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Split Self/Split Object helps clinicians to diagnose
personality disorders, understand patients” ex-
periences of these disorders, and provide effec-
tive psychotherapy. It is written from the
perspective of clinical practice with a minimum
of theory. The capacity to be empathic with a pa-
tient’s inner feeling states depends on the ability
to understand the meaning of the patient’s com-
ments and behavior. This is difficult with pa-
tients who have personality disorders because
their perception of reality is distorted by their
propensity for splitting. The task for the thera-
pist is complicated with them by their sudden
swings in attitude toward the therapist and by
their tendency to view those attitudes as reality
based. Patients with personality disorders
speak a foreign language; they use familiar
words but in some instances with meanings
uniquely shaped by the way they experience the
world. This book will improve the therapist’s
fluency in the language of personality
disordered patients.

The protective mechanisms used by these pa-
tients are relatively primitive and maladaptive,
interfering with their functioning and some-
times making their lives and their therapy ses-
sions chaotic. Split Self/Split Object presents an
understanding of the inner dynamics of these
patients that explains many otherwise confus-
ing clinical phenomena, details a way of tracking
clinical events that makes them understandable,
and offers a variety of useful forms of interven-
tion.

The first chapter discusses some of the dif-
ferences in characteristics and treatment be-
tween neurotic and personality-disordered pa-
tients. The second focuses on common
maladaptive defenses used by these patients,
giving clinical examples of each and offering
useful therapeutic responses. Chapters Three
through Five focus in turn on borderline, nar-
cissistic, and schizoid disorders, and include
transcript material to provide clear examples of
how these patients appear in treatment and
how they can and cannot be treated. Chapter
Five, the chapter about the schizoid disorder,
will be of particular interest to clinicians at all
levels of psychotherapeutic work.

Chapter Six describes a practical approach to
differential diagnosis, presenting it as an ongo-
ing process for deepening one’s understanding
of a patient. This chapter addresses the
clinician’s actual experience with patients,
describing specific points the therapist must
consider in evaluating an apparent discrepancy
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Introduction

A personality disorder is a disruption of the psyche at the most basic
level, distorting a person’s perception of himself, others, and relation-
ships, preventing the person from achieving genuine satisfaction in
love, work, or play. These distortions naturally extend to the relation-
ships patients’ with personality disorders form with their therapists,
making these patients particularly difficult to treat, especially when the
treatment approach used is oriented toward neurotic patients. For the
most part, however, patients with personality disorders are treatable.
The purpose of this book is to present the personality disorder from a
clinical perspective, with a minimum of discussion about theory and a
clear emphasis on practical problems a therapist encounters when
conducting treatment with these patients. The book presents a way of
understanding the inner dynamics of patients with personality disor-
ders that explains many otherwise confusing clinical phenomena. It
describes a diagnostic process that is useful to any clinician, regardless
of clinical orientation, because of the insight it provides into the

'I prefer the word client over the word patient to refer to the person who receives the
services of a psychotherapist because it puts less emphasis on pathology. Some
emphasis on pathology is appropriate; however, too much interferes with the
therapist’s ability to attune to the patient. The word patient has been used, however,
throughout this book because it is the word traditionally used in books of this type.
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patient’s inner thoughts and feeling states. It presents a way of tracking
clinical events that makes them understandable in the context of the
personality disorder, and it offers a variety of useful forms of
intervention.

This book began as a class outline for a graduate course in diagnosis
and treatment of personality disorders. In preparation for teaching the
course, I spoke to students about their scholastic backgrounds and
what they felt were the biggest gaps in their training. Consistently they
said that they were having difficulty translating theory into clinical
practice, and that the concept of diagnosis was confusing to them
because it did not seem to contribute very much to the selection of
treatment methodology. As the course proceeded, the students’ ques-
tions helped me to identify further the areas where the interface
between theory and practice was least clear; these questions played an
important role in shaping the content of this book.

It will be clear from reading any portion of this book that it is written
in a style that is unusual for a professional book of this type. I have
tried to address the reader and the reader’s practical needs directly. As
much as possible, I have attempted to focus on the clinician’s actual
experience when treating these patients. The book is written in
relatively nontechnical language with many clinical transcripts to
illustrate the practical application of the concepts. The transcripts that
are presented are nearly verbatim and usually represent a significant
portion of a session so that they convey the flavor of how the patient
appears in treatment, the context of the therapist’s interventions, and
how the patient responds to the various interventions.

SPLITTING

The process of splitting, referred to in the title Split Self/Split Object,
characterizes people with personality disorders. It will be discussed
throughout this book. The essential characteristic of splitting is that the
person who is splitting has a distorted view of reality and in particular
of relationships. He views himself and others (objects) in essentially all
positive or all negative terms, black or white without grays. As a
primary way that he relates to the world, it limits and distorts his
experience of himself and his emotions, making his experience of the
world very different from that of other people, who commonly
misunderstand the meaning of what the person with a personality
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disorder says and does. In the context of psychotherapy, a misunder-
standing of this type on the part of a therapist is likely to result in
misattunement and ineffective treatment.

Some therapists would say that after all the theoretical smoke clears,
what the psychotherapist really has to rely upon when he is seeing a
patient is himself. His personal resources include his self-awareness,
his unconditional positive regard for the patient, and his ability to be
authentic and empathic. These therapists might say that beyond these
skills, there is nothing really for a psychotherapist to know. With
respect to treating personality disorders, I disagree. A therapist’s
capacity to comprehend and be empathic with a patient’s inner feeling
states is limited by the therapist’s ability to understand the meaning of
the patient’s comments and behavior. Patients with personality disor-
ders speak a foreign language; they use familiar words but in some
instances with meanings uniquely shaped by the peculiar way these
patients experience the world. The therapist’s fluency in that language
will substantially improve his understanding of what he is hearing. In
order to learn how to translate, the clinician needs to study the
language of the personality disorder. This book is designed for that
purpose.

THE UNSEEN SELF

In general, with any patient, a therapist will be unable to observe the
patient’s inner pain. A patient, for instance, comes into a therapist’s
office distraught about having been deserted by her husband, as she
had been by her father as well when she was young. To the therapist,
the nature of the patient’s pain might seem obvious, but what is the
patient really experiencing? What do these desertions really mean to
her? Does she feel primarily worthlessness, failure, guilt, vulnerabil-
ity, exposure, loss, abandonment, fear, isolation, or some other
feeling? Initially, if the therapist believes that he knows what the
patient is experiencing, he is probably projecting, assuming that she is
feeling what he himself would be likely to feel in this same situation.
All that the therapist can observe directly of the patient’s pain is her
affective expression and her defenses.

Unlike the characteristics of DSM-III-R personality disorders, the
characteristics used in this book to define personality disorders are not
directly observable. To treat a personality disorder, a psychotherapist
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must try to identify the underlying intrapsychic dynamics so that he
can more fully understand and empathize with the patient. The most
common use of the term personality disorder,” however, refers to the
eleven personality disorders described and defined in the DSM-III-R,
which omits any discussion of internal nonobservable dynamics; these
descriptions are limited to observable behavioral characteristics. To
minimize confusion, in this book terms like borderline personality disorder
will be used for references to the DSM-III-R definitions, while terms
like borderline disorder, omitting the word personality, will be used to refer
to the entire clinical picture, including internal dynamics and external
manifestations. In contrast to the eleven categories listed in the
DSM-III-R, the personality disorders will be divided here into three
categories: borderline disorders, narcissistic disorders, and schizoid
disorders, each with a distinct pattern of internal psychic organization.
A possible fourth category, the antisocial disorder, is not addressed in
this book because of the lack of an effective treatment method for these
patients. Although typical behavioral characteristics do exist for each
category, they do not define the category. All three categories have in
common the patient’s difficulty in connecting to his own inner self,
impairing his ability to reference his own values, preferences,
thoughts, and feelings in order to make life choices, develop intimate
relationships, and resolve tensions and conflicts. Heinz Kohut (1978)
aptly applied to these disorders the term disorders of the self.

For example, a patient enters treatment complaining of a job
situation in which he is underpaid, his skills are vastly underutilized,
and his boss has been unresponsive to his attempts to rectify the
situation. When questioned about why he stays with such a job, he
says that if he were to take another job he knows that his boss would
be upset, but the patient says that it is clear that he needs to begin
looking for another job. As time goes on, however, the stories of how
the boss takes advantage of him continue, and it appears to the
therapist that the patient will put off looking for another job
indefinitely. In this case, the avoidance of looking for another job is a
defense and indicates to the therapist that the patient is protecting
himself from some kind of emotional pain, but the nature of the pain
is unclear.

The patient’s unique configuration of behaviors and defenses, when
observed, can indicate the presence of a personality disorder, but
intrapsychic organization remains hidden. In the example just given,
the patient may perceive himself as lovable only when he complies, and
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bad when he acts autonomously. The prospect of looking for a new job
is an autonomous step that brings up so much anxiety that he would
rather stay where he is (borderline). Alternatively, the patient may be
unable to perceive his relationships in other than a “master/slave”
form, so that although he feels controlled and exploited by his boss, the
patient feels that this is the best that he can hope for (schizoid).
Another possibility is that the patient is trying to preserve an inflated
view of his own importance, a view that shields him from an alternate
self-perception of worthlessness and inadequacy; he may perceive the
process of looking for a job as demeaning, which would put him in
touch with that sense of worthlessness and be so humiliating for him
that he finds it preferable to stay in the present situation and complain
about being undervalued (narcissist). Each of these possibilities applies
to a different personality disorder, a distortion in the patient’s view of
himself, others, and relationships, which significantly impairs his
ability to function. If the therapist is able to understand the patient’s
personality disorder, the meaning of the patient’s apparently irrational
behavior becomes clear so that the therapist can develop a fuller
empathy for the patient’s struggle and will be better able to help the
patient.

Since the inner dynamics of the personality disorder are not readily
observable, the process of learning about them in depth is difficult.
The best way for a clinician to study personality disorders is to listen
to patients talk about themselves; however, even the most sensitive of
therapists will have difficulty grasping the meaning of the patient’s
comments when these comments reflect a level of distorted perception
that is ambiguous and beyond the therapist’s own experience. In
addition, before a patient is willing to disclose and explore deep
feelings about his sense of himself, he must feel understood and
accepted by his therapist, so the therapist must be adequately attuned
initially to allow the patient to feel sufficiently understood. It is helpful
for a therapist to begin with a general understanding of the typical
inner feelings and struggles of a personality disorder so that it will be
easier for her to grasp the subtle significance of some of the comments
and behaviors of these patients. The therapist will then be more able
to recognize comments and behaviors that are particularly laden with
meaning, and will be better able to establish a therapeutic rapport with
the patient. The best way to obtain an initial understanding of the
personality disorder is through ongoing case consultation. However,
for those who do not choose this route, this book will provide a start.
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IMPORTANCE OF DIAGNOSIS

Regardless of the particular treatment approach used, the additional
information produced by the diagnostic process proposed here should
be extremely useful to the clinician. The diagnostic categories are not
intended to be complete or discrete; some patients will appear to
straddle two categories or migrate between them during the course of
treatment. Diagnosis, as it is conceived of here, is a careful way of
listening to the patient; it is an ongoing process that begins when the
patient enters treatment and continues until the treatment is termi-
nated. Once a diagnostic impression has been established the therapist
can continually check the patient’s comments for consistency with the
diagnosis. If a comment seems inconsistent, either the therapist’s
diagnostic impression is inaccurate or the therapist has misunderstood
the intended meaning of the patient’s comment.

One of the primary objections of many therapists to the practice of
diagnosis is that it tends to confine the therapist’s perception of the
patient to a narrow set of attributes, causing the clinician to miss those
qualities of the patient that are not addressed in the diagnostic process.
They describe this process as dehumanizing, claiming that the patient
is not seen as whole person but as a collection of narrowly defined
traits.? I believe that this objection is important. It is difficult, when
looking for particular characteristics or behaviors, to be open to seeing
the whole person. I think diagnosis, like any attempt at organizing
information into patterns, tends to relegate to a status of secondary
importance those bits of data that do not fit into the patterns.
Furthermore, there is a danger, when using diagnostic information, of
getting ahead of the patient. The clinician can easily frighten patients
by making comments that indicate a knowledge of them that is
significantly deeper than they intended him to have or than they
themselves might be aware of. It is challenging for a therapist both to
diagnostically organize the information that the patient presents and at
the same time to remain open to experiencing and relating to the

*To support this position, they point to books like this one that will sometimes refer
to people as narcissists or borderlines, characterizing them entirely by their pathology.
In this book there is an attempt to refer to people as narcissistic patients or borderline
adults. However this terminology can become cumbersome when used over and over
in a paragraph, so the shorthand terms of narcissist or borderline are sometimes used.
This is not intended to obscure the breadth of a person’s humanity who happens to
meet the criteria of one of these diagnostic categories.
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patient as a whole person at the level that the patient presents himself.
This tends to be a problem whenever a clinician learns something new
about treatment. At first the new information or skills are not fully
integrated in the clinician and his genuineness and spontaneity suffer.
I believe that once the diagnostic process and the additional informa-
tion it offers are integrated, they will not interfere with the mature
clinician’s ability to be present with his patients. In fact, because of the
additional sensitivity this process affords the clinician, its ultimate
impact should be to enhance that ability.

One difficulty in understanding patients with personality disorders
is that they use the same language as other patients, but the meaning
of the words they use is usually quite different. Basic words like love,
depression, feel, need, and help have different meanings when used by
patients with personality disorders than when used by more neurotic
patients. Whole patterns of behavior have different motivations and
different meanings. In addition, these meanings can vary widely with
the different types of personality disorders. Many of the inner
thoughts and feelings of a patient with a personality disorder are so
painful that in most cases they are neither discussed nor even internally
acknowledged, adding to the clinician’s difficulties in understanding
these patients. Diagnosis is useful in helping the clinician clarify all
these ambiguities and fill in the blanks left by the patient’s own lack of
awareness.

Diagnosis is also important because a patient in each of the three
categories of disorders described in this book will have a characteris-
tically different way of viewing the therapist and of responding to
various types of interventions. Whereas for one an interpretation
might be helpful, for the other it might feel invasive. For one, a
request of the therapist for advice would be a sign of progress as an
indication of deepening trust; for another it might be indicative of a
regressive response to the treatment. Patients from one category might
feel that the therapist is uncaring if he does not address the patient’s
destructive behavior patterns; patients from another might feel criti-
cized, betrayed, or wounded if the therapist does address the patient’s
destructive behavior patterns. An accurate diagnosis facilitates the
therapist in attuning to the patient.

Each of the three categories suggests some distinct guidelines for
treatment. It is useful for the clinician to arrive at a probable diagnosis
when selecting a treatment approach because it allows the clinician to
tailor his treatment approach to the patient’s condition, it enables the
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clinician to construct a diagnostic hypothesis that can then be tested
against the treatment results obtained, and it forces the clinician to
consider carefully the different possible meanings of everything the
patient says and does. As treatment progresses, the selected approach
will naturally be modified as the clinician better understands the
patient.

The ability to differentiate among the three categories is useful
throughout treatment. In general, the most difficult stage of treatment
with these patients is the initial one, because there is not an established
rapport or trust between therapist and patient. During this period, if
the therapist makes wrong choices about the type of intervention that
the patient can tolerate and respond to, the treatment can be severely
hampered or aborted. The diagnostic process presented in this book is
especially helpful in informing the therapist’s choices during this
period. As the treatment progresses, the clinician has more informa-
tion about the patient, making the choice of interventions easier. Most
errors in clinical judgment made during later stages of treatment can
be fairly easily repaired so that the choice of interventions becomes less
critical. However, during these later stages, the ongoing diagnostic
process facilitates the clinician’s understanding of what the patient is
intending to communicate, how the patient is tending to process the
events that occur in treatment, and how the patient is likely to respond.

The diagnostic approach presented in this book is an ongoing
process that helps the clinician, regardless of his psychotherapeutic
orientation, to continually question and interpret to himself the deeper
meanings of the patient’s comments and actions. It helps the clinician
understand what the patient is saying about his inner feelings and
about how he perceives himself.

APPROACH TO TREATMENT

Unfortunately, it is easier to present clinical problems in a transcript
than it is to present true clinical successes, because the successes are
subtle and build gradually over time. So-called breakthroughs are
likely to be meaningful to the observer only when taken in the context
of a lengthy treatment process preceding them. Consequently, the
transcripts presented in this book are more instructive in the insight
they give about how a personality disorder presents clinically than they
are instructive in effective treatment technique. Included with each
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transcript is a commentary that carefully evaluates the impact of the
various interventions and suggests improvements.

The treatment orientation presented in many of the transcript
commentaries is analytic, with the therapist intervening minimally.
The idea behind this orientation is that patients with personality
disorders need to work out issues concerning autonomy, individuation,
separation, and separateness; when the patients seem to be exploring
their own concerns without external direction, intervention by the
therapist is unnecessary and in fact often sidetracks their work. In
most cases, there are strong therapeutic reasons for the therapist to
avoid becoming overly active in the treatment process; on some
occasions the commentaries in this book caution against too much
activity on the part of the therapist. In general, however, rather than
point out the problems with a particular style of treatment, the book
will present aspects of treatment that will be useful to most clinicians,
regardless of their therapeutic orientation.

Another characteristic of the treatment approach presented here is a
careful attention to the patient’s defenses as an indication of the
presence of underlying dysphoric feeling states. By closely tracking the
occurrence of defenses in the patient’s comments and behavior, the
therapist is able to understand with exquisite clarity the meaning of
many otherwise confusing clinical events. Complementing the atten-
tion to defenses is an attention to emotions, spontaneity, and genuine
attempts at self-exploration. The patient’s subtle dance between these
complementary phenomena is described and illustrated, a dance
which, when observed, elucidates the patient’s inner struggles.

ORIGINATORS OF THE APPROACH PRESENTED IN
THIS BOOK

During my sixteen years in practice I have constantly been involved in
various types of training, ranging from family systems and humanistic
approaches to analytic approaches. In the analytic area, I most recently
trained for four years with the Masterson Institute in the treatment
approach developed by James Masterson. Although I found that my
clinical skills improved enormously during this training, I have
continued to have strong reservations about aspects of Masterson’s
approach. I think that the primary benefits I received from this
training were an improved understanding of patients with personality
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disorders and a greatly expanded awareness of clinical phenomena that
typically occur with these patients.

I believe that because many clinicians find certain aspects of
Masterson’s approach to treatment unacceptable, they reject some of
the valuable and useful aspects of his.contributions as well. In
particular, Masterson’s diagnostic breakdown of the personality disor-
ders, his method of tracking defenses, and his identification of
borderline, narcissist, and schizoid triads (the concept of a triad is
explained in detail in Chapters 3, 4, and 5) are extremely useful and
can be combined effectively with most clinical orientations. They form
the core of the material presented in this book. In addition, the chapter
on the treatment of narcissistic disorders presents ideas developed by
Kohut and Kernberg, and the chapter on the treatment of schizoid
disorders presents some of the contributions of Guntrip and Ralph
Klein. Many of the clinical transcripts reflect aspects of Masterson’s
approach; in the transcript commentaries, the impact of these is
evaluated.

This book diverges from Masterson’s approach in many important
ways. I think that Masterson’s narrow focus on tracking defenses,
although very powerful, leads to an overemphasis on pathology; it does
not give adequate attention to the patient’s human attempts at
connecting to the therapist or the positive motivation for the patient’s
behavior. He takes the position that the patient’s defenses must be
tenaciously pursued by the therapist. In some cases I believe that this
aggressive treatment provokes more defense in the patient. In the area
of diagnosis, Masterson recommends that the clinician arrive at a
probable diagnosis early on in treatment and then pursue a treatment
strategy consistent with that diagnosis until the events of treatment
prove that this diagnosis is incorrect. I believe that the clinician’s
diagnosis should always be considered tentative, more of a heuristic
tool for understanding than a prescription for treatment. Masterson
insists on the discreteness of each of the three diagnostic categories. In
my experience, most personality disordered patients seem to fit well
into one of the three categories, but some patients do not. The aberrant
ones seem to straddle two categories without fitting into either, or they
may alternate between two categories. Sometimes the patient’s diag-
nosis appears to change well into the treatment process. I believe that
the category of borderline disorder that Masterson describes is consid-
erably less populated than he suggests. For instance, Masterson (1989)
recommends thinking of most of the eleven DSM-III-R axis II
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categories as borderline. I believe that many of these categories are at
least partially populated with narcissistic disorders and one, the
avoidant, should be thought of as high level schizoid. Finally, central to
Masterson’s approach is his adherence to the goal of the patient
working through deep-seated abandonment depression. I do not place
nearly the importance on working through that he does; I think there
is a wide range of ways in which a patient can benefit from treatment.

