condition represented the will of God, who knew what
was best for them. Experiences of rapture and overwhelming exhilaration, especially when they
occur in situations in which most people would perceive some negative aspects to their
circumstances, are similarly assumed to reflect the operation of denial.

Most of us occasionally use denial, with the worthy aim of making life less unpleasant, and
many people use it frequently in dealing with specific stresses. A person whose feelings get hurt in
situations in which it is inappropriate or unwise to cry is more likely to deny the hurt feelings than
to acknowledge them fully and inhibit the crying response consciously. In crises or emergencies, a
capacity to deny emotionally that one’s survival is at risk can be lifesaving: Denial may permit the
most realistically effective and even heroic actions. Every war brings tales of those who “kept their
heads” in terrifying, life-threatening conditions, and saved themselves and their fellows.

Less benignly, denial can contribute to the contrary outcome. An acquaintance of mine refuses
to get annual Pap smears, as if by ignoring the possibility of cancer she can magically avoid it.
Spouses who deny that their abusive partner is dangerous, alcoholics who insist they have no
drinking problem, mothers who ignore the evidence of sexual molestation of their daughters,
elderly people who will not give up a driver’s license despite obvious impairment—all are familiar
examples of denial at its worst. This psychoanalytic concept has made its way more or less
undistorted into everyday language, partly because the word “denial” is, like “withdrawal,” not



jargonized and partly because it is a concept of singular significance to 12-step programs and other
enterprises that attempt to confront people on their use of this defense and thereby help them out
of whatever hell it has created for them.

A component of denial can be found in the operation of most of the more mature defenses.
Take, for instance, the consoling belief that the person who rejected you really desired you but was
not ready for a full commitment. Such a conclusion includes denial that one was rejected as well as
the more sophisticated excuse-making activity that we refer to as rationalization. Similarly, the
defense of reaction formation, in which an emotion is turned into its opposite (e.g., hatred into
love), constitutes a specific and more complex type of denial of the feeling being defended against
than a simple refusal to feel that emotion.

The clearest example of psychopathology defined by the use of denial is mania. In manic states,
people may deny to an astonishing degree their physical limitations, their need for sleep, their
financial exigencies, their personal weaknesses, even their mortality. Where depression makes the
painful facts of life supremely unignorable, mania makes them seem insignificant. Analysts may
refer to those who use denial as their main defense as hypomanic (the “hypo” prefix, meaning “a
little” or “somewhat,” distinguishes them from those who suffer full manic episodes). They have
also been termed “cyclothymic” (“alternating emotion”), because of their tendency to cycle between
manic and depressed moods, usually short of diagnosable bipolar illness. We understand this
oscillation as the repetitive use of denial followed by its inevitable collapse as the person becomes
exhausted in the manic condition. Although this personality diagnosis has not been in the DSM
since its second edition because of a decision to put all mood-related phenomena into a “mood
disorders” section, it is described in the PDM and in Chapter 11.

As with most primitive defenses, unmodified denial in adults is usually cause for concern.
Nonetheless, mildly hypomanic people can be delightful. Many comedians and entertainers show
the quick wit, the elevated energy, the playfulness with words, and the infectious high spirits that
characterize those who successfully screen out and transform painful affects for long periods of
time. Yet the depressive underside of such people is often visible to their closer friends, and the
psychological price exacted by their manic charm is often not hard to see.

OMNIPOTENT CONTROL

For the newborn, the world and the self are felt more or less as one. Fonagy’s research (Fonagy et
al., 2003) suggests that infants live for about 18 months in a mental state of “psychic equivalence,”
in which the external world is felt as isomorphic with the internal one. Piaget recognized this
phenomenon (e.g., 1937) in his concept of “primary egocentrism” (a cognitive phase roughly
equivalent to Freud’s [1914b] “primary narcissism,” during which primary process thought
prevails). It may be that the source of all events is understood by the newborn as internal in some
way; that is, if the infant is cold, and a caregiver perceives this and provides warmth, the baby has



some preverbal experience of its having magically elicited the warmth. The awareness that there is a
locus of control in separate others, outside the self, has not yet developed.

A sense that one can influence one’s surroundings, that one has agency, is a critical dimension
of self-esteem, one that may begin with infantile and unrealistic but developmentally normal
fantasies of omnipotence. It was Sandor Ferenczi (1913) who first called attention to the “stages in
the development of a sense of reality.” He noted that at the infantile stage of primary omnipotence
or grandiosity, the fantasy that one controls the world is normal; that this naturally shifts, as the
child matures, to a phase of secondary or derived omnipotence in which one or more caregivers are
believed to be all-powerful; and that eventually, the maturing child comes to terms with the
unattractive fact that no one’s potency is unlimited. A precondition for the mature adult attitude
that one’s power is not boundless may be, paradoxically, the opposite emotional experience in
infancy: a secure enough early life that one can freely enjoy the developmentally appropriate
illusions of, first, one’s own omnipotence, and second, that of those on whom one depends.

Some healthy residues of the sense of infantile omnipotence remain in all of us and contribute
to feelings of competence and effectiveness in life. There is a natural kind of “high” that we feel
when we effectively exert our will. Anyone who has ever “had a hunch” about impending luck and
then won some kind of gamble knows how delicious is the sense of omnipotent control. The
conviction that individuals can do anything they set their mind to is a piece of American ideology
that flies in the face of common sense and most human experience, but it nonetheless can be a
powerfully positive and self-fulfilling fiction.

For some people, the need to feel a sense of omnipotent control, and to interpret experiences as
resulting from their own unfettered power, remains compelling. If one’s personality is organized
around seeking and enjoying the sense that one has effectively exercised one’s power, with all other
practical and ethical concerns relegated to secondary importance, one’s personality is in the
psychopathic range (“sociopathic” and “antisocial” are terms of later origin). Psychopathy and
criminality are overlapping but not equivalent categories (Hare, 1999). Nonprofessionals frequently
assume that most criminals are psychopaths and vice versa. Yet many people who rarely break the
law have personalities driven by the defense of omnipotent control, as in the corporate “snakes in
suits” described by Babiak and Hare (2007). They use conscious manipulation as a primary way of
avoiding anxiety and maintaining self-esteem.

“Getting over on” others is a central preoccupation and pleasure of individuals whose
personalities are dominated by omnipotent control (Bursten, 1973a). Such people are common in
enterprises that require guile, a love of stimulation or danger, and a willingness to subordinate
other concerns to the central objective of making one’s influence felt. They can be found in
leadership roles in business, in politics, in covert operations, among cult leaders and evangelists, in
the advertising and entertainment industries, and in other walks of life where the potential to wield
raw power is high. Once when I was consulting at a military base, making myself available for
anyone who wanted to confer on a question within my expertise, the commander of the base



wanted an hour with me. His question was “How can we prevent psychopaths from becoming
generals?”

EXTREME IDEALIZATION AND DEVALUATION

Ferenczi’s formulation about how early fantasies of omnipotence of the self are gradually replaced
by fantasies of the omnipotence of one’s caregivers continues to be valuable. One can see how
fervently a young child would need to believe that Mommy or Daddy can protect him or her from
all the dangers of life. As we get older, we forget how frightening it is to children to confront for the
first time the realities of hostility, vulnerability to illness and harm, mortality, and other terrors (C.
Brenner, 1982). One way that youngsters cushion themselves against these overwhelming fears is to
believe that someone, some benevolent, all-powerful authority, is in charge. (In fact, this wish to
believe that the people who are running the world are somehow more inherently wise and
powerful than ordinary, fallible human beings lives on in most of us and can be inferred by our
degree of upset whenever events remind us that such a construction is only a wish.)

