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Sometimes, good ideas come to us in surprising ways. This was certainly the
case during fall semester, 2006. I was facilitating a group supervision meet-
ing, in which my supervisees took turns throughout the semester present-
ing a case to the group. Our meetings lasted for one hour, which provided
plenty of opportunity for discussion and reflection. Four students had been
working with patients who had notable narcissistic conflicts and/or a nar-
cissistic personality. It seemed as if this was becoming a theme of our group.
And, as their supervisor, I certainly found myself experiencing a “déjà vu”
with each student in the supervision process. 

One day, a student was presenting, and the focus centered on his coun-
tertransference reaction to the patient. As I watched the student present the
case, I found that many other students were nodding in agreement with
what they were hearing. Occasionally, a smile appeared on a student’s face
as s/he recognized some very familiar types of experiences in the therapeu-
tic hour. I observed how familiar this all sounded. The students readily
agreed, to which I noted how much opportunity we had this semester to
learn about narcissistic personalities and conflicts. Parenthetically, I stated
that we were getting pretty good at recognizing these kinds of conflicts, par-
ticularly those of our own reactions to patients with these conflicts. I added
that maybe we ought to write a book about this. Everyone smiled and rec-
ognized how much their experiences with these patients had helped them
develop professionally. At this point, the idea seemed to take life in our
group. After a brief discussion with students about whether I ought to look
into this idea further, we came to an agreement that I should do just that. 

The next steps happened rather fast. I made a few phone calls and was put
in contact with Mr. Arthur Pompino at Rowman and Littlefield Publishers.
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We discussed the idea, which was presented to the editorial staff. They liked
the idea, and consequently, by April 2007, we had a contract in hand. We
proceeded with our writing, and the book that you are about to read is the
final product of these efforts.

As the process of writing unfolded, certain things became clear about
what it was that we were creating. These could be broken down into two cat-
egories: what this book is and what it is not. I shall address the former first.
This book is the product of students’ learning experiences. As we all know,
learning often occurs through a process of trial-and-error. We do not be-
come good therapists without first experiencing what it means to conduct
psychotherapy, to be with our patients in the room, and to reflect upon
what it is that we have done well and things we have not done so well. It
takes time, energy, patience, and grace to learn how to hear and be with our
patients in their struggles. It also takes some work to learn how to tolerate
discomfort in ourselves and our patients. As the authors will demonstrate
in their chapters, they were therapists in training, striving to reach their po-
tentials. They boldly describe their effort and show considerable courage in
sharing with the reader their learning process. 

Related to the above, it should be noted that this is a book from begin-
ning therapists about their reactions to working with what are considered
typically “difficult to treat” patients. The authors of the chapters were in-
structed to spend a considerable amount of time writing about their coun-
tertransference experiences of their patients. In doing so, the authors bear
to us a part of their psyche. These experiences allow the reader to see how
individualized reactions to patients actually inform treatment in two ways.
First, these reactions tell something about how the patient may be experi-
enced by others, which will be discussed in greater length in the next chap-
ter. Second, these reactions inform the therapist about him or herself. By
maintaining an openness and curiosity to what is experienced, therapists
come to recognize and accept their reactions as genuine, real, and under-
standable. Whether the reaction is rational or irrational, the reaction or ex-
perience is now in a new sphere of understanding, which provides for
greater self-understanding and a more enriched sense of self-efficacy. Sub-
sequently, therapists learn about themselves and use this new knowledge to
inform how they work with their patients.

The patients we describe herein entered into a therapy relationship and
have worked very hard to better understand themselves. They have main-
tained an unwavering commitment to their treatment and understanding
those parts of themselves that are confusing and distressing. Week after
week, hour upon hour, they have done the difficult work of psychotherapy.
All of us commend and value our patients’ dedication to bettering them-
selves and to working within the nature of a therapeutic relationship. We
are honored to be given the privilege of entering their lives and learning
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about their joys, hopes, conflicts, pain, and suffering. We recognize that this
is “sacred” ground, and we thank patients sharing it with us. It also should
be recognized that students’ work with patients was supervised by many in-
dividuals. Besides myself, Drs. Norman Gordon, Karen Saules, Michael
Shulman, Tamara Penix Loverich, Ellen Koch, Flora Hoodin, Carol Freed-
man-Doan, and Nina Nabors have provided hours of clinical supervision to
the authors of these chapters. Their efforts helped the student therapists
maintain the therapeutic relationship and develop their interventions ac-
cordingly. 

Related to the above, the therapy experiences described herein are the
product of clinical supervision and case conceptualization from multiple
perspectives, within a generalist model of clinical training in an APA-ap-
proved PhD program in clinical psychology. Psychodynamic theory and at-
tention to countertransference were not always the focus of clinical super-
vision and subsequent interventions. Though the authors demonstrate a
psychodynamic way of thinking and conceptualizing their cases, it will be
clear that their interventions reflect the breadth of models to which they
were exposed. 

These are partial representations of what this book is. No doubt, readers
will have their own opinions of what this book has to offer and what they
value about it. But for all that the book is, it is necessary to highlight what
this book is not, so that one’s expectations and a priori ideas can be kept in
check. First of all, this book is not a detailed description of session-by-ses-
sion accounts of psychotherapy, nor does it offer a verbatim account of
what transpired in the clinical sessions. Cases are presented in summary
format, and major themes or portions of themes within a session are de-
scribed with the attempt to capture many of the trends observed in working
with patients in psychotherapy. 

Second, this book is not a primer of psychodynamic therapy for narcis-
sistic patients. Because students’ training is broad, and because their expo-
sure to psychoanalytic and psychodynamic ideas is only part of their edu-
cation, the treatment described in this text is not fully representative of the
psychodynamic paradigm. Though supervision with me was analytically
and dynamically focused, and interventions that were implemented re-
flected these models, the reader may be disappointed if s/he is hoping for
extensive descriptions of what psychodynamic therapy looks like.1 Never-
theless, cases are conceptualized and written from a psychoanalytic and
psychodynamic perspective.

In sum, it is my hope that readers of this book will appreciate it for what
it is—an honest attempt to describe and understand a patient and the ther-
apist’s reaction to the patient. Because all of the patients have narcissistic
pathology of some kind, there is a natural focus in treatment on how the
patient’s sense of self is developed and maintained. Not surprisingly, this
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kind of work was also very useful for the treating clinician. It can be quite
therapeutically beneficial to work with patients whose sense of self is trou-
bled by also focusing considerable attention upon one’s own sense of self,
especially in the context of working with this particular patient. With this
being said, let us move onto an understanding of narcissistic personality dy-
namics and relevant issues in conceptualization and treatment.

NOTE

1. On a personal note, it is disappointing that students are not exposed to more
psychoanalytic and psychodynamic theory as part of their training. Generalist mod-
els of training do not allow the kind of depth that would provide more optimal
training in psychoanalytic and psychodynamic psychotherapy. Nevertheless, in an
era when these models are in decline, I am appreciative that I can still teach students
these things and that they can be exposed to local training opportunities at the
nearby Michigan Psychoanalytic Institute. Fortunately, greater recognition for psy-
choanalytic and psychodynamic approaches is being obtained. The interested reader
is directed to Nancy McWilliams’ books, Psychoanalytic Diagnosis (1994), Psychoana-
lytic Assessment (1999), Psychoanalytic Psychotherapy (2004)—all published by Guil-
ford Press—or to my recent text, Conceptual and Empirical Foundations of Psychody-
namic Therapy (2008), published by Taylor and Francis Publishers.
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BRIEF HISTORY

In Metamorphoses, Ovid tells the story of a Nymph named Echo who could
only speak by repeating the phrases uttered by others. This curse was be-
stowed upon her by the goddess, Hera, a punishment for distracting her and
allowing Zeus to successfully hide his infidelities. Echo one day fell in love
with Narcissus, an arrogant young man whose beauty was said to rival that
of Apollo. When Narcissus entered into her woods, she followed him, eager
to cry out, but unable to do so. Eventually, upon realizing that he had be-
come separated from his companions, Narcissus cried out, “Is anyone
here?” Echo joyfully replied “Here,” and rushed to embrace him. Scornfully,
Narcissus rejected her, just as he had done with countless other potential
lovers. Echo became so overcome with grief that she faded away until noth-
ing but her voice remained. The goddess, Nemesis, angered by Narcissus’s
shallow and uncaring nature, doomed him to fall in love with his own re-
flection. As foretold, Narcissus would one day peer into Echo’s pond, see
his reflection, and fall madly in love with himself. He would retain that lov-
ing gaze upon his own image until he died. 

The character of Narcissus was first used by Ellis (1898) to describe an
observed disorder known at the time as male autoeroticism. This name was
initially used to describe a specific kind of sexual dysfunction in which men
were attracted, and sometimes even infatuated, with themselves. Freud
would later apply the term “narcissistic” in Three Essays on the Theory of Sex-
uality (Freud, 1905). Freud was intrigued by this phenomenon and began
to consider how it applied to patients within his developing psychoanalytic
framework. In 1914 he published one of his most celebrated works: On
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Narcissism. This seminal effort would form the foundation for all subse-
quent psychodynamic investigations into the narcissistic personality disor-
der (Chessick, 1985).

Though it is beyond the scope of this chapter to fully address Freud’s con-
ceptualization, reference to his noted U-tube analogy may prove helpful. Ac-
cording to Freud, narcissism was a state in which an individual’s libidinal en-
ergy was directed toward the self (as opposed to outside objects). In Freud’s
view, in the initial phase of life, an individual’s entire libido is stored within
the ego, a state described as primary narcissism (a normal aspect of devel-
opment). In the child’s second year, s/he passes beyond the autoeroticism of
primary narcissism, and develops the ability to direct those energies outward
(flowing through the tube). Such a flow of libidinal energy away from the
self and toward external objects granted the child the capacity for object
love—love of objects other than the self. However, these libidinal energies
were assumed to flow back and forth, i.e. moving between the self and out-
side objects. In the face of various traumas, the libidinal energy could be
withdrawn back into the ego, and these instances were to be described as sec-
ondary narcissism. Thus, the reemergence of narcissism in later stages of life
(i.e. secondary narcissism) was thought to be pathological, while the initial
concentration of libido in the ego (i.e. primary narcissism) was not. 

Although On Narcissism was undoubtedly influential, some of the con-
tent was largely controversial and unclear. Reich (1960), building upon
Freud’s work, solidified a model of narcissism compatible with the classical
drive theory. As Freud had suggested, she argued that narcissism is best un-
derstood as a pathological investment of libido in the self, thereby prevent-
ing the development of object love. Unfortunately, such a view did not give
cause for optimism when attempting to treat the narcissistic patient. Both
Freud and Reich believed that the development of secondary narcissism
prevented patients from establishing an object-related transference (Ches-
sick, 1985). Thus, the effectiveness of psychoanalytic interventions was be-
lieved to be highly limited.

Given this highly pessimistic climate surrounding the disorder, the de-
velopments to be discussed are rendered all the more extraordinary. The
transition of narcissism from a vague and possibly untreatable disorder to
the highly complex and energetically explored pathology of today is re-
markable indeed. What follows is an assessment of the etiology, presenta-
tion, and treatment of the narcissistic character, each addressed in turn.

THEORIES OF NARCISSISM

The two most influential theorists in the narcissistic personality disorder
(NPD) literature are Otto Kernberg (1967, 1970, 1974a, 1974b, 1998) and
Heinz Kohut (1971, 1977, 1984). The work of these two researchers has dom-
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inated the field of narcissistic research for several decades and remains crucial
in contemporary discussions. Kohut and Kernberg offer significantly different
discussions of the narcissistic personality in terms of psychoanalytic under-
standing, treatment approaches, and its development across the lifespan. 

Kernberg (1967, 1970, 1974a, b, 1998) describes the narcissist as an arro-
gant, aggressive, and overtly grandiose individual. This description is the
product of Kernberg’s belief that the narcissistic individual’s defensive or-
ganization is highly similar to that of the borderline personality disorder. In-
deed, it was Kernberg’s contention that the narcissistic individual operates at
a borderline level of character organization. What distinguished the narcis-
sistic individual was his/her grandiose, but nonetheless integrated, sense of
self. Although they repeatedly employ primitive defenses that are character-
istic of borderline levels of organization (e.g., splitting, devaluing), they tend
to have a consistent and relatively functional self-structure. For the narcissis-
tic individual, the ideal self, the ideal object, and the real self have been
joined into one entity. The narcissist identifies with his/her idealized self-im-
age in the hope of severing any dependency on other people (external ob-
jects) as well as the inner images of those objects (Gabbard, 1983). Further-
more, narcissistic individuals deny the existence of personality traits that
would conflict with their idealized self-image by projecting them onto oth-
ers. Consequently, others are often devalued because they come to represent
the very traits that the narcissist must combat. Accordingly, narcissistic indi-
viduals are often described as exploitive and self-absorbed. 

Kernberg argued that narcissistic grandiosity is a pathological process in
development. Its origin is found within the narcissistic patient’s difficult
childhood. It is asserted that the child is confronted with cold and antago-
nistic parents. The parents’ behavior toward the child alternates between a
frigid indifference and an undercurrent of aggression and resentment.
Nonetheless, the child is typically assigned a special role within the family
dynamic (e.g., s/he has special talents, such as being the “smart one” in the
family). The child attempts to use this special position as a way to protect
himself/herself against the parents’ negativity, yet such a strategy is ulti-
mately pathological, as the parents do not always acknowledge the child’s
special nature. After repeatedly enduring the onslaught of the parents, the
child is left with nothing but an internalized sense of specialness to return
to. To escape the reality of the rejecting parents, the child learns to regard
its “special position” as a way to split away from reality (i.e. the uncaring
parents). Rather than integrating positive and negative representations of
the self, the child only internalizes the positive and idealized facets of him-
self/herself and of the external objects that are confronted. The child si-
multaneously “splits” himself/herself (dissociates) from the negative char-
acteristics of the self and projects them onto others. 

A strongly contrasting theory may be found in the works of Heinz Ko-
hut. Kohut’s self psychology (1971, 1977, 1984), and subsequent view of
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narcissism, is often described as a reflection of his work with the outpa-
tient populations he was treating (Gabbard, 1989). Although Kohut did
not deny the existence of the narcissistic personality as it was currently un-
derstood, he noted that a number of his clients did not seem to fit within
the standard theoretical framework. Rather, these patients tended to com-
plain of a nondescript malaise in their lives, a sense of dissatisfaction with
themselves and their relationships. They were plagued by a highly fragile
self-esteem that would experience great injury if they sensed a hint of de-
rision or disapproval from those around them. 

To resolve this confusion, Kohut began to devise an alternate under-
standing of the narcissistic pathology. Interestingly, according to Kohut’s
formulation, narcissism is actually a normal developmental process.
Healthy self-esteem and pathological grandiosity exist on the same contin-
uum. The presence or absence of grandiosity is not what identifies one as
narcissistic, but rather, its internalization is what separates the healthy in-
dividual from the narcissistic counterpart.

Kohut argued that as early as childhood, individuals have a “grandiose
self,” which represents their normal development of ambitions for power and
admiration. If parents fail to meet the child’s need for admiration (termed
“mirroring”), the child’s sense of self begins to diminish and s/he behaves in
a grandiose manner in an unconscious bid to earn the parents’ admiration.
Similarly, children have a need to idealize their parent. However, if the parent
fails to provide a model worthy/accepting of admiration, the child’s sense of
self is equally disturbed. Essentially, in the absence of either of these elements,
the child’s development becomes frozen until these needs can be fulfilled
(Kohut derived much of this understanding from his analysis of these pa-
tients’ therapeutic transference, the bulk of which will be explored later). 

Though the two theories offer obviously differing etiological processes,
Kernberg and Kohut’s ideas about narcissism also may be compared via their
understanding of object relatedness (or object-relations) within their patients.
Object-relations refer to the self-structure internalized in early childhood
which guides the formation and continuance of future relationships. More
broadly defined, object-relations are the “mental representations one has of
oneself and others, which appear to originate early in development, and play
a substantial role in how one thinks, feels, and acts toward self and others”
(Huprich & Greenberg, 2003, p. 666). These early-formed representations have
a powerful effect upon an individual’s interpersonal relationships. Historically
speaking, narcissistic pathology was described as a form of maladaptive object-
relations. Freud (1914) suggested that narcissism resulted from the transfer of
the libido from the object to the ego. In the most adaptive developmental
process, one would pass through a stage of primary narcissism and progress to
object love. Thus, narcissism was something to be outgrown (though everyone
was believed to have at least some element of narcissism within them) as pri-
mary narcissistic strivings had to be pushed aside. In other words, the two may
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be considered as having a negatively correlated relationship (as one’s narcis-
sism diminished, their capacity for object love increased). Like Freud, Kernberg
(1970, 1974a, b, 1998) believed that narcissistic patients needed to overcome
their excessive self-love in order to develop their capacity for object love. 

Kohut’s position was significantly different (1971). He argued that to un-
derstand object-relations one must understand narcissistic strivings and
how they are met and internalized. The weight of Kohut’s argument lies on
his distinction between object love and object-relations (Son, 2006). He
refers to the concept of a selfobject. A selfobject is another person (an ob-
ject) who is perceived as part of the self (much as the child will initially
view the mother as a part of himself/herself). In Kohut’s understanding, be-
fore a sense of self can be developed, interactions with others must take
place (indeed, the character of these interactions will be immensely impor-
tant). Positive interactions with selfobjects will lead to a more mature form
of narcissism and the development of the self (the process of transmuting
internalization). According to Kohut, individuals always require the valida-
tion of selfobjects. However, the failure to navigate this developmental
process will lead the individual continually to view objects as part of the
self in an immature and inappropriate fashion. Thus, although all individ-
uals occasionally view others as selfobjects, narcissistic individuals are not
engaging in mutually loving relationships because their excessive percep-
tion of others as selfobjects prevents them from fully appreciating the dis-
tinct and separate existence that these objects enjoy. Object love requires the
kind of “separation of self and object” that the narcissistic individual has
not developed. Kohut concludes that narcissism is not a lack of object-rela-
tions, but merely a form of object-relations where the objects are patholog-
ically seen as part of the self. 

NORMATIVE VS. PATHOLOGICAL NARCISSISM

Though narcissistic persons were first conceptualized as psychotic individuals
who represented a subtype of schizophrenia (Akhtar, 1981), Reich (1960) ex-
plored the notion that people with this sort of pathology should not neces-
sarily be classified so harshly. The grandiose sense of self at the heart of this
disorder was not found to be entirely unique. In some fashion, clients across
a spectrum ranging from severely disordered to highly functional appeared to
have an element of grandiosity within them. Furthermore, this sense of
grandiosity, when harnessed and expressed properly, had certain adaptive
qualities. The more accurate assessment, it seemed, was to note that narcis-
sistic elements were largely ubiquitous, and appeared to operate on a contin-
uum ranging from the normative to the pathological. 