THE TRANSCRIPTS

The transcripts used in this book are based upon actual sessions,
slightly shortened and edited to conceal the identity of the patient. In
all cases an attempt was made to preserve the personal qualities of the
original transcript so that the reader can get a sense of how the
therapist and patient interacted. In addition to my own, transcripts for
this book were contributed by colleagues and student interns. In the
interest of the patients’ anonymity, contributors are not specifically
named.

CONCLUSION

This book is intended to help clinicians to recognize personality
disorders, to understand patients’ experiences of these disorders, and
to use this information in selecting effective treatment approaches. It
presents a way of understanding patients with personality disorders,
some useful guidelines to treatment of the various personality disor-
ders, a variety of interventions, and a useful diagnostic process. It is
written from a clinical perspective with a minimum of theory. All of
the concepts presented are illustrated using clinical transcripts.

The book is divided into seven chapters. The first contrasts some
fundamental characteristics of a personality disorder to those of a
neurosis. A series of short transcripts of an ongoing treatment is used
to illustrate the points that are made. The second chapter discusses
defenses, a phenomenon of universally acknowledged importance but
one that is not usually given careful attention in psychotherapy texts.
Since defenses play a prominent role in both identification and
treatment of personality disorders, this chapter provides a foundation
for the next three chapters, which focus in turn on the individual
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categories of borderline, narcissistic, and schizoid disorders. Each of
these three chapters concentrates on one disorder and addresses
intrapsychic dynamics, typical behavioral -characteristics, etiology,
clinical presentation, countertransference, and treatment. Each of
these chapters also contains at least two clinical transcripts that serve as
concrete examples for how these patients present themselves in
treatment and how they respond to both appropriate and inappropriate
interventions. The sixth chapter talks about differential diagnosis in
practical terms, and the final chapter discusses a variety of interven-
tion possibilities and the situations that call for each.

—— —









Personality Disorders

A neurotic patient is preoccupied with conflict: “Why do I do what
I do? What is driving me?” He struggles with guilt: guilt for
committing forbidden acts, for entertaining forbidden thoughts, for
surviving where others did not, and for experiencing forbidden
pleasure. Generally, the neurotic patient’s problem is in finding release
from a harsh, judgmental, controlling, internal observer. Psycho-
therapy of the neurotic patient is designed to uncover deep uncon-
scious motives for questionable thoughts and behavior.

In contrast to the neurotic patient with typically overdeveloped and
restrictive values and standards that constrain him, there is the patient
with a personality disorder whose values and standards have been
borrowed from parents and others. The term personality disorder, also
called a disorder of the self, refers to a lack of a genuine sense of “self” and
a consequent impairment of self-regulating abilities.’ Instead of
looking within themselves to locate feeling or make decisions, patients
with personality disorders look outside themselves for evaluations,
directions, rules, or opinions to guide them. While a neurotic patient
is struggling with feeling repressed and overcontrolled, the patient with
a personality disorder struggles with the opposite problem; without a

'The term disorder of the self was introduced by Kohut and Wolf (1978) and later
adopted by Masterson (1989).
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strong internal monitor of his thoughts and actions, he finds it difficult
to maintain self-control. He often acts impulsively in ways that
interfere with his ability to relate intimatély 'to others, to successfully
pursue a career, or to obtain satisfaction in life. The treatment of a
personality disorder focuses initially on helping the patient to actively
observe, evaluate, and control his behavior in order to improve his
functioning and stabilize his life. Then it facilitates the patient in
restoring his sense of self.

The dichotomy between neurosis and personality disorder is not as
clear-cut as it may appear. There probably are no purely neurotic
patients; people who appear to be neurotic in most respects probably
have areas of themselves that they have closed off, causing them oc-
casionally to function more like people with a personality disorder than
like neurotics. There can, however, be unfortunate consequences if a
therapist mistakes a patient with an extensive personality disorder for
neurotic. If this should happen, the therapist will probably focus on
loosening up the self-control of the patient, whose self-control is already
marginal. The patient is then likely to become increasingly dependent
upon the therapist to provide an external supplement of structure,
support, and control. As the patient depends more on the therapist for
these functions, the therapist will probably feel increasingly responsible
for the patient, and will be in less and less of a position to intervene
neutrally and therapeutically.

The purpose of the present chapter is to illustrate as clearly as
possible the differences between neurotic conditions and personality
disorders, and to explain why it is essential that clinicians be able to
distinguish one from the other.

THE NATURE OF A PERSONALITY DISORDER

The term disorder of the self is descriptive of a personality disorder
because these patients are out of touch with themselves. They identify
themselves with a facade, a false defensive self that they have
developed to adapt to a world that they perceive as hostile. Typically,
when they were young, they needed to adapt to one or more parents
whom they perceived of at times as hostile, withholding, absent,
attacking, or devaluing. To protect themselves from this environment,
they relied on relatively primitive defenses. In particular, they tended
to reduce their views of people and relationships to black and white.
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Even a parent who was sadistically cruel much of the time could be
seen at other times as supportive and loving. To people whose
childhood was dominated by abuse, engulfment, or neglect, this
mechanism, referred to as splitting, allowed them to preserve an
internal image of a loving environment that could be insulated from
painful reality.

Although this polarized way of viewing the world is normally used
by toddlers to preserve their image of the all-loving parent upon whom
their survival depends, those who develop personality disorders never
relinquish this defense as a primary protective mechanism. They de-
velop into one-dimensional adults who view the world as either positive
or negative, with very little in between. Although their views can shift
back and forth between black and white, bad and good, they have great
difficulty seeing combinations of partly black and partly white or shades
of gray. Their relationships are shallow because of their limited ability
to see people realistically. From the perspective of observable behavior,
a patient with a personality disorder as described in this book is likely
to fall into one of the categories defined by DSM-III-R as a personality
disorder. Conversely, from an intrapsychic perspective, at the heart of
every DSM-III-R personality disorder is an impairment in the person’s
experience of his self. This limitation naturally restricts their ability to
relate to a psychotherapist as a multifaceted person, and prevents them
from developing mature transference relationships. Without the ability
to develop transference, they have been considered unanalyzable by
some traditional psychoanalysts. Therapists using more humanistic
approaches have also been frustrated in attempting to get through the
“false self” of these patients to their true inner selves because these
patients are unable accurately to perceive and respond to the therapist.
Object relations theory provides a therapist with a way to understand
these patients so that the therapist can help them to shed their false selves
and allow their true selves to emerge.

Splitting

In one sense patients with personality disorders are easily identified.
Their characteristic ability to suddenly reverse their view of a therapist
is not common in neurotics. Some patients with personality disorders
might view the work of their therapist as skillful and inspired, and then
a few minutes later question whether there is anything of value
occurring in the treatment. Some personality-disordered patients
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vacillate wildly in their opinion of the therapist’s level of concern and
caring about them. At one moment, the patient views the therapist as
sensitive and caring, and the next moment as unfeeling, withholding,
and critical. When a neurotic patient’s assessment of the therapist
changes dramatically, the patient usually observes that such a dramatic
change is unusual and wonders what it represents. In contrast, the
patient with a personality disorder does not tend to be curious about
his rapidly changing view of the world. Whatever his current point of
view, he takes it as reality and rarely questions it.

To the uninformed observer, such swings in mood and opinion may
appear to be simply an eccentricity. The observer assumes that anyone
who holds such contradictory points of view in such a short span of
time must be somewhat uncomfortable with the degree to which the
two points of view clash. To the neurotic observer, it is beyond the
realm of his normal experience that antithetical points of view might
coexist in a person’s mind without influencing one another, but for the
person with a personality disorder, these points of view do not
influence each other because they are not held at the same time. When
one is held as true, the other is “split off,” and simply not considered.
All people use splitting at times to some degree. A negative measure of
a patient’s psychological health is the degree to which he relies on
splitting to manage internal conflict.

False Self

Similarly, an alertness to the characteristics of the personality disorder
is almost essential in order to fully identify the facade, or false self, that
is presented, and to see beyond it to the frightened, isolated, angry, or
hurt feelings that it shields. A personality-disordered patient’s false self
facade can take many forms: the cooperative patient who cares more
that the therapist like him than he does about the success of his treat-
ment; the charming patient who is so afraid of criticism that he attempts
perfection and control in everything he does; the self-confident patient
whose brittle exterior can tolerate no expression of individuality or
difference from other people; the intelligent patient who desperately
seeks a relationship, but is terrified when any real contact occurs be-
tween himself and another; the helpful patient who seems to be con-
cerned about everybody else in his life except himself; or the helpless
patient who secretly believes that to support his own efforts would result
in rejection and isolation. These are only a few.
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When a person is able to express himself both outwardly and
inwardly without tailoring his expression in a defensive way to the
expectations or demands of others, he is able to pursue his own
genuine interests and aspirations; he can express his real self. The term
real self is used in a wide variety of ways with subtle differences of
meaning by various theorists. In this book, along with real self, the
terms inner self, true self, and self are also used at times to refer to a
person’s ingenuous core that gradually reveals itself to the patient as
well as the therapist as the layers of false self fall away.

Difficulties with Self-Regulation

Because they are out of contact with their inner selves, people with
personality disorders have a limited ability to use their inner resources
to soothe themselves when painful affect arises. This ability seems to
be available naturally to neurotics and other people without such an
impairment of the self. In addition, people with personality disorders
have difficulty with many other self-regulating functions that healthier
people seem automatically to be capable of. These include impulse
control, limit setting for one’s self, self-affirming, self-comforting,
self-empathy, and self-soothing. One of the important roles of the
therapist who treats these patients is to provide an external substitute
for these functions that are lacking internally until patients can learn
to provide them for themselves.

DIFFERENCES BETWEEN A PERSONALITY
DISORDER AND A NEUROSIS

To illustrate some of the many differences between neurotic patients
and those with personality disorders, consider the characteristics of the
following neurotic patient and which of these characteristics would
probably be different if this patient had a personality disorder:

Dr. Berger’s Most Famous (and only) Case

The patient is presented here through partial transcripts of a series of
five treatment sessions. He enters outpatient treatment at age 17 in the
mid-nineteen seventies after a suicide attempt followed by a month of
inpatient psychiatric treatment.
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Session #1

s
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: Hi. Did you have trouble finding the place?

No. (The patient’s affect is flat.)

Good. How long since you've been out of the hospital?

A month and a half.

Feeling depressed?

No.

On stage?

Pardon me?

People nervous, treating you like you're a dangerous character.
Yes, I guess a little.

Are you?

I don’t know.

How long were you in the hospital?

Four months.

What did you do?

I tried to off myself. (irritated/excited) Isn’t it down there?
(calmly) It doesn’t say what your method was.

Double edge —super blue.

Oh. (nods) So how does it feel being home? Everybody glad to see you?
(flat affect) Yeah.

Friends?

Yeah.

You'’re back in school?

Yeah.

Everything okay in school, teachers?

Yeah.

No problems?

Hmhmm.

So why are you here?

Oh, I'd like to be more in control.

Why?

So people can quit worrying about me.

Who'’s worried about you?

Oh, my father mostly, this is his idea.

What about your mother, isn’t she worried about you too?

I don’t know. If you're a friend of Dr. Crawford I guess you’re probably
all right, but I'll be straight with you. I don’t like this already.

: Well, as long as you're straight.

What do you know about me? Have you talked to Crawford?

: Yes, he called me on the phone and he told me to look for you. He said

you had a brother who died. Boating accident was it? Do you want to tell

e
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me about it? (silence) Well, I suppose you talked this over with Crawford
at the hospital, right?

Right.

Good. How did that go?

It didn’t change anything.

What did you want it to change?

(irritated) I told you. I'd like to be more in control.

Why?

(irritated) I told you so some people can quit worrying about me.
(calmly) Well, I'll tell you something. I'll be straight with you, okay? I'm
not big on control. But it’s your money.

v N M B

P: So to speak.

T: So to speak. Okay, how’s Tuesdays and Fridays same time?

P: Twice a week?

T: (matter-of-factly) Well, control’s a tough nut.

P: T've got swim practice every night.

T: Well that’s a problem. How do we solve that?

P: I guess I have to skip practice twice a week and come here.

T: Well, that’s up to you.

P: I don't like being here. I've got to tell you. I don’t like being here at all.
T: Umhumm.

Commentary for Session #1

If the preceding dialogue seems familiar, it is because it is taken
from the 1980 motion picture, Ordinary People.” Originally published as
a novel in 1976, this fictionalized account portrays the treatment of
Conrad, a teenage boy played by Tim Hutton, who is treated by Dr.
Berger, a psychiatrist played by Judd Hirsch, after a suicide attempt
and depression related to the drowning death of Conrad’s older
brother. Berger helps Conrad to identify repressed emotional trauma
related to the drowning incident and to work out Conrad’s confused
and painful feelings about his parents. While Berger’s style of treat-
ment is unorthodox by most current standards, the transcripted
interactions have a quality of authenticity to them. Judging from the
popular reception of the movie, one can conclude that most viewers
had little difficulty believing that these therapist-patient interactions
might actually have occurred and might have had a therapeutic effect.

The fact that this account of psychotherapy is fictional does not

?Excerpt(s) from ORDINARY PEOPLE copyright 1980 by Paramount Pictures.
All rights reserved. Used by permission.
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detract from its credibility as an illustration of clinical phenomena.
The characters in Ordinary People are realistically portrayed, as
evidenced by their ready acceptance and believability by so many
viewers. The inclusion of popularized fictional characters for the
purpose of illustrating psychotherapeutic concepts has many prece-
dents in psychotherapeutic literature. Jung is well known for using
characters from popular mythology to represent character types.
Freud, himself, (1916), in his writing used characters from the works
of Homer, Shakespeare, Ibsen, and others in order to present and
discuss various character types. He thought of these characters as
skillfully crafted out of the author’s subconscious awareness of the
human mind.

The portion of the first session presented above provides a flavor of
Dr. Berger’s style —blunt, perhaps even cocky. Comments like “So why
are you here?” and “I'm not big on control” border on sarcastic, not
typical of most psychotherapists. However, these comments do also
have an honest, down-to-earth quality to them. Although not indicated
in the text of the transcript, Dr. Berger’s facial expressions and general
presentation convey a sense of genuine interest in Conrad. Although
Berger plays a very active role in the session, asking many questions,
it is unclear whether his high level of activity is a response to Conrad’s
adolescent reticence or if it is a typical aspect of his treatment style in
a first interview.

It is also unclear in this first session if Conrad’s brief responses in the
session are evidence of depression, or if they are indications of a
difficulty he has in determining his own genuine interests in this
situation. The former would be common for a neurotic who is
depressed, and the latter would be typical of a personality disorder.
Conrad’s lack of affect is probably a result of depression. Many
patients with personality disorders appear to have little emotional
affect because they defend against their deep emotions by distancing
from superficial as well as deeper emotions. This possibility does not
seem to apply to Conrad because he demonstrates the accessibility of
his emotions when he becomes spontaneously irritated several times,
and then returns to his flat affect.

Defensive Avoidance

Conrad is fairly direct about telling the therapist what he doesn’t
like. However, when the subject of his mother comes up, he is indirect,
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defensively changing the subject to avoid his feelings about her.
Avoidance is a defensive process that is typical of, but not limited to,
patients who have personality disorders. It is not a typical defense of
a neurotic; however it is not entirely out of character for a neurotic to
use it.>

Session #2

: Well, what do I do, tell you my dreams?

: I don’t put much stock in dreams.

What kind of psychiatrist are you? They are all interested in dreams.

: Really, what's happening? What's going on?

I just feel so (pause)

: What?

Jumpy. (pause)

: Look, kiddo, I lied. I do believe in dreams; but sometimes I want to know
what’s happening when youre awake. Now come on. Tell me. Some-
thing’s bugging you, making you nervous. You’re making me nervous.
Maybe I need a tranquilizer, you know.

: Tranquilizer?

¢ Yeah, what do you think?

: I think you came in here looking like something out of The Body Snatchers.
It is not my opinion that you need a tranquilizer.

(turns clock toward himself) What is this?

A clock.

Oh, I see, you get to tell the time but I can’t. Is that it?

: Hmhmm.

So you know when the hour’s up?

: Right.

Fifty minutes, 55 minutes, what is it? (silence) Maybe I don’t want to
swim any more. I mean my timing’s for shit. He’s got two guys who swim

B B R e B
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*Since this is one of the rare instances in which Conrad’s character appears to be
inconsistent from a psychological point of view, it is interesting to note that this
inconsistency was not present in the original book, Ordinary People, but was introduced
into the screenplay. In the book, several exchanges take place after the subject of
Conrad’s mother is brought up. Then Conrad becomes irritated with the barrage of
questions coming from Berger, and Conrad stops talking. Berger asks him what is
going on, and Conrad responds with the line that appears in the movie version in
which he says that he doesn’t like Berger. As it arises in the book, this line is a natural
response to irritation over Berger’s intrusiveness, and not an avoidance of the subject
of Conrad’s mother; it is a response that would be expected of a neurotic.
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the 50 who are better than me, and, Jeez, they’re a bunch of boring-assed
jocks. And him, I can’t stand him. He’s a tlght -assed SOB.

: Have you thought about quitting?

Are you telling me to?

No.

It wouldn’t look good.

: Forget about how it looks. How does it feel?

How does it feel? How does it feel?

: Yes, how does it feel?

: (shrugs) Same thing that happened last year. It’s the same damned thing
I did last year.

: Are you the same person you were last year?

: I don’t know.

: That's why you need a tranquilizer?

: You tell me.

: No, it’s up to you.

Fifty bucks an hour. Can’t you decide if I should have a pill or not? You’re

a doctor. I'm supposed to feel better, right?

: (wryly) Not necessarily. (pause) How is it with your friends? Is it getting

any easier?

No.

: Is any place easy?

: The hospital was.

: It was. Why?

: Because nobody hid anything there.

: Was there anyone there you could talk to, I mean besides Dr. Crawford?

UHTHY ST

H RTINS
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Commentary for Session #2

The second session begins with Conrad wanting Berger to tell him
what to do in the session. This could be the natural response of a
neurotic patient trying to adjust to a new and uncomfortable situation
or the response of a patient whose personality disorder makes it very
difficult for him to initiate anything that would require him to check
inside himself for direction. In particular, the process of determining
for himself what is important to talk about in a session is difficult and
produces anxiety for a patient with a personality disorder.

Berger responds to Conrad’s reticence by asking him, “What's
happening? What’s going on?” Then he says, “Now come on. Tell me.
Something’s bugging you, making you nervous. You're making me
nervous.” The implications of this intervention are several. Most
importantly, Berger believes that Conrad knows he is feeling some-
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thing and furthermore that Conrad knows what that feeling is. If
Conrad had a personality disorder, it is very possible that neither belief
would be true. Secondly, Berger is apparently not afraid that Conrad
might feel criticized by the comment “You’re making me nervous.”
Patients with personality disorders have great difficulty maintaining
clear boundaries between themselves and others; to such a patient,
“You’re making me nervous” would be a very upsetting comment.

While neurotic patients struggle to control and express their painful
feelings, personality-disordered patients tend to protect themselves by
channeling their attention away from painful feelings before they can
be experienced. This shifting of attention away from the experience of
feelings can take many forms including avoidance, denial, and acting
out. All are automatic defensive responses, rather than considered
choices. While the neurotic patient might choose to set a painful
subject aside for the moment in order to address a demanding
situation at hand and then pick that subject up later, the patient with
a personality disorder is likely to sidestep the subject so quickly and
automatically that he is usually entirely unaware of the painful or
scary feelings engendered by the subject. Consequently, he will not
have reason to go back and pick up the subject at a future time. If he
is asked what he felt before he changed the subject, he might
remember, or he might respond, “Nothing.” If Dr. Berger had urged
a patient with a personality disorder, “Tell me what’s bugging you,”
the patient might have felt frustrated or criticized, unable to comply
even if he wanted to.