The conviction of young children that their mother or father is capable of superhuman acts is
the great blessing and curse of parenthood. It is an undisputed advantage in the boo-boo curing
department, and there is nothing more touching than a child’s total and loving trust, but in other
ways it creates in parents a barely controllable exasperation. I remember one of my daughters, then
about 2%, throwing a full-scale tantrum when I tried to explain that I could not make it stop
raining so that she could go swimming.

We all idealize. We carry remnants of the need to impute special value and power to people on
whom we depend emotionally. Normal idealization is an essential component of mature love
(Bergmann, 1987). And the developing tendency over time to deidealize or devalue those to whom
we have childhood attachments seems to be a normal and important part of the separation-
individuation process. It would be unusual for an 18-year-old to leave home feeling it is a much
better place than the life that awaits. In some people, however, the need to idealize seems relatively
unmodified from infancy. Their behavior shows evidence of the survival of archaic and rather
desperate efforts to counteract internal terror by the conviction that some attachment figure is
omnipotent, omniscient, and omnibenevolent, and that through psychological merger with this
wonderful Other, they are safe. They also hope to be free of shame: A by-product of idealization
and the associated belief in perfection is that imperfections in the self are harder to bear; fusion
with an idealized object is an attractive remedy.

Longings for the omnipotent caregiver naturally appear in people’s religious convictions; more
problematically, they are evident in phenomena like the insistence that one’s lover is perfect, one’s
personal guru is infallible, one’s school is the best, one’s taste is unassailable, one’s government is
incapable of error, and similar illusions. People in cults have been known to die rather than devalue
a leader who has become crazy. In general, the more dependent one is or feels, the greater the



temptation to idealize. Numerous female friends have announced to me during pregnancy, a time
of awesome confrontation with personal vulnerability, that their obstetrician is “wonderful” or “the
best in the field.”

People who live their lives seeking to rank all aspects of the human condition according to how
comparatively valuable they are, and who appear motivated by a search for perfection through
merger with idealized objects, efforts to perfect the self, and tendencies to contrast the self with
devalued alternatives, have narcissistic personalities. While other aspects of narcissistic organization
have been emphasized in much of the psychoanalytic literature, a structural way of construing the
psychology of such people is in terms of their habitual recourse to primitive idealization and
devaluation. Their need for constant reassurance of their attractiveness, power, fame, and value to
others (i.e., perfection) results from depending on these defenses. Self-esteem strivings in people
who need to idealize and devalue are contaminated by the idea that one must perfect the self
rather than accept it.

Primitive devaluation is the inevitable downside of the need to idealize. Since nothing in
human life is perfect, archaic modes of idealization are doomed to disappointment. The more an
object is idealized, the more radical the devaluation to which it will eventually be subject. The
bigger one’s illusions, the harder they fall. Clinicians working with narcissistic people can ruefully
attest to the damage that may ensue when the client who has thought that a therapist can walk on
water decides instead that the therapist cannot walk and chew gum at the same time. Treatment
relationships with narcissistic clients are notoriously subject to sudden rupture when the patient
becomes disenchanted. However sweet it can feel to be the object of total idealization, it is
nevertheless onerous, both because of the irritating aspects of being treated as if we can stop the
rain and because we have learned the hard way that being put on a pedestal is only the precursor to
being knocked off. My colleague Jamie Walkup (personal communication, May 1992) adds that it
is also a straitjacket, tempting the therapist to deny normal ignorance, to find intolerable the
modest goals of help and assistance, and to think that only one’s best performance is “typical.”

In ordinary life, one can see analogues of this process in the degree of hate and rage that can be
aimed at those who seemed to promise much and then failed to deliver. The man who believed
that his wife’s oncologist was the only cancer specialist who could cure her is the one most likely to
initiate a lawsuit if death eventually defeats the doctor. Some people spend their lives running from
one intimate relationship to the next, in recurrent cycles of idealization and disillusionment, trading
the current partner in for a new model every time he or she turns out to be a human being. The
modification of primitive idealization is a legitimate goal of all long-term psychoanalytic therapy,
but that enterprise has particular relevance in work with narcissistic clients because of the degree of
unhappiness in their lives and in those of the people who try to love them.

PROJECTION, INTROJECTION,



AND PROJECTIVE IDENTIFICATION

I am combining the discussion of two of the most primitive defensive processes, projection and
introjection, because they represent opposite sides of the same psychological coin. In both
projection and introjection, there is a permeated psychological boundary between the self and the
world. As mentioned earlier, in normal infancy, before the child has developed a sense of which
experiences come from inside and which ones have their sources outside the self, we assume that
there is a generalized sense of “I” being equivalent to “the world.” A baby with colic probably has
the experience of “Hurt!” rather than “Something inside me hurts.” The infant cannot yet
distinguish between an internally located pain like colic and an externally caused discomfort like
pressure from diapers that are too tight. From this era of relative undifferentiation come the
processes that later, in their defensive function, we refer to as projection and introjection. When
these processes work together, they are considered one defense, called projective identification.
Some writers (e.g., Scharft, 1992) distinguish between projective and introjective identification, but
similar processes are at work in each kind of operation.

Projection is the process whereby what is inside is misunderstood as coming from outside. In its
benign and mature forms, it is the basis for empathy. Since no one is ever able to get inside the
mind of another person, we must use our capacity to project our own experience in order to
understand someone else’s subjective world. Intuition, leaps of nonverbal synchronicity, and peak
experiences of mystical union with another person or group involve a projection of the self into the
other, with powerful emotional rewards to both parties. People in love are well known for reading
one another’s minds in ways that they themselves cannot account for logically.

In its malignant forms, projection breeds dangerous misunderstanding and untold
interpersonal damage. When the projected attitudes seriously distort the object on whom they are
projected, or when what is projected consists of disowned and highly negative parts of the self, all
kinds of difficulties can ensue. Others resent being misperceived and may retaliate when treated,
for example, as judgmental, envious, or persecutory (attitudes that are among the most common of
those that tend to be ignored in the self and ascribed to others). A person who uses projection as
his or her main way of understanding the world and coping with life, and who denies or disavows
what is being projected, can be said to have a paranoid character.

I should note that paranoia has nothing inherently to do with suspiciousness (which may be
based on realistic, unprojected observation and experience, or may derive from posttraumatic
vigilance), nor with whether or not an attribution is accurate. The fact that a projection “fits” does
not make it any less a projection; and although it is easier to spot a projection when the attribution
does not fit, it is also possible that there is some other, nondefensive reason for a misunderstanding
of someone else’s motives. Popular misuse of the word “paranoid” has wrongly equated it with
“fearful” or “unreasonably suspicious,” much to the detriment of precision in language, even
though it is true that what people project is usually unpleasant stuff to which they then may react



with fear and distrust (see McWilliams, 2010).

Introjection is the process whereby what is outside is misunderstood as coming from inside. In
its benign forms, it amounts to a primitive identification with important others. Young children
take in all kinds of attitudes, affects, and behaviors of significant people in their lives. The process is
so subtle as to be mysterious, although recent studies of mirror neurons and other brain processes
are starting to shed light on it. Long before a child can make a subjectively voluntary decision to be
like Mommy or Daddy, he or she seems to have “swallowed” them in some primal way.

In its problematic forms, introjection can, like projection, be highly destructive. The most
striking examples of pathological introjection involve the process that has been labeled, somewhat
inappropriately in view of its primitivity, “identification with the aggressor” (A. Freud, 1936). It is
well known, from both naturalistic observations (e.g., Bettelheim, 1960) and empirical research
(e.g., Milgram, 1963), that under conditions of fear or abuse, people will try to master their fright
and pain by taking on qualities of their abusers. “I'm not the helpless victim; I'm the powerful
perpetrator” seems to be the unconscious attraction to this defense. This mechanism crosses all
diagnostic boundaries but is particularly evident in characterological dispositions toward sadism,
explosivity, and what is often misleadingly called impulsivity.