It requires little consideration to identify the potentially beneficial ele-
ments within narcissism. The artist who boldly commits to his vision and
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refuses to acknowledge the criticisms given by reviewers, the business-
woman whose unshakeable faith in her plans inspires confidence in her
bosses and subordinates alike, or the professional athlete who seemingly
lives for the roar of the crowd—any of these individuals could prove to be
narcissistic. And yet, it is equally plausible to suggest that these individuals
are quite healthy and could be celebrated for their strength of personality.
How then does one differentiate between adaptive grandiosity (or mild ar-
rogance) and the pathological vanity found within the narcissistic person-
ality disorder? 

In a therapeutic sense, this dilemma may be resolved by assessing the
quality of the individual’s interpersonal relationships. Those with the more
adaptive forms of narcissism display a sense of concern regarding other
people’s feelings, and have a genuine interest in the lives and ideas of peo-
ple that are close to them. They are able to maintain long-term relation-
ships without demanding particular benefits, because the relationship is
seen as an end in itself. Furthermore, they work to resolve conflicts within
the relationship, understanding their own contributions to the problems
and solutions that are encountered. 

This stands in stark contrast to the coldly devaluing nature of the narcis-
sistic personality disorder. One of the fundamental features of this pathol-
ogy is the self-gratifying use of friends and acquaintances. These individuals
demonstrate an intense preoccupation with their personal desires and feel-
ings, largely at the expense of those around them (Westen, 1990). Other peo-
ple are not considered to have their own unique existence, needs, or feelings.
Rather, they are viewed as objects to be used and taken advantage of. Typi-
cally, the breaking point of such relationships occurs when demands are
made on the relationship that do not coincide with the narcissistic person’s
needs or expectations. Whereas a normally functioning individual would
typically attempt to compromise with the person involved in their life, the
narcissist will likely respond with hostile devaluating and rejection. 

CLINICAL PRESENTATION

The clinical presentations of the narcissistic personality disorder are highly di-
verse. Because their grandiosity and inordinate self-focus are rationalized as
being justified, narcissistic patients often enter therapy due to alternate con-
cerns—depression, relationship difficulties, or perhaps feelings of emptiness
or inferiority. Despite their apparent arrogance and outward dismissal of oth-
ers, the personality organization of a narcissistic individual is such that their
identity and self-esteem are heavily dependent upon outside verification. In-
deed, much of the narcissistic pathology represents a defense against the po-
tentially harmful judgments that others might offer. Narcissistic personalities

10 Arble, Dean, Tolchinsky, Huprich



present with an interesting dichotomy: Though they crave the approval of
others for their own sense of well being, their lack of empathy prevents them
from appreciating others in a sincere way. This tenuous balance leads to hid-
den feelings of fragility, emptiness, and weakness (McWilliams, 1994). 

The grandiosity of narcissistic individuals is manifested in their arro-
gance, lack of empathy, and feelings of superiority. In interpersonal rela-
tionships, others are often reduced to contrivances, mere tools used to af-
firm or fulfill the narcissistic individual’s sense of self. They may be
exploited for the narcissist’s gain, and the narcissistic individual may be in-
capable of appreciating any grievances his/her behavior elicits. This failure
to appreciate others is often present in their professional endeavors as well,
as they often report feeling bored and dissatisfied. Because the narcissistic
individual is driven to meet unreasonable standards of achievement by an
unconscious desire to obtain external affirmation, their work is bereft of
passion, interest, or intrinsic motivation (Wink, 1996). 

The previously described characteristics of the narcissist are clearly repre-
sented in the DSM-IV’s criteria for NPD. The DSM-IV defines NPD as “a per-
vasive pattern of grandiosity (in fantasy or behavior), need for admiration,
and lack of empathy, beginning by early adulthood and present in a variety
of contexts” (p. 717, APA, 2000). See Table 2.1 for specific DSM-IV diag-
nostic criteria).

The DSM-IV Text Revision (APA, 2000) reports that the prevalence of
NPD ranges from 2–16% of clinical populations, and less than 1% in the
general population. Further, it asserts that 50–75% of those diagnosed as
NPD are male. However, recent research has suggested that the DSM may
have underestimated female prevalence rates. Klonsky, Jane, Turkheimer,
and Oltmanns (2002) observed narcissistic qualities among college stu-
dents and found that participants who adhered to gender specific behaviors
were more likely to report narcissistic qualities. Specifically, masculinity in
men correlated with both self (r � .17, p � .01) and peer (r � .25, p � .01)
reports of narcissism. Similarly, in women femininity correlated with both
self (r � .13, p � .01) and peer (r � .30, p � .01) reports of narcissism. This
suggests a relatively equal prevalence of narcissism by gender, with females
exhibiting such qualities differently than males. 

Some researchers have suggested that a mistaken emphasis on the mascu-
line presentation of the narcissistic pathology has led to a failure to recognize
the disorder in female patients. For example, Reich (1953) notes that among
narcissistic individuals, females are more likely than males to idealize their
romantic partners. Additionally, Carroll (1987) found that narcissism in
males related to a high need for power, while in females, narcissism related to
a decreased need for intimacy. Research also suggests that narcissistic females
are less prone to physical aggression (McCann & Biaggio, 1989) and more
likely to be shy (Cheek & Melchior, 1985).
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FORMS OF NARCISSISM

A terse examination of the DSM-IV criteria reveals an intense focus upon
the quality of grandiosity. Indeed, six of the nine criteria make reference to
its outward presentation in some fashion. However, a growing amount of
literature supports the notion that narcissism can be expressed in other
forms, namely, in a proneness for insecurity, sensitivity, and humiliation. As
the previous exploration of the Kohut-Kernberg divergence revealed, narcis-
sism seems to operate in a grandiose “overt” form, but also in notably self-
effacing and shy “covert” form. 

Wink (1991) provided evidence for the presence of these two types of
narcissism by computing a principal-components analysis of six Minnesota
Multiphasic Personality Inventory (MMPI) scales in a sample of 350 non-
clinical adults. The investigation identified two factors: Vulnerability/Sensi-
tivity and Grandiosity/Exhibitionistic. Wink referred to them as covert and
overt, respectively, a practice that will be extended for the remainder of this
chapter. Subsequent analyses revealed that both factors correlated nega-
tively with self-control, suggesting a common tendency towards impulsivity
and self-indulgence. However, the covert factor was found to correlate neg-
atively with measures of sociability, dominance, social presence, and self-ac-
ceptance, while the overt factor correlated positively with these measures.
Additionally, the overt factor demonstrated a positive correlation with mea-
sures of exhibition and aggression, while the covert factor was found to pos-
itively correlate with measures of anxiety and introversion. 

Wink also examined each factor in relation to ratings from the partici-
pants’ spouses. According to spousal ratings, both factors related to being
bossy, dishonest, intolerant, and demanding. Nonetheless, the same dis-
tinctions arose. Spousal ratings confirm the previously described character-
istics of each factor, indicating that participants scoring high on the covert
factor were more likely to be worrisome, emotional, defensive, and tense. In
contrast, those scoring high on the overt factor were described as aggressive,
outspoken, egotistical, and self-centered. The contrasting patterns of corre-
lations strongly suggested that the narcissistic disorder is far from a mono-
lithic construct. 

In a manner similar to Wink, Gabbard (2000) describes the overt narcis-
sist as an arrogant and demanding individual, one with an apparent need
for being the center of attention. These individuals appear to act with no ap-
parent awareness or concern for how their actions are affecting those
around them. Conversationally, their dialogues tend to be thoroughly self-
promoting, constituting little more than boasting about their accomplish-
ments and attributes. Indeed, they express little interest in conversations
that are not focused on their own concerns. This need to be the center of at-
tention, and the dismissal of the desires of others, seems to prevent the pos-
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sibility of a truly reciprocal exchange. Given this interpersonal selfishness
and their fundamental lack of empathy, those around them may report feel-
ing estranged or alienated. 

Nonetheless, Rose (2002) found that undergraduate students meeting
the criteria for overt narcissism reported high levels of self-esteem and hap-
piness. It appears that the overt narcissist’s grandiosity may represent a
somewhat effective psychological defense. As described by Kernberg (1970,
1974a, b, 1988), the ideal self, the ideal object, and the real self have been
joined into one entity. This merger produces the noted arrogance and self-
ishness. Nonetheless, the overt narcissists’ unwavering belief in the ideal-
ized self grants them a kind of confidence which is often reinforced through
the admiration (or the perceived admiration) of those around them. 

In contrast to the overt narcissist, the covert narcissist is seen as shy, sensi-
tive, and desperate to avoid being the center of attention. He or she is hy-
persensitive to the reactions of others and has a tendency to interpret criti-
cism in every reaction. Gabbard (2000) suggests that covert narcissists’ fears
of being exposed and humiliated arise from a sense of shame regarding their
suppressed wish to reveal their grandiose nature. “They projectively attribute
their own disapproval of their grandiose fantasies onto others” (Gabbard,
1983, p. 468), and thus carefully avoid having their shameful secret revealed. 

Although the intrapsychic structure is similar to that of its more obvious
cousin, the covert narcissist seeks to bask in the glory of an idealized object.
Because of the covert narcissist’s investment in the idealized object (others),
his or her grandiosity is dependent upon outside approval, and is therefore
more vulnerable. This is manifested as an inhibited and cautious individ-
ual. Accordingly, covert narcissists are more likely to report feelings of un-
happiness and inferiority (Masterson, 1993). 

Though both forms of narcissism struggle with the maintenance of their
self-esteem, the methods they adopt are notably different. Overt narcissists
freely express their grandiosity in an attempt to impress those around
them. That their audience may not be interested in their boasting is irrele-
vant; the overt narcissist successfully ignores the critique that others would
offer. The covert narcissist, however, maintains his or her self-esteem by
avoiding situations in which s/he would be under the scrutiny of others.
Furthermore, when in the presence of others, the covert narcissist carefully
considers how s/he should behave in order to avoid being embarrassed. 

The contrast between the two types of narcissism in this regard merits at-
tention. Both types wish to see themselves as individuals worthy of admi-
ration, possessing a worth beyond that of a normal person. Yet, while overt
narcissists freely express their arrogance, the covert narcissist worries that
others will react negatively if they embrace their immodesty. They believe
that their shameful appraisal of their fantasies is shared by others, and thus
act to hide them under a veil of insecurity. 
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TRANSFERENCE AND COUNTERTRANSFERENCE

An historical consideration of the transference phenomena reveals an ini-
tial uncertainty as to how it should be understood (Cohen, 2002). In cer-
tain texts, Freud (1912) described transference as a form of resistance—a
means through which the patient worked to avoid confronting distressing
memories and feelings. However, Freud (1920) additionally spoke of trans-
ference as arising from the unconscious, a reemergence of infantile sexual
impulses that were themselves resisted. Racker (1968) seized upon this in-
certitude and offered an enduring distinction: Transference may be seen as
a method of resistance, but it may also be seen as the content which the pa-
tient is attempting to resist.1 The clinical import of this contrast carries
meaningful implications for the treatment of the narcissistic individual and
will be discussed in greater detail. 

Regardless of the theoretical approach taken towards the patient’s trans-
ference, when undergoing such a transference, the therapist may be repre-
sented to the patient as an unsettling visage of a childhood antagonist. To
mitigate the strain inherent in such a transference, a well-developed thera-
peutic alliance must be relied upon. In an ideal sense, the patient will uti-
lize the therapist as a transference object, while also retaining a sufficient
amount of trust in the therapist to allow him/her to provide insight and
analysis. Yet, in more severely developed personality disorders, the thera-
peutic alliance can be markedly tenuous. In these instances, the transference
may assume an alarming sense of reality, as the therapist’s analytic role may
be lost within the patient’s fearful reaction to the transference object.

To understand the feelings elicited within the narcissistic transference
specifically, a return to the description offered by Kernberg is warranted.
Kernberg (1970) depicts the narcissistic individual’s childhood as one filled
with feelings of aggression. Although the child craves the warmth and ap-
proval of the parents, their interactions rarely contain such sentiments.
Rather, the child becomes painfully aware of the parents’ intrusive, disap-
proving, and hostile feelings. The child’s view of the world becomes con-
taminated by these same sentiments and a pervasive sense of futility. Ulti-
mately, the inability to procure the desired feelings of love and acceptance
will give rise to feelings of rage, a defining feature of the narcissistic charac-
ter. The resulting adult will fear dependency, as it is seen as form of vulner-
ability that will necessarily result in abuse and exploitation. Though the pa-
tient feels a need to connect with the therapist, to do so would place him
or her in an unacceptable, exposed position. Such a disposition does not
bode well for the creation of a therapeutic alliance.

Furthermore, disturbances in the narcissistic individual’s development of
object relations cause them to utilize a unique form of transference. Indeed,
Freud’s (1914) initial assertion was that the narcissistic character was unable
to develop transference because of his/her failure to recognize the therapist as
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an independent object. It was not until the advancements of Kernberg (1974)
and Kohut (1966) that the unique nature of narcissistic transference was rec-
ognized. Whereas most patients will project a discrete internal object onto
the therapist, the narcissistic patient merely externalizes an element of their
conflicted sense of themselves (McWilliams, 1994). Most typically, the thera-
pist is seen as a representation of the negative components of the self that the
patient cannot accept. Thus, the transference reactions of the patient may re-
sult in an adversarial stance being taken towards the therapist. A resulting ten-
dency to devalue the therapist may be noted, as the patient frequently disre-
gards the therapist’s comments or insights. Furthermore, narcissistic patients
often seek to control the therapist, demanding special scheduling rights or in-
sisting upon referring to the therapist by his/her first name.

The psychic energy devoted to the denial of these transferences can be
staggering (Rothstein, 1982). Under the guise of aloofness and indepen-
dence, the patient presents the therapist with a derisive unwillingness to
consider any attempts to analyze the transference. Kernberg (1984), among
others, noted the striking inability of narcissistic patients to ponder the as-
sessments offered by the therapist. As McWilliams (1994) argues: “Typi-
cally, their transferences are so ego syntonic as to be inaccessible to explo-
ration; a narcissistic patient believes he or she is devaluing the therapist
because the therapist is objectively second-rate” (p. 179). 

These profound transference reactions often provoke an equally powerful
countertransference from the therapist. The narcissistic patient’s continuous
devaluing of the therapist and the therapeutic process represents a tremen-
dous difficulty for even the most seasoned analyst (Tylim, 1978). A sense of
exasperation may enter into the therapy, as the therapist becomes increas-
ingly defensive over the patient’s insistence that the therapy is largely in-
consequential. The assault against any positive gains made in the therapy
can create a feeling of worthlessness in the therapist and may systematically
erode any feelings of empathy that were initially present.

Furthermore, the enduring perception of the therapist as a selfobject (i.e.
as an aspect of the patient’s self, namely, the devalued portion) often con-
tributes to the growing sense of futility that the patient’s aggression has ini-
tially produced (McWilliams, 1994). This reduction of the therapist to an
aspect of the patient’s self represents a failure to appreciate the therapist’s
independence and autonomy. Accordingly, therapists may report a sense of
meaninglessness, as if the patient is merely engaging in a monologue that
they happen to be witness to. In response, a sense of boredom, disinterest,
and irritability may result.

Additionally, the negative transferences of the narcissistic patient often
provoke the therapist’s own unconscious resistances. To combat the trou-
bling feelings produced by the narcissistic patient’s hostility, therapists may
become insistent upon aggressively confronting the patient’s defenses, re-
gardless of the patient’s readiness to do so (Cohen, 2002). This is often
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done under the pretense of assisting the patient, though in reality, it is fre-
quently an unconscious effort to spare the therapist the pain of enduring
the narcissist’s resistances. There is a prevalent danger for the therapist to re-
spond to the patient with reciprocal hostility, a fact exacerbated by the ther-
apist’s dwindling sense of empathy.

It should be noted, however, that contentious devaluing is not the only
tenor of narcissistic transferences. An idealizing transference is also re-
ported, though the inability to recognize it as such remains consistent. In
these instances, Kernberg (1974) contends, the patient is merely projecting
his or her grandiose self onto the therapist. The patient expresses a desire to
emulate the therapist, often adopting his or her dress and mannerisms, ask-
ing questions about the therapist’s interests in order to point out similari-
ties, or attempting to teach the therapist about various topics through the
sharing of advice, facts, and stories. Because this admiration is ultimately di-
rected at the patient’s projected sense of self, attempts to analyze the trans-
ference are often futile. As with the more negative form of transference, the
ego syntonic nature of the transference renders it highly defended from an
external analysis. Thus, though this positive transference may create the ap-
pearance of an engaged and trusting patient, in reality, it closely mimics the
unwillingness to recognize the therapist’s independence and capacity for in-
sight seen in its more negative presentation. 

In contrast to the preceding discussion, Kohut’s self psychology (1971,
1977, 1984) offers a less deleterious conceptualization of the narcissistic trans-
ference. Kohut believed that narcissistic patients exhibited two kinds of trans-
ference while in session: the mirroring transference and the idealizing trans-
ference. In the former, the patient looks to the therapist for validation and
approval. Kohut believed that this was an attempt to capture a missing element
from childhood, namely, “the gleam in the mother’s eye.” Kohut argued that
this need for mirroring was derived from the child’s “grandiose self.” This as-
pect of the self is the normal development of ambitious drives for power, suc-
cess, and admiration. At this stage, the child is marveling in its own potential
as a wonderful being and looks to have that sentiment echoed by the parent.
Thus, the child sees himself/herself as “marvelous” and wants to have the par-
ent admire him/her accordingly. When this need for mirroring is not met (i.e.,
the parent does not provide the necessary admiration), the child’s sense of be-
ing whole is weakened. The child’s self-regard is diminished, and s/he seeks to
compensate for this lack of empathy by trying to “earn” the parents’ admira-
tion. The child attempts to gain perfection and begins showing off, eager to
prove that s/he is worthy of the parent’s love. This same pattern of seeking ap-
proval of the parent is sometimes revealed in the therapeutic relationship, as
the patient tries to “earn” the therapist’s admiration.

The idealizing transference, conversely, is the situation in which the ther-
apist is perceived as an omnipotent parental figure with the power to cure
all of the patient’s ailments. The therapist is believed to provide a model for
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how to behave and what to value; indeed, the therapist is seen as an exam-
ple of how to be. This relates to a second aspect of the self, the idealized
parental image. Just as the child requires the admiration of the parent, he
or she also seeks to return that admiration by idealizing the parent. Here,
the child seeks to identify with an agent more capable than himself/herself.
Although the child needs to have his/her own sense of power, s/he also
looks to the parents as beings of enormous strength, a kind of idealized role
model. The child begins to view the parent as an invincible figure, and this
will ultimately enhance the child’s sense of self. In this manner, the child
identifies an idealized parental figure and becomes attached with that ide-
alized image through the admiration of the parent. Thus, the child derives
an enhanced sense of worth through his/her connection with his/her ex-
traordinary parent. “You are a powerful being, I am part of you, and there-
fore, I am powerful too.” Just as the failure of the parents to provide ap-
propriate mirroring for the child can be traumatic, so, too, can a failure to
provide the child with a model worthy of idealization.