Because a patient with a personality disorder is out of touch with his
insides, he will have a shaky self-image, and will depend on other
people’s opinions for a sense of himself. Consequently this patient will
be very sensitive to other people’s comments and attitudes about him,
and will have a tendency to be strongly influenced by other people’s
evaluations of him. If Berger had said, “You’re making me nervous,”
to a patient with a personality disorder, the patient would have been
likely to feel criticized, bad, violated, or offended. In the above
transcript, Conrad does seem to interpret Berger’s comment as some-
what critical, because he suggests that the problem of his nervousness
might be solved by a tranquilizer, a suggestion to which Berger
responds in his characteristically frank style, telling Conrad that he
does not believe a tranquilizer would be helpful to someone who came
in looking like something out of The Body Snatchers. Berger does not
seem to be particularly concerned about offending Conrad.
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Session #3

: What are you thinking?

: That I jack off a lot.

: Does it help?

: Sometimes.

: What are you thinking about now?

: John Boy.

: Who?

: You know, the Waltons, John Boy.

: Yeah, what about him?

My father came into my room that day and he didn’t know what to say.
This was right after Buck died. And he came over and sat on the bed next
to me and put his arm around my shoulders. And he just sat there, and
I remember I was watching his feet and I was—because his foot was
turned on its side—and I was thinking “he’s so uptight.” Just back off.
And I know I should have felt something, but I didn’t know what to feel.
I keep thinking about the stuff they say on TV, like “Oh, my God.” I
didn’t say that because I didn’t feel sad so much as . . . . (pause)

: So much as what?

I don’t know. I kept thinking that John Boy would have said something
about the way he felt.

: What would John Boy have said? (pause) Come on—oh, come on.
Come on what?

: Don’t hold back.

Mg ST S
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Commentary for Session #3

Again, Berger assumes that Conrad’s pause is an indication that he
is holding back, conflicted about whether to say what he is thinking.
Internal conflict is a theme for neurotic patients. They wonder
whether to talk about things, whether to take various actions, even
whether it's okay to be thinking what they’re thinking. Personality
disorders, on the other hand, avoid conflict. They avoid even thinking
about subjects that involve conflict. Whereas the neurotic has a strong
internal observer, an observing ego that creates internal conflict by
noting the neurotic’s discomfort with many of his impulsive desires for
gratification, the patient with a personality disorder has a weak
observing ego, if any.

By the end of the third session, the intensely interactive character of
Berger’s style of treatment has not abated. Conrad does not seem to be
thrown off by Berger’s active involvement, except for the fact that
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Conrad does not tend to initiate discussion of areas of his own interest.
He does, however, freely respond to Berger’s direction. When Berger
asks what he is thinking, Conrad reveals that he has been thinking to
himself about an apparently significant memory. With little encour-
agement he describes the memory of an incident and his present
concerns about how he reacted at the time of the incident. He
interrupts himself after saying, “I didn’t feel sad so much as . . . .” He
is conflicted about whether to finish his sentence. Again, Conrad’s
conflict does not arise as much from a difficulty in determining what
he feels, as it does out of an internal conflict over whether to describe
his feeling to Berger. It is important to note also that Conrad’s
concerns are about whether he should have been feeling something
different than he actually did, and whether he can accept what he did
feel. To him, other people’s opinions about what he felt are of
secondary importance.

Patients with personality disorders would have reacted very differ-
ently than Conrad to the therapeutic treatment just described. Because
they are disconnected from their insides, they have great difficulty in
generating their own directions based upon a sense of what is right for
themselves. In therapy sessions, they struggle with the problem of
deciding what to talk about. If the therapist suggests a subject to
discuss, even if the subject is not central to the patient’s concerns, the
patient with a personality disorder will commonly use the therapist’s
suggestion as an opportunity to bypass the problem of identifying the
patient’s own inner direction. The patient will either launch into a long
lifeless monologue on the subject or give a relatively short factual
answer and then sit back and wait for the therapist’s next direction.
Instead, Conrad responds to “What are you thinking?” by making a
spontaneous association and proceeding to address meaningful mate-
rial. Conrad’s difficulty does not appear to be in generating this
spontaneous material so much as in communicating about it.

If a therapist were as active in treating a personality disorder as
Berger appears to be in these sessions, the patient would probably
avoid initiating significant exploration. Although “What are you
thinking?” is not a particularly directive question, it can nevertheless
interfere with a personality-disordered patient’s work. It focuses the
patient on thinking rather than feeling, and it conveys an expectation
that when nothing is being said, the patient can rely on the therapist to
fill the silence. While these two implications may seem subtle, they do
not escape the fine sensitivity of the patient with a personality disorder.
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This patient’s response to the above intervention is likely to be an
increase in passive behavior, causing the patient to depend more
heavily on the therapist in the future to-fill silences and suggest
directions for exploration.

Patients with personality disorders would also be very unlikely to
explore silently a memory involving emotional conflict like the one
described by Conrad. Instead, they would distract themselves and
think about something else, in order to avoid emotional conflict. If
they were to interrupt themselves, it would probably not be because
they are unsure about whether to talk about something, but because
they are uncomfortable thinking about something. In addition, they
would not have had the degree of observing ego demonstrated by
Conrad. Conrad thinks about what happened during the incident
involving his father, notices that he did not feel anything, and wonders
what he should have felt, his primary concern being whether he can
accept his own response to the situation. Because they are out of touch
with themselves, patients with personality disorders are very poorly
equipped to observe and evaluate their own behavior. Instead, when
they evaluate their behavior, their primary concern about how they
responded to the situation is what other people will think.

Session #4

(Conrad has decided to quit the swim team.)

T: What does your dad say about 1t?

P: I haven’t told him yet.

T: How come?

P: I don’t know. He’d worry about it.

T: Did you tell your mother?

P: My mother. My mother and I don’t connect. Don’t you remember? I told
you that. What do people have in common with mothers anyway? It’s all
surface crap. You know. “Brush your teeth. Get good grades.” I don’t
know. (looks at clock) Two o’clock. I'm just wasting your time. 'm not
going to feel anything, all right; I'm sorry.

T: No, “sorry” is out. Come on, something’s on your mind. Come on, come
on. Remember the contract? Well maybe there’s some connection between
control and a lack of feeling.

P: I don’t know what you mean.

T: Think about it.

P: What do you want?

T: Tl tell you what I want. I want you to leave “I don’t know” out there with

the magazines.

— ———



Personality Disorders 17

P: So if I don’t have an answer, you want me to make one up.

T: Yeah, make one up right now about there’s no feelings in there.

P: I said I had feelings.

T: Oh, now you have them, now you don'’t. Get it together, Jarrett.

P: Why are you hassling me? You're trying to make me mad, right?

T: Are you mad?

P: (emphatically) No!

T: Oh, cut the shit. Youre mad. You’re mad as hell. You don’t like being
pushed so why don’t you do something about it.

P: (agitated) What?

T: Tell me to fuck off. I don’t know.

P: (impulsively) Fuck off. No.

T: Why not?

P: Uh uh. It takes too much energy to get mad.

T: Do you realize how much energy it takes to hold it back?

P: When I let myself feel, all I feel is lousy.

T: Oh, I beg your pardon. I never promised you a rose garden.

P: Oh, fuck you, Berger.

T: What fuck you?

P: What about you? What do you feel? Do you jack off or jerk off or
whatever you call it?

T: What do you think?

P: I think you married a fat lady, and you go home and you fuck the living

daylights out of her.
T: Sounds good to me. A little advice about feeling, kiddo. Don’t expect it to
always tickle.

Commentary for Session #4

Conrad again avoids talking about his mother when the subject
comes up. He focuses instead on the clock and pleads hopelessness,
saying that he is not going to feel anything and that he is wasting
Berger’s time. Apparently, he intends to act out his hopelessness by
stopping the therapeutic work of that session, but Berger urges him to
continue, saying, “Come on, something is on your mind.” In general,
neurotic patients tend to work with the therapist to try to understand
themselves, while personality-disordered patients in the initial stages of
therapy tend to be unable to participate in this therapeutic alliance. So,
patients with personality disorders are far more likely to avoid a
sensitive subject than neurotic patients. In this case, however, Conrad
demonstrates the fact that neurotic patients sometimes also become
resistant and avoid sensitive subjects.
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Avoidance is a primitive defense because it is a defense that is
utilized in early childhood and is normally given up as a person grows
and matures emotionally. If not relinquished, the avoidance defense
can be an extremely destructive one; taken to the extreme, it can cause
havoc in a person’s life. Bills can get shoved in drawers and left unpaid,
jobs can be lost because people procrastinate about difficult important
tasks, classes can be skipped to avoid having to take an exam or make
a presentation, and generally the business of life does not get handled.

Primitive defenses tend to be used by patients with personality
disorders to protect themselves, while neurotic patients are able to use
more mature defenses that are less destructive. Whereas the neurotic
patient uses defenses like repression, reaction formation, and rational-
1zation to protect his ability to function by keeping painful memories
and feelings out of consciousness, the personality-disordered patient’s
defenses often impair his ability to function. Patients with personality
disorders use defenses like splitting, avoidance, denial, projection,
projective identification, primitive idealization, and devaluation* to
protect themselves from painful memories and affect, but these
defenses actually interfere with, rather than enhance, functioning.
This difference accounts for the fact that while the level of functioning
of neurotic patients may improve as a result of a therapy that focuses
them directly on painful historical material, the level of functioning of
patients with personality disorders might decrease under the same
conditions because the patient is forced to rely more heavily on his
defenses which are maladaptive. In some cases the personality-
disordered patient’s level of functioning goes from adequate at the
outset of such a therapy to poor soon after the painful memories and
affect begin to flood into consciousness.

The harassing or “hassling” that Berger does in session four would
overwhelm most patients with a personality disorder. Comments like
“Why don’t you do something about it?” would be experienced as very
forceful by such patients. Conrad, however, stands his ground,
continues to maintain his attitude that Berger is a well-intentioned
person, and tries to understand why such a person would become so
aggressive suddenly. Conrad says “You're trying to make me mad,
right?” It would be very difficult for patients with a personality
disorder to observe the apparently hostile behavior of Berger and at the
same time think of Berger as well intentioned. They might become

*These defenses are defined and discussed in Chapter 2.
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self-critical, think that they were bad and had done something wrong,
and respond by compliantly attempting to “be good.” On the other
hand, they might perceive Berger as threatening, and either withdraw
or devalue him.

Focusing intensely on the transference can tend to undermine the
therapy of patients with a personality disorder.” When brought to their
attention in the early stages of treatment, they would either deny
having feelings about the therapist, or the intensity of the therapeutic
relationship would frighten them, especially when negative aspects of
the intense transference feelings are emphasized. More superficial
comments like pointing out when a patient seems hurt or withdrawn
from the therapist are universally recommended because they heighten
the patient’s awareness of his resistances and defenses, as long as these
interventions are not so intense as to bring up feelings strong enough
as to be likely to overwhelm the patient. Since neurotic patients can
view relationships in more mature and complex ways than those with
personality disorders, neurotics like Conrad can understand that they
can become angry at the therapist without necessarily suffering dire
consequences.

Session #5

T: Tuesday worked out great. You had a Christmas tree and everything was
hunky-dory okay.

P: You’re the doctor.

T: Don’t take refuge in one liners like “You’re the doctor,” okay, ’cause that
pisses me off. So everything was fine until you had this fight with your
mother. Then you felt lousy.

P: Yes, but I don’t blame her; she’s got her reasons. It’s impossible after all
the shit I pulled.

T: What shit have you pulled? Remember, I'm talking proportions here.
Now, what shit have you pulled? Come on, you must be able to come up
with at least one example, and don’t give me “I tried to kill myself” because
that’s old turkey. What have you done lately?

P: Lately, come on, I'm never going to be forgiven for that. You can’t get it
out. All the blood on her towels and rugs. Everything had to be pitched.
Even the tile in the bathroom had to be regrouted. She fired the

*For certain types of personality disorders, however, both Kernberg and Kohut do
recommend focusing intensely on the transference.
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goddamned maid because she couldn’t dust the living room right. You
think I'm going to forgive —she’s going to forgive me? (pause)

T: What? (soft music)

P: I think I just figured something out.

T: What?

P: Who it is who can’t forgive who. . . .

Commentary for Session #5

Again Berger’s interactions with Conrad are quite aggressive. He
tells Conrad, “Don’t take refuge in one liners, . . . ’cause that pisses
me off,” and asks Conrad, “What shit have you pulled? . . . and don’t
give me ‘I tried to kill myself,’ because that’s old turkey.” To a
neurotic, these intense comments may be taken as a congruent
expression of the therapist’s frustration and strong conviction. Conrad
does not appear to be offended by them. Personality-disordered
patients, however, are intensely sensitive to each nuance of the
therapist’s expression. Strong comments from the therapist would be
extremely upsetting to these patients, probably causing them to
protect themselves vigorously from further anticipated assault.
Instead, Conrad continues to explore his attitudes toward his mother,
and eventually makes progress, in realizing that he has not been able
to forgive her.

Even with a neurotic patient, Berger’s cockiness, which sometimes
borders on aggression, is not a typically recommended form of
therapeutic demeanor. However, cockiness combined with aggressive
limit-setting are occasionally used to cultivate an idealizing attitude in
certain patients with personality disorders who would otherwise be
likely to aggressively devalue the therapist and then leave treatment.
One can imagine that cockiness might also have a similar effect on
some relatively healthy teenagers with typical adolescent narcissism.

Personal History

Although the transcript of Conrad’s treatment seems to support a
diagnosis of “neurotic,” Conrad’s history with his mother, as presented
in the movie, does not so clearly suggest such a diagnosis. She is
portrayed as a cold and unfeeling woman who tolerates no conflict and
demands complete control over her immaculate environment. As the
movie progresses it becomes clear that there is no emotional bond
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between Conrad and his mother. She tolerates his imperfections
grudgingly, and is seemingly incapable of maternal affection. One
would expect that Conrad would have long ago given up any hope of
connection to his mother, but in the movie he gives it another try, only
to be rebuffed again.

For a person to be able to engage in an intimate relationship with
another, he must have trust, a basic belief that the relationship will be
reasonably safe and satisfying. This belief can only arise from a
firsthand experience of such a relationship. The healthy adult usually
relies on his experience as an infant and later as a child relating to a
caring adult, usually his mother. If, as in the movie, the child is unable
to bond with his mother, he is deprived of the opportunity to develop
this trust with her, and will tend to look to other adults for emotional
nurturing. Empirically it appears that different children with very
similar resources have differing degrees of success in compensating for
deficiencies in the primary caretaking they receive. Probably the
degree of genetic endowment of the child is the critical factor in
determining how well these children are able to compensate.

Trust

In the movie, Conrad’s father seems emotionally available and capable
of bonding with his son, and one must assume that Conrad related to
his father fairly intensely as a young child in order to obtain the
emotional supplies that Conrad was not receiving from his mother. As
a teenager, Conrad seems connected to his father, and he seems to be
able to open up to Dr. Berger with surprisingly little difficulty. He
develops a relationship with a female classmate in which he is able to
be vulnerable, and, although he expects rejection, he is able to be open
with her and to maintain the relationship. Each of these three
relationships suggest an ability for intimate relating that would not be
expected in a person with a personality disorder.

Unlike Conrad, the person with a personality disorder is unlikely to
be able to trust and be vulnerable in a relationship. He will feel loved
and accepted in a relationship for a relatively short period of time until
some event inevitably occurs to injure him or make him feel disap-
pointed or rejected. At that point his feelings can suddenly reverse,
becoming intensely negative. To be open about himself, his insecuri-
ties, and his lack of a sense of self would be too risky for the person
with a personality disorder.
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Difficulty of a Neurotic Therapist Treating a
Personality Disorder

Often, the therapist treating people with personality disorders is
neurotic. A common problem arising from this situation is that the
neurotic therapist assumes capabilities on the part of these patients that
they have not developed. Because the therapist is neurotic, he has
never experienced a deprivation of those capacities and does not
recognize or empathize with these patients’ limitations. He is likely to
use methods of treatment that have in the past achieved successful
results in the treatment of neurotic patients. Perhaps even in his own
personal therapy the therapist may have found these methods to be
successful. The patient with a personality disorder, however, is unable
to benefit from these methods.

This confusion on the part of the therapist is compounded by the
patient’s use of neurotic-sounding words. A patient with a personality
disorder will talk about himself, his wants, or his feelings; however the
patient will mean something different from a neurotic patient who says
the same things. A person with a personality disorder is unable to
identify his own inner wants; what he says he wants is what he thinks
will support his defensive facade or what someone else has suggested to
him. Before getting treatment a patient with a personality disorder
who says “I feel depressed” usually means a state of relative detach-
ment from feeling. Even if he displays his “depression” through
dramatic emotional outbursts, these tend to serve a defensive dis-
tracting function, rather than being deeply felt. A neurotic patient, on
the other hand, would be referring to a state of intensified feelings of
sadness and hopelessness. A patient with a personality disorder who
talks about feeling hopeless is usually simply excusing himself for
acting helpless, not attempting to grapple with his problems or
feelings. A neurotic patient who says the same thing may be feeling
frustrated and fearful. A personality-disordered patient who says “I
love” means “I am dependent upon,” “I feel passion for,” “I am
approved of and cared for by,” “I feel safe with,” or “I feel understood
and appreciated by.” None of these meanings includes the sense of
mutual respect and support of individual exploration, self-expression,
and growth that is included in the neurotic’s meaning of “love.”

Just as neurotic therapists find it difficult to appraise the limitations
of a patient with a personality disorder, therapist interns who are
neurotic are often skeptical toward the concept of personality disor-
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ders. With each new patient they begin treating, they try to convince
their clinical supervisor that the patient is neurotic. They find
themselves identifying with some of their patients and project onto the
patients’ problems the kind of internal conflict that such problems
might produce in a neurotic. The interns make interventions based on
these projections and often interpret the patient’s compliant response
as a successful integration of the interventions. As the supervisor
repeatedly points out specific patient comments and behaviors that are
atypical of a neurotic patient and asks how the intern explains these in
terms of the intern’s understanding of the patient, the intern becomes
confused. Ultimately, the intern becomes open to accepting the
supervisor’s explanation because it successfully explains the clinical
phenomena.

Personality Disorder’s Inability to Process
Transference

When a neurotic patient is experiencing feelings toward the therapist,
the patient is also usually observing what aspects of those feelings are
irrational and probably derive from historical relationships of emo-
tional importance. These feelings become useful to the treatment
process because the neurotic patient is able to observe, experience, and
try to understand them. When the patient with a personality disorder
experiences feelings toward the therapist, the patient is usually split-
ting, and the feelings the patient experiences are directed toward only
a split part of his internal representation of the therapist, rather than
the whole person. Unlike the neurotic patient, the patient with a
personality disorder is often unable to separate which of his feelings
are appropriate to the reality of his relationship with the therapist and
which are derived from the patient’s personal history. Because these
feelings often cannot be evaluated realistically by the patient, they act
more as a hindrance to the process of the patient’s self-exploration than
as a path toward greater understanding. In order to be effective with
a personality-disordered patient, a therapist must understand that with
respect to the therapist, the patient is often unable to separate reality
from projected fantasy. I have heard Masterson whimsically describe
this phenomenon: “The neurotic patient thinks of the therapist as
helping the patient to look at the patient’s problem; a patient with a
borderline personality disorder thinks the therapist s the patient’s
problem.”
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FOUR CATEGORIES OF PERSONALITY DISORDER

As with most new developments in psychothérapeutic theory, there is
a wide range of theorists with divergent points of view who charac-
terize themselves as having an object relations orientation. Many
theorists divide personality disorders into four categories: narcissistic
disorders, borderline disorders, schizoid disorders, and antisocial
disorders, each encompassing several DSM-III-R categories of person-
ality disorders. Theorists do not, however, agree upon what these four
terms mean. One theorist may view a patient’s problem as a narcissistic
disorder while another may view the same problem as a borderline
disorder.®

Kohut looks at two independent developmental lines in evaluating a
person’s maturational progress. On one line is the movement toward
creative self-expression, and on the other is the movement toward
separation from emotional dependency upon others for a stable sense
of self. Creative self-expression is central to a satisfying and produc-
tive life, both at work and at play, and an independently stable sense
of self is necessary for mature object relations (satisfying and enduring
intimate relationships with others). Kohut thought of patients as
belonging somewhere on a continuum defined by these two lines of
development.

With respect to creative self-expression, it is informative to examine
patients’ motives for achievement. The neurotic patient seeks
achievement in order to gain personal satisfaction; it is linked to
anxiety only in the form of a fear of failure. The borderline patient
also views achievement as a source of personal satisfaction, but for
this patient, success increases anxiety. Narcissistic, schizoid, and
antisocial patients seek achievement in order to reduce anxiety. For
the narcissistic patient, it is a way to feel excited and inflated instead
of inadequate and anxious. For the schizoid, achievement means
self-sufficiency, a protection against dependency and vulnerability.
For the antisocial personality disorder, achievement means power,
control, and survival.