Introjection is also implicated in some kinds of depressive psychology (Blatt, 1974, 2004).
When we are deeply attached to people, we introject them, and their representations inside us
become a part of our identity (“I am Tom’s son, Mary’s husband, Sue’s father, Dan’s friend,” etc.).
If we lose someone whose image we have internalized, whether by death, separation, or rejection,
not only do we feel that our environment is poorer for that person’s absence in our lives but we also
feel that we are somehow diminished, that a part of our self has died. An emptiness or sense of
void comes to dominate our inner world. We may also, in an effort to feel some sense of power
rather than helpless loss, become preoccupied with the question of what failure or sin of ours drove
the person away. The critical, attacking voice of a lost object can live on in us as a way of keeping
that person internally alive. When mourning is avoided, unconscious self-criticism thus takes its
place. Freud (1917a) beautifully described the process of mourning as a slow coming to terms with
this condition of loss, in which “the shadow of the object fell upon the ego” (p. 249). A person who
is unable over time to separate internally from a loved one whose image has been introjected, who
consequently fails to invest emotionally in other people (the function of the grieving process), will
continue to feel diminished, unworthy, depleted, and beretft.

Similarly, children in destructive families prefer to believe there is something wrong with them
(preserving hope that by changing, they can improve their lot), than to take in the terrifying fact
that they are dependent on negligent or abusive caregivers. Fairbairn (1943) called this process the
“moral defense,” noting that it is “better to be a sinner in a world ruled by God than to live in a
world ruled by the Devil” (pp. 66-67). If one regularly uses introjection to reduce anxiety and
maintain continuity in the self, keeping psychological ties to unrewarding objects of one’s earlier
life, one can reasonably be considered characterologically depressive.



Melanie Klein (1946) was the first analyst to write about a defensive process that she found to
be ubiquitous in more disturbed patients, which she called “projective identification.” This fusion of
projective and introjective mechanisms has been compactly described by Ogden (1982):

In projective identification, not only does the patient view the therapist in a distorted way that is determined by the patient’s
past object relations; in addition, pressure is exerted on the therapist to experience himself in a way that is congruent with the
patient’s unconscious fantasy. (pp.2-3)

In other words, the patient both projects internal objects and gets the person on whom they are
projected to behave like those objects, as if the target person had those same introjects. Projective
identification is a difficult abstraction, one that has inspired much controversy in the analytic
literature (e.g., S. A. Mitchell, 1997). My own understanding of the term involves the ideas implied
in the previous paragraph; that is, projection and introjection each have a continuum of forms,
running from primitive to advanced (cf. Kernberg, 1976), and at the primitive end, those processes
are fused because of their similar confusion of inside and outside. This fusion is what we call
projective identification. In Chapter 4 I discussed briefly the operation of projective identification in
psychotic and borderline states.

To illustrate how that process differs from mature projection, consider the contrast between the
following hypothetical statements from two young men who have come for an intake interview:

PATIENT A: (somewhat apologetically) I know I have no reason to believe you're critical of me,
but I can’t help thinking that you are.

PATIENT B: (in an accusatory tone) You shrinks all love to sit back and judge people, and I
don’t give a shit what you think!

Let us assume that in reality, the therapist began the session with a genuinely friendly, interested,
nonjudgmental attitude toward each client. The content of what is bothering each man is similar;
both are worried that the therapist is taking a harsh, evaluative stance. Both are projecting an
internalized critical object onto the therapist. Three aspects of their respective communications,
however, make them very different from each other.

First, Patient A shows evidence of the capacity for self-reflection (observing ego, reflective
functioning), the ability to see that his fantasy may not necessarily conform to reality; his projection
is ego alien. Patient B, on the other hand, experiences what is projected as an accurate depiction of
the therapist’s state of mind; his projection is ego syntonic. In fact, he believes in the reality of his
attribution so absolutely that he is already launching a counterattack against the assault that he is
certain the therapist is planning. The fusion of cognitive, affective, and behavioral dimensions of
experience typical of primitive processes is discernible here.

Second, these patients differ in the extent to which their projective process has successfully



done the job for which the defense was called upon, namely, to get rid of a troublesome feeling.
Patient A has ejected the critical attitude and presumably feels some relief in reporting it, while
Patient B both projects it and keeps it. He ascribes a critical attitude to the other person, yet that
does not relieve him of feeling censorious himself. Kernberg (1975) has described this aspect of
projective identification as “maintaining empathy” with what has been projected.

Finally, these patients’ respective communications will likely have very different emotional
effects. The therapist will find it easy to like Patient A and will readily form a working alliance.
With Patient B, however, the therapist will rapidly begin feeling like exactly the sort of person the
patient is already convinced he is sitting with: uncaring, ready to judge, and disinclined to exert the
energy it will take to try to care about this man. In other words, the countertransference toward the
first man will be positive and mild, while toward the second it will be negative and intense.

The late Bertram Cohen once explained the “self-fulfilling prophecy” quality of projective
identification to me as a natural consequence of a person’s being disturbed enough to have very
primitive but not psychotic perceptions. A woman who is invested in staying anchored in reality will
feel less crazy if she can induce in someone else the feelings she is convinced the other person
already has. A frankly psychotic woman will not care whether her projection “fits,” and will
therefore spare others the pressure to confirm its appropriateness and hence her sanity.

Projective identification is a particularly powerful and challenging operation, one that strains
the therapist’s capacities. While all the defenses in this section are considered primitive, this one,
along with splitting, which I discuss next, has a special reputation for causing headaches to
clinicians. When one is caught in the patient’s certainty about how the therapist “really” feels, along
with the patient’s unrelenting struggle to induce just those feelings, it is hard to withstand the
emotional barrage. Moreover, since all of us share in the predicament of being human, and hence
contain already within ourselves all the different emotions, defenses, and attitudes that get
projected onto us, there is always some truth in the projective identifier’s belief. It can be very
confusing to figure out in the heat of the clinical moment where the patient’s defense ends and the
therapist’s psychology begins. Perhaps the capacity of this defense to threaten the therapist’s
confidence in his or her own mental health accounts for the fact that projective identification, along
with splitting, is implicated in borderline personality organization. In particular, because the
projective piece of it is so powerful, it is associated with borderline levels of paranoid personality.

Contrary to professional popular opinion, however, projective identification is not used
exclusively by people whose character is essentially borderline. There are numerous subtle and
benign ways that the process operates in everyday life irrespective of psychopathology. For example,
when what is projected and identified with involves the loving, joyful affects, a contagion of good
feeling can occur in a group. Even when what is projected and identified with is negative, as long as
the process is not relentless, intense, and unmodulated by other interpersonal processes of a more
mature sort, it is not unduly harmful. There has been a tendency in recent American
psychoanalysis to reframe the unconscious as an intersubjectively shared phenomenon rather than



as one’s individual “stuff” (see Aron, 1996, or Zeddies, 2000, on the relational unconscious) and
also to see it as creative and positive rather than as Freud’s seething cauldron of dangerous desire
(Eigen, 2004; Grotstein, 2000; Newirth, 2003; Safran, 2006). The positive aspects of projective
identification are implicit in such formulations.

SPLITTING OF THE EGO

Splitting of the ego, usually referred to simply as “splitting,” is the other interpersonally powerful
process that is understood as deriving from a preverbal time, before the infant can appreciate that
his or her caregivers have good and bad qualities and are associated with good and bad
experiences. We can observe in 2-year-olds a need to organize their perceptions by assigning good
and bad valences to everything in their world. That tendency, along with a sense of the difference
between big and little (adult and child, respectively), is one of the primary ways in which young
human beings organize experience. Before one has object constancy, one cannot have ambivalence,
since ambivalence implies opposite feelings toward a constant object. Instead, one can be in either a
good or a bad ego state toward an object in one’s world.