In the process of normal development, the child is mirrored and is able
to idealize his/her parent. However, because even the most empathic par-
ents are unable to fully meet the child’s needs for mirroring and idealiza-
tion, the child is forced to establish a progressively more mature differenti-
ation of self and object images. As the child ages, s/he realizes that the
idealized parent (typically the mother) is unable to provide the perfect hap-
piness that s/he desires (e.g. the mother might be unable to comfort the cry-
ing the child because she is occupied). Thus, the soothing function that the
mother serves must be internalized in a process referred to as transmuting
internalization. Essentially, the child is presented with two choices when
dealing with these imperfect relationships. S/he can either internalize the
missing sense of perfection within his/her own grandiose self, or s/he can
develop the idealized “parent imago” where perfection is assigned to the
parent. These processes allow the child to develop a cohesive sense of self
through a merger of the grandiose self and the idealized parental image. In
this manner, an ego structure is formed (Fenchel, 1983). The grandiose
sense of self is transformed into healthy ambitions, while the idealized par-
ent imago becomes a basis for the developing superego. 

Regardless of the form of narcissistic transference encountered (mirroring
or idealizing), the therapist’s resulting countertransference is often best un-
derstood as a reflection of his/her own narcissistic conflicts. As previously
described, the persistent reduction of the therapist to a selfobject may be an
unsettling experience. Furthermore, the patient’s intense sensitivity to even
the most subtle of the therapist’s reactions can quickly grow tiresome.
Seemingly innocuous behaviors (e.g. adjusting one’s position in a chair)
may be taken as an indication that the therapist is bored or unhappy (Gab-
bard, 2000). Therapists may find themselves responding with annoyance
and frustration to these concerns. 
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Additionally, the patient’s need to identify with the therapist, and be
identified with in turn, may activate unconscious conflicts within the ther-
apist. Kohut (1971) notes that therapists often have difficulty allowing the
patient to indulge in his or her idealizations, frequently regarding the ide-
alizations as indications of insincere flattery (i.e. a form of unconscious
hostility). This mistaken interpretation, combined with the uncomfortable
nature of the transference, often disturb the creation of a countertransfer-
ence reaction of empathy and identification (i.e. mirroring). In these in-
stances, the therapist faces the risk of recreating a flawed parental figure
who is unworthy of admiration, or that of an unnecessarily judgmental ob-
ject that will not provide sufficient mirroring. 

TREATMENT

In his assertion that the narcissistic pathology arises from a developmental
arrest, Kohut (1972) offers a fundamental insight into how treatment
should proceed. In Kohut’s view, a return to the initial point of develop-
mental arrest (i.e. when the mirroring/idealizing needs were not met) is cru-
cial. Ideally, the therapist will evoke the patient’s initial psychic structures,
provide the heretofore missing elements for transmuting internalization,
and allow for an alternate path of development. In this manner, the devel-
opmental arrest and resulting pathology may be undone (Alnaes, 1983).
Thus, the transference is a defense to be endured in order to reach the un-
derlying structures and narcissistic core. Kohut cautions, however, that only
through significant analytic work may this outcome be achieved.

It should be noted that Kohut is not suggesting that the therapists may di-
rectly fulfill the patient’s needs per se. Instead, it is the goal of the therapist
to provide an empathetic sense of understanding and appreciation for the
patient. Rather than aggressively confronting the transference reactions, the
therapist should provide an empathetic response and use it as a means to
gain an understanding of the patient’s fundamental narcissistic views. Such
an approach will offer two main benefits. First, the therapist may thus be-
gin to provide the missing mirroring and idealizing components for the pa-
tient. Second, after some time has passed, the therapist may begin to offer
interpretations as to how the patient views him/her, as well as how the pa-
tient relates to selfobjects (this will include the therapist as well). The pa-
tient will undoubtedly bristle at such interpretations of the transference, but
this is a necessary consequence. Responding to these defenses with empa-
thetic understanding will help to repair any damage that may have occurred
to the alliance in the process. This restoration of the relationship draws no-
table parallels with the natural process of transmuting internalization. In
both cases, the child/patient must realize that the parent/therapist cannot
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provide for their needs perfectly, and thus, the idealizing/mirroring func-
tions that they perform must be internalized. The conclusion of such a ther-
apy is that the patient is able to develop his/her previously missing psychic
structures, form a cohesive sense of self (thereby developing an appropriate
sense of object relations), and emerge with sensible ambitions and beliefs. 

It is perhaps easiest to understand Kernberg’s view of treatment through
a comparison to Kohut’s. Kernberg (1974) thoroughly rejects the notion of
narcissism as an alternate line of development. In Kernberg’s view, the nar-
cissistic transference must be consistently and forcefully confronted (Gab-
bard, 2000). The narcissistic transference is viewed as a defense against the
development of a mature form of object relations. Whereas Kohut believes
that the narcissist is unable to acknowledge the therapist’s independence
(because their development has been halted), Kernberg insists that the pa-
tient refuses to do so. The narcissistic individual is supremely self-inter-
ested, and his/her defenses prompt the severe devaluing of the therapist. It
is this narcissistic defense that must be undone.

Because Kernberg does not accept the notion of transmuting internaliza-
tion, there is no need to retrace the progression of the patient’s current psy-
chic structures in treatment. Rather, the narcissist’s reliance on the primitive
defense of idealizing and devaluing is what must be addressed. The devalu-
ing transference (i.e. the projection of the negative aspect of the self onto
the therapist) must be revealed for what it is: an expression of the patient’s
rage and a simultaneous defense against the harm that the patient feels the
therapist might inflict. Because the patient projects his/her own sadistic im-
pulses onto the therapist, there is a constant fear of reprisal (indeed, this is
displayed in other relationships as well, and contributes to the narcissist’s
view of the world as a hostile place). In a sense, the narcissist fully expects
the therapist to be cold and rejecting in the same way the parents were, thus,
devaluing the therapist is a preemptive strategy. “Who cares if the therapist
disapproves, his opinion is meaningless.” 

Throughout the therapy, the narcissistic transferences will be regarded as
a defense and will be interpreted as such. The patient must be made to rec-
ognize the immature defenses he or she is applying, and must further rec-
ognize the motivation behind the tendency to devalue. In this fashion, the
narcissistic defenses may be dissolved.

As a concluding note, Kernberg (1974) was aware of the seemingly aggres-
sive tone of his treatment approach. The narcissistic patient’s tendency to de-
value the therapist makes the development of empathy quite difficult, and
when operating under the belief that the patient must be repeatedly chal-
lenged, the therapist’s own aggressive impulses must be constantly monitored.
Indeed, in certain instances, the patient may be inclined to assume that s/he is
being devalued by a therapist who is forever commenting on themes of nega-
tive transference. To that end, Kernberg notes that the analyst must remain
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aware of the patient’s capacity for love and object recognition. The fundamen-
tal principle of caring for one’s patient is in no way altered in the treatment of
the narcissistic pathology, it is merely more difficult to maintain.

NOTE

1. Racker (1968) argues that this distinction is responsible for the divergent treat-
ment approaches adopted by various analysts. If transference is regarded a means of
resistance, it is to be used as a way of recreating and confronting the infantile de-
sires. Conversely, if the transference itself is the material being resisted, the infantile
desires are to be used to bring the transference to consciousness.
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Table 2.1. DSM-IV diagnostic criteria for narcissistic personality disorder

A pervasive pattern of grandiosity (in fantasy or behavior), need for admiration, and lack
of empathy, beginning by early adulthood and present in a variety of contexts, as
indicated by five (or more) of the following:

(1) Has a grandiose sense of self-importance (e.g., exaggerates achievements and
talents, expects to be recognized as superior without commensurate
achievements) 

(2) Is preoccupied with fantasies of unlimited success, power, brilliance, beauty,
or ideal love

(3) Believes that he or she is “special” and unique and can only be understood
by, or should associate with, other special or high status people (or
institutions)

(4) Requires excessive admiration
(5) Has a sense of entitlement, i.e., unreasonable expectations of especially

favorable treatment or automatic compliance with his or her expectations
(6) Is interpersonally exploitative, i.e., takes advantage of others to achieve his or

her own ends
(7) Lacks empathy: is unwilling to recognize or identify with the feelings and

needs of others
(8) Is often envious of others or believes that others are envious of him or her
(9) Shows arrogant, haughty behaviors or attitudes

From the American Psychiatric Association. (APA). (1994). Diagnostic and Statistical Manual
of Mental Disorder (4th ed.; DSM-IV). Washington DC: Author, p 717.
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CASE DESCRIPTION

Mr. Garcia was a sixty-one-year-old, Hispanic male. He was born to immi-
grant parents and was an only child. When Mr. Garcia originally presented
for treatment, his presenting problem was severe depressive symptoms,
with high levels of irritability. He came across as extremely hopeless and re-
ported active suicidal ideation. At the time of originally seeking treatment,
he had been experiencing unremitting depressive symptoms for approxi-
mately one year. He also reported experiencing conflicts in his family rela-
tionships, a lack of interpersonal relationships, and long-term distress re-
garding his sexual orientation. 

Mr. Garcia was transferred to me by a male therapist who had seen him
for approximately one year at a training clinic of a neighboring university.
His treatment at this clinic was largely cognitive-behavioral in nature. Ac-
cording to his therapist’s reports, Mr. Garcia made very minimal progress in
treatment and was largely noncompliant with assignments both in and out-
side of sessions. This course of treatment mainly focused on Mr. Garcia’s
conflicts with his son, as well as his past negative professional experiences.
Childhood experiences and parental relationships, as well as Mr. Garcia’s
sexual orientation conflict went, for the most part, unexplored. His previ-
ous therapist also reported having initial difficulty building rapport with
Mr. Garcia. Specifically, he stated that Mr. Garcia initially appeared highly
defensive and expressed worry regarding how the therapist would react to
him. He also reported that Mr. Garcia reacted in a volatile way when in-
formed that he would need to be referred to a new therapist. He accused his
clinician of acting unprofessionally by withholding this information from
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him. As a result, he also failed to attend the last session, likely to avoid the
pain of feeling as if he were being abandoned by his therapist.

Mr. Garcia was previously employed for twenty years as the chief execu-
tive officer (CEO) of a major manufacturing corporation. However, due to
negative interpersonal relationships and poor management of stressful sit-
uations associated with his job, he was forced to retire at the age of fifty-
eight. Mr. Garcia had been divorced for ten years when I began seeing him.
He had full custody of a sixteen-year-old son, who was developmentally
disabled and quite defiant. His son regularly abused marijuana and was fre-
quently truant at school. Mr. Garcia’s relationship with his son was highly
conflictual and often verbally explosive. Despite always having a rather dis-
tant relationship with him, Mr. Garcia requested full custody because he did
not trust his ex-wife to raise him properly. He also reported that he believed
his relationship with his son would improve once his son became more ma-
ture and realized what a good father he had. 

Although he was previously married for twelve years, Mr. Garcia identi-
fied himself as bisexual. He had had sexual contact with both men and
women, but never had a serious romantic relationship with a man. He was
quite conflicted about his sexual orientation as he viewed being attracted to
members of the same sex as sinful. This was largely related to Mr. Garcia’s
devoutly Catholic religious beliefs. In his romantic life, Mr. Garcia had a
history of repeatedly prematurely ending romantic relationships with
women out of fear that they would hurt him. In his view, he was unable to
trust his female partners since they would likely cheat on him and hurt him
in some way. He held strong to this belief despite never having had a
woman act unfaithfully toward him. While Mr. Garcia did not have this
same fear in his relationships with men, he never felt a desire to have a
long-term romantic relationship. Instead, he preferred to limit his relations
with males to anonymous sexual encounters. 

Mr. Garcia described his ex-wife as very passive, uneducated, and unat-
tractive. He stated that his relationship with her was more similar to a
friendship than a marriage. In fact, the two were only sexually intimate
when attempting to have their son. When asked why he chose to marry her,
he stated that he did not believe she would cheat on him. Though not at-
tracted to her, he felt as though she was very much in love with him. Toward
the end of their relationship, he began to feel that she no longer loved him
as much as she used to. Because he feared that his wife would pursue an af-
fair or end the relationship, he suggested that they divorce. When asked
what made him believe that her love for him was lessening, he stated that
she did not display the same level of concern and attention toward him as
he thought he deserved.

Mr. Garcia suffered from a number of medical conditions, such as restless
leg syndrome and diabetic nephropathy. While these conditions were of
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moderate severity, he had a tendency to describe them in a very detailed and
overly dramatic manner. He also expressed a strong dislike and disapproval
toward physicians, as he believed that they did not provide him with the
concern and attention he deserved. This was also the case for psychiatrists
from which he sought care. For example, while I was treating him, he
changed psychiatrists five times in an effort to find one that would spend
more than twenty minutes with him at each appointment. Even when ex-
plained that it was fairly routine for physicians only to spend this amount
of time with their patients, he believed that medical professionals should
recognize that his conditions were severe and that he was not a “routine”
patient.

Mr. Garcia’s previous therapist had diagnosed him with recurrent and se-
vere major depressive disorder. While I agreed with this diagnosis, I began
to observe strong narcissistic qualities as early as the first session. He ex-
pressed some grandiosity regarding his past professional accomplishments.
For example, he seemed to selectively share those details of his professional
experiences that demonstrated his uniqueness or talents, while failing to
share details about any mistakes he made or problems that he encountered
(which he acknowledged in the first session). Further, it appeared that he
only experienced a sense of satisfaction when his talents were admired and
envied by others. It seemed as if his identity and self-esteem were founded
in others’ affirmations of his professional talents.

Mr. Garcia placed great focus on his past career experiences, which
seemed to distance him from his current life situation. Session after session,
he would share very detailed and inflated stories of his career achievements.
For example, he would often explicitly discuss his salary and the uniqueness
of his talents relative to other business executives. In addition, he would
place great focus on situations in which he was needed by others. He ex-
pressed an expectation to still be recognized by others as superior and
highly talented despite being retired. There was a sense of being entitled to
constant admiration from others.

Despite Mr. Garcia’s demonstration of grandiosity and inflated self-
esteem, he was highly sensitive to criticism and rejection from others. As
was demonstrated in his behavior pattern in his relationships with women,
he was highly mistrustful and strongly feared being abandoned. His deep
insecurities were further demonstrated in his constant need for attention
and concern from others. He was highly demanding of the people in his life
and had an expectation that he would be treated like the unique and supe-
rior person he tried to project.

Mr. Garcia also seemed to lack the ability to outwardly relate to others’
difficulties. This was especially exemplified in his relationship with his son,
who was mildly mentally retarded and experienced symptoms of social
phobia. Because of these psychological disabilities, his son had academic
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difficulties and rarely interacted with his peers. Mr. Garcia frequently criti-
cized his son for his lack of academic success and seemed unwilling to rec-
ognize that his son’s learning problems were largely out of his son’s imme-
diate, conscious control. He also refused to attribute his son’s social
deficiencies to anxiety and, instead, expressed the opinion that his son was
simply unwilling or unable to make friends.

BACKGROUND

Mr. Garcia was raised on the West coast, where his parents still reside. His
parents were raised in extreme poverty, in a racially mixed part of a large
metropolitan city. During his upbringing, Mr. Garcia’s father had a modest
job in a factory, while his mother did not work outside the home. While his
family was by no means wealthy, Mr. Garcia always had his basic physical
needs met.

Mr. Garcia’s parents were very young when he was conceived, but not yet
married. Throughout his life, Mr. Garcia stated that his parents were quite
vocal about not having wanted any children and being regretful about his
conception. Their criticism extended into other areas of his life, which Mr.
Garcia experienced mainly with his mother, who “criticized me for every-
thing.” These criticisms generally focused on him not being what she be-
lieved a “good son” should be, which included not being accepted by his
peers or properly engaging in religious acts. Additionally, he shared stories
of long-term physical and emotional abuse at the hands of his mother. For
instance, she had a history of slapping him in the face for rather minor of-
fenses (e.g. leaving a toy on the floor, throwing a ball in the house). In her
worst moments, she also repeatedly told him that he was an incompetent
son and wished he were never born. While the emotional abuse from his
mother was fairly constant, the physical abuse only occurred randomly
when he was alone with her, such that he was largely unable to predict what
behaviors would result in his mother being violent toward him. This was
particularly painful for Mr. Garcia, as it left him feeling out of control and
in a constant state of fear and anxiety. As an adult, he expressed a sense of
strong hatred, often bordering on disgust, toward his mother for her painful
and sadistic actions toward him.

Despite his reports of his mother as abusive, Mr. Garcia held a very ide-
alistic view of his father. In session, he would often recount instances of his
father’s “heroic” actions, like allowing Mr. Garcia to borrow the family car
or his father’s tools. He did not share negative experiences about his father
and denied that his father was capable of being less-than-perfect. Despite
his idealized account of his relationship with his father, the actual time the
two of them spent together was minimal, since his father worked long
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hours. Further, Mr. Garcia had difficulty providing multiple examples of
when the two spent quality time together or engaged in activities that they
both enjoyed. Instead, he more frequently described instances of when he
was watching his father from afar and fantasizing about the relationship the
two of them had. These fantasies would often focus on his father being
proud and accepting of Mr. Garcia.

Mr. Garcia reports that his father never witnessed the physically abusive
acts his mother committed toward him because, if his father had known
about it, he would have absolutely put a stop to it. He further struggled to
recount how his father acted when his mother was emotionally abusive, and
he appeared to have great difficulty accepting the ambiguity surrounding his
father’s reactions to him being abused. Further, Mr. Garcia was largely un-
willing to examine the relationship his parents had with each other and the
way in which they interacted to parent him. He found it difficult to provide
any examples of positive experiences he had with them together. 

Mr. Garcia reported having his first sexual encounter with an older ado-
lescent boy when he was thirteen. This occurred in his home while his
mother was present and consisted mainly of the two fondling each other’s
genitalia. While he expressed feeling angry toward his mother for allowing
him to be alone with the adolescent boy, he did not describe the experience
as being traumatic for him. Instead, he reported that he found the experi-
ence to be highly pleasurable and sexually charged. While he had felt phys-
ically attracted to males before this encounter, its occurrence left him feel-
ing more confused and conflicted about his sexual orientation.