The second line of development can be calibrated by the type of love

®In this book the terms will be used similarly to the way Masterson uses them. This
usage is somewhat similar to Kernberg’s, with some differences. The term narcissistic
personality disorder or narcissistic self disorder will be used where Kernberg would indicate
borderline personality organization with narcissistic defenses.
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relationship a person in each category would seek. A neurotic person
seeks a relationship in which each partner supports the other in being
himself or herself, in growing and changing, and in his or her creative
self-expression. Because of the splitting off phenomenon described
earlier, people with personality disorders are unable to relate to a
partner as a whole person, making their experience of love relation-
ships limited at best. The borderline personality thinks of a love
relationship as one in which he derives comfort and relief by being
taken care of by his partner. In exchange for this dependence, the
borderline person compliantly subordinates his own needs to those of
his partner, sacrificing creative self-expression. The narcissist cannot
permit himself the kind of dependency sought by the borderline,
because the vulnerability it would expose him to would be unbearable.
Consequently, narcissists pride themselves on being self-sufficient and
emotionally independent. Rather than seeking emotional support from
a relationship, they seek fuel for their narcissistic grandiosity: beauty,
power, money, fame, and perfection. The schizoid personality yearns
for emotional closeness in a relationship, but cannot tolerate it; for
him, the vulnerability associated with closeness is even more threat-
ening than for the narcissist. The schizoid is not only independent and
self-sufficient, but self-contained. Where the borderline seeks emo-
tional dependence upon a partner and the narcissist seeks from a
partner support for his own grandiosity, the schizoid often seeks no
partner at all. Despite the schizoid’s yearning for connectedness, the
emotional danger posed by a relationship often prevents the schizoid
from even attempting to form one. If he does enter into a relationship,
it is as a slave to a master, believing that if he is completely servile he
might be safe from attack. The antisocial personality represents the
furthest point in this continuum of nonrelatedness. Although the
antisocial personality appears to engage in relationships, none of his
partners has any value or meaning to him except in their potential for
helping him to achieve his concrete goals. Whereas the other person-
ality disorders all are interested in some form of love, the antisocial
personality has no interest in love; for him, it is too risky even to let
another person matter. For this reason there is wide agreement that the
antisocial personality cannot be successfully treated through verbal
psychodynamic psychotherapy, and so will rarely be mentioned in this
book.

It is interesting that among the various personality disorders,
patients’ abilities to function successfully in the world seem to vary
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inversely with the degree of their quest for creative self-expression.
The borderline appears to be the lowest functioning of the four. She
seeks achievement as a source of personal satisfaction. However,
personal achievement brings a sense of anxiety or isolation which she
defends against by sabotaging her accomplishments and acting depen-
dent, so her successes are short lived. The narcissist, on the other
hand, does not use achievement for personal satisfaction as much as
for support of a grandiose self-image, which is used to keep from
experiencing inner feelings of defectiveness and worthlessness. While
success for the borderline increases emotional stress, for the narcissist,
success strengthens defense and consequently reduces emotional stress.
In addition, the narcissist’s sense of entitlement, her fascination with
her own creations, her intense external goal orientation, and her ready
access to aggressive energy enable her often to appear impressively
successful.

The schizoid, like the narcissist, is often successful in the world,
although not in as dramatic, public, or grandiose a fashion. Even more
than the narcissist, the schizoid concentrates on controlling himself
and his environment. Whereas the narcissist’s successes are in the
service of his grandiose defense, the schizoid’s successes are in the
service of his distancing defense. If the schizoid can control his
environment, he is safe; the issue of safety is foremost for the schizoid.
In addition, schizoids tend to mentally process information and
experiences intensely. They tend to excel at jobs that require a level of
mental activity that would feel alienating to most people, but to the
schizoid, this intense mental activity provides a welcome refuge from
the world of people and relationships. Although many schizoids find
occupations that make it unnecessary for them to interact with other
people, the more successful schizoids tend to be the ones who can
tolerate superficial social interaction.

Of all the personality disorders, the most successful by some
standards may be the antisocial disorder. His single-mindedness, his
disregard for emotional entanglements except as a vehicle to achieve
his goals, his lack of conscience, and his skill at manipulation, charm,
and deception enable him to perform in ways that other people cannot.
So, of the four personality disorders, the one that shows the lowest
level of success in functioning, the borderline, is also the only one that
actually attempts to achieve success for personal satisfaction and is the
one most capable of a meaningful relationship to another person.
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ROLE OF MALADAPTIVE DEFENSES IN THERAPY
Patient’s Reliance on Maladaptive Defenses

There is a strong correlation between personality disorders and the use
of primitive defenses (Vaillant and Drake 1985). The more mature the
defenses of a person, the less likely he is to have a personality disorder.
Conversely, the more disturbed the person is psychologically, the less
mature (more maladaptive) will be his defenses. As you might expect,
the use of more mature defenses tends to correlate with higher levels of
functioning careerwise and more satisfying and stable personal rela-
tionships.

In general it is the defenses of the person with a personality disorder
that appear most dysfunctional to an observer. The inner feelings of
pain, worthlessness, self-hatred, despair, depression, and isolation are
usually only partially experienced by the person before they are
defended against; the observer only sees the defenses. The defenses
used are usually maladaptive in that they are mechanisms to achieve a
temporary reprieve from dysphoric affect in exchange for an under-
mining of self-esteem and functioning. To the observer, these defenses
appear to be self-defeating. To the person with the personality
disorder, they actually appear to operate in his own self-interest; they
seem ego-syntonic.

One of the early tasks of treatment after a working relationship has
been established between therapist and patient is to convince the
patient with a personality disorder that his maladaptive defenses do not
support his self-interest, but instead undermine it. Until the patient
sees this, his functioning in his private and work life will be impaired,
creating an environment that is not sufficiently safe or stable for the
patient to explore deeply his troubling feelings. As long as the patient
acts automatically to dissipate his dysphoric affect, the affect is not
available for observation and exploration.

Supportive Contrasted with Reconstructive
Psychotherapies

The two psychotherapy objectives that seem to be most often recom-
mended for various patients with personality disorders are control of
destructive defensive behaviors and repair of psychological deficien-
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cies. The process of repairing deficiencies resembles more closely the
treatment of neurotic patients. The conditions necessary to permit
repair are a source of some controversy among various theorists. Most
believe that repair can only occur after the destructive defensive
behaviors have been understood and reasonably controlled by the
patient, when the personality-disordered patient’s behavior approaches
that of a neurotic. A patient can be helped to control his defenses in a
variety of ways, including directly pointing out to him his defenses and
their impacts, so that he becomes aware of which of his defenses are
destructive. This process of supportive psychotherapy directly helps
the patient to increase his level of functioning.

In this book, emphasis is placed on supportive psychotherapy
leading to control of maladaptive defenses rather than repair of
psychological deficiencies for two reasons. First, it is assumed that
most readers of this book rarely, if ever, conduct intensive psycho-
therapy with patients that involves seeing them three or four times a
week over many years. Most theorists agree that this kind of intensity
is necessary in order to repair the deep psychological deficiencies of
most personality disorders. The readers of this book as well as their
patients are likely to have more modest goals, and achievement of
these goals will necessitate the modification of defenses.

The second reason is the strong arguments in favor of the point of
view that the control of destructive defensive behavior is a prerequisite
for any deeper work with patients with personality disorders. The
destructive defenses that these patients use interfere with productive
functioning. Transference feelings that are the central focus of
intensive psychotherapy are not available to patients with personality
disorders. Instead of experiencing and exploring transference feelings,
these patients defend against feelings before they can be experienced
or explored. Until this defensive process is controlled, relevant feelings
and memories will generally not be available to the patient.

Patients with personality disorders who attempt reparative recon-
structive psychotherapy before their defenses are controlled ultimately
bypass the most central issue, their inability to feel and express their
own inner selves. Since these patients defend against spontaneous
feelings and do not have access to their real selves, they cannot
genuinely explore their real selves. Until these patients can control
their defenses there can at best only be the facade of such an
exploration. Control of defenses can be achieved through a combina-
tion of helping the patient feel understood and safe, so that he feels less
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of a need to defend, and helping him recognize his defenses and
understand their function. These processes are central to supportive
psychotherapy, and will be the central focus of this book.

CONCLUSION

A neurotic patient will respond vastly differently to therapeutic
interventions than will a patient with a personality disorder. The
failure of a therapist to assess accurately the capabilities of a patient
with respect to this distinction can lead to ineffective and inappropriate
treatment. The focus of this book will be on the process of assessing
patients and establishing a treatment plan that will address their
specific needs and developmental levels. Because an understanding of
defenses is essential to both diagnosis and treatment, a chapter
focusing on defenses appears next.






Defenses

Defenses play a central role in the treatment of any patient. However
they are even more prominent in the treatment of personality disor-
ders. Not only do these patients exhibit defenses within the therapy
hour as described by psychoanalytic writers from Freud' to Greenson,?
but they also use defenses outside the therapy hour in ways that
interfere with treatment. Personality-disordered patients have a very
low tolerance for internal conflict and dysphoric affect. As a result,
they engage in defenses far more frequently than do higher func-
tioning patients; they tend to act impulsively to rid themselves of
dysphoric affect rather than to endure the affect long enough to
explore their situation and take constructive action. In addition to

'When Freud first wrote about defenses in 1894 (“The Neuro-Psychoses of Defence”
[Standard Edition 3:43-68] and Breuer and S. Freud [1893-1895], “Studies on Hysteria”
[Standard Edition 2:268-270]) he was interested in what subsequently became known as
repression. Later he broadened its meaning, while still restricting it to resistance within
the treatment hour to the analytic process. In 1925, in “Inhibitions, Symptoms and
Anxiety,” Freud defines defense to include all procedures that have the purpose of “the
protection of the ego against instinctual demands” (Standard Edition 20:164).

%As late as 1967, in The Technique and Practice of Psychoanalysis, Greenson restates the
traditional analytic focus on defenses as a resistance to the analysis. He writes,
“Resistance is in essence a counterforce in the patient, operating against the progress
of the analysis, the analyst, and the analytic procedures and processes” (p. 60).

31
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making their lives chaotic, this behavior dissipates meaningful affect
and makes the affect unavailable for exploration in treatment.

The almost continuous activation of the personality disorder’s
defenses, together with the destructive nature of his defenses, makes
an understanding of defenses essential- for the treatment of these
patients, so much so that any meaningful discussion of treatment
without first discussing defenses would be difficult. The present
chapter will describe a broad range of defenses, provide clinical
examples to demonstrate each defense, and show how a therapist
might address it. It will also describe how a treatment approach that is
defense-oriented would use this information. The chapters that follow
will discuss specifically the treatment of each of the various disorders.

RESISTANCE TO TREATMENT

Defenses are patterns of behavior or thought that people use to protect
themselves from emotional pain or discomfort arising from present life
situations usually linked to painful childhood memories. A particular
behavior may or may not be defensive, depending upon whether its
intent is to protect. A smile, for example, can be an expression of
amusement, an expression of affection, or a defensive attempt to avoid
conflict or hide discomfort.

In any careful psychotherapy, the success of the treatment is
dependent upon the patient’s successfully overcoming his resistances to
treatment. At first, the patient enters treatment with the expectation
that treatment will make him feel better. Ironically, it does not take
long before the patient realizes that treatment may bring up dysphoric
affect and make him feel worse, or at least less comfortable. The
patient responds automatically by protecting himself, drawing from
the same arsenal of defenses that he uses outside of treatment to blunt
the impact of painful events and mental associations. By bringing
these resistances to the attention of the patient and clarifying the role
they play, the therapist helps him to gain control over them so that the
patient can explore the protected feeling and associated memories.

Attempts on the part of a therapist to deepen the feelings of a patient
with a personality disorder prematurely often cause the patient to
become either overwhelmed or emotionally closed down. If these
patients respond to the therapist’s efforts by exploring deeper feelings,
they may become overwhelmed and rely increasingly on defenses that
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are destructive. For patients who do not experience their feelings,
attempts to elicit feelings may result in confusion and frustration. In
addition, when asked about their feelings, these patients may feel
pressured, humiliated, or misunderstood.

The traditional principle of focusing treatment first on the patient’s
resistances is especially important with personality disorders. It is
equally important that the therapist not provoke more extensive
defensive behavior by making the patient feel threatened. Especially in
the initial stages of therapy, the therapist must strike a balance
between heightening the patient’s awareness of defenses that interfere
with the progress of treatment and allowing the patient to establish a
pace for himself that allows him to feel safe, so that he can voluntarily
let go of defenses. In doing this the therapist must prioritize defenses
in terms of their relative adaptive and maladaptive impacts, and then
decide which defenses the patient inaccurately views as self-supporting
and is therefore unlikely to give up until their maladaptive aspects have
become apparent.

Defensive Acting Out

In general, personality-disordered people see their problems as origi-
nating outside of themselves, so they look outside of themselves for the
solutions. People feeling insecure and afraid in the world might
attempt to resolve these feelings by trying to get other people to like
them or they might go to the opposite extreme by buying weapons and
literally converting their homes into armed fortresses. People feeling
helpless might attempt to find someone to take care of them. Those
who feel insecure might ask someone for reassurance. These are all
ways to attempt to deal with internal dysphoric feeling by taking
external action, rather than processing the feelings and the conflicts
related to them internally and resolving them in that way. In Ordinary
People, when Conrad suggests that he be given tranquilizers, he is
looking for an alternative to exploring his feelings in treatment.
Attempting to resolve the discomfort caused by a feeling through
action or avoidance rather than through introspection and reflection is
called acting out. Acting out brings immediate relief by dissipating
feeling, but the feeling is never explored or the original precipitating
problem resolved. The opposite of acting out is containment. Only
through containment of related feelings can a problem be explored
long enough to arrive at a solution. The defenses used by personality
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disorders tend to be forms of external acting out, in contrast to the
defenses usually used by neurotics, which tend more toward internal
ones, like repression, reaction formation, and rationalization. The
neurotic defense of sublimation, although it ends with the taking of
action, begins with the internal transformation of anxiety into a
creative constructive drive.

The painful emotions acted out by personality disorders may include
depression, envy, shame, helpless dependency, hopelessness, rage,
fear, panic, guilt, humiliation, emptiness, and/or abandonment.
Commonly, patients defend so well against this pain that the pain is
never consciously experienced, and they are unaware that it exists until
something happens to interrupt their defenses against it. They may,
however, consciously experience a hint of the pain in the form of a
nonspecific feeling of anxiety, a general feeling of malaise, unex-
plained somatic complaints, or a chronic lethargy.

The function of acting out is well illustrated by the experience of
Masterson, when he was called upon to help control a hospital ward
full of acting-out adolescents. The hospital was concerned because of
the damage that the adolescents were causing to the facility. When
Masterson was able to train the hospital staff to control the adoles-
cents, he noticed a curious phenomenon; when the adolescents stopped
acting out, they became depressed.

Defenses are undoubtedly indispensable for everyone, healthy or
disturbed. They can make it easier for a person to function from day
to day, but if they are maladaptive, they can make it harder,
hampering job performance, relationships, and self-esteem. Vaillant
(1977), in his unusual thirty-five year longitudinal study of ninety-
eight healthy college men, developed a hierarchy of defenses ranging
from mature defenses typically used by neurotics to maladaptive
defenses most often used by personality disorders and more disturbed
people. He then correlated the men’s mental health statuses and
degrees of life success to their use of defenses. He found that the men
who used more mature defenses tended to be psychologically healthier
and were more highly functional. Haan, in a separate study (1964),
showed that mature defenses lead to increased intelligence and social
status. In his book, From Denial to Recovery, Metzger (1988) traces the
relationship between the twelve steps of recovery in the Alcoholics
Anonymous program and the movement toward progressively more
mature defenses. He also indicates that a downward movement on the
hierarchy of defenses is associated with the path of addiction.
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The defenses described in this chapter are some of the ones on the
maladaptive end of the hierarchy. They are used by patients who are
not personality disordered as well as those who are. However,
personality-disordered patients will rely primarily upon these defenses,
while neurotic patients may use these defenses secondarily to other
more mature defenses. Patients with personality disorders will tend to
be unaware of their use of these defenses and will have more difficulty
controlling these defenses than will neurotic patients.

The defenses described here are divided into three categories:
clinging defenses, distancing defenses, and narcissistic defenses.
Clinging defenses are common for object-oriented patients, for whom
the quality of their relationship to another person is very important.
Because these defenses bind the patient to other people, including the
therapist, they tend to stabilize the therapeutic relationship, making
them relatively easy to address directly by a therapist. Conversely,
distancing defenses are more delicate to address because their nature
makes the relationship between the therapist and patient relatively less
secure. Narcissistic defenses tend also to be relatively delicate to
address because they are often activated as a protection against injuries
that have occurred within the treatment itself so that the therapeutic
relationship has to be repaired before the defense is explored. Further-
more, the mere exploration of the use of a defense often leads to a
narcissistic injury followed by narcissistic defense.

The examples that follow illustrate the defenses, along with typical
clinical interactions in which the therapist points out the maladaptive
nature of the defense using an interpretive or confrontive intervention.
For the purpose of illustrating more clearly the maladaptive aspects of
these defenses, the therapist’s responses in the examples are often more
explicit than would normally be necessary, so they may seem to the
reader to be somewhat heavy-handed or even harsh.

CLINGING DEFENSES
Transference Acting Out and Externalization

In the transference phenomenon, the patient projects onto someone
around him or her the traits and significance of a historical figure like
a mother or father. The patient then attributes to that person’s actions
meanings that would be appropriate to the historical figure’s actions,
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and experiences the accompanying historically based feelings, like
rejection, helplessness, or anger. These feelings might actually be
appropriate to the present situation, but their intensity is likely to be
more appropriate to the historical situation than the present. The
patient is unaware of the historical contribution to the feelings he
experiences, thinking that his entire response is to the present situa-
tion. An example of this is a patient's anger at his therapist’s
unwillingness to give advice. The patient is reminded of his mother
who was withholding and nonnurturing. On the strength of his
historical feelings of hurt and isolation, the patient becomes very
upset, interpreting the therapist’s behavior as intentionally withholding
and mean-spirited.

In transference acting out, the patient attempts to deal with these
painful feelings by taking action, as if the painful feelings were a
product of the patient’s environment, rather than a product of his
psyche. This acting out of the feeling often takes the form of
attempting to alter the present situation, which the patient believes to
be the sole source of the feelings. Since the feelings are in part
historically based, this attempt at resolving them by changing the
situation will at best be only partially effective. For instance, in the
above example, the patient tries to get the therapist to give some
advice, as if the advice would reduce the patient’s historically based
feeling of being unloved. Another example is a person who attempts to
get an adversary to apologize after a disagreement, as if the seething
anger that the person feels inside as a result of years of parental abuse
would then be resolved. This sort of acting out of transference material
is referred to as externalization when it happens outside of a therapy
setting. When it occurs within the therapist-patient relationship, it is
referred to as transference acting out.”

When a person attempts to resolve his painful feelings through this
form of acting out, he never achieves what he seeks; the historical pain
remains intact. In addition, the person believes that the resolution of
his internal feelings must come from someone else’s actions, rather
than from within himself. The price the person pays for this defense is

®James Masterson (1976) has used the term transference acting out in a very specific
way, which will be discussed in detail in Chapter 3. He points out that since personality
disordered patients are not able to perceive the therapist as a whole object, they are not
capable of experiencing stable transference. Instead they engage in transference acting
out as a defense against the feelings arising in the therapist-patient relationship.
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intense feelings of frustration and helplessness, a sense of being unable
to control his own life. His behavior reinforces his belief that someone
else generates and therefore controls his deepest feelings. While he
waits for this external relief, his internal conflicts go unresolved, and
his relationships become a series of repetitions of painful childhood
patterns.

Example of Transference Acting Out of Helplessness

P: My boss is coming up on Thursday to go over my territory with me. I hate
when he comes up. He always makes me feel like a kid. He treats me like
I just graduated from kindergarten. He even tries to tell me how to get to
places in my own territory. I mean, I've been driving the area for three
years now, and he thinks I need directions how to get to places. Do you
have any suggestions of how I can get him to treat me with more respect?

What have you thought of trying yourself?

I thought maybe you could hypnotize me or something.

Well, have you thought of any approaches that you could try that might

change his attitude toward you?