In everyday adult life, splitting remains a powerful and appealing way to make sense of
complex experiences, especially when they are confusing or threatening. Political scientists can
attest to how attractive it is for any unhappy group to develop a sense of a clearly evil enemy,
against which the good insiders must struggle. Manichean visions of good versus evil, God versus
the devil, cowboys versus Indians, the free world against the terrorists, the lone whistle-blower
against the hateful bureaucracy, and so on, have pervaded the mythology of contemporary Western
culture. Comparably split images can be found in the folklore and organizing beliefs of any society.

The mechanism of splitting can be very effective in its defensive functions of reducing anxiety
and maintaining self-esteem. Of course, splitting always involves distortion, and therein lies its
danger. Scholarly studies of the “authoritarian personality” (Adorno, Frenkl-Brunswick, Levinson,
& Sanford, 1950) in the post-World War II era explored the far-reaching social consequences of
the use of splitting (not by that name) to make sense of the world and one’s place in it. The authors
of the original study on authoritarianism believed that certain right-wing beliefs were particularly
likely to be associated with this kind of inflexibility, but later commentators established that left-
wing and liberal forms of authoritarianism also exist (see Brown, 1965).

Clinically, splitting is evident when a patient expresses one nonambivalent attitude and regards
its opposite (the other side of what most of us would feel as ambivalence) as completely
disconnected. For example, a borderline woman experiences her therapist as all good, in contrast to
the allegedly uncaring, hostile, stupid bureaucrats who work in the same setting. Or the therapist
may suddenly become the target of undiluted rage, as the patient regards him or her as the
personification of evil, neglect, or incompetence, when last week the therapist could do no wrong.
If confronted with inconsistencies in his or her attributions, the client who splits will not find it



arresting or worth pondering that someone who seemed so good has become so bad.

It is well known that in institutions like psychiatric hospitals and clinics, patients whose
psychologies we describe as borderline not only split internally, they create (via projective
identification) splits in the staff of the agency (G. Adler, 1972; Gunderson, 1984; Kernberg, 1981;
T. F. Main, 1957; Stanton & Schwartz, 1954). Those mental health workers associated with a
borderline client’s care find themselves in repeated arguments in which some of them feel a
powerful sympathy toward the patient and want to rescue and nurture, whereas the others feel an
equally powerful antipathy and want to confront and set limits. This is one reason that splitting as a
defense has a less than glowing reputation. Patients who use it as their customary way of organizing
their experience tend to wear out their caregivers.

SOMATIZATION

When young children are not helped by their caregivers to state their feelings in words, they tend
to express them in either depleted bodily states (illness) or action. Somatization is what analysts
have called the process by which emotional states become expressed physically. Although it is
common to conflate somatization with malingering, the somatic experience of being emotionally
unwell in ways that are unverbalizable is not equivalent to pretending to be ill in order to extract
sympathy or avoid a responsibility. Nor does it equate with a problem’s being “all in your head.”
The brain is a part of one’s physicality, not a detached overseer. Distinctions between body and
mind, along with assumptions that the mind “controls” the body, have been long exposed as quaint
myths of the Enlightenment era, with its smug assumption that “man” has natural dominion over
nature, other animals, and his own body (cf. Meissner, 2006).

Our earliest reactions to the stresses of life are somatic, and many of these reactions remain
basic to our responsiveness. The fight-flight-freeze response to stress seems pretty hard-wired.
Blushing is an automatic aspect of the shame response. Under trauma, the brain is flooded with
glucocorticoids, with multiple systemic consequences. The gastrointestinal system, the circulatory
system, the immune system, the endocrine system, the skin, the breath, the heart—all get activated
in different ways under emotional pressures. Part of maturation is the slow mastering of language
to describe experiences that are originally felt as inchoate bodily arousal. If one has little help on
making that transition, the automatic physical responses may be the only language one has for
states of emotional activation (Gilleland, Suveg, Jacob, & Thomassin, 2009).

Analysts have long described somatizing patients as characterized by alexithymia, or lack of
words for affect (Krystal, 1988, 1997; McDougall, 1989; Sifneos, 1973), an observation supported
by a recent, comprehensive study by Mattila and colleagues (2008). Waldinger, Shulz, Barsky, and
Ahern (2006) found that both insecure attachment and a childhood history of trauma are
associated with somatization. Trauma has been implicated by a number of researchers (Reinhard,
Wolf & Cozolino, 2010; Samelius, Wijma, Wingren, & Wijma, 2009; Zink, Klesges, Stevens, &



Decker, 2009). Contrary to the assumptions of many, there is little empirical evidence for the
reinforcement of somatization by parental responsiveness to it (Jellesma, Rieffe, Terwogt, &
Westenburg, 2009). Rather, it seems to correlate with childhood fear, insecure attachment, and a
less integrated sense of self (Evans et al., 2009; Tsao et al., 2009).

When life is hard to bear, the immune system can break down. I can recall (more clearly now
than I could see at the time) several instances when I became ill during a period of emotional
overload, and I have often heard friends and clients describe such tipping points in the face of
particularly taxing events. Several studies have found that DSM-IV-defined somatization disorder
co-occurs with the majority of personality disorders (Bornstein & Gold, 2008; Garcia-Campayo,
Alda, Sobradiel, Olivan, & Pascual, 2007; Spitzer & Barnow, 2005), suggesting that somatization is
common in more serious character pathology. People who regularly and characteristically respond
to stress with illness may be conceptualized as having a somatizing personality (PDM Task Force,
2006). Although the DSM has never included characterological somatization in its listing of
personality disorders, the DSM-IV description of “somatization disorder” describes individuals who
have problems in multiple organ systems, over many years, under many different circumstances.
This is pretty hard to differentiate conceptually from a personality disorder.

Most of us can think of acquaintances who respond to stress by getting sick. Therapists see
many clients referred by physicians who have been defeated by a patient’s chronic physical fragility,
whom they have finally sent to see whether psychotherapy can help. We see others who come to us
as a last resort because nothing else has successfully treated their tension headaches or irritable
colon or skin rashes or chronic pain. Expression of feelings is the ordinary currency of the
psychoanalytic and humanistic therapies. Because somatizers suffer automatically and physically
and lack the capacity for such expression, they can be difficult to help—especially when their
physical suffering has been complicated by having encountered impatience, exasperation, and a
sense of defeat in previous health professionals and therapists.

The conclusion that a person complaining to a therapist of physical pain or exhaustion is using
the defense of somatization should not be reached unreflectively. For one thing, the stress of
disease itself can cause a regressive reaction. People can get sick because they are unconsciously
depressed; they can also get depressed because they are medically ill. In addition, some clients
come from cultures in which it is normative to express psychological suffering by reference to bodily
pain or malfunction. In traditions where the idiom of distress is physical, even psychologically
mature individuals express their difficulties this way, and so the assumption of a primitive
regressive process is unwarranted (Rao, Young, & Raguram, 2007; So, 2008).

ACTING OUT (DEFENSIVE ENACTMENT)

As noted above, the other way young children express unverbalizable states of mind is by acting
them out. In the first edition of this book, I put acting out with the more mature defenses because



in the chapter on primary defensive processes I was concentrating on the processes that Kernberg
(1984) had explicated in connection with borderline and psychotic conditions. I think now that
even though it characterizes healthy as well as more troubled individuals, it is a mistake to frame
enactment as a second-order process: Putting into action what one lacks the words to express is by
definition a preverbal operation. But I still want to issue my earlier caution: The label “acting out”
gets applied to all kinds of behavior that the labeler happens not to like, often in a tone quite at
odds with its original nonpejorative meaning. Most readers have probably heard the phrase
bandied about disapprovingly and may not be aware of the more simply descriptive use of the term.