Throughout middle school and high school, Mr. Garcia pursued roman-
tic and sexual relationships with females. These relationships were very
brief, not lasting more than two months, and were always ended by him. In
college, he began to have anonymous sexual relationships with men in ad-
dition to his relationships with women. While they occurred rather fre-
quently, they generally left Mr. Garcia feeling very ashamed and guilty.
These brief sexual relationships with men and women continued until Mr.
Garcia was thirty-six. It was at this time that he met the woman that would
become his wife. He decided to marry her after only two months of dating.
When asked why he decided to marry her, he stated that he wanted to end
his long history of sexual relationships with men and women, as he felt
guilty and shameful about them. Instead, he wanted to be a “good
Catholic” and get married like his mother wanted him to. He reported that,
while he got along well with his wife, he was always dissatisfied with her
and, with the exception of the conception of their son, they never had sex-
ual intercourse. Since his divorce ten years ago, Mr. Garcia had not had any
serious romantic relationships with men or women, although there were a
few brief sexual encounters with women. In the time I treated Mr. Garcia,
he denied any sexual activity or pursuing a long-term relationship. 
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Throughout his life, Mr. Garcia had very few close, interpersonal rela-
tionships. He shared with me several experiences of being bullied by his
peers. When describing these experiences, he expressed strong feelings of
alienation and victimization. He believed his peers did not accept him be-
cause of his ethnicity, as he was raised in a primarily Caucasian community.
He also expressed a strong belief that he would have had many friends had
he lived in a more Hispanic community. These sets of problems were at-
tributed to his mother, as she had chosen the neighborhood in which they
lived, much like the one where she was raised. As an adolescent and adult,
Mr. Garcia enjoyed interacting with others on a casual level and reported
having many acquaintances. However, he never successfully had an inti-
mate or long-term friendship with another person. Though he desired hav-
ing closer interpersonal relationships, Mr. Garcia stated that he never found
a person he believed was deserving of his friendship.

Mr. Garcia was always a high academic achiever, having earned a 4.0
grade point average in high school. When he was eighteen-years-old, he
moved to the East coast for college. He performed well in both undergrad-
uate and graduate school, going on to earn his doctorate in business ad-
ministration. When asked why he decided to pursue this much education,
he stated that he knew the degree would bring him the wealth he desired
and would guarantee him a position where he was in charge of others. He
also believed that he would be less vulnerable to the demands of others and
would be able to make more autonomous decisions. 

The onset of Mr. Garcia’s depressive symptoms occurred soon after he
was fired from his last CEO position. Prior to this, Mr. Garcia was working
on merging with another company. This company was based in Honduras,
and because Mr. Garcia spoke both Spanish and English, he conducted
most of the negotiations with the Spanish-speaking president of the other
company. After the contract for the merger was negotiated and enacted, Mr.
Garcia was fired from his position because the owner of the company Mr.
Garcia worked for was not happy with the negotiated contract. Since the
owner had agreed to the contract before it was signed, Mr. Garcia felt that
the only reason he was fired was because he was Hispanic and the owner
was Caucasian. More specifically, Mr. Garcia suspected that the owner felt
that he had written the contract in favor of the merger because the owner of
that company was Hispanic.

Coinciding with his firing, Mr. Garcia began to experience a number of
medical problems. He began having complications related to his diabetes
and was diagnosed with diabetic nephropathy. As a result, he had frequent
medical appointments, underwent a number of treatments, and was limited
in his functioning. Consequently, these issues evoked ideas about Mr. Gar-
cia’s mortality, which he found difficult to integrate into his sense of iden-
tity. He quickly became hopeless and began experiencing suicidal thoughts.
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He feared that he would never be able to work again, which, in his view,
meant that life was not worth living. When he reported these thoughts to
his physician, he was encouraged to seek psychotherapy in addition to the
psychotropic medication he was already receiving.

TREATMENT HISTORY

Prior to beginning treatment with Mr. Garcia, I met with his previous thera-
pist to discuss the case.2 This therapist informed me that, upon learning that
he would be transferred, Mr. Garcia expressed a concern that a therapist
would be unable to understand his unique experience. He cited his ethnicity,
intelligence, and prolific knowledge about psychotherapy as reasons why a
therapist must be highly talented in order to understand him and provide
him with effective treatment. When informed that I was a Caucasian female,
he was highly concerned about not only my ability to understand him, but
also my willingness to understand him. However, once the previous therapist
shared with Mr. Garcia his opinion that I was quite capable, he seemed some-
what pacified, but stated that the therapist must still prove her talent to him.

The focus of the first session was to gain a better understanding of Mr.
Garcia’s background and current psychological problems. However, Mr.
Garcia was only interested in discussing his concerns about my clinical
skills, as well as his ability to build a therapeutic alliance with me. When
these concerns were explored, he related that he was apprehensive about
working with a female therapist, as he had only been treated by males in
the past. When asked whether my gender made him feel uncomfortable or
would impair his ability to talk openly about his problems, he stated that
it would not. He stated that feeling comfortable and trusting toward his
therapist was not the focus of his concern; instead, he worried that being fe-
male would impair my ability to understand him and be an effective thera-
pist. However, when he was offered the opportunity to be transferred to a
male therapist, he declined.

The next session was focused on gaining a better understanding of the
history of Mr. Garcia’s problems and discussing what he would like to ac-
complish in treatment. Toward the end of this session, Mr. Garcia began cri-
tiquing my physical appearance and attire. For example, he stated that, as a
therapist, I should not wear a red blouse. When this comment was explored
further, he said he preferred I wear black or gray suits, as colored clothing
was distracting to him. He felt colored clothing brought too much attention
to me, when the sessions should solely be focused on him. In addition, as
he was exiting the office, he remarked that I should not wear any make-up
during our sessions. Because this comment was made when we were a pub-
lic area, I did not respond to it or attempt to explore it at that time.
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At the beginning of the third session, I attempted to explore the com-
ments that Mr. Garcia had made about my appearance and attire. When
asked why he wanted to share those comments with me, he immediately
became defensive and stated that he was just being honest. He stated that
this is just the way he is: he speaks his mind and is not going to hold back
anything in therapy. I followed this up by asking again what he had hoped
my response would be to his concerns. He again stated that he was just be-
ing honest. He then shifted the focus on me, believing that I was offended
by his comments. When asked a third time about concerns he might have
about my attire, he again placed the focus on me by stating that I was being
defensive. Recognizing that this line of inquiry was unproductive, I discon-
tinued my questioning and accepted his answers for what they were. This
interaction further supported my hypothesis that Mr. Garcia had strong nar-
cissistic traits; he demonstrated a high sensitivity to criticism, and even
though this discussion was intended to further explore his concerns about
me as a therapist, he immediately interpreted the questions as direct criti-
cism toward him. To defend himself from this perceived criticism, he
turned the focus on me and became very devaluing. 

A few days after this session, I was informed that Mr. Garcia had spoken
with the clinic director about his concerns about me as his therapist. He
stated that he did not have confidence in my clinical skills and did not be-
lieve that I could or that I genuinely wanted to understand his experience.
He attributed this belief to my gender and ethnicity. In response to these
concerns, the clinic director made several suggestions, including that he
could be transferred to another therapist. However, he declined this offer
and instead decided to pursue the clinic director’s suggestion to continue to
try working with me for a few more sessions. In our next meeting, I made
sure I communicated to him my willingness and desire to understand him
through my in-session behaviors. For example, I stated that I cared about
him and wanted to try to understand him. I also closely monitored my
body language and nonverbal communication to ensure that I was not ac-
cidentally conveying disinterest or discomfort. Later, I recognized that my
sensitivity to him at this point was related to the strong countertransference
he elicited in me, in that I saw him as quite fragile and someone who
needed considerable attention so that he would not be hurt by even minor
kinds of behaviors or nonverbal communication. (I will discuss this issue
in greater depth later in the chapter.)

This exchange seemed to reassure him and foster the development of our
therapeutic relationship. Yet, while I continued to assess and understand
his background and current problems in the next few sessions, Mr. Garcia
continued to be critical about the treatment and my personal characteris-
tics. He would often compare me with his past therapists. Because I felt that
therapeutic alliance was still on uncertain grounds, I began to alter my ther-
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apeutic technique. I substantially decreased the number of direct questions
I would ask, which he often perceived as threatening or critical, and instead
began using a more empathic, rapport building approach. I conveyed a
sense of interest in understanding his experiences. When he shared experi-
ences of victimization, as he often did, I acknowledged his feelings and em-
pathized with his experience. When he recounted the abuse inflicted by his
mother, I recognized that his basic needs were not met. 

This experience demonstrated to me the great importance of empathy
and reflection in the treatment of patients with narcissistic personality dis-
order. These techniques appeared to increase Mr. Garcia’s commitment to
therapy. It also helped cultivate a stronger therapeutic relationship. After
consistent use of mirroring and empathic validation, Mr. Garcia conveyed a
greater sense of confidence in my therapeutic skills and ability to success-
fully treat him. Mr. Garcia also seemed to become more comfortable focus-
ing on himself in session, rather than me, and his associations shifted to-
ward issues surrounding those things which conflicted him most. 

Subsequently, Mr. Garcia revealed strong themes of victimization, espe-
cially with regard to his past employment. He expressed feeling as if he was
not respected as highly as he should have been and was not treated as well
as others were, because he was Hispanic. His subsequent associations led to
devaluing his workers and focusing on how his skills or intelligence made
him superior to them. When thinking of being victimized, he would focus
solely on others’ deficiencies or aggression and resisted identifying his role
in any of these experiences. In part, this resistance was a product of his be-
lief that he was helpless in these situations, since his ethnicity could not be
changed. As these issues arose, I believed they were likely a projection of the
conflicts he had about his own identity. 

This trend of sharing grandiose stories or experiences of victimization
continued until the ninth session, which seemed to be a turning point. Mr.
Garcia presented at this session as severely depressed and hopeless. He also
reported frequently contemplating suicide, following a negative experience
he had with his neighbor. He reported that his neighbor, who was African
American, had a party and did not invite him. Mr. Garcia believed that this
was because he was Hispanic. Because he could not change his ethnicity, he
expressed feeling very hopeless about his future. He expressed the belief
that others’ would continue to victimize him and killing himself would be
the only way to avoid his years of suffering because of his ethnicity. His plan
was to commit suicide by jumping off a bridge located far away from his
home, as this method would best ensure that his attempt would be suc-
cessful.

Because he reported serious suicidal thinking, the option of being hospi-
talized was discussed with him. However, he was strongly opposed to this
idea. He also refused the numbers for emergency psychiatric services. He

The Case of Mr. Garcia 31



stated that he was not going to agree to any of these options, since I was just
providing them to avoid being held liable. I then related with Mr. Garcia
that I was genuinely concerned about his well-being and did not want him
to do anything to hurt himself. This discussion completely altered Mr. Gar-
cia’s demeanor. He stated that he was surprised that I actually cared about
him, and he agreed not to harm himself. By being forthright and honest
about my genuine concern, Mr. Garcia finally believed that he was cared
about and valued. He consequently appeared to feel more secure in the
therapeutic relationship, and this seemed to change his view of me from
someone that may victimize him to someone whom he could trust. 

After this event, we were able to assess his suicidal thinking in more de-
tail. Mr. Garcia’s suicidal thoughts seemed to be strongly tied to his identi-
fication with his father. His idea of how he would commit suicide was not
one that could be carried out in a spontaneous fashion, but was one that
would require time and planning. When his suicidal ideation was further
explored, it became clear that he only planned to commit suicide if his fa-
ther died before his mother did. His rationale was that he did not want to
be left to take care of his mother without having the protection of his father.
He stated that he had no choice but to take care of his mother, believing
that he owed it to his father to take care of her by taking his father’s place.
However, this impending responsibility was very threatening. He feared
that he would again suffer at the hands of his mother. Even more threaten-
ing was the pressure Mr. Garcia put on himself to meet the idealized expec-
tations of his father. He would need to be loving and nurturing to a woman
who had caused him so much pain and anguish. For Mr. Garcia, commit-
ting suicide would be the only acceptable way for him to avoid this re-
sponsibility. In fact, when asked whether he ever contemplated having his
mother put into an assisted living facility rather than him becoming her
caretaker, Mr. Garcia became extremely defensive. He could not entertain
the idea that he would voluntarily choose not to take care of his mother.
This action would be deplorable and worthy of punishment, mainly be-
cause it was in direct opposition to how his father chose to act. 

Mr. Garcia’s fears of about his father dying were also related to the effect
that his suicide would have on his own son. When I asked about this for the
first time, he was highly resistant to discussing it further. However, sensing
that the idea would be too distressing to acknowledge, I asked him about
the possibility that his son could be deeply hurt and experience a profound
sense of loss in response to his death. While he at first resisted answering
this question, he ultimately related that he would feel important and cared
about if his son was impacted by his death. Immediately after saying this,
however, he stated that this would not be the case, since his disappointing
son did not have the capacity to be concerned about another human being.
For Mr. Garcia, it was less painful to conclude that his son was not mentally
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capable of loving another person, than to acknowledge that his son may
care about him.

Following Mr. Garcia’s suicidal crisis, additional important material re-
garding his relationship with his son arose. In general, he began to speak
more openly about his frustrations and anger toward his son, with whom
he was extremely disappointed. His associations led him to compare his
son’s mental illnesses and behavior problems to those of his own. He de-
scribed his son as being a failure and stated that there was nothing positive
about him. However, it seemed here that a large part of Mr. Garcia’s concern
was a projection of his own sense of inadequacy onto his son. However,
when I asked how his experience of his son may be related to how he felt
about himself, he stated it was not at all related. He stated that his son’s
anxiety and inabilities were so much more severe than his own that the two
of them could not even be compared. Mr. Garcia could not even accept the
suggestion that perhaps having his own difficulties could help him em-
pathize with his son, and that he would never be able even imagine what it
would feel like to be that “screwed up.”

It was not surprising, then, that Mr. Garcia began to describe explosive
outbursts he had when his son did not fulfill his expectations of how a son
should treat his father, even though these expectations were lofty and, at
times, unrealistic. For example, he shared an instance in which he had de-
cided to go to the movies. When he asked his son if he would like to go with
him, his son stated that he was tired and wanted to go to bed early instead.
Mr. Garcia reacted to this response with extreme anger and frustration. As
we explored his anger, Mr. Garcia defended his expectations that his son
should have wanted to go with him. He also compared his son’s behavior
to how he would have reacted if his father had asked him. Given how de-
fensive he became, I acknowledged his feelings and suggested we examine
them. This acknowledgement seemed to make Mr. Garcia less defensive,
and he was able to become more reflective about the situation. When I ob-
served his angry affect toward his son (who did not show much interest in
him) and his willingness to be with and experience affection from his own
father, Mr. Garcia was able to identify feeling rejected and unloved by his
son. Mr. Garcia interpreted his son’s response as being a blatant personal re-
jection. He viewed his son’s refusal to go to the movies with him as mean-
ing that his son did not care about or enjoy being with him.

As we explored his frustrations toward his son, it was quite surprising to
learn that, despite Mr. Garcia’s level of frustration and criticism of his son’s
deficits and problematic behaviors, he was unwilling to discipline him in
times when he thought some consequence was necessary. After examining sev-
eral situations in which these problems arose, it seemed that Mr. Garcia’s dif-
ficulties with punishment were related to the physical abuse he experienced in
his own childhood. In one of our later sessions, I made the interpretation that
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punishing his son must be difficult for him given the tight control and arbi-
trary abuse that his mother inflicted on him. While Mr. Garcia did not out-
wardly agree with this interpretation, he became quiet and seemed affected by
it. In order to facilitate his ability to discuss this issue, I focused on acknowl-
edging and empathizing with the pain that his mother’s abuse had caused
him. With this recognition, he was more able to explore the possibility that
some type of strategy may be appropriate and even beneficial for his son. Af-
ter this session, complaints about his son’s defiant behavior seemed to lessen
in frequency and intensity. Further, several sessions later, he reported that his
son was being more compliant with rules he had put in place. He stated that
it was still fairly difficult to implement certain types of behavioral manage-
ment techniques, but was becoming better able to manage the anxiety related
to his own experience.

On a number of occasions early in treatment, Mr. Garcia stated that he
needed to talk about his sexuality, but this would occur at the end of a ses-
sion, when there was clearly not enough time to address the issue. When I
observed this pattern to him, he stated that I would need to force him to
talk about it because he feared that I would judge or reject him. I reassured
him that he could freely talk about any topic in therapy, including sexual-
ity, and I would not judge him. However, this did not seem to alleviate his
fears, as he still expressed great hesitancy to be open about this part of him-
self.

It should be noted here that his sexual comments at the end of the ses-
sion were not the only manifestations of sexual conflict I saw in our ses-
sions. Mr. Garcia demonstrated strong sexualized transference towards me,
stating that I was attractive and accusing me on a few occasions of sexually
seducing him when I brought up the topic of his sexual concerns. I viewed
these comments as a projection, which represented more unconscious feel-
ings of danger associated with his sexual arousal. Such feelings were very
threatening to him, since he perceived me as someone who was incapable
of understanding him, which, in this case, was part of his transference to me
as a mother who could not and would not understand him.

As these issues arose more and more, I began to think about Mr. Garcia’s
sexual conflicts and how these might play out in our work together. His
conflicts seemed to be characterized by the contrast of sadism and
masochism. His heterosexual relationships were highly sadistic, often
aimed at fulfilling his sexual and aggressive needs. He took pleasure in hav-
ing control over women sexually and emotionally. For example, when de-
scribing his sexual experiences with women, he reported always having a
desire to initiate sex. If these initiatives were not met, he would become ex-
tremely angry and hostile. He expected that women should always be will-
ing to fulfill his sexual needs and submit completely to him. Quite inter-
estingly, Mr. Garcia described himself in these situations as an exhibitionist,
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in that he requested women to perform sexual acts with him in public
places. This, I believe, reflected desires to be viewed by others as sexually po-
tent and powerful in a way that would leave no doubt in others’ minds of
his sexual appeal and masculinity (see below). In contrast, his homosexual
experiences and fantasy life were more masochistic in nature. These experi-
ences were always anonymous and often with older men. He would take on
a very submissive role in these interactions, often being restrained or being
told to perform sexual acts. He felt a strong sense of guilt and shame for
finding so much pleasure in these activities. Not only were they sinful in
terms of his religious beliefs, they directly contradicted his more conscious,
“moral” heterosexual desires. However, from what I could assess at the
time, they seemed to be representative of desires for care and nurturance
from a father figure, who in this case was more interested in his needs and
desires than those of his son.

The contrast between his sadistic heterosexual behaviors and his
masochistic homosexual behaviors were clearly linked to his relationships
with his mother and father. Mr. Garcia had a tendency to portray the peo-
ple in his life as all-good or all-bad, and this was most clearly exemplified
in his descriptions of his parents. He expressed profound hostility and ag-
gression towards his mother. In recounting his interactions with her, he
would ruminatively focus on her negative comments toward him or her
lack of concern about him. He also expressed much criticism toward his
mother’s desire to be the center of attention. Though he expressed staunch
refusal to give his mother the attention she attempted to elicit from others,
he spent an inordinate amount of time and energy in his internal life ob-
sessing and ruminating over her behaviors. Mr. Garcia’s relationship with
his mother elicited feelings of vulnerability and powerlessness. He felt that
he had little control over his mother’s abusive and dominating behavior.
However, his sadistic heterosexual behaviors allowed him to avoid these
negative feelings. He gained a sense of control and power over his mother
by forcing other females to submit to him. 