No, I can’t think of anything. You know. You’re the guy with all the

training. You must have some ideas about what I can do.

T: You are very concerned about being seen as a child, yet when faced with
the problem of how to deal with your boss, you seem to want to be related
to as a child; you act helpless and ask me to take over and do it for you.
How do you reconcile these two positions?

P: Yes, I am doing that, I guess. I feel like no matter how I think about it,
it won’t be right. That’s how I felt with my father too. I tried my best, but
he never valued anything I did. It was never good enough for him. It was
as though I was just a kid, and when I became competent at things, he
would never acknowledge it. I guess after a while I just stopped trying.

B

v

In the above example, the patient’s defensive transference acting out
of helplessness with the therapist takes the form of an attempt to get
the therapist to do his thinking and solve his problem. This is similar
to the dynamic that he complains about with respect to his boss. He
indicates that he does not like to be treated like a kid, complaining that
his boss makes him feel like a kid by taking over for him. But in the
therapy hour, rather than trying to think through his own problem, he
attempts to get the therapist to treat him like a kid and do his thinking
for him. Predictably, this patient has a history of conflict with a parent
about the parent’s unwillingness to treat him as an adult.

As shown in this example, the transference acting-out defense often
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shows up in sessions as transference acting out of helplessness or
hopelessness. Typically the patient will say, “I don’t know” or “That’s
about it,” and pause to wait for the therapist to take over and ask a
question or indicate a subject for the patient to talk about. The
patient’s fantasy is that if the therapist takes over, the patient will no
longer feel bad. In reality, however, if the therapist takes over for the
patient, the patient’s feelings of dependency on the therapist increase,
and the patient’s feelings of strength and self-sufficiency diminish,
leading to increased feelings of helplessness and hopelessness. Another
way helplessness is often acted out is through asking the therapist a
question or falling passively silent and waiting. This passive silence is,
of course, quite different from a pensive silence or an angry silence. In
most cases the therapist need not address the helplessness at all. Simply
by remaining silent and waiting, the therapist conveys the message, “I
think you are capable of making this decision for yourself.” Of course,
some patients do not have the psychic capacity to look internally for
direction; the impairment to the self is too great.

Example of Transference Acting Out of Helplessness

P: Driving over here today, I tried to think of what I wanted to talk about,
and I couldn’t think of anything. I couldn’t remember what we left off
with last week either, but I think it was pretty interesting. What was it? I
just don’t remember. Do you remember what it was?

T: Do you know what you felt right before asking me that question?

P: Well, I was trying to remember, and I couldn’t so I thought maybe you
would know. (Silence.) Oh yes, I remember; it had to do with my getting
up the nerve to talk to my boss. You know, Thursday, I realized
something about that situation. (Silence. The therapist is tempted to ask
about the patient’s realization, but doesn’t!) You're awfully quiet. Were
you about to say something?

: You interrupted yourself. How come?

: I don’t know. I was waiting for you to ask about what I realized.

: It’s interesting to me. You had a hard time getting started today, but you
were able to decide what you wanted to talk about. Then you stopped and
turned to me as if you needed my encouragement in order to continue.

P: Well, I know I don’t need you telling me to finish my thought. I don’t
know why I do that. It’s nice to get encouragement sometimes, but I guess
it doesn’t make sense that I stop in my tracks if I don’t get it. Anyway, I
realized that I'm always expecting my boss to come down on me, so I don’t
ask for what I want. I really owe it to myself to talk to him, and tell him

- -
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why I think I should go back on the day shift. I know that there are some
potential problems. I don’t know how he would react. (long pause—
pensive silence) Well, even if he doesn't like it, he’s not going to fire me.
(pause) All this makes sense when I say it, but I know I'll never do it. I can
get up the nerve sometimes, but I just can’t make myself do it.

T: This is the same difficulty you have here with me. You decide to talk
about something, and then you stop.

P: Yes, for some reason I need encouragement. I get anxious. I think you
really don’t want to hear what I have to say. I guess that’s the same as with
my boss.

Silences play important and varied roles in therapy sessions. Some-
times they are used by patients to create distance from the therapist
and other times to express helplessness. Sometimes they are intended
to punish the therapist. At other times, they allow the patient to think
through and integrate some material that has just come up. These last
might be called “deepening silences” because when the patient finally
breaks these silences, he or she usually begins addressing the material
on a deeper level than before the silence began.

In the example above, the first two silences and the patient’s
question are all minor examples of transference acting out of helpless-
ness. The first silence was an expression of dependency, an attempt to
get the therapist to help out, so that the patient will not have to think
back and try to remember. When the therapist does not comply, the
patient recalls the information himself. In the second silence, the
patient again attempts to get the therapist to take a more active role in
the therapy. The patient says, “I realized something,” and then waits
for the therapist to ask about the realization. If the patient has a
personality disorder, this silence probably arises out of a feeling of
anxiety produced in the patient by the autonomous behavior of
conducting his own exploration of his thoughts about talking to his
boss. For most personality disorders, independent exploration pro-
duces discomfort of one sort or another. If the therapist obligingly
responds to the invitation to step in, the patient feels reassured, his
anxiety disappears, and he assumes a more passive role in treatment;
the patient’s current exploration of material is interrupted. The last
silence comes as a result of the patient’s thinking through his situation
with his boss and becoming anxious about the possibility of his boss
responding negatively. Sometimes this sort of silence is an unconscious
response by the patient to his having touched upon uncomfortable
feelings. In this transcript, the patient contains the anxiety and



40 Split Self/Split Object

continues to think through the situation. The therapist apparently
assumes that the patient is capable of pursuing the treatment fairly
independently. Although the patient would prefer to be reassured and
soothed by the therapist, the therapist believes that the patient’s history
of destructively dependent relationships. would be reenacted in the
treatment if the therapist cooperates with the patient’s preference for
reassurance over the more uncomfortable task of self-exploration. The
therapist’s attitude is based on the assumption that the patient is
capable of this uncomfortable self-exploration without ongoing
soothing support. If the therapist believed that the patient were not
capable of this degree of autonomous behavior or would not tolerate
this degree of therapeutic pressure, he would doubtlessly handle the
interaction very differently. For instance, if the patient’s turning to the
therapist were not seen by the therapist as defensive but rather as
arising out of an internal structural deficiency, the interaction might
have gone more like the following one.

Alternative Example — Therapeutic Response to Structural
Deficit

P: Driving over here today, I tried to think of what I wanted to talk about,
and I couldn’t think of anything. I couldn’t remember what we left off
with last week either, but I think it was pretty interesting. What was it? I
just don’t remember. Do you remember what it was?

T: Do you know what you felt right before asking me that question?

P: Well, I was trying to remember, and I couldn’t so I thought maybe you
would know. (Silence.) Oh yes, I remember; it had to do with my getting
up the nerve to talk to my boss. You know, Thursday, I realized
something about that situation. (Silence. The therapist is tempted to ask
about the patient’s realization, but doesn’t!) You're awfully quiet. Aren’t
you going to say something?

T: You are waiting for me to ask you about what you realized. You are
hesitant to talk about your realization unless you know that I am
interested in what you have to say.

P: Yes, that’s true. What I realized is that I'm always expecting my boss to
come down on me, so I don’t ask for what I want. I really owe it to myself
to talk to him and tell him why I think I should go back on the day shift.
I know that there are some potential problems. I don’t know how he would
react. (long pause-pensive silence) Well, even if he doesn't like it, he’s not
going to fire me. (pause) All this makes sense when I say it, but I know
I'll never do it. Sometimes I know what I need to do but I just can’t make
myself do it.
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T: What you are describing with your boss is similar to what you experienced
as a child and what happened here a moment ago. You are naturally
reluctant to express yourself when you don’t expect to be heard, and you
question whether you will be heard because you were constantly frustrated
when you were young in your attempts to be heard by your parents. So
you protect yourself by pulling back and waiting for encouragement.

P: Yes, I need encouragement. I get anxious. I think people really don’t want
to hear what I have to say, even you. As irrational as it is, that really is
how I think about it.

The differences between these two patterns of intervention are
manifest. In the first, the therapist assumes that the patient has the
structural capacity to observe his own behavior and to modify it when
it runs counter to his own interests. The therapist simply points out the
patient’s maladaptive pattern of behavior and relies on the patient to do
the rest. In the second, the therapist believes that the patient’s level of
internal psychic structure is more seriously impaired, that the patient’s
apparent helplessness is really an attempt to borrow from the therapist’s
strengths in order to overcome fears or anxieties about the therapeutic
task of looking inside himself. The therapist believes that simply to point
out the patient’s defenses would be experienced by the patient as so
critical and injuring to him that he would not be able to make productive
use of the information and he might be driven to withdraw emotionally
away from treatment in order to protect himself. Therefore, the ther-
apist attempts to normalize the patient’s pulling back and waiting for
reassurance while at the same time noting the self-protective (defensive)
nature of it.

Example of Externalization

P: I feel stuck. I feel bad because my boyfriend and I had a really bad fight
last night. I just drove him crazy and I can see what happens. I go into
complete boredom when he’s not around much and I can’t focus on him,
complete boredom, which leads to fighting, which lasts a couple of days.
When we're not fighting, I'm bored, and I feel nothing; I feel nothing for
him. The only way I'll feel something is if we fight. It’s really unhealthy.
When I get him really mad, the boredom feeling goes away and I feel more
passion for him. I turn myself into this bitch, this nag, then I'm just this
ugly person. Last night, Bob came home at 8:30. He’d said he was going
to be home by 8:00. It got to be 8:15 and no Bob. I started to get concerned.
I mean who knows. Maybe he’d been in an auto accident, or maybe his car
had broken down and he was standing at the side of some road. I even
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thought of calling the highway patrol to see if there’d been any accidents.
Anyway, by the time he came waltzing in at 8:30, I was pretty upset. He
said he’d been late getting out of the office.” I said, “Well, haven’t you ever
heard of the telephone?” He just shrugged, and started to walk away. Over
his shoulder, he muttered, “Next time I'll call.” I probably should have let
it go at that point, but when he turns his back on me like that, it drives me
crazy. I said, “Wait a second, what do you mean ‘next time?’ Are you
planning a next time? Come back here and talk to me.” Well, that did it
for him. We went at it for a good thirty minutes, and finally he left, saying,
“I've got to get out of here for a couple of hours.” After he left, I felt utterly
alone. I thought of all the things I should have said, and I couldn’t stand
waiting until he got home. I got in the car and went looking for him. I was
very upset; I almost got into an accident. . . .

T: What exactly upset you so much that you felt compelled to chase after

him?

P: Well, I just hated sitting home alone and waiting for him. I had to do
something.

: How come?

I don’t know. I just know that I had to get out of there.

: You are aware that you hated being home alone, but you don’t know why.
We've talked in the past about how you act impulsively before you have
a chance to explore what you are experiencing. You immediately try to
escape whatever you are feeling by distracting yourself, but you know that
the feeling keeps coming back. You’ve come to therapy to work on your
feelings of boredom and depression. How can you hope to get a handle on
them if you don’t give yourself the chance to experience them and try to
understand them?

= g -

In the above example the patient acts out her feelings of deadness
and boredom by fighting with her boyfriend. In the specific incident
she describes, she acts out her anxiety about his lateness by becoming
aggressive. Then, unable or unwilling to contain the feelings of
abandonment stimulated by his turning his back on her, she acts these
feelings out by again using aggression in a futile attempt to get him to
comply. Her fantasy is that if he complies, she will no longer feel
alone. Their ensuing fight and his subsequent leaving stimulate
further feelings of abandonment. Rather than try to contain her
feelings while waiting for him to get home, she acts them out by going
out and looking for him. This repeated pattern of attempting to escape
her feelings of abandonment by trying to obtain gratification from the
people around her will predictably be reflected in treatment by
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attemnpts to obtain gratification from her therapist that have the effect
of interrupting therapeutic exploration.

In the previous example, implicit in the therapist’s intervention is the
assumption that this impulsive behavior is something that the patient
has the capacity to control if made aware of the destructive and
pervasive nature of it. Since her tactics do serve to distract her
momentarily from her pain, she is not likely to give them up easily.
However, until she can calm down long enough to look at what is going
on inside her, she will not work in therapy. The therapist responds
therefore with a particularly confrontive intervention. The therapist
apparently believes if the patient is aware of the price she pays for the
luxury of impulsively acting in lieu of feeling, then she will have
enough will power to control her impulse to act and will allow herself
to experience her feelings, calm down, and think about what is
happening inside her.

For a patient who does not have the capacity to control this behavior,
this intervention would not make sense. However, in this case, the
therapist apparently believes that the patient does have the necessary
capacity. The patient says about the incident with her boyfriend, “I
don’t know. I just hated sitting home alone and waiting for him. I had
to do something.” She is saying that she had no choice but to act. In
this comment she is also saying the same thing through her behavior in
response to the therapist’s question. She is saying, “I don’t know and I
don’t intend to try to explore it.” This is what the therapist points out
in his intervention, asking how she hopes to understand herself if she
does not stop and look at her inner experience. Similar interventions
will undoubtedly have to be repeated many times in various forms
before this patient begins to see her behavior as self-destructive and to
control it.

If the therapist had believed that the patient were not able to stop,
observe herself, and explore what was going on inside her, the therapist
would have attempted himself to explain to her what was going on inside
her rather than point out the destructive consequences of her inability
to explore this question for herself. For instance he might have said,
“You describe how you use your boyfriend as a distraction from your
painful feelings of boredom and deadness. When your boyfriend left,
you felt alone and helpless. Having to manage your feelings by yourself
was so painful that you felt you had to do something to again distract
yourself from them, so you chased after him.”
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The problem with a patient like this who externalizes is that she does
not realize that there is anything relevant going on inside herself to
look at, nor does she consider the negative consequences of acting out
her impulses. She will react to the therapist just as she does her boy-
friend; she will try to get immediate gratification from him so that she
does not have to feel her feelings. If the therapist gratifies her demand,
he implicitly validates the reasonableness of the demand, strength-
ening the patient’s belief that the problem really is outside of herself.
On the other hand, if the therapist is actually distant or critical in his
delivery, the patient will rightly feel attacked. Thus the therapist needs
to take care to be as emotionally neutral as possible in describing the
patient’s behavior.

In this transcript, the patient begins by pointing out (no doubt as a
result of treatment) how she focuses on her boyfriend, but then goes
into a lengthy description of the incident that occurred with her
boyfriend. This description essentially reenacts in the session her focus
on the boyfriend; the only reference to her own experience in this
description is the initial comment about boredom and the use of the
vague phrase “it drives me crazy.” This pattern in treatment of keeping
the discussion focused on other people and away from the patient’s
own experience and feelings is common for patients who externalize.
If the therapist actively participates in maintaining the focus of the
discussion outside of the patient, even if part of the discussion includes
things the patient did and said but not how she processed these events
internally, the patient’s belief that outside events are her problem will
again be validated.

Clinging Defenses

Many people, when feeling depressed or alone, will often turn to
another person for companionship to soften their depression while they
work it out. Some people turn to others to distract themselves from the
depressed feelings and never work the feelings out. With these people,
the depression is never addressed; the feelings of loneliness and
depression are always present under the surface and so the need for
nurturing or companionship can never be satisfied. They will fre-
quently remain in a destructive relationship in order to avoid the
experience of being on their own, or they will have affairs and jump
from one relationship to another. As patients, they commonly cling to
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their therapist and use the therapy relationship to help them to break
off another relationship to which they may have been clinging. They
usually have difficulty being by themselves, so they will call people on
the telephone or visit with people to avoid being alone. Faced with the
need to make a decision or take action, they will attempt to give the
responsibility to someone else, or at least dilute the responsibility by
obtaining other people’s agreement before making any move.

Although clinging is one of the more commonly used defenses, it is
usually one that a therapist will want to hold off in addressing until the
therapeutic relationship is fairly strongly established. If a patient
enters the therapy relationship with a tendency to cling, this tendency
will provide the initial glue to bond patient to therapist. It is therefore
unwise for the therapist to start off by challenging the clinging defense
unless the clinging is to such a degree as to hinder other therapeutic
work. It is equally imprudent and usually counterproductive for the
therapist to encourage the patient to cling, because this discourages
development of the patient’s own sense of self and recreates the
environment that was probably the original source of the clinging, a
parent who discouraged separation and individuation.* But to simply
allow patients to continue to cling during the initial stages of the
therapy is often essential in establishing the relationship. They may
know no other way of being in a relationship other than clinging. They
may have no experience entering into a relationship as an autonomous
adult, so if they were not able to cling they would have no other way
to relate to the therapist.

Example of Clinging

P: They treat me terribly. . . . The other day they were in town and they
didn’t even call me. They could have the courtesy to stop in or at least call.

T: You've just spoken at length about how terribly these people treat you.
Now you seem to be upset that they don’t pay you a visit. Do you have any
thoughts about that?

P: Sometimes he’s mean and sometimes he’s not. (tears) I guess 'm crying
because I'm attached to these people who aren’t so wonderful. When
they’re nice I feel good, and when they’re mean, I don’t feel good. I try to
be good to them, but they can either be caring or mean.

*Separation and individuation is used here in the sense that Mahler uses it. It will be
discussed in detail in Chapter 3.
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Within the therapy session, a common form that clinging takes is
talking or thinking about a nurturing and approving figure, rather
than dealing with an anxiety-producing problem at hand. In the
following example, a young woman faced with the problem of taking
an independent step reassures herself by. thinking of her confident
sister. Rather than experience the anxiety of thinking her problem
through, this woman adopts the attitude that she can always call her
sister. In the process, she sacrifices the opportunity to explore the
nature of the anxiety or to think through the move she is about to make
and plan to provide for her needs.

Example of Clinging

P: I can’t stand living with my parents one more month. I know I need to
move out, but I've never lived on my own before. Where would I go? My
sister moved out when she was 18. She says I'll be just fine. I guess she’s
right. She says if I get scared, I can always call her. I think I'll be all right.

T: Is it more reassuring for you to think that your sister says youll be fine
than it is for you to think the situation through and satisfy yourself that
you do in fact have acceptable alternatives to choose from?

P: What do you mean? (pause) Oh, “Where would I go?” I did sort of drop
that didn’t I? I don’t know what I'd do. (thinks) I guess I could answer a
“roommate wanted” ad, and live with a couple of other women until I can
afford my own place. . . .

The above are examples of relatively mild clinging. Clinging, how-
ever, can become very intense. The presenting issue for many patients
is that their spouse has left them, and they are having difficulty with
the loss. Some believe that they will not be able to survive the loss. They
say they would do anything to get the spouse to come back. Externa-
lization of helplessness is a form of clinging. From the point of view of
the treatment, it is not necessary to make a distinction. These patients
undermine their own self-esteem by acting helpless, as if their spouse’s
coming back would influence how they feel internally about themselves.
Naturally the focus in treatment needs to be on how these patients feel
inside rather than on what their spouse is going to do.

Compliance

The compliance defense is sometimes one of the harder ones to spot.
It is a form of externalization, in that the patient attempts to please
those around him in order to avoid facing the painful feelings
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associated with acting independently. The patient is more involved
with the reactions of others then he is with his own thoughts and
feelings. A patient can appear to be making progress, when actually he
is producing the “therapeutic” material that he thinks the therapist is
looking for. A common scenario is one in which the therapist addresses
the patient’s maladaptive behavior. Rather than understand and
integrate the therapeutic intervention, the patient converts it into a
message from the therapist that this behavior is “bad.” The patient, in
an effort to be “good,” changes the behavior. The result can appear to
be therapeutically beneficial, but actually there has been no internal
change in the patient; the patient has learned nothing about himself.
With patients who have been in therapy for many years, this defense
is more common and usually more subtle. By then, patients have
become so sensitive to the nuances of their therapists’ responses that
their compliant behavior can appear to be quite spontaneous. There
are many clues that can alert the therapist to the possibility that the
patient’s therapeutic work may be in the service of compliance. The
affect produced may not move the therapist emotionally to the degree
that spontaneous affect does. The patient may describe life events in
which he or she has avoided conflict or confrontation by giving in to
other people. Therapy may seem to be going well but not producing
movement in the patient’s life. The patient may be coming to therapy
but does not appear to think of it as a priority; the therapist may have
more of a stake in the therapy than the patient. The patient may be
experimenting with behaviors that are new and difficult and that
would be expected to bring up anxiety, yet no anxiety appears. He or
she may come to sessions reporting thoughts, feelings, and discoveries
experienced outside of the therapy session, but within the session does
not seem to be struggling with a real life problem. If there is a
problem, it is more of a conceptual sort of problem, like, “How can I
get more impulse control?” rather than, “I eat too much and it is
endangering my marriage and my health.” While none of these clues
point exclusively to compliance, each of them suggests the possibility
of compliance. The key factor is whether the question being examined
by the patient is genuinely the patient’s own concern, and whether the
patient is earnestly attempting to find an answer to the question.
Compliance is a defense that cannot be described easily in a short
interaction within a session. It can be identified when described as an
interaction outside the session, or as a pattern over time within sessions
in which the patient responds to other people’s needs at the expense of
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his or her own. It is, however, usually accompanied by other defenses,
and these may be more easily identifiable. What follows is an example
of clinging and compliance defenses.