To my knowledge, the earliest uses of the phrase “acting out” occurred in psychoanalytic
descriptions of patients” actions outside the analyst’s office, when their behavior seemed to embody
feelings toward the analyst that the person was unaware of having or was too anxious to let into
awareness, especially in the analyst’s presence (Freud, 1914b). Later on, the term became used
more generally to describe behavior that is driven by unconscious needs to master the anxiety
associated with internally forbidden feelings and wishes, with powerfully upsetting fears and
fantasies, and with traumatic memories (Aichhorn, 1936; Fenichel, 1945). Still later, the related
term “enactment” was applied to the representation in action of experiences for which the affected
person had never had words and could not formulate verbally (Bromberg, 1998; D. B. Stern, 1997).
Analysts in the relational movement emphasize that enactments are inevitable in therapy, as the
unconscious worlds of both patient and therapist create mutually enacted dynamics, which the
therapist is responsible to turn into speech and reflection. With respect to the individual function of
acting out as a defense, by enacting upsetting scenarios, the unconsciously anxious person turns
passive into active, transforming a sense of helplessness and vulnerability into an experience of
agency and power, no matter how negative the drama that is played out (cf. Weiss, 1993).

A teacher, whose relationship to her judgmental mother had left her both frightened of and
deeply hungry for intimacy, began a sexual affair with a colleague named Nancy a few weeks after
entering therapy with me. I suspected she was beginning to feel some wish for closeness with me,
was unconsciously assuming that I (like her mother) would be scornful of her longings, and was
handling her unconscious and forbidden strivings by acting out aspects of what she wished and
feared with someone who bore my name. This kind of enactment, assuming my interpretation of it
is accurate, happens frequently in analysis, especially with patients who have a childhood basis for
fearing an authority’s rejection of their needs and feelings.

“Acting out” or “enactment” thus properly refers to any behavior that is assumed to be an
expression of transference attitudes that the patient does not yet feel safe enough, or emotionally
articulate enough, to bring into treatment in words. It may also be used to label the process by
which any attitude, in or out of treatment, may be discharged in action with the unconscious
purpose of mastering overwhelming, unverbalizable affects that surround it. What is acted out may
be predominantly self-destructive, or predominantly growth enhancing, or some of each; what
makes it acting out is not its goodness or badness but the unconscious or dissociated nature of the



feelings that propel the person into action and the compulsive, automatic way in which the acted-
out behavior is undertaken. The current popularity of calling any unappreciated behavior—in
obstreperous children, for example, or in rude acquaintances—“acting out” is psychoanalytically
unjustified. The negative cast that the phrase has acquired may reflect the fact that beneficial kinds
of acting out do not call attention to themselves in the way that destructive ones do.

Analysts have created several imposing labels depicting classes of behaviors that, when
unconsciously motivated, fall under the general heading of acting out: exhibitionism, voyeurism,
sadism, masochism, perversion, and all the “counter” terms (“counterphobia,”
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“counterdependency,” “counterhostility”). I am not, by the way, implying that these processes are
inherently negative or even inherently defensive. We have normal exhibitionistic and voyeuristic
needs that are ordinarily discharged in socially acceptable ways of looking and being looked at. Our
masochistic and sadistic strivings may find positive expression in acts of personal sacrifice or
dominance, respectively. All these tendencies may be integrated into pleasurable sexual
experiences. But when applied to specific acts that are understood as defensive, such terms assume
underlying fear or other disavowed or unformulated negative feelings. Freud’s early observation
that we act out what we do not remember remains astute, especially if we assume that the reason
we do not remember is that something very painful went along with the unremembered and now-
enacted state.

To the extent that there is an identifiable population of persons who rely on acting out to deal
with their psychological dilemmas, that group would fall into the category of impulsive
personalities. This nomenclature is misleading, as it implies an uncomplicated readiness to do
whatever one feels like doing at the moment. Much of what may look like spontaneous,
uncomplicated impulsiveness is often unconsciously and very complexly driven behavior, behavior
that is anything but innocently expressive and random. Hysterically organized people are famous
for acting out unconscious sexual scenarios; addicted people of all kinds can be conceptualized as
repeatedly acting out their relation to their preferred substance (in such cases, of course, chemical
dependency can complicate what was already a psychological addiction); people with compulsions
are by definition acting out when they succumb to internal pressure to engage in their particular
compulsive acts; psychopathic people may be reenacting a complicated pattern of manipulation.
Thus, the defense may be seen in many contrasting clinical presentations.

SEXUALIZATION (INSTINCTUALIZATION)

Sexualization usually takes an enacted form and might be considered a subtype of acting out. I have
chosen to present it separately, though, partly because it is possible to sexualize without acting out
(a process that is more accurately referred to as erotization) and partly because it is a concept of
such general and interesting significance that it deserves some special attention.

Freud (1905) originally assumed that basic sexual energy, a force he called “libido,” underlies



virtually all human activity. (Later, impressed with the prevalence of human destructiveness, he
decided that aggressive strivings are equally fundamental and motivating, but most of the language
of his clinical theory derives from a time before that shift in his thinking.) One consequence of his
biological, drive-based theory was his tendency to regard sexual behaviors as expressing a primary
motivation, not a derivative and defensive one. Obviously, sexuality is a powerful basic dynamism
in human beings, and much human sexual behavior amounts to relatively direct expressions of the
reproductive imperative of our species. Clinical experience and research findings (see Celenza,
2006; Ogden, 1996; Panksepp, 2001; Stoller, 1968, 1975, 1980, 1985) over the decades since
Freud’s work, however, attest to how often sexual activity and fantasy are used defensively: to
master anxiety, to restore self-esteem, to offset shame, or to distract from a sense of inner deadness.

People may sexualize any experience with the unconscious intention of converting terror or
pain or other overwhelming sensation into excitement—a process that has also been referred to as
instinctualization. Sexual arousal is a reliable means of feeling alive. A child’s fear of death—by
abandonment, abuse, or other dreaded calamity—can be mastered psychologically by turning a
traumatic situation into a life-affirming one; many children masturbate to reduce anxiety. Studies
of people with unusual sexual proclivities have often turned up infantile experiences that
overwhelmed the child’s capacity to cope and were consequently transformed into self-initiated
sexualizations of the trauma. For example, Stoller’s (e.g., 1975) work with sexually masochistic
people, those for whom pain is a condition of sexual satisfaction, revealed that a significant number
of them had suffered invasive and painful medical treatments as young children. At the other end
of the sadomasochistic spectrum, rape is the sexualization of violence.

Most of us use sexualization to some degree to cope with and spice up troublesome aspects of
life. There are some gender differences in what tends to be sexualized: For example, women are
more apt to sexualize dependency and men to sexualize aggression. Some people sexualize money,
some sexualize dirt, some sexualize power, and so on. Many of us sexualize the experience of
learning; the erotic aura around talented teachers has been noted at least since the time of Socrates.
Our tendency to erotize our reaction to anyone with superior power may explain why political
figures and other celebrities are typically deluged with sexually available admirers, and why the
potential for sexual corruption and exploitiveness is so great among the influential and famous.

The susceptibility of those in a relatively weak position to converting their envy, hostility, and
fear of mistreatment into a sexual scenario, one in which they compensate for a relative lack of
official power with recourse to a very personal erotic power, is one of the reasons we need laws and
conventions protecting those who are structurally dependent on others (employees on employers,
students on teachers, sergeants on lieutenants, patients on therapists). We all need to be
discouraged not only from the possibility of crass exploitation by the authorities in our lives but also
from the temptations created by our own defenses.

At the risk of belaboring a point that applies to all defensive processes, let me stress that
sexualization is not inherently problematic or destructive. People’s individual sexual fantasies,



response patterns, and practices are probably more idiosyncratic than almost any other
psychological aspect of their lives; what turns one person on erotically may leave another cold. If I
happen to sexualize the experience of someone’s handling my hair (even if the childhood genesis of
my doing so was a defensive sexualizing of my mother’s abusive hair yanking), and my sexual
partner loves to run his or her fingers through it, I am not likely to go into psychotherapy. But if I
sexualize the experience of being frightened by abusive males, and I have repeated affairs with men
who beat me up, I might well seek help. As with every other defense, it is the context and
consequences of its use in adulthood that determine whether it is reasonable to be regarded (by self
and others) as a positive adaptation, an unremarkable habit, or a pathological affliction.