In contrast to his all-bad view of his mother, Mr. Garcia expressed a
highly idealized view of his father. In Mr. Garcia’s eyes, his father could do
no wrong, which seemed much like the childish quality with which a young
boy admires his father. When talking about his father, Mr. Garcia elicited a
sense of helplessness and an infantile need for a father, but was unable to
acknowledge the fact that his father could be neglectful or rejecting of him.
Whenever problems arose in his relationship with his father, he would ex-
press great distress, and he would begin to feel hopeless about his future.
Thus, Mr. Garcia’s relationship with his father was likely played out in his
masochistic homosexual tendencies: he would become submissive to an
older man, which mirrored the power a father has over his son, but yet act
in ways that only served to gratify the man and not him. By engaging in
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these relationships, he was indirectly able to satisfy his fantasies of an ide-
alized father and son relationship.

Mr. Garcia struggled with a strong need for the love and acceptance of
others while also having prominent desires for control and intense hostil-
ity towards others. This was exemplified in not only his relationship with
his parents, but also his relationship with his son. While he openly criti-
cized and humiliated his son, his self-esteem was dependent on his son’s af-
fection and concern for him, as well as his ability to control his son’s be-
havior. This was observed further in his career difficulties. When discussing
the professional problems that preceded the onset of his depression, Mr.
Garcia expressed a great degree of hostility toward other employees at his
company, most of whom were Caucasian. He stated that he felt better now
being out of the company, given all of the hypocrisy and unethical behav-
ior he observed. However, he also struggled with feelings of worthlessness
as a result of not having job. This situation clearly exemplified Mr. Garcia’s
conflict between being an autonomous individual, yet finding it hurtful to
be rejected by someone important to him. Further, this experience was rem-
iniscent of his relationship with his mother. While he aggressively asserted
his independence from his mother, he unconsciously felt dependent on her
to meet his basic needs. 

As issues about his mother and father entered our sessions more fre-
quently, it was not surprising that Mr. Garcia’s fear of abandonment also en-
tered into the therapy relationship. At the 31st session, Mr. Garcia began to
express concerns that I would soon be transferring him to a new therapist. He
stated that he did not want to share any more personal information with me
until he could be certain that I would continue to treat him for at least an-
other year. I explained that it would be difficult to guarantee how long I
would be able to treat him, but I did not have any immediate plans to trans-
fer him in the next year. I then said that I felt it was important to explore from
where these concerns were originating, since when he perceives that he is be-
coming too emotionally involved, he leaves the relationship before he is left
by the other person. He denied that this pattern was an issue here, stating that
it was only a practical concern he had. He added that he did not want to
waste his time with me if I was just going to pass him on to someone else. 

Despite his disinterest and defensiveness, it was clear that Mr. Garcia was
finding himself emotionally attached and did not want me to hurt him.
This fear mirrored his relationship with his mother and the various women
in his life. He felt that he could not trust me or continue to allow himself
to be vulnerable for fear that I would hurt him like his mother did. Like his
past romantic relationships, he felt a desire to end our relationship before
I ended it and caused him pain. I believed it was important for Mr. Garcia
to continue in treatment with me despite the ambiguity about how long the
therapeutic relationship would last. Consequently, I attempted to explore
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the transference reaction in spite of his denial and resistance. Over several
sessions, we examined how it felt to be vulnerable with me and what fears
he has about what I might do to him. Because we had formed a strong ther-
apeutic alliance by this point, Mr. Garcia gradually became able to openly
explore these unconscious fears about me and how they relate to his rela-
tionship with his mother. For example, he came to recognize that his per-
ception of my “abandoning” him in treatment would likely cause him emo-
tional pain and convey the message that I did not care about him. These
feelings would be very reminiscent of the feelings he felt when his mother
abused him or neglected to protect him. After gaining greater insight into
this issue, Mr. Garcia was better able to examine the distortion in these fears
and beliefs, as well as manage his anxiety about abandonment.

Because of Mr. Garcia’s tenuous sense of self and deep-seated insecurities,
he projected a grandiose, inflated view of himself and acted in ways that
would keep genuine interactions to a minimum. By doing this, he was able
to avoid caring about others and thus avoid being hurt. He was also able to
avoid having his self-esteem shattered if others said anything remotely crit-
ical or rejected him. However, despite the protective purpose of this mode
of functioning, it was preventing him from developing healthy and adap-
tive interactions with others. The lack of appropriate interactions with oth-
ers further caused Mr. Garcia to feel rejected and promoted his insecurities,
which then in turn increased his need to project an inflated self-esteem.

After treating Mr. Garcia for about six months, I underwent a minor sur-
gery and had to wear a bandage to session. I did not bring up the subject
with Mr. Garcia and conducted the session as I normally would. However,
about ten minutes into the session, he asked me what had happened. I very
generally explained to him that I had had a minor surgery. He was quiet for
a few seconds, and then expressed a desire for my prompt return to good
health. This was the first time I ever witnessed Mr. Garcia express any degree
of empathy toward another person. It seemed that seeing me, a person
whom he had begun to idealize, accept my own faults and imperfections
was therapeutic for him. The tolerance and acceptance I displayed toward
my own difficulties acted as a model for him to tolerate his own faults.
When he became less judgmental and more accepting of the fact that he was
not perfect, he was better able to be empathetic toward others. His display
of empathy could also be seen as a testament to the strong therapeutic al-
liance that we had developed. He was beginning to have more positive feel-
ings towards me. As a result, I saw him act in a manner more consistent
with these positive feelings, such as empathizing with me and being more
trusting of me. This was in sharp contrast to his previous defensive and cold
behaviors that were likely rooted in his poor sense of self and strong fear of
abandonment. Even after this occurrence, Mr. Garcia continued to exhibit
greater empathy and relatedness in our therapeutic interactions.
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COUNTERTRANSFERENCE

Mr. Garcia was one of the first patients I saw during my practicum training.
Thus, I was relatively inexperienced in providing psychotherapy. I lacked
confidence in my ability to effectively implement clinical interventions
with patients. When I accepted Mr. Garcia’s case, I was aware that he would
be challenging to treat. He had a history of being critical and mistrusting of
clinicians. Further, he had already disclosed his concerns about my gender
and ethnicity to his previous therapist. Thus, I was quite anxious about be-
ing able to build a therapeutic alliance and earn Mr. Garcia’s trust. I met
with my supervisor a number of times before seeing Mr. Garcia—a step I be-
lieved was crucial in lessening my anxiety and helping me feel more pre-
pared for my first session with Mr. Garcia. My supervisor and I discussed my
anxieties and identified how they may affect how Mr. Garcia perceives or re-
sponds to me. For example, I was very anxious that Mr. Garcia would try to
challenge me. As a result, I was concerned that I would come off as defen-
sive in light of my anxious feelings. With the help of my supervisor, I rec-
ognized in this situation that the focus should be on Mr. Garcia’s concerns
about me. In other words, I recognized I was there for him—to understand
and make sense of his fears and concerns. There would be time later on—
in supervision—to focus my attention on my reactions. Despite my prepa-
ration, I was still surprised by my first session with Mr. Garcia. His focus on
my appearance made me feel objectified. I also felt that my professionalism
was compromised. 

Although this was a challenging case, it was a valuable training experi-
ence. As a beginning therapist, one is often so focused on performing psy-
chotherapy “correctly” that our basic human instincts, such being empathic
and considerate, can fall to the wayside. However, in the treatment of indi-
viduals with narcissistic traits, it is crucial to express understanding and re-
spect. Not being genuine with patients or not providing them with support
can have negative effects on the building of therapeutic rapport or could
even cause them to prematurely terminate from therapy. However, to ade-
quately provide patients with necessary support and empathy, it was im-
portant for me to work through my own countertransference reactions. This
is especially important when treating patients with narcissistic personality
disorder, since it is common to have negative or hostile countertransference
reactions.

For instance, many times I felt myself becoming angry and frustrated with
Mr. Garcia. His constant testing of my skills and ability to understand him
often left me feeling frustrated and annoyed. It became important to discuss
these reactions with my supervisor, as it helped me gain perspective into
why Mr. Garcia felt the need to have me prove myself to him. Processing
these reactions also allowed me to explore the effect that my negative emo-
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tional response may have had on my interactions with my patient or how
my patient perceived me. For example, my frustration and annoyance could
easily be expressed through my body language (e.g. crossing my arms,
clenching my jaw). Thus, we discussed the importance of being very aware
of my body language and what message it was conveying. If these negative
reactions were not worked through, it was likely that Mr. Garcia would have
easily noticed them and felt as though I was being too critical and rejecting.

I also found myself feeling demoralized and rejected by Mr. Garcia. This
reaction most commonly occurred after he made comments about my pro-
fessionalism and my appearance. As a beginning therapist, it is easy to feel
insecure about how patients will perceive you. Because I was a relatively
young student therapist and had had very little therapy experience, I was
concerned that I would not be viewed as a professional. Recognizing these
fears and discussing them with my supervisor, as well as with other student
therapists, helped me to normalize and work through these insecurities.
This helped me to feel and appear less anxious in sessions, which further
improved my image of professionalism and sense of authority. For example,
I was concerned that my patient would interpret my youthful appearance to
mean that I was inexperienced or not able to understand his middle adult-
hood issues. However, through discussions with my supervisor and other
student therapists, I internalized more fully that I have expertise, skills, and
knowledge that will help patients. This realization helped me gain more
confidence in the image I portray to patients.

Some other important countertransference reactions should be noted.
During sessions with Mr. Garcia, I would often feel as if I were being ig-
nored or was not even in the room with him. I had the sense that he would
say the same things about himself regardless of whether I was there listen-
ing to him. Compounding this feeling was the fact that Mr. Garcia had a
tendency not to acknowledge comments I would make or would avoid an-
swering questions I asked. For example, he would frequently ignore the in-
terpretations that I made to him. I believe that this tendency was a way to
protect himself from feeling more insecure about himself or face the fact
that he was disillusioning himself. However, even though I was able to
identify reasons for his behavior, it often left me feeling helpless, as if he did
not have respect for my authority or expertise. These ideas have been elab-
orated by many other, including McWilliams (1994) and Schultz and Glick-
hauf-Hughes (1995).

As therapy progressed, I found myself having less frustration and demor-
alized countertransference reactions. As my therapeutic alliance with Mr.
Garcia strengthened, and he stopped doubting my competence, I found it
easier to experience more genuine compassion toward him, which later
shifted into vague rescue fantasies. However, these rescue fantasies were
largely unconscious and were thus not easily recognizable. Following Mr.
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Garcia’s suicide threat, I felt more positive toward him, in that it was at this
point that he allowed me to see behind his callous and demeaning exterior.
I began to see him more as someone who was very insecure and troubled,
and began to provide him with increasing amounts of support and praise.
Unconsciously, I believed that if I formed a good enough relationship with
him and showed him the concern that he was never shown when he was a
child, he would be able to work through his conflicts and have his narcissis-
tic needs satisfied. I did not recognize these unconscious motives until my
supervisor suggested that I begin to “push” Mr. Garcia out of his comfort
zone a bit. After the supervisor suggested this, I was instinctively opposed to
it. This ran counter to my unconscious belief that Mr. Garcia would be
“healed” if I showed him enough concern and compassion.

After recognizing these ideas, I discussed them with my supervisor and
watched some of my taped sessions to observe how these fantasies were
playing themselves out. This was quite helpful. In fact, watching videos of
myself in session was particularly useful in managing my countertransfer-
ence reactions. While I would try my best to be aware of my emotional re-
sponses to my patient, it was often difficult to recognize how these reac-
tions played out in body language and verbal communication. For example,
I observed that I often was too apologetic for fairly minor things (e.g. a
phone ringing during session, needing to cancel a session due to illness).
After becoming aware of this behavior, I was able to more closely monitor
and avoid it.

One thing that made working with this patient especially difficult was his
constant, overriding need to impress others with power, wealth, knowledge,
and/or attractiveness. Narcissistic patients’ choices and behaviors exemplify
their feeling that validation of their sense of self is their most important
need. They destroy relationships with friends or family, keep others at a dis-
tance, take advantage of others, and break down others’ self-worth. This is
all done in an effort to impress the world with superficial signs of success.
At face value, this can cause therapists to have a very negative response,
since the patients’ criteria for evaluating themselves contradicts the self-
evaluation criteria the therapist holds. Alternatively, the need felt by the pa-
tient to impress others with external criteria may stimulate the clinician’s
unconscious shame about their own unrecognized narcissism (McWilliams,
1994).

Regardless of what effect patients’ pull for external recognition has, it is
important that these feelings are recognized and worked through in super-
vision. To facilitate this work, it consequently may be useful to review the
values and manner by which one’s own self-esteem is derived. If one real-
izes that his or her values are vastly different from the values or narcissistic
needs of the patient, it may be necessary to transfer the patient to a clini-
cian whose values are more moderate or are more tolerant to the needs of
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the narcissist. As pointed out by McWilliams (1994), if the clinician and the
patient are too divergent in their values, the clinician’s empathy may remain
unaccessed. For example, if a clinician treating Mr. Garcia has strong moral
objections to homosexuality, their empathic understanding of Mr. Garcia’s
sexual conflicts may be greatly impaired. The patient may also have diffi-
culty therapeutically if their self-esteem requirements are vastly different
from the clinicians. To assess this, McWilliams (1994) recommends that cli-
nicians examine their own countertransference reactions to the patient’s be-
haviors and expressed values, as well as be aware of how their own values
may run counter to the patient’s and affect the way the patient is able to
benefit from the therapeutic relationship. Even if the countertransference
reactions are worked through and deemed not to impair treatment, one
should monitor transference reactions to ensure that they are not impairing
the effects of therapy.

I frequently found the countertransference reactions I had to be surpris-
ing and somewhat distressing, as they were largely out of character for me.
As a person who enjoys working with people and prides herself on her abil-
ity to listen and be empathic to others’ experiences, I began to worry that
my skills may not have been as strong as I once thought. I also became con-
cerned that my patient was causing me to become calloused. For example,
I found myself becoming bored in session and would frequently complain
to my supervisor about the monotony of sessions. My supervisor reassured
me that these were frequent complaints by therapists treating narcissistic
patients. In addition, he suggested readings about narcissistic personality
disorder (e.g. Gabbard, 2005; Kernberg, 1975, 1976, 1984; Kohut, 1968,
1971, 1977 McWilliams, 1999; Schultz and Glickhauf-Huges, 1995) that
helped me gain insight into possible reasons why I was having these coun-
tertransference reactions.

I found discussing countertransference reactions in the context of group
supervision in addition to individual supervision to be very useful. The
other student therapists in group supervision had not watched videotapes
of the patient, which minimized their potential for bias that could have oc-
curred due to knowledge of his in-session behaviors. Other student thera-
pists were able to normalize my experience or give me advice on how to
work through the reactions. They were also able to share their experiences
of how countertransference reactions affected the outcome of their thera-
peutic work.

Discussing my countertransference reactions in individual and group su-
pervision also provided me with ideas about when and how countertrans-
ference should be recognized and utilized therapeutically. For example, Mr.
Garcia used to report that acquaintances at church would act as if they were
annoyed by him or would appear bored when he was talking to them. Fur-
ther, he sensed that they did not know how to respond to him. When we
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explored the content of his conversations with these acquaintances, it be-
came clear to me that Mr. Garcia would relentlessly talk about himself and
his accomplishments and would allow them very little time to ask him
questions or respond to him. However, while this was readily apparent to
me, Mr. Garcia had little insight into his effect on others. 

After discussing this observation with my supervisor, I was advised to uti-
lize my countertransference reactions to determine what behavioral obser-
vations I should bring to Mr. Garcia’s attention. I explained to Mr. Garcia
that, while he is encouraged to speak about himself in session, I found that
he often fixates on talking about his accomplishments and signs of his suc-
cess. I then asked him if he acts similarly when he talks with his acquain-
tances as church. While at first he was resistant to the idea that he had a ten-
dency to focus on himself, he began to entertain it and reported that his
interactions with me are fairly similar to his interactions with others in his
life. I then asked him how he might feel if someone he was talking to spoke
only about their successes and did not ask him any questions or allow him
to respond to what they had to say. He stated that he would probably feel
irritated and would want to stop talking to that person. We then related this
to the way he reported his acquaintances were reacting to him. By being
cognizant of my countertransference reactions, I was able to gain insight
into why individuals in Mr. Garcia’s life responded to him in a negative
manner. Further, I was able to point this out to Mr. Garcia, without directly
identifying that this was the way I was feeling, which could have negatively
affected the therapeutic alliance.

Especially as a beginning therapist, it can be highly intimidating to treat
a patient with narcissistic personality disorder. Because of their deep-seated
insecurities, it is difficult for narcissistic patients to ask for help from some-
one who may be perceived as more successful or intelligent than them.
Therefore, they may attempt to assert their superiority over the clinician. Mr.
Garcia, for instance, had a history of seeking treatment at training clinics.
While he never explicitly stated his reasons for choosing training clinics, he
was more than able to afford treatment from a fully licensed provider. My
supervisor and I thought that being seen by a student may have allowed
him to feel more superior in the relationship. There was less of a power and
status differential that could have potentially caused him to feel even more
insecure about himself. 

In treating patients with narcissistic personality disorder, therapists also
should examine their expectations about treatment and the therapeutic al-
liance. For example, I was somewhat naïve in my thinking that I would be
“the one person” to form a strong alliance with Mr. Garcia and finally help
him work through his conflicts. I expected to be able to provide him with
the compassion and understanding he needed but was never given. How-
ever, after a few months of treatment, I felt as if I was not able to give him
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as much support as I had thought. No matter how much I provided, he con-
tinued to demand more. It was at that point that I realized that it is virtu-
ally impossible to avoid disappointing these individuals, as it is almost in-
evitable that any therapist will fall short of their patient’s unrealistic
demands for validation and praise. 

Even despite the virtual impossibility to providing patients with narcis-
sistic personality disorder with the amount of support that they often de-
mand, providing empathic validation is a crucial component in the treat-
ment of these patients. I became aware of this fact early on in treatment
when Mr. Garcia both covertly and overtly questioned my willingness to un-
derstand him and not judge him. This distrust impaired our ability to build
good therapeutic report, and prevented Mr. Garcia from discussing topics
that had great importance in his life but made him feel vulnerable. How-
ever, as treatment progressed and I expressed greater empathic validation,
the tension in our therapeutic relationship dissipated greatly and Mr. Gar-
cia became less resistant of talking about these difficult issues.

For a significant period in the beginning of my treatment with Mr. Garcia,
I felt as if the therapeutic alliance was very tenuous. Regardless of how much
I worked to cultivate the therapeutic rapport, I felt as if, at any moment, he
would terminate treatment. After discussing this perception with my supervi-
sor and reading more about narcissistic personality, I began to understand
more about why I felt this way. While Mr. Garcia demanded much from the
therapeutic relationship, he appeared to contribute very little to it. He had an
expectation that I, as the provider, would do most of the work. This expecta-
tion left me feeling as if the therapeutic relationship was one-sided. For in-
stance, I came to see that I was the one who was most hopeful for Mr. Garcia
by expecting that treatment would alleviate his distress. However, Mr. Garcia
conveyed a lack of motivation and did not seem to have faith in his ability to
overcome his problems. At times, this perception of the relationship was very
frustrating and left me feeling helpless. However, by understanding how it re-
lated to Mr. Garcia’s pathology and how it played on some of my insecurities,
I became more comfortable with the ambiguity that surrounded the thera-
peutic alliance. This helped me become less fearful that making interpreta-
tions about Mr. Garcia’s behavior or confronting his defense mechanisms
would lead to him prematurely terminating from treatment.