Example of Compliance/Clinging

P: (Beginning of a session after a three week break in treatment) Well, I've
decided I want to stop coming to therapy because I don’t feel that I'm
getting much. I need somebody who will give me feedback or ask
questions. I feel like I'm wasting my time and money. All the insights I
get, I get outside of these sessions. I keep saying to myself that I should
be getting what you are trying to get across. This is very hard for me. The
last time I was here, you asked me if there might be any other reason why
I was coming late. I'm annoyed that you don’t give me more feedback. I
come here and talk and cry, and I'm getting more feedback from my
family and friends. I feel like I've been coming here mostly out of a sense
of obligation or loyalty to you. If people won’t help me pinpoint the
problem, then they’re of no use to me. . . . It reminds me of when I came
in here and said I was getting overwhelmed with the BigCo contract,
because they were asking for more and more from me. I expected you to
say that they were being unreasonable, but you didn’t say anything either
way. My friend Tom agreed with me when I told him about it. He’s a
good friend. He helped me and you didn’t.

T: Why did you need me or Tom to say it when you already knew it yourself?
You knew BigCo was asking for too much, yet you seem to feel that unless
the thought comes from somebody else, you can't trust it.

P: I don’t know. I just don’t seem to believe it when I say it. People keep
pushing me. Like with BigCo, they kept wanting more from me, and all
I wanted to do was get them off my back. ’'m afraid to say no to people;
I wanted to please BigCo. I was afraid that somehow I was going to get
into trouble with them. I knew their request was unreasonable, but I
didn’t trust myself.

The above patient’s compliance defense is apparent from her coming
to therapy out of a sense of obligation or loyalty to the therapist, and
her difficulty setting limits with BigCo. Her clinging defense is
indicated in her inability to face a decision without turning to a friend
or the therapist for reassurance. The therapist’s intervention addresses
only the clinging defense.

Commonly, when facing the issue of dependency and their difficulty
in making their own decisions, compliant patients may come into a
session and announce that they have thought it over and they have
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decided to terminate therapy. They will explain that it is a scary thing
for them to do but that they have decided to rely on their own judgment
about what is best for them. They repeat the therapist’s words that it
doesn’t make sense for them to be coming to therapy just for the sake
of the therapist. This places the therapist in a bit of a bind, needing to
confront the patient’s destructive behavior without opposing the prin-
ciple involved. In actuality, the patient is usually involved in acting out
any of a variety of feelings. She may be frightened by something that
has occurred in treatment and uses the therapist’s words as a way to leave
therapy without appearing to be making an autonomous decision. What
frightens her could be the sudden realization that the therapy or ther-
apist has become more important to her than she can be comfortable
with or it could be some other affect that is beginning to surface as a
result of treatment. She may believe that the therapist’s comments
actually reflected his secret desire to rid himself of her and that she is
really acting in accordance with his wishes. The therapist can respond
to this situation by pointing to the patient’s struggle with the issue of
autonomy and the function of the treatment in supporting her attempts
at autonomy. It does not make sense why, with so many other areas of
dependency that concern the patient, she would choose to begin her
self-assertion by pulling away from therapy, the place where she derives
support for being autonomous. The therapist might ask the patient how
she thinks about that.

Projection

Projection refers to the process of attributing to someone else feelings
that are really one’s own. Patients use projection as a way to place their
uncomfortable thoughts and feelings outside themselves so that they
can disown and disavow them. A common feeling that is projected is
anger. People who have internal prohibitions against feeling anger
might instead see the object of their anger as being the one who is
angry. Another common use of projection is to avoid evaluating the
propriety or consequences of one’s actions. In the following example,
an adolescent woman attempts to avoid examining how she feels about
some of her actions by projecting these feelings onto the therapist.

Example of Projection

P: I had two tests to take on Monday, and I'd agreed to play doubles in tennis
with Jason on Sunday, so I didn’t really have time to study for them. I
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studied a little bit for one, but the other one would have been a real bust.
I decided it would be better to miss the class completely than to get an F,
so I spent fifth period in the cafeteria. I don’t know what’s going to happen
with that class. I'm not doing too well in it. You probably think I'm a real
flake, huh?

T: What you think about yourself is more important.

P: Well I don’t feel too good about what I did. My mom keeps saying that I'll
never get into a good school the way I'm going. I don’t see what’s so
important about a good school anyway. I think if a person can’t accept me
the way I am, why should I care what they think? I hate when you just sit
there and don’t say anything. I feel like you're sitting there judging me.
Sometimes I wonder why I come here and pay good money to be judged.
You do think I did the wrong thing by cutting, don’t you? You think 'm
this poor rich kid who hides behind her parents’ money, but can’t make it
on her own.

T: I've noticed that twice now in the past few minutes you have begun to talk
about how you feel about what you're doing in school, and both times you
shifted your attention instead to what I think. You are acting as though
your own thoughts and feelings don’t count. You are treating yourself as
though you’re someone who “can’t make it on her own.”

The patient herself, in the previous example, thinks she’s “a real
flake.” Rather than ask herself why she would agree to play tennis
when she needs to study for two tests, she projects her own judgments
about her behavior onto the therapist. When the therapist focuses the
attention back onto what the patient thinks, the patient projects that
the therapist thinks she’s “hiding behind her parents’ money,” again an
idea that she does not wish to realistically own and examine. The
important thing about these projections is that they serve to distract the
patient from the difficult task of examining her own thoughts and
feelings, which is what the therapist points out to her. Implicit in the
therapist’s final comment is the belief that the patient does have the
capacity to make it on her own.

DISTANCING DEFENSES

Distancing defenses tend to be less object-oriented. However, in some
cases, they can still be handled by the therapist directly, pointing out
the price one pays when one uses them.
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Avoidance

Avoidance has been included as a defense in both of the case examples
that will be given in this chapter because it is a common defense and
one that often must be addressed early on in treatment. If a patient
avoids meaningful issues in treatment because they are uncomfortable
or painful, the treatment will falter unless they are taken up. Avoid-
ance will take many forms. Outside of the therapy session it takes the
form of sidestepping uncomfortable issues like finances, conflicts, and
decisions. In therapy sessions, the most obvious forms may be frequent
subject changes, lateness to sessions, canceling sessions, missing
sessions, and ultimately dropping out of therapy entirely. By the time
the patient drops out of therapy, obviously it is too late to begin
addressing this defense. If, however, avoidance has already been
established as a maladaptive defense that the patient commonly uses,
then the therapist may be able to help the patient to understand the
desire to quit therapy in the context of this defense. The therapist can
then remind the patient that this strategy for dealing with problems has
not been effective in the past and has in fact contributed to the
situation that brought the patient into therapy in the first place. If the
process of avoiding problems has already come to be viewed as
destructive (ego-alien) by the patient, he or she may reconsider the
decision to discontinue therapy.

Denial

Denial is similar to avoidance, except that with avoidance, a feeling or
situation is consciously being avoided; the person knows he is avoiding
it. With denial, the person is not fully consciously aware of the feeling
or situation that is unpleasant. It is a term commonly used in
describing substance abusers and their partners. The person creates an
alternate reality so as to not have to face the true situation. An
alcoholic, for instance, might say, “I can drink beer; it’s the hard stuff
that always gets me in trouble. I really don’t have a problem with beer.”
A patient cannot learn to deal with problems whose existence he is
denying. Problems that are denied will not be addressed and are likely
to get worse. Despite the unconscious component of denial, the person
who denies is often given ample evidence pointing to whatever it is he
is denying. If the therapist makes a patient aware of the pattern of
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denial, the patient can begin to recognize situations in which the state
of the outside world seems to be inconsistent with the patient’s own
beliefs or expectations. The patient can recognize that these situations
are likely to be ones involving denial.

In the following example, a woman attempts to deny the implica-
tions of her husband’s alcoholism. She tries to convince herself that it
is not going to be a problem. When the therapist draws her attention
to this, she again denies the serious nature of the problem by proposing
that the problem might solve itself. When this is again pointed out to
her by the therapist, she recognizes the seriousness of the problem. At
this point, unable to continue her denial, she turns to avoidance as a
defense against taking a realistic look at her problem.

Example of Avoidance/Denial

P: I know I talk about Joe and little Joey a lot, but it all comes back to how
I feel about myself inside. For example, Joe’s boss was fired and replaced
suddenly a month ago. Since then he has been under a lot of stress and our
communication has tended to drift once in a while. Last night the only
talking we did was ten minutes before going to bed. I was upset about how
little attention I get from him. Also, our regular child care person moved
to Sacramento yesterday, so I was feeling tense even before he got home.
I don’t understand how he can spend two hours in a bar with his friends,
and all he has time for with me is ten minutes. (continues with five
minutes of stories about Joe’s drinking.) The other day, Joe had had a few
beers, and he tripped over one of Joey’s toy airplanes. He got angry at
Joey, and began screaming at him. I felt sorry for Joey. He’s not big
enough to understand.

T: You indicated a while back that you were going to give an example that

illustrates how you feel about yourself. I'm aware that you’re talking about

Joe again, rather than how you feel about yourself. I'm not clear about

your purpose in turning the discussion to Joe.

Well, I keep trying to convince myself that it’s not going to be a problem.

: Why would you want to convince yourself of something that you don’t

necessarily believe is true?

P: Well, I see certain things happening and I get scared. (teary) I guess I'm
still frustrated. I don’t know which direction to go. I think that maybe if
I just accept the way he is and take a positive attitude about it not
happening again, maybe it won’t.

T: Are you saying that if you look the other way, it might correct itself on its
own?

P: Well, sort of.

IRty
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After the patient’s denial of the seriousness of her husband’s
drinking problem was called to her awareness by the therapist, she
began to shift toward avoidance. At the same time, she continued to
deny by minimizing the seriousness of the problem. The therapist’s
second intervention addressed both defenses. In the next bit of
transcript the therapist continues with this patient by focusing directly
on the avoidance.

T: It hasn’t happened that way for you in the past. (Therapist lists several
other situations that deteriorated while the patient avoided addressing
them.) Why would you expect this problem to work itself out if you ignore
it

P: Idon't like thinking about where it’s going with Joe. I don’t think that he’s
ever going to stop drinking. I don’t know if he would physically hurt me
again. My brother is coming in next week for a visit, and I hope that Joe
and he get along. My brother and he have had fights before, not physical
ones, but loud. He doesn’t like the way Joe has treated me. Whenever he
comes for a visit, I get nervous. They can get like two stags fighting for
turf. I hope this visit is better than the last one. The last time my brother
came. . . .

T: Are you aware what just happened? You were talking about not liking to
think about where the situation with Joe is going, whether you thought Joe
would become abusive with you again, and then you changed the subject
to your brother’s visit. You didn’t like thinking about it, so you changed
the subject. This is another example of what we just talked about. You
cannot solve your difficult problems if you don’t think about them.

P: Well, deep down inside, I feel it is going to happen again, and I feel that
this is a main concern in my life right now. I couldn’t live with myself if
I kept letting him do that to me. Things around me do not seem to be
changing, so I am going to need to deal with it myself somehow. I have
a friend who let her boyfriend keep beating her up, and I lost all respect
for her. I have to do something. . . .

The last intervention in this example pointed out the patient’s use of
avoidance within the therapy session. This can be particularly mean-
ingful to the patient because the experience is fresh, and the patient
may be able to look at what happened for her at the time she avoided.
From her response in this example, it appears that she did not integrate
the therapist’s intervention. She did not seriously consider the price she
pays for avoiding thinking about her life problems. Instead, she took
the therapist’s intervention as a directive to go back to the subject that
she was avoiding. The goal of this kind of intervention is to render the
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avoidance defense ego alien, rather than to induce the patient to return
compliantly to the subject matter being avoided. If the patient takes
these interventions as directives instead of considering their meaning,
she will passively talk about the subject areas she believes the therapist
to be directing her toward, and there will be no progress in the therapy.
The therapist will need to clarify for the patient how she misinterprets
the intention of these interventions and if possible tie her compliance
into a broader pattern of compliance that has created other problems
in her life.

Another feature of this series of interventions is the therapist’s
tenacity. Patients who are actively avoiding never immediately inte-
grate the therapist’s intervention. If the intervention makes sense to
them, they may think about it, but then they go back to avoiding. If
the therapist permits the subsequent avoidance to go unchallenged, the
impact of the initial intervention is lost. It is only through consistent
challenging of the avoidance that the patient recognizes the pervasive
and destructive nature of this defense. This could take weeks or
months and requires great patience on the part of the therapist. As
with all defenses, if the patient does not currently have the capacity to
handle the underlying affect, the therapist must be careful about
challenging the defense.

It is not entirely coincidental that this transcript illustrating denial
and avoidance is one involving alcoholism. In general, denial is usually
the central defense of alcoholics, followed closely in centricity by
avoidance. These defenses are often also central for codependents;
however externalization is usually even more central for them. In the
previous transcript the initial issue that the therapist takes up with this
codependent patient is the continual focus of her attention on her
husband, to the exclusion of her own thoughts and feelings.

Another Example of Avoidance

P: TI've felt for some time that I'm really not accomplishing anything here; my
real therapy work has happened outside of this room as a result of my
conversations with friends and family. Lately therapy is just me coming
in here and doing a monologue. I update you on all the news in my life.
Then I pay you and leave.

T: Yes, I've noticed the same thing. Why do you spend your time here in that
way?

P: I don’t know. I don'’t really have anything to work on, so I give you news
reports.
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T: I think you do have things to work on. I've noticed that several times in
today’s session you brought up important questions but haven’t pursued
them. For example, you wondered whether you should still be working for
your parents. As soon as that question got a little sticky, you moved on to
something else.
That’s a tough question.
2 YEs Nitlis.
{pause) I know I brought it up myself. I'm not sure why I let it drop. I
guess I feel that if it happens that I get another offer, that will be fine with
me, but if not, I don’t think I want to pursue it. I really don’t want to upset
what I've got now. I can’t explore other options without risking my
relationship with my parents. That’s probably why I let that question
drop.

T: What you decide to do about your situation will of course affect your
relationship with your parents, and I can understand your caution about
taking action. But you avoid thinking about the question entirely. If you
don’t think about it, you can’t hope to find a satisfying resolution.

P: D’ve always had so many different feelings about my relationship with my
parents and about my job. The job is very important to me, and our
relationship is very important. It would be very hard for me to be away
from them. I think I'm afraid to look at it too closely, because if I really
think about being on my own, I could just get depressed and not want to
work at all. I know there are aspects of my work situation that are very
restrictive for me, but I haven’t until now made myself look at the
alternatives.

a el

As patients continue in treatment, they should demonstrate an
increasingly more mature overall level of functioning and defenses,
although one can expect temporary setbacks and relapses. Compared
to the previous patient, the above patient’s relatively higher level of
functioning is evidenced by her acknowledgment of the point the
therapist is making. Unlike the previous patient, she does not compli-
antly begin to talk about the subject matter that was dropped. Instead,
she acknowledges that she raised the issue of what to do about her job
situation, and wonders why she then dropped it. Although she does not
immediately explore why she dropped it, she does think later about
why she dropped it, realizing that she is afraid that thinking about it
will make her depressed.

Intellectualization

Intellectualization is a common defense and often one of the more
benign ones. In this defense the patient relies on intellectual explora-
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tion of his situation, devoid of emotional content, often taking the
form of reading pop psychology books and conjecturing about child-
hood experiences, rather than focusing on where he is presently
emotionally blocked. In therapy sessions, intellectualization often
takes the form of painstaking unspontaneous dredging up of historical
material. In the early stages of therapy, it is rarely necessary for the
therapist to comment on this defense at all because there are almost
always more maladaptive defenses to address, and because patients
who utilize intellectualization will often tend to move past it on their
own and begin more meaningful work. Since many patients, especially
narcissists, have no sense of what they are feeling, to address the
defensive intellectualization runs the risk of wounding the patient by
making him feel inadequate. The therapist can, however, test the
patient’s sensitivity to this issue by occasionally asking what he feels,
especially if the patient appears to be experiencing some affect. Only
when the disavowal of affect is extremely pronounced and poses an
obstacle to productive work in therapy might the therapist choose to
address it more aggressively.

Example of Intellectualization

P: I read an article in the Times this weekend about children of alcoholics.
My parents weren’t alcoholics, but they sound just like the parents in the
article in every other way. They didn’t support me in the things I tried to
do. I think they were probably threatened when I did well at something.
You know, neither one of them feel like they’ve ever accomplished a whole
lot. Anyway, I was thinking how different I'd probably be now if they had
supported me. I would probably still be happily married, for one thing.
Barbara never supported me either, and I think I took what she dished out
because I didn’t know any better. If I'd gotten support from her or my
parents, I think I would have done better in my career, and she probably
wouldn’t have left me. I think they just didn’t have it in them to give. They
didn’t know any different. Their parents weren’t physical with them, so
they weren’t physical with me. Their parents didn’t give them a lot of
encouragement, so they didn’t give it to me. For that matter, I guess I
don’t give it to David either.

T: How is that for you?

P: Well, what happened back then can’t be changed. There’s no use getting
worked up about it. The only thing I can do is try and understand how it
happened. Now with David, that’s different. I think I need to take a look
at how I treat him. I think I could be more supportive of him. I read that
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children who spend fifteen minutes a day going over their homework with
one of their parents do twice as well in school — it was the results of a study
that someone did. I guess that my relationship with David is a lot like my
other relationships. I don’t get down in the trenches with him. I keep a
safe distance. We go to scout meetings together and I help out with his
soccer practices, but we never have man-to-man talks. I think he’s doing
OK.

T: You talk about not getting down into the trenches in your relationships,
and I wonder if that isn’t also happening here with me. Probably because
it’s so hard for you to know exactly what you're feeling, you tend to share
your thoughts and insights without sharing your feelings. Is that what you
mean by not getting down into the trenches? _

P: Well, yes, I guess I do that with you too, don’t I? I don’t really know how
to do anything else. No wonder David doesn’t tell me how he’s doing; I
never talk to him about me either. Barbara used to say I was like a
stranger. It’s not that I don’t want them to know what I feel, I just have
never had words for my feelings.

Example of Intellectualization/Avoidance

P: I hate waiting for the answer. Is Al going to stay with me or not? I want
to know one way or the other. It’s like taking an exam and waiting for your
grade. Except with a test at least you know when you’re going to get the
results. With this I just don’t know what to expect. I wonder if my doubts
are some self-fulfilling prophecy —if he’s going to think I hang on too
much and get turned off by that. I wonder if I'm attractive enough for
him, and then I wonder why it’s so important to me that he does stay. Half
the time we’re together we fight anyway. I think it’s my experience
growing up with an alcoholic mother that makes me so unsure of myself,
always expecting to be rejected. I think it makes you feel that you must
have done something wrong, because otherwise why would this person be
so mean to you. I never knew how my mother was going to treat me the
next time I saw her. So naturally I'm going to feel insecure in relation-
ships. I've been reading a book about children of alcoholics. They give
five personality types. I wonder which one I am. I think I'm the one who
hides and tries not to be noticed. But if Al doesn’t notice me, then I worry
that he’s not going to stay interested in me. So I work extra hard to please
him. So I'm not sure that’s the type I am. . . .

T: You are jumping so quickly from topic to topic that 'm losing track of
what you're trying to get across. I know you asked a question a moment
ago that sounded important, but that doesn’t seem to be what you’re
talking about now.