EXTREME DISSOCIATION

I have put extreme dissociation with the primary defenses here, both because it works so globally
on the total personality and because many dissociated states are essentially psychotic. Since the first
edition of this book, however, I have become increasingly sensitized to the range of dissociative
reactions and the inadvisability of restricting our use of the term “dissociation” to the
overwhelming, shock-trauma versions of the defense. In 1994 I wrote that dissociation seemed
different from the other lower-order defenses because it is so clearly a response to severe trauma,
from which many of us are thankfully spared while growing up (the other processes, in contrast,
represent normal modes of operating that become problematic only if one hangs onto them too
long or to the exclusion of other ways of dealing with reality). But I have come to agree with many
contemporary relational analysts (e.g., Bromberg, 1998; Davies & Frawley, 1994; Howell, 2005)
that it is a matter of degree that separates one person’s pain from another’s trauma, and that
dissociation exists on a continuum from normal and minor to aberrant and devastating.

Dissociation is a “normal” reaction to trauma. Any of us, if confronted with a catastrophe that
overwhelms our capacity to cope, especially if it involves unbearable pain and/or terror, might
dissociate. Out-of-body experiences during war, life-threatening disasters, and major surgery have
been reported so often that only the most skeptical person can completely disregard the evidence
for dissociative phenomena. People who undergo unbearable calamities at any age may dissociate
(Boulanger, 2007; Grand, 2000); those who are repeatedly subject to horrific abuse as young
children may come to dissociate as their habitual reaction to stress. Where this is true, the adult
survivor is legitimately conceptualized as suffering from a chronic dissociative disorder, once
labeled “multiple personality” and currently termed “dissociative identity disorder.”

There has been an explosion of research and clinical reporting on dissociation and dissociative
identity disorder in recent decades, all of which has underscored the fact that people who use
dissociation as their primary defense exist in far greater numbers than anyone had previously
suspected (see I. Brenner, 2001, 2004). Perhaps there has been an increase in the kind of horrific
child abuse that creates dissociation, or perhaps some threshold of public awareness was crossed



with the publication of Sybil (Schreiber, 1973) that has encouraged people who suspect that they
may be regularly dissociating to show themselves sooner and in greater numbers to mental health
professionals. Neuropsychoanalytic studies are beginning to describe what goes on in the brain in
states of dissociation (Anderson & Gold, 2003; Bromberg, 2003).

The advantages of dissociating under unbearable conditions are obvious: The dissociating
person cuts off pain, terror, horror, and conviction of imminent death. Anyone who has had an
out-of-body experience when in mortal danger, and even those of us without such a dramatic basis
for empathy, can readily understand a preference for being outside rather than inside the sense of
impending obliteration. Occasional or mild dissociation may facilitate acts of singular courage. The
great drawback of the defense, of course, is its tendency to operate automatically under conditions
in which one’s survival is not realistically at risk, and when more discriminating adaptations to
threat would extract far less from one’s overall functioning. Traumatized people may confuse
ordinary stress with life-threatening circumstances, becoming immediately amnesic or totally
different, much to their own confusion and that of others. Outsiders, unless they also have a
traumatic history, rarely suspect dissociation when a friend suddenly forgets some major incident or
appears inexplicably changed. Rather, they conclude that their acquaintance is moody, or unstable,
or a liar. There is thus a high interpersonal price paid by the habitual user of this defense.

SUMMARY

In this chapter I have described defenses that analysts conventionally consider primitive or primary:
extreme withdrawal, denial, omnipotent control, extreme idealization and devaluation, primitive
forms of projection and introjection, splitting, somatization, enactment, sexualization, and extreme
forms of dissociation. I have reviewed the assumed normal origins of each defense and mentioned
adaptive and maladaptive functions of each. I have also identified the personalities and syndromes
associated with heavy reliance on each primary defense.

SUGGESTIONS FOR FURTHER READING

Primitive forms of projection and introjection have inspired a few worthy books (Grotstein, 1993;
Ogden, 1982; Sandler, 1987; Scharff, 1992); other primary defenses tend to be discussed in
different writers’ speculations about psychic development. Klein’s “Love, Guilt and Reparation”
(1937) and “Envy and Gratitude” (1957) are highly illuminative of primitive processes and, unlike
some of her work, not incomprehensible to beginning therapists. Balint (1968) was gifted in
describing archaic dynamics in individuals; Bion (1959) was peerless at discerning their operation
in groups. Grotstein’s Splitting and Projective Identification (1993) is also a brilliant and useful
exposition of these Kleinian concepts.



Phoebe Cramer’s Protecting the Self (2006) reviews some fascinating studies of defenses and
their development and offers empirical support for the longstanding psychoanalytic observation
that maturation of defensive style is associated with psychological health, whereas reliance on more
primitive defenses correlates with psychopathology. George Vaillant has devoted much of his
remarkable career to the understanding of defensive processes; his 1992 book, Ego Mechanisms of
Defense, is particularly useful to therapists.
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Secondary
Defensive Processes

Virtually any psychological process can be used defensively, and so no summary of the

defenses can be complete. In analysis, even free association can be used defensively, to avoid
certain topics. Anna Freud’s seminal—The Ego and the Mechanisms of Defense (1936) covers denial,
repression, reaction formation, displacement, rationalization, intellectualization, regression,
reversal, turning against the self, identification with the aggressor, and sublimation. Laughlin
(1970) delineated 22 major and 26 minor defense mechanisms, Vaillant and Vaillant (e.g., 1992)
named 18, which they grouped according to inferred maturity, and the DSM-IV enumerates 31,
also grouped by level. Cramer (2006) contrasts defense mechanism with deliberate coping strategies
by noting the unconscious, automatic, nonintentional quality of defenses.

I describe here a selection of operations that is more extensive than Anna Freud’s but less
comprehensive than Laughlin’s and Vaillant’s lists. I have chosen the “mature,” or “higher-order,”
defenses to be covered according to two criteria: (1) the frequency with which they are mentioned
in psychoanalytic clinical literature and by practicing therapists, and (2) their relevance to particular
character patterns. Anyone else’s list would probably be different, would emphasize other aspects of
defense, and would reflect another writer’s distinctive take on analytic theory and practice.

REPRESSION

Repression was one of the first defenses to fascinate Freud, and it has enjoyed a long history of
clinical and empirical investigation. The essence of repression is motivated forgetting or ignoring. Its
implicit metaphor recalls the early drive model with its idea that impulses and affects press for
release and have to be held in check by a dynamic force. Freud (1915b) wrote that “the essence of
repression lies simply in turning something away, and keeping it at a distance, from the conscious”
(p. 146). If either an internal disposition or an external circumstance is sufficiently upsetting or
confusing, it may be deliberately consigned to unconsciousness. This process may apply to a total
experience, to the affect connected with an experience, or to one’s fantasies and wishes associated
with it.



Not all difficulty in paying attention or remembering constitutes repression. Only when there is
evidence that an idea or emotion or perception has become consciously inaccessible because of its
power to upset are there grounds for assuming the operation of this defense. Other attentional and
memory deficits may result from toxic or organic conditions, or simply from the ordinary mental
sifting of the important from the trivial. (Now that I am in my sixties and regularly forgetting what I
came upstairs for, it occurs to me that the Freudian theory that memory lapses are always
dynamically provoked could only have been developed by a relatively young man.)