During sessions with Mr. Garcia, I would often feel as if I were being ig-
nored or was not even in the room with him. I had the sense that he would
say the same things about himself regardless of whether I was there listen-
ing to them. Compounding this feeling was the fact that Mr. Garcia had a
tendency not to acknowledge comments I would make or would avoid an-
swering questions I asked. For example, he would frequently ignore the in-
terpretations that I made to him. I believe that this tendency was a way to
protect himself from feeling more insecure about himself or face the fact
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that he was disillusioning himself. However, even though I was able to
identify reasons for his behavior, it often left me feeling helpless, as if he did
not have respect for my authority or expertise.

If I were to provide some advice for therapists treating patients with nar-
cissistic personality disorder, I would recommend constantly remaining
aware of your expectations for the outcome of treatment. Providing psy-
chotherapy to these patients is often slow and arduous, and requires pa-
tience on the part of the therapist. If the goals of treatment are too lofty or
on a short-lived time frame, it is likely that the therapist will feel discour-
aged or frustrated. Further, if expectations of progress or goals are not real-
istic, it may be easy to lose sight of what the overall objectives in treatment
are. To help moderate one’s expectations for treatment, it is important to
discuss goals with both the patient and your supervisor. It may also be use-
ful to consult the literature to gain more information about what can be re-
alistically expected in terms of outcomes.

SUMMARY

This chapter has presented my experiences in the treatment of a patient with
a highly prototypical presentation of narcissistic personality disorder.
Throughout therapy, Mr. Garcia presented with strong themes of victimiza-
tion and a fear of abandonment. In the context of the therapeutic relation-
ship, he was highly mistrusting of me and often devaluing. Over the course
of treatment, my countertransference reactions ranged from boredom to
hostility to rescue fantasies. Further, all of these countertransference reac-
tions had an intense, consuming characteristic (McWilliams, 1994, Schultz
& Glickhauf-Huges, 1995). My clinical work with Mr. Garcia was a highly
enlightening experience. 

NOTES

1. I would like to express my appreciation and thankfulness to the following in-
dividuals who served as supervisors on this case: Norman Gordon PhD, Flora
Hoodin PhD, and Ellen Koch PhD.

2. Despite his frustration about discontinuing treatment with his former thera-
pist, Mr. Garcia did sign a release for me to speak with the former therapist.
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CASE DESCRIPTION

Mr. Miller was a twenty-six-year-old male who was referred to therapy fol-
lowing a suicide attempt. He presented himself as a tough, street-wise indi-
vidual with several tattoos, long dark hair, and often wore dark sunglasses,
chains, and a leather jacket. Mr. Miller was diagnosed with Major Depres-
sive Disorder, but it became increasingly evident as time progressed that he
had a narcissistic personality. Consistent with Gabbard (2003), Mr. Miller’s
narcissism was comprised of a mixture of the overt and covert types (see
Wink, 1991). Primarily, he displayed introversion, defensiveness, and a par-
ticular vulnerability and aversion to the normal traumatic events of life that
characterize covert narcissism, as well as the aggression and some degree of
the exhibitionism that are indicative of overt narcissism. Specifically, he
demonstrated a tendency to embellish stories of his actions or life events in
terms that were quite graphic, frequently difficult to believe, and best de-
scribed as fitting for a video game or action movie. 

Prior to entering therapy, Mr. Miller described himself as playing the role
of the “hero,” which referred to his tendency to help and save people from
all sorts of danger situations or potential attacks. Additionally, he was prone
to outbursts of anger and aggressive behavior, having been involved in sev-
eral arguments and physical altercations over the years. Indicative of his
more covert narcissistic traits, he had been deeply affected by deaths of fam-
ily members and friends, as well as being the victim of childhood bullying,
which had instilled in him a deep fear of distress and sadness, and an in-
tense avoidance of emotion and emotionally difficult events. He was quite
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distrustful of the motives of others and was prone to perceiving personal
threats in their actions. 

In his paper on character pathology, Kernberg (1970) notes that many in-
dividuals with narcissistic traits display behavior that is indicative of a no-
tably undeveloped ego and superego, which are unable to fully counteract
the strongly impulsive nature of the id. In such individuals, there is an in-
ability to feel empathy for others, over-reliance on immature defenses (such
as splitting and denial), an inability to withstand ambiguity within people
or situations, and vivid fantasies of power, wealth, influence, and even ven-
eration. More severe cases even show evidence of paranoid ideation, and are
differentiated from psychotic symptoms primarily by the level of the pa-
tient’s reality testing. Mr. Miller demonstrated several of these traits. For in-
stance, he demonstrated black-and-white thinking on many issues (split-
ting), which was captured by his representations of family, friends, and
enemies. He also demonstrated an aversion to emotional experience, in that
he believed experiencing any negative emotion would immediately result in
feeling overwhelmed and being unable to cope effectively with them. There
was no room in his mind for tolerable experiences of negative emotion.
Moreover, even positive emotions were threatening because they would
eventually dissipate, and he would have to resume feeling other, more
painful feelings, which in turn would overwhelm him. Therefore, with the
exception of anger, emotions of all kinds were “bad,” and only the absence
of emotion was acceptable. He often expressed a deep distrust of others and
concern that people would try to manipulate or take advantage of him, and
he was very prone to describing himself in grandiose, even fantastical, terms.

Therapy developed steadily and lasted for a period of over two years. He
attended weekly sessions  that were primarily psychodynamic in nature,
though we occasionally incorporated other techniques, such as cognitive-
behavioral interventions. Though we addressed Mr. Miller’s characterologi-
cal issues throughout therapy, treatment could be divided into roughly two
phases. The first phase addressed his depression specifically, while the sec-
ond addressed his characterological structure in general. The shift from the
first phase to the second began when he acknowledged that his depressive
symptoms had remitted, but believed that he continued to have issues that
troubled him. More specifically, he often described himself as emotionally
dead, explaining that most emotions were something he avoided because
they were simply too painful—that they were parts of his experience that
clouded his judgment, and kept him from thinking clearly about how to
solve his problems. As noted earlier, the only emotion that Mr. Miller read-
ily recognized or acknowledged was an ever-present sense of anger. This was
something that was always just under the surface, and something that
would quickly rise and fuel significant, often physically violent, responses
to whatever may have triggered his anger. 
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BACKGROUND AND DEVELOPMENT

Mr. Miller was the middle of three children, all of whom grew up with their
parents in a lower-middle-class suburb of a large Midwestern city. At the
time of his therapy, he was the only child still living at home, while his
older sister had married and moved across the country, and his younger
brother lived on campus at a local university. Mr. Miller was a student at a
community college while working part-time at a gas station. His father was
a moderately successful small-business owner, and his mother worked as a
secretary and bookkeeper for his father’s business. 

Mr. Miller described his relationships with his parents as generally loving
and supportive, though there were periods of tension that occurred
throughout his adolescence and early adulthood. He frequently described
how alike he and his father were, especially identifying with his father’s
stubbornness and temper, and difficulty controlling their tempers when
provoked. Additionally, each one was adamant that things be done in his
way. When their ideas collided, verbal conflict was likely to occur as neither
one was likely to capitulate. Mr. Miller also identified with his father in an-
other way—both he and his father had a physical disability. Mr. Miller’s fa-
ther has lost the use of a limb as the result of an industrial accident as a
young man. Despite this disability, his father was able to become quite suc-
cessful at a number of activities which normally require considerable phys-
ical skill. Mr. Miller was born with a slightly deformed foot, making it dif-
ficult for him to walk with a smooth gait. Yet, he too was able to be quite
successful in a number of his own interests, despite his own disability. This
fact further strengthened Mr. Miller’s “super-hero” identification with of his
father, who could overcome weakness and act in powerful and resourceful
ways. 

Mr. Miller’s relationship with his mother was less often openly con-
tentious. He often idealized her, and especially her ability to know what ad-
vice or course of action would be the most beneficial for him. Throughout
the therapy, he often spoke of her as being the only person who really knew
him well. Even at twenty-six years old, he suggested that his mother have ac-
cess to his files and information from therapy, if this could be helpful to
treatment.2 At the same time, he expressed considerable frustration with the
notion that she was “always right,” interpreting this as meaning that she
knew him better than he knew himself. As such, he developed a strong de-
gree of ambivalence toward her, expressing his alternating love and frustra-
tion with his mother in black-and-white terms. It appeared to me that, de-
spite his strong desire to maintain control over his life and make his own
choices, Mr. Miller felt little confidence in his actual ability to do so effec-
tively. This introduced yet another degree of ambivalence, not toward his
mother per se, but toward himself, which further reinforced my assessment
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of his conflict (i.e., he outwardly promoted a persona of control and com-
petence, while inwardly experiencing little self-efficacy). His desire to in-
clude her in his treatment indicated some awareness of his inability to
maintain self control and make effective decisions for himself. Also, it sig-
naled some reluctance on his part to fully invest himself in a process that
would ultimately require him to accept his current difficulty and make sig-
nificant changes. Even the fact that he continued to live at home, despite
frequent protestations that he was more than able to take care of himself,
provided additional evidence to support this ambivalence. 

As a part of their parenting beliefs, Mr. Miller’s parents often refrained
from open displays of emotion in front of their children. He recalled some
physical and verbal expressions of love and support from his mother, but
far less from his father. In the case of more negative emotions, neither par-
ent openly displayed their feelings. Mr. Miller explained on a number of oc-
casions that his parents refrained from such displays out of a desire to pro-
tect their children from pain or confusion. By his recollection, their
reasoning was that if a child were to see his/her parents visibly upset, in
pain, or confused, it would only upset, confuse, and scare the child. The
parents’ limited displays of negative emotion were characterized mostly by
anger and by a loss of temper. Mr. Miller’s father was particularly prone to
this, which considerably affected Mr. Miller’s understanding of emotional
regulation and experience. Consequently, as Mr. Miller became older, he
learned that it would be his responsibility to protect others from seeing his
own emotions, just as his parents had protected him. This was perhaps the
beginning of a “hero” identity that he displayed so openly in his later ado-
lescent years and early twenties. As he was taught that emotions were dan-
gerous and was protected from them by his parents, he began to take on an
exaggerated version of this role, working to protect all of those for whom he
cared from the negative experiences of life, and especially from the pain and
confusion that seeing him experience emotion would cause. 

Mr. Miller’s disability influenced his development in ways other than his
identification with his father. Throughout his time in grade school, he was
teased and humiliated by other children on a frequent basis. During these
incidents, his disability was most often the target of the teasing, and he re-
ferred to them as “torture.” After being subjected to such teasing for several
years, he learned to fight and present a “tough guy” image with the hope
that others would leave him alone. Additionally, he sought refuge in books,
movies, and video games that presented a protagonist who often suffered
some sort of injustice and who protected others from similar problems, of-
ten by violent, aggressive means. He began to identify very strongly with
these characters and the virtues that they fought to uphold, including inde-
pendence, decisiveness, a personal sense of honor and integrity, and espe-
cially a sense of being the wronged avenger. The games also served as a de-
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fensive mechanism by allowing him to escape the real-life difficulties that
he experienced and immerse himself in a world where he was in more con-
trol over events and could affect the outcomes of situations in much more
tangible ways than he was experiencing in his daily life.

During his life, Mr. Miller experienced the illness and death of several fam-
ily members and friends, and it was this set of events with which he was most
preoccupied. Atop these losses was the death of his paternal grandmother,
when he was twelve years old. Mr. Miller had spent much of his life with his
grandmother in various family functions and was quite attached to her. Her
death was the first significant loss that he recalled. Interestingly, what was
most powerful to him about this experience was seeing his father cry and
grieve openly for the first time at the funeral. Up until this time in his life, Mr.
Miller maintained an image of his father as a type of near-superhero. He re-
called how he was entirely unprepared to witness “human weakness” in his
father. His father, who had always protected him from the pain and confusion
that would surely come with such sadness, had failed to protect himself and
his son now when needed most. At seeing this display from his father, Mr.
Miller had “a complete breakdown.” He began to sob uncontrollably and
only vaguely recalled what he was later told by his family; that he collapsed
in the church and was so inconsolable that he had to be carried out. Mr.
Miller recalled being so scared and disturbed by his own reaction that he de-
cided he would never again experience such deep sadness and despair. 

This set of experiences served to strengthen his tendencies to glorify ag-
gressive and violent behavior as a proper approach to solving problems,
and to see himself as a protector of others. During my first session with Mr.
Miller, he told me a series of stories from his late teens and early twenties
in which he literally saved others from terrible events, such as rape and
mugging, by chasing down and fighting off attackers. An interesting aspect
of Mr. Miller’s discussions of his violent behaviors was that he was both
proud and afraid of his “ability to fight.” In his stories, he described him-
self as often losing control and blacking out, only to be pulled away from
his opponent by friends who got there in the nick of time to keep him from
seriously injuring or killing someone. Despite the dramatic and horrific na-
ture of his stories, they were often untenable. Many of the events he de-
scribed would have likely been investigated by police, yet there was never
any report of legal trouble. He deflected any question of his having done
these things without being questioned by police by simply being “lucky.”
Such stories strengthened my impression that they were a self-aggrandizing
embellishment to which strongly narcissistic individuals are often prone.
They also served the purpose of defending against the lack of confidence in
his ability to make good choices about his life.

As in the case of his feelings about his mother, Mr. Miller was conflicted
about the image he tried to present and the abilities he claimed to have. He
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strove to achieve a sense of grandiosity while being aware that the actions
he claimed were generally only appropriate or rewarded in fiction. One of
his most frequent statements during the first phases of therapy was, “I am
not afraid of anything, except what I am capable of.”

TREATMENT HISTORY

Treatment with Mr. Miller progressed relatively slowly and steadily. The first
phase of treatment was spent addressing a large number of depressive
symptoms, potential suicidality, and a persistent belief that his life was not
worth anything. His depression was demonstrated by a very flat affect, per-
sistent withdrawal from friends and family, strong feelings of guilt at his in-
ability to stop pain and sadness in others, and sadness for himself at what
he perceived to be a life not worth living. As he became aware that he could
not “save” those for whom he cared from their own painful emotions, he
began to have suicidal ideations. He also explained he had experienced a
growing frustration with people whom he believed were only interested in
him because of what he could do for them, and not out of any inherent in-
terest in his own well-being. These thoughts combined to increase his feel-
ings of worthlessness. He often stated that he considered life a “cruel joke”
and that during his darkest periods he believed it was not worth living.

While the early diagnosis of Major Depression was easily reached
within the first sessions or two, the detection of his narcissistic tenden-
cies took a few session to identify. As his overt depressive symptoms be-
gan to decline, the pattern of painting himself as a tragic hero began to
emerge and was the first strong indication of a narcissistic personality.
This tragic hero role was one that Mr. Miller used to engage himself in
the problems of all who surrounded him, personally investing himself in
their solutions as a defense against facing his own distress. This was done
even when there was not a way in which he could realistically help oth-
ers. We explored this tendency, its origins, and its purpose because it was
strongly related both to his depression and characterological issues. As
Mr. Miller’s mood and day-to-day functioning improved, he spent less
and less time and energy engaging in this behavior and began to focus
more intentionally on addressing his own needs. Before therapy, he was
not well aware that his tendency to engage himself in others’ problems
was a way to distract himself from his own distress. As his awareness in-
creased, however, his narcissistic qualities were manifested in a more
classical sense. He began ignoring the impact he made on others as he
sought to address his own issues, and he developed a more openly con-
cerned, and even occasionally suspicious, attitude about the impact oth-
ers would have on him.
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The theme demonstrated earliest in Mr. Miller’s treatment, which formed
the basis of his narcissistic conflict, and which was the primary focus of
therapy, was emotional avoidance and control. He worked diligently to
maintain control of his emotions by suppressing them and avoiding any ex-
perience of them. He was quite intelligent, very introspective, and took
pride in his intellectual abilities. These qualities made him a particularly
good candidate for dynamic, insight-oriented therapy. He was very capable
and willing to do the work, and he participated quite fully. However, he also
frequently used his intellectualization as a defense to shift any uncomfort-
able focus off of himself in session. When asked about what he felt, he of-
ten described how people in general should feel in the situation in ques-
tion, as opposed to how he actually felt. He spoke abstractly about the
experience of emotion, as though it were something applied as an after-
thought to the memory of an event to help one make more sense of what
it meant, instead of being a part of the actual experience of the event. When
pressed to apply these abstractions specifically to himself, he often became
very uncomfortable, rapidly changing the subject to some tangential event
that occurred during the week. Most often these events were ones that were
frustrating to him and provoked some kind of angry response. His focus on
an angry response allowed him to discuss his emotions in a much safer way
than he otherwise could. Additionally, he enjoyed engaging in rather intel-
lectualized discussions about the philosophical nature of emotions, espe-
cially love, hopefulness, and other positive emotions with which he was
least comfortable.

Typically, Mr. Miller used intellectualization as a primary defense in all
aspects of his life, not just in therapy. His pride in his intellect was par-
ticularly strong, and it was during times that he expounded on his logic
for acting in a given way that he was most prone to grandiose statements
about his ability to function in a crisis. However, he used intellectualiza-
tion most frequently to defend against emotional experience. That is,
while he slowly became willing to acknowledge the existence of his own
emotions, and began to recall what he might have been feeling during
past experiences, he was very reluctant to allow himself any emotional ex-
perience in the therapy room. For instance, he spoke of how being emo-
tional could cloud his judgment and ability to act, that he typically acted
as “a purely logical, unfeeling machine,” and that others around him
came to see him as the proverbial “anchor in a storm.” Mr. Miller believed
that his friends and family had become so accustomed to his lack of emo-
tional expression that if he allowed himself to experience, and therefore
express, any emotion apart from anger, they would take it as a sign that
things were terribly wrong. In this way he maintained a very strong belief
in his own importance to others and his ability to affect their lives. He
also believed that if he became emotional, not only would he be unable
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to function and cope with his distress, but those around him would also
be overwhelmed and unable to cope. 

Though the extent of his narcissistic traits did not become evident until
after the first several sessions, there was plenty of evidence that his depres-
sion was exacerbated by certain personality traits that needed immediate at-
tention. For example, his need to prove his worth by protecting others and
himself from painful emotions, but his inability to do so, gave him strong
feelings of worthlessness and guilt. Whenever someone close to him was in
distress that he could not alleviate, he interpreted this to mean that he was
deficient and worthless. This not only increased his depressed mood, but
also increased his internal conflict because he could not tolerate the idea
that he could not do something so important. 