P: (pause) You mean about why it’s so important to me that Al stay? I didn’t
answer it, did I? I've been with him for so long. I don’t remember. . . .
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The above patient’s work can be misleading, appearing to be deeper
than it actually is. Although she thinks about herself and produces
insights, she avoids trying to answer the hard questions about her life,
and her work lacks affect. She talks about wanting to know where she
stands with Al. Then she wonders out loud about several things, and
questions why it’s so important to her that he stays. She posits that it
might have to do with her being the child of an alcoholic, and then
talks about what she read in a book on ACAs. Although her discussion
of ACA issues is a response to her question about why it is so important
to her that Al stay, her discussion of the book is purely intellectual, and
she uses it to escape really looking at that question. As is often the case,
intellectualization is used here in the service of avoidance and distanc-

ing.
Projective Identification

Projective identification is the only defense that requires the partici-
pation of the therapist. It is projection with a twist. The patient
projects onto the therapist the part of himself that is either too painful
or threatening to keep in himself, or is too precious and needs to be
placed with the therapist for safekeeping.’ The therapist unwittingly
takes on the projected feelings, usually because the patient uncon-
sciously exerts pressure on the therapist to accept them, largely by
assuming the parental role that brought these feelings about in the
patient originally. For instance, the patient might cast off the part of
bimself that feels helpless or inadequate by projecting that part onto
the therapist and then assuming the role of the critical, demanding,
attacking, or devaluing parent. This aggressive role probably feels
better to the patient than the helpless inadequate role, and it tends to
influence the therapist by making her feel inadequate, the feeling that
is being projected. The therapist, however, reacts to these feelings in
his own unique way. He processes the feelings using his own coping
abilities and responds to the patient’s projected feelings in a somewhat
different and presumably more mature way than the patient. By

5The idea of projective identification regarding a “precious” part of a person is a
novel one that is explained in greater detail in Ogden’s 1979 article, “On Projective
Identification.” An example might be the idealizing transference of a “closet”
narcissist. The closet narcissist feels threatened to display his grandiose feelings so he
projects them onto the therapist, idealizing the therapist, who in turn feels an inflated
sense of himself.
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observing how the therapist handles these feelings, the patient can
discover a relatively mature way to handle his own problems. Some
theorists believe that this process is the most important healing
component of psychotherapy (Ogden 1979).

Subjectively, the therapist at first experiences the patient’s projec-
tion as originating within himself. If the projection that the therapist
has accepted is foreign to the way he normally thinks and feels about
himself, the quality of foreignness acts as a signal to alert the therapist
that there is countertransference or projective identification involved.
If the accepted projection happens to conform approximately to
feelings and thoughts that the therapist commonly holds himself, the
projective identification is far more difficult for him to identify.
Sometimes it takes months or years before the therapist is fully aware
of it.

A valuable clue that will usually appear is when the therapist notices
that he is modifying the frame, that is he is straying from the
fundamental rules that he has set for himself about the conduct of
treatment. These include the fee charged, the beginning and ending
time of sessions, the cancellation policy, and so on. When one of these
rules is set aside by the therapist, he may have a therapeutically sound
reason for doing so or he may be responding to subtle unacknowledged
pressures that arise as a result of countertransference or projective
identification. Careful consideration by the therapist of his motives for
modifying the frame can be extremely enlightening.

In order to protect himself from accepting patients’ projections, a
therapist sometimes maintains an emotional wall between himself and
his patients. Such a wall interferes with his ability to be empathic and
consequently limits his effectiveness in conducting treatment. It can be
argued that a therapist who is emotionally receptive to his patient’s
emotional communications will inevitably allow some of the patient’s
projections to be experienced as his own thoughts and feelings; the
many subtle pressures exerted by patients cannot all be consciously
recognized and processed by the therapist. Hopefully, however, at some
point the therapist will recognize the projection as coming from the
patient and will be able to use his experience of the patient’s projection
to help him to deal with the part of herself that the patient is projecting.

Example of Projective Identification

P: I've been coming to you now for four years. When I began coming I had
a pretty good job; now, my job is the pits. When I began coming I was on
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good terms with my family; now they’re not speaking to me. Since I
started coming, my husband has left me, and other men don’t seem to be
showing much interest. I'm not sure that this therapy is helping me.
Maybe I'm just not good therapy material. Maybe my problems are
beyond the scope of what therapy can handle. Maybe I need some other
kind of therapy. I don’t know. Every time I ask you for help, you ask me
a question. I mean, I know you can’t go out and find me a man, but I'm
not sure if there really is anything you can do for me. I come here week
after week, pay good money for the privilege, and I feel worse than I did
when I started. Maybe I should take the money and spend it on myself.
At least that might make me feel good.

T: In listening to you I am reminded of how you have described your
mother, and I think I am understanding more clearly how you must have
felt as a child, constantly criticized by her and told that you were
worthless. No matter what you did, she was upset with you. You must
have felt very frustrated and hopeless.

The foregoing example is grossly oversimplified. Psychotherapy
would be so much simpler if projective identification were so easily
identified and addressed. Normally, the therapist goes through weeks
or months of perceiving a mysterious impasse in the treatment before
the projective identification becomes clear. In general, it is not neces-
sary or possible for the therapist to produce the perfect interpretation
of the patient’s behavior involving this subtle process of projective
identification. The therapist is faced with projected feelings and a
projected self-representation that the patient has spent a lifetime strug-
gling with without success. Such struggles are usually not easy ones.
Over time, the therapist’s careful attempts to maintain his own sense of
himself as he responds to the patient’s projections offer a model to the
patient of how she can prevail in her own struggle. If the therapist is
able to contain his countertransference and respond appropriately to the
patient, projective identification can offer an opportunity for the pa-
tient to make significant gains in her treatment.

Withdrawal

Withdrawal is one of the more primitive defenses. The patient feels
hurt or overwhelmed and protects himself by pulling back behind his
wall and raising up the drawbridge. Unlike avoidance, where the
patient is trying to escape looking at a particular issue or problem,
withdrawal is a more general pulling back and shutting down. It can be
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in response to feeling threatened or a response to the vulnerability of
feeling too close to other people.

In a patient’s life, withdrawal is acted out by staying at home, not
calling people, not receiving calls, quitting jobs, or being generally
uncommunicative. In therapy sessions, it can take the form of missing
sessions, coming late to sessions, or periods of silence during sessions.
For some patients it is a response to feeling that the therapist has gotten
too close, violating what feels like a safe distance. There may be a fear
of being smothered or overwhelmed by the therapist. For other
patients, withdrawal is a reaction to some specific thing the therapist
did that felt injurious. Perhaps the therapist said something that
sounded critical or that demonstrated to the patient the therapist’s lack
of an adequate understanding. The therapist may not have said
anything at all; she may have taken a vacation, canceled a session, or
been late for a session, and the patient felt either slighted or rejected.

What the therapist needs to do in these instances depends upon the
patient’s motivation for the withdrawal. If the withdrawal is a result of
the patient’s feeling wounded or slighted, it is usually adequate for the
therapist to indicate an understanding of what occurred, specifically
what was hurtful to the patient. If the therapist has made a “mistake”
that has wounded the patient, it is usually helpful for the therapist to
acknowledge the mistake. If, on the other hand, the patient’s with-
drawal is a response to feeling rejected or alone, the therapist can
acknowledge the source of the hurt, and in addition gently point out
how ironically the withdrawal defense intensifies the patient’s isolation.
Sometimes, withdrawal is a result of the therapist’s having gotten too
close to the patient or of the patient having come in contact with
memories or feelings that were more than the patient was willing to
tolerate. Then, the therapist might acknowledge the patient’s pulling
back, and in some cases might interpret the reason for the patient’s
withdrawal.

Example of Withdrawal

P: (animated discussion of the unpleasant aspects of being alone, after
breaking up with his wife the previous month) . . . So, I really want to be
in a relationship, but sometimes I question why. At least now I don’t have
some of the problems that I did when Audrey was there. The other day,
I came home from work, and I didn’t feel like eating. “Monday Night
Football” was on, and I took a couple of beers from the fridge and
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stretched out in front of the TV. And I think that’s okay. Sometimes a guy
needs that.

T: Are you saying that if you were in a rélationship, you might not have
gotten to do that?

P: Well, it’s been that way with Audrey. There were times that I would come
home, and she was there and had dinner waiting, and she hadn’t done
anything all day except wait for me to get home. It was like from the
moment I got home I had to make up to her for having been gone. That’s
an easy one though; I can always arrange in advance to take that time.
Yes, just because I'm in a relationship it doesn’t mean that I can’t have
that time to myself (two minutes of silence).

After an extended animated discussion, the above patient becomes
silent. The therapist must evaluate what the silence means. In this
particular case, the therapist knows that the patient has established a
pattern of becoming silent after narcissistic wounds. The therapist
therefore begins to wonder during the silence what might have been
wounding to the patient. It occurs to the therapist that the patient may
have felt that the therapist’s comment implied an inability on the part
of the patient to work out a problem: how a guy can stand up for
himself sufficiently to take a little time for himself. The patient may
have felt that the therapist thought that this was a relatively trivial
problem, and so the patient felt belittled in the eyes of the therapist. In
response to this wound, the patient defended himself by saying that
taking time for himself is really a rather simple matter with a simple
solution, and then withdrew into silence. The therapist can now correct
the problem by acknowledging the injury and letting the patient know
that it is understandable that the patient would have difficulty with this
aspect of a relationship. It is not uncommon for a patient to deny that
an injury occurred, but privately to appreciate the therapist’s acknowl-
edgment of it.

T: I wonder if that sounded like I was implying that I thought this was a
simple problem to handle.

P: Well, not exactly. I mean it’s not the world’s most difficult problem.

T: What might be easy for one person can be difficult for another, because
of their special psychological makeup. I'm reminded of your story of how
you stayed after school one day to participate in a gymnastics contest, and
instead of being proud that you entered and won, your mother scolded
you for not leaving yourself enough time to finish your homework before
dinner. I should think it would be hard for you in a relationship to take
time for yourself, because, even though you feel it’s a healthy thing for
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you to do, if your partner doesn’t think so she might be critical of you.
Knowing how painful criticism is for you, even if it is unreasonable, I can
understand why you would protect yourself from that kind of exposure by
reining yourself in and trying to be beyond the possibility of criticism.

P: (apparently relieved) Yes, it’s not like if I were analyzing somebody else’s
relationship, I couldn’t give them good advice about taking space and the
value of doing that. (laughs) That brings up a good point, the last evening
I spent with Audrey. . . . (goes on with further animated discussion)

By acknowledging the patient’s feelings about the therapist’s com-
ment, the therapist helps the patient to feel understood; the patient
again feels safe with the therapist and goes on with further discussion.

NARCISSISTIC DEFENSES

The term narcissistic defenses refers here to a set of defenses common to
but by no means exclusive to narcissists. Most of these defenses are
present to some degree in almost all people. Depending upon the actual
diagnosis, narcissistic defenses tend to lend themselves best to inter-
pretation.

Grandiose Defense

The above interaction also demonstrates the grandiose defense. The
patient perceived the therapist as implying an inadequacy on the part
of the patient in not being able to solve this problem, so the patient
responded by saying that the problem was actually quite easy to solve.
The patient’s acting as though the problem is beneath him is a
grandiose defense against the perceived injury. The function of the
defense is to restore the patient’s inflated perception of himself.
Normally, when used, the grandiose defense is a pervasive one.
Patients who need to defend themselves against an underlying feeling
of utter inferiority, emptiness, and powerlessness often do so by
presenting a front to themselves and the world of wonderfulness and
omnipotence. As will be explained in detail further on, either overt or
covert grandiosity is a defense employed by all narcissistic disorders. If
something or someone should puncture their grandiosity by saying
something that interferes with their inflated view of themselves, these
patients experience a narcissistic injury, and often respond by ex-
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panding their grandiosity, thus shoring up and reinflating their self
representation.

Devaluation

The example of projective identification presented earlier in this
chapter contained devaluative comments. The message was, “I'm
stuck, because you haven’t helped me” or “I'm miserable, and you’re
not helping.” The devaluation defense is different from devaluation in
projective identification in that it is not necessary for the therapist to
have a countertransferential response of feeling bad about herself.
This defense is usually used by a patient who feels wounded by
someone. The devaluing message can be direct or subtle. It is an
attempt to hurt the person back and to prop up the wounded ego with
a feeling of superiority by putting the other person down. This defense
can also be an attempt by the patient to distance himself from someone
with whom he has felt a kinship but who has recently disappointed him
and proved herself unworthy of any close association. The therapist
can respond to devaluation of this type by acknowledging it and by
suggesting why the patient might feel wounded. In the following
example, the object of devaluation is the therapist.

Example of Devaluation

P: Where would you like to begin today? I thought, on the way up here,
where are we going to go from here, after the last couple of times? I really
couldn’t come up with any direction. I want to see this through, but I'm
uncomfortable with where we go from here. I'm not looking for “the
answer.” I ask questions because I'm curious. I look at you as the expert,
full of thoughts and ideas. You have the background. This is your field.
I would expect you to have answers for me, the same way as I expect
people to ask me questions about my field. I don’t expect a sudden
brilliant flash, and then the answer, but it would be kind of nice to throw
out a question once in a while and get some real help. Sometimes it seems
like I'd be better off keeping my money and talking to a wall instead of
coming here.

T: You sound very disappointed with me. Is there anything in particular that
you can think of from our last session that you were disappointed with?

P: No. I can’t think of anything. (pause) Well, there might have been one
small thing. I did feel you interrupted me in the middle of my sentence to
tell me that we were out of time. I thought that was a little tacky. I was
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in the middle of a sentence, and you didn’t even bother to wait until the
end of it.

T: I understand your irritation at feeling cut off and not heard out. I don’t
intend to interrupt you in mid-sentence, but sometimes my timing may
not be just right. Perhaps your irritation is one of the reasons you seem
especially impatient with me this week.

P: Well, now that you mention it, that could be. I didn’t say to myself, “I'm
pissed at him,” but I did feel sort of slighted, like “whatever you have to
say, it can wait.”

Self-sufficiency Defense

Self-sufficiency is in itself a healthy quality, unless it is used in the
service of avoidance of the vulnerability that comes from interrelated-
ness. In that case, it is not true self-sufficiency; it is the pretense of not
needing another person, and it leads to isolation. In therapy sessions,
it appears as a continuous theme. There are usually other more
maladaptive defenses for the therapist to focus on initially. However,
the therapist can lay a foundation for future exploration by acknowl-
edging the patient’s need to protect himself from becoming dependent
on another person. In the case of narcissists and schizoid patients, the
difficulty with vulnerability and dependence is an important theme in
their treatment. This acknowledgment helps the patient to understand
why it is so difficult for him to trust the therapist.

In the following example, a female patient is defending against
painful affect associated with her therapist’s comment. Either she feels
separation stress due to his announcement that the customary appoint-
ment schedule will be interrupted, or she feels a narcissistic wound
associated with her inference that he is offering to reschedule because
he assumes that she might need him.

Example of Self-sufficiency Defense

T: I'm going to be away next Wednesday, but if you want to reschedule I do
have a time next Thursday.

: No, thanks, I think I can survive a week by myself.

It sounds like you heard me imply that you needed the session, and that

offended you.

: I knew you didn’t mean that; I was just making a little joke.

Whenever you talk about making an appointment, you seem a little

ambivalent. You have always prided yourself on being self-sufficient. I

=S

=
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imagine that for you coming to therapy is like an admission that there is
something wrong with you, something that you can’t handle yourself.

Manic Defense

The manic defense is used by most people at one time or another as a
defense against underlying feelings that are uncomfortable. When
these feelings surface, instead of feeling them, the person gets busy,
takes on new projects, and generally immerses himself or herself so
completely in activity that there is no time to feel the feelings. This
defense is distinguished from the avoidance defense of the workaholic
in that the manic defense can occur in spurts and be only somewhat
maladaptive, while the workaholic’s avoidance defenses tend to be
chronic, and are consequently more maladaptive. Since a mild manic
defense is relatively benign, this is a defense that would rarely be
addressed by a therapist in the initial phase of treatment unless it was
in conjunction with avoidance defenses.

RELATIONSHIP BETWEEN SYMPTOMS AND
DEFENSES

In medicine, symptoms are the observable conditions a patient exhibits
that direct the physician to the underlying pathological condition. In
psychotherapy, symptoms are the behaviors that a person displays that
suggest to the therapist an underlying emotional imbalance. Some
typical symptoms for depression, for instance, are melancholia, leth-
argy, anxiety, changes in eating patterns, changes in sleep patterns,
difficulty concentrating, sudden outbursts of tears, loss of interest, and
hopelessness. Generally, a patient goes to a doctor or a patient goes to
a psychotherapist to control or eliminate symptoms. A depressed
person with a personality disorder might seek psychotherapy, for
instance, out of concern about his difficulty sleeping or his difficulty
concentrating at work, surface manifestations of an underlying de-
pression.

Patients with personality disorders usually have difficulty func-
tioning in many areas of their lives, so they complain of multiple
symptoms. Typically, the therapist feels like he or she is constantly
helping them to put out brush fires, while unable to attend to the forest
fire. Their symptoms are often actually the problems created by their
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maladaptive defenses — for instance, the patient who compulsively eats
to defend against feeling alone, or the woman who can’t decide
whether to stay with her husband because she does not trust her own
ability to make decisions, a defense against the frightening feelings
associated with standing on her own. Even the term depression, which
the personality-disordered patient might use to describe anxiety,
extreme boredom, lethargy, or the inability to activate, may be a
symptom of the patient’s defensive suppression of affect. The
symptom of inability to hold onto a job can result from a variety of
defenses including avoidance, clinging, devaluation, or grandiosity.
High school truancy, on the other hand, can also be a symptom arising
from a variety of defenses or it may itself be a specific example of
avoidance.

If a symptom results from a particular maladaptive defense, a
therapist must address that defense, rather than the symptom. Other-
wise, if the defense remains active, it will produce new symptoms, and
the therapist will face an unending string of symptoms. For instance
the person who avoids feeling unloved by escaping to romantic movies
and novels might switch to watching television, smoking cigarettes,
and daydreaming at work. If this is curtailed, she might shift to
overeating or substance abuse. This curtailed, the same patient might
begin to arrive late to treatment sessions or cancel them entirely,
saying she is too depressed to even get out of bed. All of these are
examples of avoidance. In each case the patient engages in a symptom-
producing behavior in order to avoid addressing unpleasant affect or
issues.

Case Example —Depression Resulting from
Avoidance

Avoidance can produce a wide range of symptoms. Take Mr. A., a
21-year-old man who enters therapy with a presenting problem of poor
performance at school, excessive sleep, and depression. By depression,
Mr. A. means a negative self-image and a lack of interest in life.
Although excessive sleeping can be viewed as a component of a
vegetative depression, in this case it is a form of defensive avoidance.
Mr. A. describes it as a way to put off facing the problems of the day.
Similarly, Mr. A’s failure at school is a result of avoidance of
stress-producing situations like homework and tests. The depression is
actually a sense of hopelessness, failure, and disappointment that Mr.
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A. feels as a result of repeatedly letting himself down, doing things that
undermine his own productive efforts.

A principle that lies at the base of this discussion is that when people
let themselves down, they feel bad. If they do it repeatedly, they
develop a negative self-image, which is, in a sense, reality based.
Although people who come to therapy complaining of depression and
low self-esteem usually have emotionally deprived histories, they make
themselves feel worse when they treat themselves badly, when they fail
to support their own efforts at expressing themselves and managing
their lives.

Suppose that when Mr. A. begins in treatment, the therapist
addresses his presenting problem by pointing out that the reason he is
failing is that when he is faced with a difficult problem to solve, he
procrastinates or sleeps, so that he ends up being unable to address the
problem properly. Mr. A. is able to see this, and alters his behavior,
resulting in greater successes at school. While these successes are
satisfying to Mr. A., he begins to feel anxious. It will be explained
more fully in later chapters that Mr. A.’s is a typical borderline
response to personal success. To manage his anxiety, Mr. A. finds
himself drinking increasing quantities of alcohol, which again impairs
his performance. The therapist, unaware of this increase in alcohol
consumption, encourages Mr. A. to explore the reasons for his poor
performance. Four months pass with no progress. During this time,
Mr. A. discusses a wide range of topics in therapy, tending to jump
from one topic to another. The therapist comments on this process of
frequent subject changes, indicating that it prevents him from con-
centrating on the problem at hand, namely figuring out why he is
doing poorly in school. Eventually, Mr. A.’s work in therapy becomes
more focused, the drinking problem is identified and addressed, and
his performance at school improves. Then, Mr. A. reports one day
that his financial situation has gotten so bad that he will not be able to
continue therapy. The therapist asks how long Mr. A. has been aware
that there was a financial problem, and he says that he has seen his
savings dwindling for the past year, but could not see a solution.