Freud saw the operation of repression in traumatic experiences such as rape or torture that the
victim later cannot recall. Instances of what were once called the “war neuroses,” now known as
posttraumatic stress reactions, have been psychoanalytically explained by reference to the concept
of repression. In such cases, a person is unable to remember at will certain horrifying, life-
threatening events but may be troubled by intrusive flashbacks of them, a phenomenon to which
Freud would have attached the colorful label “the return of the repressed.” Our current knowledge
of brain processes suggests that repression is not an accurate concept for such traumatic memory
problems. We now know that under extreme stress, the functioning of the hippocampus, which
stores episodic memory (the sense of “it happened to me; I was there”), is shut down by the
glucocorticoids secreted during trauma. Thus, the episodic memory is not laid down in the first
place. After a trauma there may be semantic memory (third-person facts after the event),
procedural memory (physical experience of the event, or “body memory”), and emotional memory
(feeling the emotions that were activated in the event when something, such as being in the place it
happened, reminds one of it), but there may never be episodic memory (Solms & Turnbull, 2002). I
say more about the clinical implications of these facts in Chapter 15.

Later analytic theory applied the term “repression” more to internally generated ideas than to
trauma. This is the version of repression that has remained most useful to therapists. Repression is
seen as the means by which children deal with developmentally normal but unrealizable and
frightening strivings, such as the oedipal wish to destroy one parent and possess the other: They
eventually relegate them to unconsciousness. One must have attained a sense of the wholeness and
continuity of the self before one is capable of handling disturbing impulses by repression. For
people whose early experiences did not foster identity integration, troublesome feelings tend to be
handled with more primitive defenses, such as denial, projection, and splitting (Myerson, 1991).

A clinically inconsequential example of repression, the kind that Freud (1901) saw as part of
the “psychopathology of everyday life,” would be a speaker’s momentarily forgetting the name of
someone he or she is introducing, when there is evidence for the speaker’s unconscious negative
feeling toward that person. In the developmentally normal repressive processes that allow children
to reject infantile love objects and seek partners outside the family, and in trivial (and often
entertaining) instances of repression, one can see the adaptive nature of the process. If we were
constantly aware of the whole panoply of our impulses, feelings, memories, images, and conflicts,
we would be chronically overwhelmed. Like other defenses, repression becomes problematic only



when it (1) fails to do its job of keeping disturbing ideas out of consciousness so that we can go
about the business of accommodating to reality, or (2) gets in the way of certain positive aspects of
living, or (3) operates to the exclusion of other more successful ways of coping. Overreliance upon
repression, along with certain other defensive processes that often coexist with it, has classically
been considered the hallmark of the hysterical personality.

Freud’s early efforts to get hysterical patients to bring into consciousness both the traumatic
events of their histories and the urges and feelings they had been raised to consider unacceptable
yielded fascinating information (Breuer & Freud, 1893-1895). From working with this population
Freud originally concluded, as I mentioned in Chapter 2, that repression causes anxiety. According
to his original mechanistic model, the anxiety that is such a frequent concomitant of hysteria is
caused by a repressive bottling up of drives and affects. These feelings press for discharge and hence
cause a chronic state of tension (some irreverent commentators have called this the “coitus
interruptus” theory of the relationship of repression to anxiety). Later, as Freud revised his theory
in light of accumulating clinical observations, he reversed his version of cause and effect, regarding
repression and other defense mechanisms as the result rather than the cause of anxiety. In other
words, preexisting irrational fear created the need to forget.

This later formulation of repression as an elemental defense of the ego, the automatic
suppressor of countless anxieties that are simply inherent in living one’s life, became standard
psychoanalytic theory in the ego psychology era. Nevertheless, Freud’s original postulation of
repression as the instigator of anxiety is not without some intuitive appeal, in that excessive
repression may ultimately cause as many problems as it solves. This process, labeled by Mowrer
(1950) the “neurotic paradox,” whereby attempts to quell one anxiety only generate others, is the
core characteristic of what was once (in a much more comprehensive use of the term than is typical
now) called neurosis. Along these lines, Theodor Reik used to contrast the emotionally healthy
person, who can stand in front of the window at Tiffany’s admiring the jewelry and tolerating a
passing fantasy of stealing it, with the neurotic person, who looks in the window and runs in the
opposite direction. When psychoanalysis first captured the imagination of the educated public, such
popularized examples of the pathological operation of repressive defenses contributed to a
widespread overvaluation of the goals of removing repression and shedding inhibitions, and also to
the misunderstanding that these processes constitute the essence of all psychoanalytic therapies.

An element of repression is present in the operation of most of the higher-order defenses
(although it is arguable that denial rather than repression is operating in instances in which it is
unclear whether or not the person was originally aware of something before losing that
knowledge). For example, in reaction formation, the turning of an attitude into its opposite, such as
hate into love or idealization into contempt, the original emotion can be seen as repressed (or
denied, depending on whether it was ever consciously felt). In isolation, the affect connected with
an idea is repressed (or denied, as above). In reversal, there is a repression of the original scenario
that is now being turned around. And so forth. Freud’s original belief that repression was a sort of



grandparent of all other defenses can be seen sympathetically in this light, despite current evidence
that the processes described in Chapter 5 predate repression in the child by at least a year and a
half. In Chapter 15 I discuss current analytic views that dissociation is a more basic defense than
repression, but for purposes of this chapter, I am giving the more classical account.

REGRESSION

Regression is a relatively uncomplicated defense mechanism, familiar to every parent who has
watched a child slide backward into the habits of a prior maturational stage when tired or hungry.
Social and emotional development does not progress in a straight line; there is a fluctuation to
personal growth that becomes less dramatic as we age, but never entirely goes away. Almost
anyone, if tired enough, will begin to whine. The “rapprochement subphase” of the separation-
individuation process that Mahler (1972a, 1972b) described as a universal feature of the last part of
every child’s second year, when the toddler who has just declared independence from the mother
goes back and hides under her skirt, is only one example of the tendency of human beings to cling
to the familiar right after having achieved some new level of competence.

In long-term psychotherapy and psychoanalysis, this tendency is easy to observe. The patient
who has finally summoned up the courage to try out a new way of behaving, especially if it involves
new behavior toward the therapist (e.g., expressing criticism or anger, confiding masturbation
fantasies, asking for a break on fees, or scheduling with more self-assertion than was permitted in
childhood), will frequently revert to old habits of thought, feeling, and behavior in subsequent
sessions. The therapist who does not appreciate the ebb and flow inherent in developmental change
may be dismayed by this phenomenon (the countertransference may resemble the normal
exasperation of a parent who finally succeeds in getting a young child to sleep through the night,
and then gets a week of bedroom visits at 3:00 AM.) until it becomes clear that despite the regressive
dimension of the client’s struggle, the overall direction of change is forward.

Strictly speaking, it is not regression when a person is aware of needing some extra comfort and
asks to be held or reassured, nor is it regression when one deliberately seeks out a means—through
competitive sports, for instance—of discharging primordial levels of drive. To qualify as a defense
mechanism, the process must be unconscious. Thus, the woman who lapses unwittingly into
compliant, little-girlish ways of relating right after realizing some ambition or the man who
thoughtlessly lashes out at his wife just after attaining some new level of intimacy with her are
regressing in the psychoanalytic meaning of the term, as their respective actions have not been
consciously chosen. Somatization has often been seen as a type of regression, and it belongs there if
the person has attained the capacity to put words to feelings and then backslides into a preverbal,
somatizing state.

Some hypochondriacal people, those who drive physicians to distraction with a litany of vague
and changing complaints that never respond to treatment, use regression to the sick role as a



primary means of coping with upsetting aspects of their lives. By the time they are persuaded to
consult a therapist, they have usually built up an additional and virtually impenetrable wall of
defensiveness deriving from having repeatedly been treated like a spoiled child or willful attention
seeker. They expect clinicians to try to expose them as malingerers. Consequently, the therapist
whose client uses regression to the sick role as a favored defense must have almost superhuman
reserves of tact and patience—all the more so if the patient’s pattern of taking to the sickbed has
been reinforced by other rewards of that position (“secondary gain”).