Part of the difficulty I encountered during the first phase of therapy with
Mr. Miller was due to two tendencies indicative of lower-level (i.e., more
maladaptation) character pathology (Kernberg, 1970). The first of these was
that he had a propensity to engage in splitting, seeing many things in terms
of extremes. This was especially true of his understanding of how emotion
is experienced. To Mr. Miller, there were only two types of emotional expe-
riences. With the exception of anger, which was acceptable, he felt nothing
at all or he became so consumed with distressing emotions that he felt over-
whelmed and unable to cope with them. He acted as though there was no
such thing as a pleasant emotion, and the only acceptable alternative to all-
consuming distress was to suppress and deny the emotional effect that the
events of life had on him. Interestingly, even anger was not entirely exempt
from this belief. While he admitted feeling various degrees of anger, he had
reported occasions when he became so angry that he was not able to cope
with it either, and essentially “blacked out,” unable to recall what hap-
pened. He remained fearful of this extreme degree of anger throughout his
treatment.

Mr. Miller worked so hard to suppress his emotions that he was unable
to recognize many negative emotions apart from anger. Therefore, one of
the first tasks of early therapy was to help him differentiate emotions be-
sides anger. As Mr. Miller discussed the times he felt provoked and angry, we
worked slowly to identify thoughts, physical sensations, and other cues that
indicated the presence of other affect. This was accomplished mainly
through empathic validation and mirroring, with some explanation of the
affect I observed as necessary. During these sessions, he began to recognize
his emotions for what they were much more easily. These techniques pre-
sented him with an alternative to his parents’ form of emotional instruc-
tion. He was shown that experiencing his emotions was not something in-
herently dangerous or made him weak, but was a normal and healthy
human experience. In many ways my role became to “re-parent” him in the
experiencing of his feelings.
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These techniques also helped him to make sense of the multiple emo-
tions he experienced, but which he had never been able to parse apart or
cope with. He realized that whenever he was being threatened by some-
thing, he felt scared or anxious. As his previous experiences with such emo-
tions were difficult to understand and often associated with traumatic
events (such as the death of his grandmother), that lack of understanding
and confusion led to an inability to process and cope with them, which be-
came very confusing and frustrating. Unconsciously, part of this anger was
directed toward himself for feeling scared and anxious in the first place. An-
other part of his anger was at others, or at the situations themselves, for the
effects they had on him. His anger also served a similar protective function,
in that when his confusion and frustration were no longer containable, they
were vented in the form of anger. 

The second character-organization quality I observed in Mr. Miller was
his propensity towards a life filled with crisis and turmoil. Each week, al-
most without fail, a friend or family member would have some difficulty,
and Mr. Miller would insert himself into that person’s affairs, taking a very
personal stake in the outcome and in his ability to influence them. It was
in these events that his “hero” persona was used most often; he spoke at
length throughout a number of sessions about how important it was to him
“to protect those who cannot protect themselves.” As he tried to intervene
in these situations, he also worked hard to suppress the experience of any
emotion he felt within himself. 

Another area that was suggestive of Mr. Miller’s narcissistic conflict was
his sex life, though throughout most of therapy he was rather hesitant to
discuss it. Early on, any time that this subject came up he became very quiet
and uncomfortable, rarely giving more than cursory answers and changing
the subject. Even as therapy progressed and he became more willing to dis-
cuss it in general terms, he continued to display a certain hesitance to ad-
dress it in any detail. For example, each week, patients in the treatment
clinic where he was seen are required to complete a forty-five-item ques-
tionnaire that assesses the severity of any symptoms, their activity level, and
their satisfaction with various aspects of their lives. When responding to the
question “I have an unfulfilling sex life,” Mr. Miller rarely ever responded
with the provided options (which ranged in a Likert format from “Never”
to “Almost Always”), and instead wrote in his own response of “Not Ap-
plicable.” Early in his treatment, he explained that a woman to whom he
had some attraction did not necessarily reciprocate his feelings, but would
flirt with him in a way he described alternately as pleasurable and torturing.
He maintained a strong interest in her for several weeks, often interacting
with her despite openly acknowledging that he did not believe the rela-
tionship would develop further. Later, he was asked about an evening that
he had spent with her. He would only reply that it was “a long night.” 

The Case of Mr. Miller 55



Two to three sessions after this event was brought up, he became com-
fortable enough to discuss his ideas about sex in a general sense, explaining
that he maintained a high sense of integrity and honor, and never discussed
with anyone what he and his partners did. He considered it completely pri-
vate business. He reluctantly revealed that he and this woman had engaged
in sexual activity, but discussed the event no further. Mr. Miller’s reticence
to discuss his sex life was suggestive of further narcissistic conflict; as he
identified quite strongly with a traditionally strong masculine character,
which ostensibly would include an active sex life, his discomfort in dis-
cussing it could be taken as suggestive of a discrepancy between the image
he wished to project and the reality of his sex life. By cloaking his reticence
in terms of privacy, dignity, and honor, he could continue to “protect” him-
self and others, maintain his image as the tough guy and hero, and avoid
the discomfort of revealing (either to me or to himself) any distressing emo-
tion he might have felt at such an admission. 

Later in therapy, he became more comfortable with discussing the topic,
and revealed that he was particularly interested in “bondage-dominance-
sadism-masochism (BDSM). Interestingly, he explained that this interest
had helped him understand himself better because of its organization
around explicitly submissive and dominant roles. Typically, he equated a
submissive role (not just sexually, but in life in general) to being made less
than equal, perhaps even less than human, compared to others. In BDSM
activities, he explained that he would partake in dominant or submissive
roles. Yet, he noted that the submissive person actually has control in BDSM
activities due to his/her use of “safe words,” and that the control within the
dominant role was really illusory. He noted that he still preferred the feel-
ing of being in the dominant role, even if the control was an illusion. Yet,
as I thought about these activities, I suspected that he very much wanted to
experience interpersonal relationships in ways in which he could be in a
more submissive role, yet feel safe. In essence, his sexual life suggested how
difficult it was for him to enter into mutually interdependent relationships.

It is important to note that a prominent feature of the narcissistic per-
sonality is the tendency to perceive many incidents in life as intentional
threats or insults, and to perceive them as being of larger import than they
really are. During multiple sessions, Mr. Miller revealed that he felt he had
to be constantly alert for those who would take advantage of or threaten
him, or would take advantage of those for whom he cared. As this topic was
addressed, it became increasingly evident that he was not concerned with
the well-being of those close to him for their own sakes, but about the pos-
sibility of what impact harm to one of these people would have on him. He
cared about others because, in part, he had learned that others could have
an effect on him. Mr. Miller believed that this tendency grew out of his ex-
periences of being teased and bullied in grade school, where others’ com-
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ments engendered a sense that they were exercising some degree of power
and malice over him. As we explored this idea further, Mr. Miller identified
that, during the year prior to entering treatment, he was being manipulated
into providing favors (such as gas or rides) for a couple of individuals.
Though the nature of the things he provided for these people seemed harm-
less enough, his perception of the events was that their intent was mali-
cious, and that he felt weak because he was unable to anticipate their in-
tentions. His distress over being teased, manipulated, and being unable to
entirely prevent these experiences culminated in his suicide attempt, and fi-
nally his reluctant entrance into treatment. 

Another strong indicator of a narcissistic personality is a need to convince
both oneself and others of the individual’s perfection, superiority, or general
lack of weakness. Such individuals often project a persona that is quite the op-
posite of what is felt or feared internally in order to convince others and the
self that there are no internal characteristics that could be perceived as nega-
tive. This was most obvious when Mr. Miller exhibited his image as a streetwise
tough guy, but admitted in session that this was only a disguise to keep others
from knowing his fears and insecurities. Another particularly strong manifes-
tation of this trait that emerged was Mr. Miller’s need to be in total control of
his emotions and any event that might evoke negative emotions. In fact, it be-
came evident that this need for control was at the heart of his narcissistic con-
flict. Mr. Miller first discussed this need to be in control in rather grandiose and
philosophical terms by referring to it as a love of free will. He believed that it
was only right that he should be able to think and act as he saw fit, regardless
of what others would have him think or do. This extended to his emotional
life as well, and he began to see the experience of emotion as a sign of weak-
ness; if he could not control his emotions, he was not acting according to his
will, but was being manipulated by forces outside his control. To counter this,
he had developed a self-image of high intelligence, competence in distress, and
his “hero” persona. Any emotional experience that he was unable to turn on
and off at will was in conflict with this self-image and reminded him of this
perceived internal weakness. Emotions became things to be conquered be-
cause they stood in the way of his free will and ability to control his life. In this
way, not only were the negative emotions themselves upsetting, but the fact
that they had any effect on him greatly upset him as well. 

Several sessions were spent focusing upon the nature of emotions, Mr.
Miller’s ideas about free will and control, and whether or not emotions
were something that could be controlled. Cognitive techniques were used
to explore his beliefs about what different emotions signified to him. Dy-
namic techniques were effective at helping him gain insight into why many
of his strong emotions could be elicited by seemingly small events, and why
having free will and choice were such important ideas to him. Throughout
his treatment he retained a considerable degree of reluctance to engage in

The Case of Mr. Miller 57



Narcissistic Patients 
and New Therapists



him to act emotionally (usually with anger) without having to really feel his
emotions. He could externally express himself in intellectualized, ruminative
ways, as well as behaving in a number of ways that his companions encour-
aged, while not actually having to internally experience the real nature of his
emotions. In this way, the group served a sort of compromise for him. He
could vent his rising emotions in a way that did not threaten his narcissistic
need to appear strong and in control.

After several sessions, Mr. Miller’s acute distress faded, and his mood be-
gan to improve. His increased willingness to examine emotional experi-
ences after they had occurred helped him learn to identify the different
emotions he felt. As he became more able to identify accurately and de-
scribe his experiences, his comfort with them increased. This lead to a cor-
responding decrease in the distress he experienced by admitting the experi-
ence of emotion. He began to be less concerned about others’ perceptions
of his weakness due to having experienced emotion, which improved his
day-to-day mood. He insinuated himself into the affairs of others less often,
and began to reduce the embellishment and grandiosity of his day-to-day
life. However, it is important to note that though he began to express a be-
lief that the presence of emotion was not in and of itself evidence of weak-
ness, he still maintained a high level of discomfort with the idea of actually
experiencing them.

These changes were not without their own growing pains. Kohut (1977)
and Winnicott (1965) have proposed that many narcissistic individuals ex-
perience an incongruence between their internal values or ambitions, and the
way that they externally pursue those values. Some have suggested that bore-
dom, which may lead to feelings of despair, is one of the possible results of
such an incongruence (Svrakic, 1985; Wink & Donahue, 1997). This was
born out in Mr. Miller’s experiences as he made his changes. He had identi-
fied himself as the person who solved everyone’s problems for so long, that
the slow release of the “hero” identity left him in doubt as to who he really
was. His reactions to this natural doubt and uncertainty of course included
the occasional return to old habits. At these times, the motivations for these
returns were discussed and an interesting motive appeared. Like his original
ideas about the absence of distress being equivalent to positive emotion, the
absence of crisis was equivalent to boredom. Mr. Miller believed that if there
was nothing dramatic happening in the lives of his friends or family (and his
own life by extension), there was nothing happening at all. This presented
him with the incongruence between his internal ambition to protect people
(primarily himself) and the external methods that he had used to do so. That
is, Mr. Miller had a very hard time accepting that daily life did not necessarily
entail dramatic events with potentially disastrous consequences, and the lack
of excitement was so opposite to his internalized experience that it was often
unbearable. His identity depended on the presence of a crisis to solve, and the
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absence of a crisis negated his assumed reason for being. A regular, day-to-day
existence was boring, and boredom was equated with an unfulfilled, useless
existence. Mr. Miller’s earliest response to these calm periods was to seek out
some problem to solve. In the beginning he did so more or less deliberately.
He saw it as fighting boredom and stagnation, but frequent discussions about
his choice of friends and places where he spent most of his free time were
compelling enough evidence to help him rethink his pattern of behavior. 

As Mr. Miller’s mood and affect improved, and he began to be more sta-
ble on a day-to-day basis, he developed a very strong fear that some event
would be negative enough that he would be unable to withstand its emo-
tional consequences, and he would relapse into a depression similar to that
which precipitated his suicide attempt. Mr. Miller had become aware for the
first time of what it was like to be relatively happy, and he was simply terri-
fied to lose that feeling. Despite the improvement in his mood and the
gains he had made in therapy, his perception of his vulnerability did not di-
minish. Prior to beginning treatment, others were seen as tools with which
to shield himself from distress and to promote his self-image. Now, he be-
gan to focus more intentionally on his own problems, and others became
seen as obstacles that would stand in his way to addressing his own issues,
and might damage or destroy his new-found happiness. Consequently, he
began to display more overt signs of feeling vulnerable and fragile.

One session in particular served as a good example. He had been in ther-
apy for approximately eighteen months, and his depression had been in re-
mission for almost a year. As he identified the death of his grandmother as
the point at which he had stopped being able to function well, the idea of
the death of another loved one was particularly troubling. During this par-
ticular session, he revealed to me that a friend of his who had herself strug-
gled with depression had taken a relatively large dose of an over-the-
counter pain medication as a “pseudo-suicide attempt.” Despite the fact
that the majority of Mr. Miller’s friends, including the young woman who
carried out the act, considered this to be a cry for help and attention, he in-
terpreted it as a legitimate attempt to commit suicide. He was convinced
that should she have been successful at taking her life, he would have been
entirely overwhelmed by grief and unable to function indefinitely. Mr.
Miller’s interaction with and response to his friend (who I will refer to as
Ms. Smith) when he learned about her actions was as follows:

Mr. Miller: “I’ve heard you did something stupid the other night.”

Ms. Smith: “Yes. I got real depressed, and decided to take a bunch of pills. I
thought about killing myself, but it really wasn’t serious.”

Mr. Miller: “How could you do something like that? If you ever do anything
like that again, I’ll never speak to you again!”
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When Mr. Miller related this to me, and I asked for his ideas about such
a response, he responded that he knew that he “wouldn’t be able to handle
it if the worst happened. I just wanted to let her know how scared I was, and
to distance myself from her so that if something did happen, it wouldn’t
hurt as much.” As we began to examine the event in detail, it became in-
creasingly clear that Mr. Miller’s first concern was not for his friend’s well-
being, but his own. Though he acknowledged the difficult position in
which she must have been, and despite the fact that he had been in similar
circumstances, he was unable to empathize and respond in a way that ex-
pressed concern for her difficulty. Instead, he perceived that her action was
a threat to his newly improved mental health.

Despite Mr. Miller’s under-developed sense of self-efficacy, and his fears
that distressing events would cause him an overwhelming amount of pain,
he found that he had learned to withstand much of the pain he feared. One
year into therapy, Mr. Miller learned that his other grandmother had devel-
oped a number of health problems that threatened her life. For several
weeks, he was uncertain whether or not she would live, and questioned
whether he would be able to withstand his grief. She lived for another year
while undergoing chemotherapy treatment for cancer, but eventually
stopped her chemotherapy and prepared to die. Mr. Miller spent three
weeks uncertain of how he would react. During the funeral and weeks fol-
lowing, he continued to fight the tendency to suppress his emotions at
home and around his friends and family. In therapy, he was much more
willing to allow himself the experience of his grief. He also was able to dis-
cuss his feelings with his mother, which he had always been reluctant to do
before. Through these experiences, Mr. Miller learned that he had more re-
silience than he had ever believed and showed a significant increase in the
confidence he had in his ability to cope with difficult events. 

One of the most gratifying improvements Mr. Miller made came after two
years in treatment. Throughout therapy, his attitude toward me remained
somewhat detached. As someone who often saw others as threatening, de-
veloping trust was something that was difficult for him. Though he never
admitted to difficulty trusting me with anything specific, it seemed as
though it took the majority of our time together for him to feel comfortable
enough with me to become vulnerable in session. For him, there was per-
haps a difference between the knowledge that my role as a therapist would
prevent me from taking advantage of him or in some way breaking confi-
dentiality, and the comfort that comes with believing that I only had his
best interests at heart and would not judge him harshly. In exploring this,
he realized that I bore some resemblance to many authority figures in his
life, in that I played the role of someone with experience and expertise. He
stated that it was very difficult for him to admit he needed therapy. He
added that it was difficult for him to come to terms with the notion that he
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needed someone else’s input on what was best for him, just as it was often
difficult for him to accept that his parents could know better than he what
was best for him. He was aware that there was a distinct difference between
myself and other figures, such as his parents. 

Throughout nearly three quarters of his time in therapy, Mr. Miller main-
tained an attitude of collegiality such as one might find between coworkers
who only meet in the workplace. Though he grew to be able to discuss
deeply personal things, they were always framed with a bit of emotional
distance. Eventually however, he revealed he felt more comfortable hearing
remarks he might perceive as criticism from me than from parents. This in-
formation indicated that in his transference experiences, he saw me in dif-
ferent roles at different points in his therapy—at one point, I was like a par-
ent, and at other times I was like an equal. At times, he saw me as one who
provided instruction, mentoring, guidance, and perhaps even a protective
function that children often see in their parents. At other times, he related
to me very much on the level of a colleague, or perhaps as a supportive
friend, with whom he could share difficult information without the antici-
pation of a punitive or disparaging reaction. Also, he became able to grieve
openly in front of me over his grandmother’s death, and to tell me that he
had been able to do the same with a few close family members. He relayed
that, though it was still difficult, he did not see displays of emotion as weak-
ness, if done in the right place and time. While he still maintained a sense
that frequent display of emotion was a sign of weakness, his views of how
weakness and emotion related to one another had shifted and now allowed
him to process distressing events in a healthier way. 

By this point in Mr. Miller’s therapy, he had made great strides to address
the issues that had given him so much trouble. He continued to struggle
from time to time with his willingness to experience emotion and with his
need to be in control of his emotions and reactions to things. He became
much more comfortable with the notion that he changes and responds to
events in the world, just as parts of the world change and respond to him,
resulting in a dynamic relationship in which he is not always in total con-
trol. His experience in grieving for his grandmother showed him that his de-
pressive emotions do not last forever, and gave him an increased sense of
ability to manage them, leading to an increase in his sense of self-efficacy.
Also, the frequency of his embellished stories decreased significantly, and he
was much less likely to discuss things in abstract and intellectualized ways,
instead being more able to make direct applications to himself. Though he
continued to view others primarily in terms of the effect they might have on
him and to be mildly suspicious of many, he also made great progress in be-
ing more trusting, genuine, and open with those to whom he was closest. 

In contrast to these gains, he had much greater difficulty developing a stable
sense of self-identity without the “hero” persona. A number of sessions were
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spent discussing the importance of this role and what it provided to him. For
example, he was quite concerned whether any characteristics of the “hero,”
particularly the degree of care he professed to have for others, was really a part
of his identity or if it was something he fabricated as part of the “hero” and
now discarded once it was no longer useful. A review of his concerns and be-
haviors of the last several months since he had diligently begun to shed the
“hero” showed him that he was indeed quite concerned about the welfare of
those close to him. Therefore, he was able to accept that some of this persona
was grounded in his true identity, and this served to ease some of his concerns
and solidify his sense of self to some degree. While I remained uncertain about
how much of his concern for others was out of legitimate interest in their well-
being, or out of a need to protect himself, he showed genuine improvement in
how he related and understood them. 