In this example the therapist has identified many of Mr. A's
problematic behaviors but new ones continued to appear. What is
lacking in Mr. A.’s treatment is a unifying principle. Underlying all
these behaviors is Mr. A.’s belief that it feels better to avoid an
uncomfortable situation than to meet it head on. This is displayed in
his procrastination with school work, his tendency to sleep or drink
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rather than address his problems, and his avoidance of his developing
financial problems. In sessions, it is displayed by his tendency to jump
from topic to topic, not remaining with any one topic sufficiently long
to grapple with the problems involved. As is frequently the case with
personality disorders, it is Mr. A.’s defensive behavior outside of the
treatment room that ultimately defeats the treatment.

A solution to this unpleasant scenario is for the therapist to use a
defense-oriented approach to treatment. To prevent the appearance of
an unending procession of self-defeating avoidant behaviors, the
therapist would repeatedly point out the pattern of avoidance, making
sure that Mr. A. can see its consequences, until Mr. A. is convinced
that the feelings of defectiveness and low self-esteem that his failures
produce are ultimately far more painful than the discomfort of
confronting a difficult situation head on. The therapist would repeat-
edly show Mr. A. how each of these avoidant behaviors comes at a
time when he is finally beginning to make progress in his life. The
excessive drinking began when he started to face stressful situations at
school, and the jumping from topic to topic began when he finally
began to grapple with the problem of his school performance.

Whenever possible, the therapist would point out how Mr. A.s
behavior within the therapy hour is an example of avoidance. When
Mr. A. jumps to a new subject to avoid exploring a question he himself
has raised, the therapist would point this out. If Mr. A. persists, the
therapist would become more direct, asking him how he hopes to
answer the questions he raises if he does not even try to puzzle them
out. Each symptom would be linked in this way to a unifying theme;
they are all examples of the same defense, in this case avoidance. As
each example of avoidance becomes apparent, hopefully Mr. A. would
realize the costly price in self-esteem that he pays for the ephemeral
comfort afforded by the avoidance. Eventually he would come to
understand this principle and see his avoidance as self-defeating. He
would learn to independently recognize the emergence of new avoidant
behaviors when they arise and begin to curtail them. As he gained
control over his defenses, the underlying painful affect that he has
been defending against would begin to surface.

This approach, in treating individuals, is similar in some ways to the
systems approach used by humanistic therapists in treating couples and
families. Traditionally, systems-oriented therapists have viewed symp-
toms as serving a purpose, perhaps a call for help, a diversion of
attention, or an acting out of a parent’s unspoken wish. Systems-
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oriented therapists have recognized that when one symptom disap-
pears, it generally is replaced by another. The new symptom serves the
purpose formerly served by the old one. Patients can appear to make
progress in therapy because their symptoms disappear, but if these
symptoms are replaced by others, the perceived progress is question-
able. So systems-oriented therapists have concluded that it is important
to understand the function of a symptom, and to find a way to render
that function unnecessary.

When a patient views a defense as helpful and relies on it heavily for
comfort, she is unlikely to be receptive to letting go of it. If a therapist
wishes to challenge the relative benefit to the patient of the defense, the
therapist must first bring the defense into clear focus by establishing
repeatedly how it works, so that the patient recognizes its presence.
Then, if the patient does not already see them, the therapist can begin
to point out the unwelcome consequences of the defense. Whereas all
of Mr. As symptoms were related to a single defense, avoidance,
most patients utilize a variety of defenses. To focus on several defenses
simultaneously might confuse the patient and make her unreceptive to
any of the therapist’s input, so usually the therapist must choose the
defense that appears to be the most destructive and concentrate on that
defense until it has been brought under control. Then, the therapist
can shift the focus to another defense. The exception to this principle
is when the patient rapidly shifts from one defense to another, in which
case all of the defenses must be looked at together.

Case Example — Variations on a Theme

Miss B. is an example of a patient with multiple defenses. She is a
woman in her early twenties who comes to therapy because her life is
“a mess,” and she is depressed. She does not get along with her mother,
but feels close to her brother, upon whom she depends heavily for
support. She repeatedly attempts to go to college, but ends up skipping
classes and dropping out. She has a job that does not pay her enough
of a wage to cover food and lodging, and that utilizes only a small
portion of her intellect and skills. Based on this description of
symptoms, her active defenses appear to be avoidance and clinging.
Splitting is suggested in her negative attitude toward her mother and
her positive attitude toward her brother, to whom she clings.
Suppose her therapist plays the role of a supportive parent. The
therapist is openly pleased when Miss B. asks her boss for a raise,
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encourages her in her efforts to reconnect to her mother, and shows
interest when Miss B. talks about the class she is taking. When Miss B.
eventually is unable to complete the course, the therapist reassures her,
pointing out that she lasted longer in that class than in any of the other
classes she has taken recently.

This treatment encourages Miss B. to be compliant, possibly
successful in some things, but ultimately unchanged. Perhaps Miss B.
succeeds in reconnecting to her mother and in so doing is able to
decrease her dependency on her brother. She nevertheless lacks
self-sufficiency and a sense of adult autonomy; she very possibly goes
from being dependent on her brother to being dependent on her
mother and on her therapist. Her clinging behavior is not addressed.
She obtains a raise, which gratifies her, but she is unmotivated to seek
employment that will challenge and satisfy her. She learns more
acceptable excuses for dropping out of school; with the additional
motivation of pleasing her therapist, she is able to persist longer in a
class before dropping out, but is still unable to commit to taking a
course and following through with it.

Dependency is a central theme for Miss B. She clings to her brother
and to an inappropriate job. She does not support herself in the things
that she attempts to accomplish, like the classes she takes, and so feels
depressed. Like Mr. A.’s, Miss B.’s depression is a result of seeing
herself repeatedly letting herself down. In therapy sessions, Miss B.
seems to have very little to say. She cancels appointments and makes
no effort to remember what was talked about in the previous session,
all further examples of her unwillingness to support herself, her
pursuit of the fantasy that someone else will do it for her.

Often she will say something like, “I don’t know what else to say,” or
“That’s about it,” followed by an uncomfortable silence. The therapist
might be tempted at these times to ask a question, but should realize
that the issue here is whether this patient will learn to support her own
efforts, or whether she will become dependent on the therapist, as she
has on other people in her life, by acting helpless, unable to think of
anything to talk about that is relevant to her own life struggles.

The therapist must ask himself the question, “What is the principle
maladaptive defense the patient uses to manage the uncomfortable
feelings that arise when she attempts to grapple with a problem?” In
Miss B.’s case, when she tries to break away from the people to whom
she regressively clings, she feels bad and alone. For example, she
reports that her brother invited her to come to his home for dinner on
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an evening that she had planned to read a book that she needed to
complete for a class. Faced with the unpleasant prospect of disap-
pointing her brother, she puts off doing the reading she has planned.
The next day, rather than go to class unprepared and possibly feel
embarrassed, she decides to have lunch with a friend. Her defenses in
this example were clinging (to her brother), compliance (deferring to
her brother’s needs over her own), and avoidance (putting off the
reading and skipping class because she was unprepared). In all three
instances, she undermines her own efforts at furthering her education.

A Congruent Response to Self-destructive Behavior

What is the appropriate response for a therapist who sees a patient
shooting himself in the foot? If the patient is capable of handling direct
feedback, the appropriate response is to observe out loud that it is
indeed the patient’s own foot that he is shooting, and to question why
he would want to do that. A therapist who is simply supportive and
understanding toward such a patient inadvertently conveys the mes-
sage that this behavior is within the realm of reasonableness. In
addition, if the patient is aware of the destructiveness of what he is
doing, the therapist’s understanding response leaves the patient won-
dering why the therapist has not questioned this behavior, and so
conveys the additional message that either the therapist does not care
or the therapist believes that this patient is capable of no better.

The term confrontation in psychotherapy refers to any intervention in
which the therapist observes something about the patient (Hamilton
1988), usually a behavior or aspect of a behavior of which the patient
has been unaware or in denial. Unfortunately, the word “confronta-
tion” has an aggressive connotation that does not apply to its use as a
term in psychotherapy. A confrontation can be as simple as bringing
the patient’s attention to a minor discrepancy between two things she
has said or might consist of pointing out a connection between the
patient’s presenting problem and the way the patient is behaving
toward the therapist. Confrontation will be discussed in detail in
Chapter 7.

In the case of Miss B. and all patients, the therapist who uses a
defense-oriented approach must observe Miss B.’s defenses until he
can determine which defense is most detrimental to her. Then the
therapist needs to focus on that one pattern of defense repeatedly until
Miss B. becomes aware of when she does it and the price she pays for
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doing it. Eventually, she will learn to catch herself as new examples of
that defense emerge. Then the therapist can move on to Miss B.’s next
most maladaptive defense. Since avoidance is an especially destructive
defense and can also lead to the premature termination of treatment,
the therapist should probably focus on Miss B.’s avoidance defense
first. The therapist might take up with Miss B. how she thinks about
her pattern of quitting undertakings when she becomes uncomfort-
able; he might ask her how she thinks this pattern affects her life.

But if this question is asked of Miss B., will she be able to stop and
try to answer it? With some patients, a question of this sort will be
heard purely as critical: “You're saying that I'm doing something
wrong.” The response will range from, “Why should I come here and
pay good money to be put down by you?” to “What can I do to make
you like me again?” Other patients will say to themselves, “I hate
hearing that, but it’s something I’'ve known all along that I have to look
at. It’s about time I did.”

Naturally, then, in order to decide how to respond to the patient, the
therapist has to be able to distinguish between those who can benefit
from a direct questioning of their destructive defenses, and those who
cannot. This is one of the things that is assessed during differential
diagnosis, when one differentiates between a borderline, a schizoid,
and a narcissist. A borderline patient can handle this directness,
whereas a schizoid or a narcissist cannot. In general, it works better to
interpret a narcissist’s defensive behavior rather than confront it
because a narcissist has a less developed observing ego with which to
process the confrontation. The schizoid patient will take confrontation
as a thinly veiled command that must be obeyed.

If no diagnosis has been made, a simple working criterion will serve
in most cases: to what degree is the patient object oriented? Object-
oriented patients look to relationships as sources of soothing and
support. Object-oriented patients with personality disorders look to
relationships to give them a sense of being lovable. They seek
reassurance, advice, and fulfillment of general dependency needs
entirely by another person. These patients will tend to attach them-
selves to a therapist more easily than those who pride themselves on
their independence and who see others as interchangeable providers of
needed interpersonal functions. The more interrelated the patient is
willing to become with the therapist, the stronger the bond will be, and
the more likely the patient will be able to tolerate and utilize
disagreement and direct confrontation from the therapist. In addition,
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object-oriented patients tend to be emotionally stronger than patients
who are so threatened by intimacy that they avoid meaningful relating.
Object-oriented patients are generally more capable of taking in
confrontive feedback and considering it, without automatically char-
acterizing the therapist as attacking and diverting their attention to the
therapist instead of themselves.

HIERARCHY OF DEFENSES

In this chapter, a variety of defenses have been discussed, and it has
been indicated that some are more maladaptive than others. A
therapist must choose the most maladaptive one displayed by a
particular patient and concentrate on that defense until it is handled.
If, for example, the patient displays a variety of clinging and
distancing defenses, as well as grandiosity, the therapist would focus
on the distancing first because it is most likely to interfere with
treatment, and on the grandiosity last because in moderate amounts it
may represent some of the glue that holds the patient together and
gives her the strength to look at other aspects of herself. On the other
hand, the clinging or the grandiosity may need to be addressed earlier
if it is so intense that it prevents the patient from tolerating the
discomfort necessarily involved in looking at herself. If the therapist
does not remain focused in this process or uses the shotgun technique
of simultaneously addressing every defense that is identified, the
patient will be overwhelmed, unable to integrate any of the informa-
tion the therapist is conveying, and likely to feel criticized and attacked
by the therapist.

Before making an assessment of maladaptive defenses, it is neces-
sary to be sure that patients are functioning on a level that will permit
them to begin to look at their defenses. For instance, extremely
low-functioning patients may be experiencing so much difficulty
structuring their lives that they cannot possibly generate the organiza-
tion of thought necessary for integrating additional information. Such
patients are likely to require a counseling approach in which the
therapist helps them to structure their lives in an attempt to create
some order. These patients have incompetent defenses that are unable
to protect them from their painful underlying affect, which conse-
quently presses toward the surface, precipitating irrational defensive
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behavior that makes it difficult for these patients to maintain a
rudimentary organization to their lives.

In Vaillant’s (1977) hierarchy of defenses, he labels the most
primitive defenses as psychotic defenses and the most mature sets of
defenses as neurotic and healthy defenses. In between are the defenses
commonly used by personality disorders. The defenses that Vaillant
categorizes as psychotic defenses are denial of external reality, distor-
tion, and delusional projection. The relatively healthy defenses include
intellectualization (isolation, obsessive behavior, undoing, rationaliza-
tion), repression, reaction formation, displacement (conversion, pho-
bias, wit), and neurotic denial. The most mature defenses are
sublimation, altruism, suppression, anticipation, and humor. As
defenses commonly used by personality disorders, Vaillant includes
fantasy (schizoid withdrawal, denial through fantasy), projection,
hypochondriasis, passive-aggressive behavior (masochism, turning
against self), and acting out. To this last list might be added splitting,
clinging, distancing, projective identification, denial, avoidance, and
grandiosity (including devaluation). The first phase of the treatment of
personality-disordered patients may be viewed as a process of helping
them to recognize and discard immature defenses in favor of relatively
healthy ones.

Order of Treatment

There is also a natural hierarchy indicating which defenses make sense
to be addressed early on in the therapy and which can wait. The
defenses requiring most immediate attention are those that might
make the patient a danger to himself or others, or might cause an
abrupt and inappropriate termination of treatment. Less destructive
but nevertheless also requiring early attention are extreme forms of
transference acting out, because while they are actively pursued, there
can be no serious work done in therapy. If the patient is acting out
transferentially, he will do this instead of integrating the therapist’s
interventions. For the compliant patient, for instance, the patient is
primarily concerned with convincing the therapist that the patient is
being “good,” rather than understanding the true implications of what
the therapist is saying.

The next most important defense, after transference acting out, is
any other defense that directly interferes with the conduct of the
therapy. This includes distortions of the therapeutic contract or frame
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violations. Then come avoidance and the more destructive defenses.
Toward the end of the list generally come clinging and finally
relatively benign defenses like intellectualization and the manic de-
fense if in fact these defenses are being used in a relatively benign way.

CONCLUSION

Observation of defenses can provide useful information about the
nature and function of symptoms. It can help in diagnosis and
contribute information about the level at which the patient functions.
This chapter has discussed a large variety of defenses, has given
examples of each of these defenses as they are likely to appear in a
therapy session, and has offered interventions that the therapist might
have made in each of these examples. It has also discussed how a
defense-oriented treatment approach would treat these defenses. The
next three chapters will discuss the various personality disorders and
an effective method of treatment for each.









Borderline Disorders

A young woman patient who has been in treatment for several
months comes to a session depressed, saying, “I can’t bring myself to
wean my daughter from the breast. I know it’s necessary and
important for her; she is 14 months old, and her need for my breast is
very confining for both of us. But every time I withhold my breast, she
cries and sucks her thumb. It makes me feel like I'm torturing the poor
girl, so I give in. It concerns me that I'm not doing what I think I
should be doing.” In many ways, this patient is summarizing the
borderline conflict and also the difficulty a clinician encounters in
treating a borderline patient.

Until an infant is weaned, her only source of nourishment is her
mother; her mother is indispensable. Weaning represents a mother’s
letting go of an infant’s dependency on her and encouraging the
infant’s independence. According to Masterson, the encouragement of
independence and self-exploration is what the borderline patient
missed as an infant. Instead of encouragement, the infant experienced
either a withdrawal of maternal supplies or increased maternal clinging
in response to movement away from dependence on the mother.
Consequently, the borderline patient does not feel comfortable being
self-reliant. She is uncomfortable asserting herself, acting indepen-
dently, or even thinking independently, and she does not feel com-
fortable being separate, because all of these represent being cut off
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from maternal supplies (nurturing). The borderline adult either clings
to nurturing figures, or fears maternal smothering and distances from
nurturing figures; she generally alternates between clinging to other
people and distancing from them.

Treatment, then, for the borderline resembles a reenactment of the
process of separation and individuation (Mahler 1975) from the
mother that failed to take place during infancy, except that in the
treatment context the nurturer is a therapist who is willing to support
autonomy in the patient by letting go. The patient, like the infant,
feels deprived when the symbolic breast of the therapist is withheld,
and may complain bitterly. Without some degree of withholding,
however, the patient cannot be weaned and will not mature into a fully
functioning adult. The above woman dramatizes the maternal struggle
that can lead to the development of a borderline child, and at the same
time she dramatizes an adult borderline’s struggle. Just as this woman
finds it difficult to do what she knows is in her own best interest and
in the interest of her child, the borderline patient is typically unable to
act on her own behalf if such action entails uncomfortable feelings of
separateness or isolation. Often, in order to avoid dysphoric feelings,
the borderline patient takes actions that provide immediate comfort
but that are harmful to her.

BORDERLINE SPLITTING

Masterson might liken the borderline adult to a frightened child who
has never grown up, an adult child searching for the “good” mother
whom he never really had. The good mother is loving, warm,
nurturing, kind, and supportive. The borderline adult tries to be good,
helpless, and cooperative, even submissive, in order to maintain the
affection of the good mothers he is able to find. Nevertheless, he
constantly fears that if he is too independent, too competent, too
confident, or too capable, his good mothers will suddenly turn away
and abandon him. Life becomes a subtle conflict between the inner
(“real”) self of the borderline that wants to grow up and become an
independent and confident adult, and the defensive self that feels
anxious whenever he does anything self-supportive, because such
behavior is linked to a fear of the loss of the good mother. Without the
love of the good mother, the borderline’s euphoria turns to dysphoria,
and his self-image changes from that of a good person to that of a bad
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person. Instead of praise, he expects criticism and attack from the bad
mother, and he feels lonely, unloved, angry, or guilty for the “trouble”
he has apparently caused.

The borderline manages simultaneously to hold to these two mutu-
ally contradictory realities, the good world and the bad, by paying
attention to only one at a given time. He is conscious of both realities.
However, the reality that is split off occupies a dormant status, holding
no emotional immediacy. The ability to juggle these two mutually
contradictory realities in this way is known as the borderline split.

As practiced by an infant, the splitting defense represents a healthy
attempt to protect the internal image of the “good” mother upon whom
the infant’s survival is dependent. The negative aspects of the care-
taker are split off and literally thought of as belonging to someone else.
Mahler (1975) describes as an example of this a 2 1/2-year-old boy who
is feeling angry and deserted by his mother who has been away from
him several days in a hospital. In the morning, when the mother calls
the boy on the telephone, he clings to her, unwilling to hang up for
forty-five minutes. He denies, however, that the person to whom he is
talking is his mother, saying he is talking to a “nice lady.” In so doing
he protects his image of the “nice lady” to whom he clings from the
angry feelings he feels toward his mother. Another example is offered
by one of my colleagues whose 3-year-old son had gotten into a
struggle with his mother. After a temper tantrum the son turned to my
colleague, who was innocently standing by, and said reproachfully,
“Bad daddy!” His angry feelings toward his mother, the “good” object,
were transferred to his father, allowing the child to keep his anger
segregated from his positive feelings toward his mother.

CHARACTERISTICS OF BORDERLINE DISORDERS
Behavioral Characteristics

While no behavioral characteristics are common to all borderline
adults, many characteristics are typical of the borderline condition. A
borderline has difficulty in making decisions that involve her own self-
interest. Such decisions require her to think of herself as a separate
person and to ask herself what she wants, a task that produces great
anxiety. Instead, she puts off making decisions. The borderline adult
often has little difficulty making friends. She either plays the role of a
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helper to them, or manipulates them to take care of her by playing the
role of the helpless child. Her friendships, however, tend to be
short-lived because she is always afraid that she might be deserted by
a friend; at the first sign of discord, she may end a friendship in an
attempt to avoid being deserted herself. On the other hand, she may
cling to relationships and accept blatant abuse in order to avoid being
deserted.

Similarly, the borderline adult usually has a spotty work record. Job
satisfaction 1s rare, because jobs are not chosen on the basis of what
produces the greatest personal satisfaction; they are chosen on the basis
of external standards like other people’s approval. In addition, the
borderline’s tendency toward avoidance and lack of initiative and
independence often lead to poor job performance. At the first sign of
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