Although one sometimes sees a client with both, hypochondriasis should not be confused with
somatization. In the former, there is no disease process, despite the patient’s worry or even
conviction of illness. In the latter, there are diagnosable ailments related to stresses that the person
somehow cannot process emotionally. Sometimes, of course, doctors are sure they are dealing with
a hypochodriacal patient and eventually learn that the person has been suffering from an obscure,
undiagnosed illness. Therapists have to take care to leave open a mental space for the possibility
that a difficult client who seems clearly either hypochondriacal or somatizing may be ill with a
systemic problem that has not been identified.

Hypochondria and other kinds of regression into relatively helpless and childlike modes of
dealing with life can be a kind of cornerstone of a person’s character. Where regression, with or
without hypochondria, constitutes someone’s core strategy for dealing with the challenges of living,
he or she may be characterized as having an infantile personality. This category did not survive
after the second edition of the DSM, but some analysts have lamented its disappearance.

ISOLATION OF AFFECT

One way in which people may deal with anxieties and other painful states of mind is by isolating
feeling from knowing. More technically, the affective aspect of an experience or idea can be
sequestered from its cognitive dimension. Isolation of affect can be of great value: Surgeons could
not work effectively if they were constantly attuned to the physical agony of patients or to their own
revulsion, distress, or sadism when cutting into someone’s flesh; generals could not plan battle
strategy if they were in continual touch with the graphic horrors of war; police officers could not
investigate violent crimes without becoming unglued.

The “psychic numbing” that Lifton (1968) has described as a consequence of catastrophe
exemplifies the operation of isolation of affect on a social level. Therapists who have worked with
survivors of the Holocaust have been struck by their wooden descriptions of atrocities that defy the
ordinary imagination. The political scientist Herman Kahn (1962) wrote an influential book on the
probable outcome of a nuclear conflagration, in which the most horrific consequences of atomic
disaster were detailed in an almost jovial tone of detachment. With respect to its adaptive utility in
extreme situations, isolation is a degree more discriminative than dissociation: The experience is not
totally obliterated from conscious experience, but its emotional meaning is cut off.



Isolation can also become, by means of a certain style of child rearing mixing with a child of a
certain temperament, a core defense in the absence of obvious trauma. We all know people who
claim that they have no emotional responses to things about which the rest of us have powerful
feelings; such people sometimes make a virtue out of the defense of isolation and idealize the
condition of expressing only rational concerns. Our cultural tendency to admire the capacity to
isolate affect from intellect is discernible in the widespread devotion of old Star Trek fans to the
character of Mr. Spock, the Vulcan. The fact that isolation is appreciated as a defensive rather than
a natural position is betrayed by the decision of the writers of that series to give Spock a latent
emotional side, the contribution of his Earthling mother.

Many contemporary analysts consider isolation to be a subtype of dissociation. Analysts in the
ego psychology tradition considered it the most primitive of the “intellectual defenses” and the
basic unit of psychological operation in mechanisms like intellectualization, rationalization, and
moralization. I consider these defenses separately in the following sections, but they have in
common the relegation to unconsciousness of the personal, gut-level implications of any situation
or idea or occurrence. When one’s primary defense is isolation, and the pattern of one’s life reflects
the overvaluation of thinking and the underappreciation of feeling, one’s character structure is
considered obsessive.

INTELLECTUALIZATION

Intellectualization is the name given to a higher-order version of the isolation of affect from
intellect. The person using isolation typically reports that he or she has no feelings, whereas the one
who intellectualizes talks about feelings in a way that strikes the listener as emotionless. For
example, the comment, “Well, naturally I have some anger about that,” delivered in a casual,
detached tone, suggests that while the idea of feeling anger is theoretically acceptable to the person,
the actual expression of it is still inhibited. When patients in psychoanalysis are intellectualizing
about their treatment, they tend to summarize their experiences on the couch in a tone that sounds
more like a weather report on their psyche than a disclosure of something that has moved them. In
the 2004 U.S. presidential campaign, Al Gore’s wooden, perseverative lectures contributed to his
defeat; the public worries about defensiveness when a candidate seems to lack passion.
Intellectualization handles ordinary emotional overload in the same way that isolation handles
traumatic overstimulation. It shows considerable ego strength for a person to be able to think
rationally in a situation fraught with emotional meaning, and as long as the affective aspects of that
circumstance are eventually processed with more emotional acknowledgment, the defense is
operating effectively. Many people feel that they have made a maturational leap when they can
intellectualize under stress rather than giving an impulsive, knee-jerk response. When someone
seems unable to leave a defensively cognitive, anti-emotional position, however, even when
provoked, others tend intuitively to consider him or her emotionally dishonest. Sex, banter, artistic



expression, and other gratifying adult forms of play may be unnecessarily truncated in the person
who has learned to depend on intellectualization to cope with life.

RATIONALIZATION

The defense of rationalization is so familiar that I hardly need to explicate it. Not only has this term
seeped into common usage with a connotation similar to the one used in psychoanalytic writing, it
is also a phenomenon that most of us find naturally entertaining—at least in others. “So convenient
a thing it is to be a reasonable Creature,” Benjamin Franklin remarked, “since it enables one to find
or make a Reason for everything one has in mind to do” (quoted in K. Silverman, 1986, p. 39).
Rationalization may come into play either when we fail to get something we had wanted, and we
conclude in retrospect that it was actually not so desirable (sometimes called “sour grapes
rationalization” after the Aesop fable of the fox and the grapes), or when something bad happens,
and we decide that it was not so bad after all (“sweet lemon rationalization”). An example of the
first kind would be the conclusion that the house we could not afford was too big for us anyway; an
example of the second would be the popular rationalization of those who value education: “Well, it
was a learning experience.”

The more intelligent and creative a person is, the more likely it is that he or she is a good
rationalizer. The defense operates benignly when it allows someone to make the best of a difficult
situation with minimal resentment, but its drawback as a defensive strategy is that virtually
anything can be—and has been—rationalized. People rarely admit to doing something just because
it feels good; they prefer to surround their decisions with good reasons. Thus, the parent who hits a
child rationalizes aggression by allegedly doing it for the youngster’s “own good”; the therapist who
insensitively raises a patient’s fee rationalizes greed by deciding that paying more will benefit the
person’s self-esteem; the serial dieter rationalizes vanity with an appeal to health.

MORALIZATION

Moralization is a close relative of rationalization. When one is rationalizing, one unconsciously
seeks cognitively acceptable grounds for one’s direction; when one is moralizing, one seeks ways to
feel it is one’s duty to pursue that course. Rationalization converts what the person already wants
into reasonable language; moralization puts it into the realm of the justified or morally obligatory.
Where the rationalizer talks about the “learning experience” that some disappointment provided,
the moralizer will insist that it “builds character.”

The self-righteous quality of this particular transformation of impulse makes others regard it as
either amusing or vaguely unpleasant, although in certain social and political situations, leaders
who exploit their constituents’ wish to feel morally superior can produce mass moralization so



effortlessly that the public that has been thus seduced hardly blinks. The belief of the colonialists
that they were bringing higher standards of civilization to the people whose resources they were
plundering is a good example of moralization. Adolf Hitler was able to indulge his own murderous
fantasies by persuading an astounding number of followers that the obliteration of Jews and other
devalued groups was necessary for the ethical and spiritual improvement of the human race. In the
contemporary United States, abrogation of time-honored protections of human rights has been
justified in the name of fighting terrorism.

At a less catastrophic level, most of us have witnessed someone who defended having savagely
criticized a subordinate on the grounds that it is a supervisor’s duty to be frank about an employee’s
failings. In doctoral oral defenses, hostile examiners have been known to make comments like
“Would we be doing this student any favors by withholding the critique that this study deserves?