COUNTERTRANSFERENCE

Much of the understanding of Mr. Miller I had was born out of the coun-
tertransference experiences that I had throughout the course of therapy. He
was my first long-term patient, and the feelings I experienced during this
time included excitement, interest (that approached amusement), bore-
dom, frustration, and empowerment. Each of these gave me a bit more in-
sight into his case, as I was able to use my reactions as ways to understand
how others experienced him and the internal experiences he projected onto
me. They also served to inform me of how my own experiences shaped the
way that I would react to a narcissistic patient in ways that I could never
have anticipated prior to working with Mr. Miller.

One of my earliest reactions to Mr. Miller’s presentation was amusement.
Often, his grandiose stories of fights, car races, drinking, and other activities
seemed to be meant to convince me how tough and masculine he was. Con-
sistent with many who have narcissistic conflicts, he acted as though he had
something to prove to me—a need to show me how “together” he was in
many aspects of his life. Part of what was interesting was the incongruence
between his age/intellectual development and his boyish presentation. I of-
ten felt that he was trying to draw from me some type of approval or ac-
knowledgment of how well he was able to perform these behaviors, and to
establish either equality, or dominance with me. Despite his rather well de-
veloped intellect, he worked hard to impress upon me his ability and com-
petence in a way that was reminiscent of a boy trying to demonstrate to his
father or older brother that he could be independent and capable, while try-
ing to win approval and acceptance at the same time. Due to this pull for a
parental type of interaction, I realized to a better degree how little emotional
nurturing he had experienced and how much he seemed to crave affirmation
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from a perceived parental/authority figure. At the same time, I remained con-
scious that in his narcissistic conflict it would be very difficult for him to rec-
ognize this craving, which therefore impressed upon me the amount of work
we needed to accomplish. 

I also realized that my amusement at his behavior and tendency to see
him in a childlike light indicated a need of my own to be seen as a nurtur-
ing and caring person, much like a parent. It was important to me, not just
as a therapist, but personally, that he come to trust me. I saw that this desire
reflected a slightly idealistic belief I held about therapy—that all patients
should like me and that I should be like a good parent. However, if I were
not careful, I would begin to interact with and think of him as a child.
Should he perceive me as treating him like this, his need to feel independent
and competent could be challenged before he was ready and could damage
the therapeutic alliance. It also could mean that I would reinforce his child-
like sense of self and my need to be viewed as a kind, caring, parental figure.

Mr. Miller’s crises also had an interesting effect on me. During the first
phase of therapy, when they occurred on a weekly basis, it was quite easy for
me to address them as patterns of behavior that allowed him to ignore his
own problems by focusing on whatever outward event had taken place that
week. I began to understand a little more deeply the value they had to him,
as I found myself looking forward to hearing what he had engaged in each
week. For my own part, discussions of them gave me some sense of satisfac-
tion in that I felt I was finally getting to apply my years of classroom train-
ing to a real case, with a real person, who had real problems. I felt that my
choice to become a clinician had been validated by the fact that I genuinely
enjoyed working on a case that I knew was difficult, yet not overwhelming. 

However, as he began to recognize the tendency of his crises to distract
him from his emotions (and he began to regulate his reactions more effec-
tively), there began to be lulls in the therapy where he reported very little
from his daily life. These sessions were often slow, tedious, and boring. The
fact was that his crises had made for easy subject matter, and even being
able to point out this pattern was a relatively easy job. More difficult was
the job of focusing therapy on the core issues of control and the loss of
identity that he experienced with the reduction of the “hero” persona with-
out these diversions. My frustration and boredom became a signal to me
that he might be experiencing something similar. As he had given up a key
component of his identity in the “hero,” he was experiencing a significant
degree of frustration as he struggled to understand who he really was and
whether anything he had held onto in that persona was real. Also, as he ex-
perienced the lack of crisis in his life as boring, he projected an air of bore-
dom into the sessions. In my interactions with him, I had become accus-
tomed to frequent crises that could be exciting from a clinical standpoint.
This absence of crisis was in some ways as dull for me as the therapist as it
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was for him as the patient, and we both became quite aware of the absence
of excitement. 

During these sessions, my mind would easily wander to other subjects.
Sometimes I would miss something of importance that I only later recog-
nized during supervision or examination of the video recording. As a way to
compensate for these therapeutic missteps, I would begin to read more into
some statements than may have been there, to make interpretations that
were not as well founded as others, and to want to push his therapy faster
than he was prepared for in order to feel that we were making progress again.
As the week-to-week progress of therapy slowed, it was easy to consider ter-
minating his treatment. After all, he had made progress, he was more stable,
and his depression was in remission. However, when voicing these concerns
to my various supervisors (of which I had three over the time I treated him),
they often had similar responses to the effect that the most difficult work was
still to come because we were now having to focus on his self-examination
with fewer distractions. Up to this point he had been able to successfully de-
fend the distress that would come with the deep and difficult examination
of his core problems. Even as necessary as the first stages of therapy were,
they were easier for him because they did not probe as deeply, and he was
more aware of how much distress they were causing than he was of these
more deeply seated issues. Had therapy been terminated at this point, he
might have regressed into the same behavior that had led him to therapy in
the first place and lost the progress of the previous months.

A particular supervisor remarked that the boredom or amusement I felt
when listening to some of Mr. Miller’s stories was likely indicative of the
way others in his life experience their time with him. I was advised to use
this by imagining how I would react if I were simply one of his friends or
acquaintances as these reactions might then shed light on how he would in-
terpret the actions and intentions of others. For instance, as I grew bored
and disinterested with his stories, I imagined that as an acquaintance I
might simply leave or stop interacting with him for a while, leaving him
with a sense of abandonment. If I felt amused, I could see how others might
try to manipulate him into fulfilling some other role, or treating him like a
child, leaving him feeling resentful and angry. In those cases, I could better
understand how he might feel ostracized or suspicious of others’ motives,
and how his need to prove himself might be reinforced in order to com-
pensate for the conflicting feelings of weakness that accompanied a realiza-
tion that others could affect him. I also learned that narcissistic individuals
are likely to be charming and engaging at first, but as one gets to know them
better, some of their traits will become tiresome and even grating. 

An area in which I had some difficulty managing my responses in effective
ways was in regard to Mr. Miller’s intellectualization. As a student accus-
tomed to discussions about abstract or theoretical ideas, it was easy for me
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to inadvertently accompany him into one of his intellectualized tangents
about the nature of this emotion or that. When doing so, I would allow him
to continue ignoring the personal impact of that emotion, and would inad-
vertently signal that it was acceptable for him to continue ignoring it. In fact,
it took several sessions before I was able to recognize that I was doing this. En-
gaging in intellectualized discussion gave me a false impression of our
progress; I would have the sense that we were doing therapeutic work while
instead encouraging this tendency and actually holding back progress. In this
way, I could easily understand how intellectualization made Mr. Miller feel
better about things. He could use his more developed intellectual abilities to
mask his underdeveloped emotional abilities, convincing himself that he was
responding appropriately to his surroundings without realizing that he was
stagnating his emotional growth. Also, I had a false sense of my own ability
to conduct productive therapy. His need to feel able and competent in his ex-
periences pulled for a similar reaction in me, in that my own needs to feel like
a productive therapist were being met by this false sense of progress.

SUMMARY

Like many patients, Mr. Miller’s course through therapy began with diagnosing
and addressing a relatively obvious problem with depression, but his depres-
sion was quickly found to be influenced by a number of characterological
problems. Many of his childhood experiences influenced these traits, includ-
ing his parents’ attitude toward the display of emotions, his and his father’s re-
spective physical disabilities, and the deaths of friends and family members.
These experiences taught him that emotions were painful, damaging, and were
to be avoided. Mr. Miller’s narcissistic conflict was demonstrated by his fre-
quent attempts to uphold a self-image of perfection that focused on being im-
pervious to and controlling of emotion. He suppressed his emotions, and fo-
cused on solving the problems of others around him in order to avoid his own
issues and to reaffirm his self-image. Additionally, he was likely to perceive
even innocuous instances as personal threats, often acted impulsively and ag-
gressively to these perceived threats, and spent considerable energy in therapy
embellishing the details of these events in order to establish his image as a
tragic hero. Other characterological issues Mr. Miller displayed were strong ten-
dencies of splitting in his thinking, and weekly melodramatic crises. 

Therapy lasted over two years and was successful in resolving his depression,
and in addressing a number of his narcissistic tendencies. He became aware of
his attempts to avoid facing his issues by focusing on others, of how the sup-
pression of his emotions made it difficult for him to cope effectively with dif-
ficult events, and of his propensity to interpret things in extremes. His daily life
became increasingly stable, and his ability to cope more effectively with dis-
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tressing events improved significantly, as did his ability and willingness to rec-
ognize and experience a wide range of emotions. Despite many gains, he oc-
casionally perceived threats where there were none, having difficulty forming
trusting relationships. He also continued to be wary of emotional experience.
Though his tendency to perceive them as inherently threatening was reduced,
he remained uncomfortable with allowing himself to experience them.

My experience of Mr. Miller led to a wide range of my own feelings and
reactions, including amusement, boredom, empowerment, and attach-
ment. Each of these experiences served to give me increased insight into
how others experience their time with Mr. Miller and how he might re-
spond to them in turn, as well as a better understanding of his own experi-
ence as he projected many of his internal processes onto me during the
therapeutic process. These experiences also taught me a great deal about
how my own background and issues would affect my ability to conduct
therapy, both in positive and negative ways. 

NOTES

1. The author would like to express his appreciation for the supervision and guid-
ance provided in this case: Dr. Norman Gordon & Dr. Tamara Penix. 

2. Interestingly, Mr. Miller’s mother never initiated a discussion of his case with
me, and it was only necessary for me to discuss the case with her in order to try to
corroborate some of his more incredible stories. She did not seem to need to know
the details of his progress, outside whatever he discussed with her, and the need for
her involvement was primarily on his side.
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CASE DESCRIPTION

Mr. Schultz was a fifty-year-old, unemployed single Caucasian male with a
4-year degree in liberal arts. He gave the impression of being an intelligent,
articulate, highly verbal and well-read person. Decades before coming to
our clinic, Mr. Schultz underwent therapy at another university counseling
center for over a year. He described the experience as helpful and named it
as one of the reasons for coming back. He was self-referred to the univer-
sity’s training clinic seeking help for low self-esteem caused by unresolved
childhood traumas, conflicted relationship with parents, and an inability to
keep jobs. In his past treatment over the course of two years, he cycled
through several student therapists who tried a variety of approaches with
him, including behavior therapy and acceptance and commitment therapy.
With few exceptions, his symptom severity indices on a brief symptom as-
sessment instrument routinely administered at the clinic were consistently
below the clinical cutoffs. Nevertheless, he insisted on continuing to see his
therapist, even requesting multiple sessions per week on occasions. He de-
veloped a reputation of being a challenging, long-term patient—a difficult
case to conceptualize that elicited lasting countertransference feelings in his
therapists. 

At the time I contacted him over the phone to schedule an appointment,
he had been on the waitlist for three months after his previous therapist
had left the clinic when she finished her training. He expressed concerns
about getting a male therapist, as he was promised and expected a female
therapist. Finally, after some hesitation and reviewing his availability, he
agreed to see me, and we set up an appointment for the same day. Half an
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hour before the scheduled time, he called in and cancelled the appoint-
ment. 

When he finally came to the clinic a few days later, he appeared nervous
and uncomfortable with the situation. He described his presenting problem
as ongoing feelings of shame, self-doubt, and insecurity that had been
haunting him since childhood. Mr. Schultz attributed this symptom cluster
to the way his parents had been treating him. He grew up in a family envi-
ronment where harsh, undeserved criticism, unpredictable anger outbursts,
and generally cold, demeaning parenting were the norm. He used the
metaphor of a “monkey on his back” to capture the nebulous set of negative
emotions that he developed and that kept him from succeeding in several ar-
eas of life: school, career, romantic relationships. On the positive side, the
way his core issue was symbolized indicated an indirectly expressed belief
that the trauma history had not become an organic part of him. Rather, it
was conceived as an external entity that, although attached itself to him and
was parasitizing on him, had not become part of who he was. I interpreted
this vivid expression of a mental separation between the self and pathology
as a positive predictor of treatment outcome. Moreover, his ability to for-
mulate a coherent narrative into the nature and origin of his psychopathol-
ogy and his willingness to seek treatment for it was indicative of a high level
of insight and motivation to change. The goal of therapy was clear: decrease
the influence of this metaphorical monkey on Mr. Schultz’s life. The path to-
ward it turned out to be long and convoluted, with many turns and stops,
and psychological sprinting and dragging of feet.

Initially, sessions were spent discussing his frustration with switching
therapists, which centered on the fact that he had to start telling his life
story all over again. He asked me if I had read his clinical records care-
fully, so that we could save time on his self-narrative. As he started shar-
ing the narrative of his life with me, occasionally he paused and made a
comment such as, “But I assume you already read about this” with a half
smile on his face. Occasionally, he went as far as dropping off printed ma-
terial for me to read at the front desk of the clinic between two sessions.
These consisted mostly of printouts of his e-mail correspondence with
important people in his life such as business partners, women he liked,
and professionals. He wanted to check the appropriateness of his com-
munication before (and sometimes after) he would actually send out the
e-mail. Other times, he offered classic movies for me to watch to enhance
my understanding of his complex case. He handed over the tape or DVD
with a wide smile saying, “You’ll enjoy this.” He seemed oblivious to the
boundary issues implicit in these gestures (i.e. him assigning homework
for me) that were characteristic to the early stages of therapy. I understood
his attempts to exert an inappropriate amount of control over the sessions
and crossing the lines of socially defined roles as a compensatory mecha-
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nism meant to offset his anxiety and even out the perceived power im-
balance between us.

During the first few sessions, Mr. Schultz told long, elaborate stories on
topics seemingly unrelated to the presenting problem. These digressions
took up most of the sessions, leaving little time to address the issues that
brought him to therapy. He talked about current trends in macroeconom-
ics, architecture, his interest in corporate decision-making, and a host of
other highly abstract, neutral concepts. He seemed knowledgeable about
topics and frequently used a didactic tone, asking me if I was familiar with
something he was talking about or simply stating that I probably did not
know what something meant. He then took the time to explain things to
me and seemed to enjoy teaching me new things. 

He also frequently mentioned his previous therapist, detailing how much
she helped him understand himself in the context of his past. He spoke
highly of her and repeatedly quoted a couple of interpretations she made
about him, emphasizing how well they captured the essence of his condition,
like “Your parents didn’t want you to fail, yet they didn’t want you to succeed
either.” I carefully monitored this tendency to idealize others in an effort to
collect clinical observations to support my diagnostic conceptualization.

Following the initial period of ambivalence and awkwardness, however,
the therapeutic relationship developed quickly and continued to improve
throughout the time we worked together. The tangential stories were grad-
ually waning, as more and more of later sessions were spent discussing clin-
ically relevant, emotionally charged episodes from his far and recent past,
and their implications on his life. After just a few sessions, Mr. Schultz be-
came comfortable talking about his childhood traumas, current failures,
and the discouraging prospects he was facing looking into the future:
searching for a job without an ascending career path or even a solid work
history or marketable skills, approaching retirement age with no savings,
and trying to date interesting, “high quality” women without any impres-
sive educational, occupational or financial achievements of his own. 

Based on his clinical history, current presentation and pattern of symptom
severity measured by a standardized rapid assessment instrument, he did not
qualify for any major Axis I diagnosis. However, there was a consensus
among student therapists and supervisors familiar with his case that he had
an Axis II condition. He did not clearly match the DSM-IV criteria for a Nar-
cissistic Personality Disorder (NPD), so I diagnosed him within the DSM-IV
framework as Personality Disorder NOS with narcissistic features. 

From a psychoanalytic perspective and in agreement with Gabbard
(2000), I conceptualized Mr. Schultz as someone having prototypical nar-
cissistic conflicts, falling somewhere in between the normal levels of nar-
cissism that all people experience and a more severe form of NPD, charac-
terized by a total lack of genuine interest in people and frequent, cold
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devaluation of others. He displayed some of the core traits that Akhtar and
Thomson (1982) used to define NPD: he had unrealistic goals; he could
not tolerate imperfection and desired admiration, although this last trait
manifested itself in unusual ways. For instance, he liked telling stories that
presented him in a favorable light, but at the same time he was reluctant to
accept overt positive feedback from me. Following the more conceptual def-
inition of pathological narcissism given by McWilliams (1994), Mr. Schultz
fully fit the description: his identity and self-esteem was dependent on ex-
ternal validation, and his central conflict revolved around feelings of shame
and self-doubt. To further refine his clinical profile, Wink’s (1996) observa-
tion of narcissists also was relevant: he was chronically bored and dissatis-
fied with his work, and it was apparent that having a career served his need
for self-affirmation rather than earning a living or following his intrinsic
motivation in a given occupation. 

As treatment progressed, and important details about his inner life were
revealed, I incorporated multiple perspectives on NPD to build a case con-
ceptualization of Mr. Schultz in an attempt to capture his complex presen-
tation of symptoms. As the introductory chapter of this book delineates, the
two most influential theorists of NPD, Kernberg and Kohut, agree that nar-
cissism stems from an overcompensation for unmet needs during early de-
velopment; however, their clinical conceptualization diverges at points, cre-
ating important differences in a treatment approach. I felt that a synthesis
of their theories was needed to effectively address the complexity of my pa-
tient’s psychopathology. 

In accordance with Kernberg (1967), I believed that caregiver relations,
chronic emotional deprivation, and repeated parental rejection were causal
factors in Mr. Schultz’s narcissism. His displayed grandiosity was an inac-
curate, yet necessary, fantasy to retroactively compensate for these damag-
ing early experiences. In his adult life this clinging to a desired, unrealistic
self-image became a constant source of conflict and disappointment, and
interfered with his interpersonal, occupational and emotional functioning.
One of my treatment objectives was to gently, but systematically, confront
and challenge this personality structure. I expected that a growing insight
into the narcissistic compensatory mechanisms and their maladaptive na-
ture would eventually produce clinically significant changes in his overall
functioning.

I also relied on Kohut’s (1968) approach to NPD, as I found it useful in
conceptualizing several aspects of Mr. Schultz’s presentation. The basic as-
sumption remains the same: the lack of parental empathy during childhood
contributes to a developmental arrest that later in adulthood manifests it-
self in narcissistic conflicts. Parents treat children as narcissistic extensions
of themselves rather than autonomous individuals. Consequently, as
adults, these children continue to rely on others for their excessive need for
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validation (Kohut, 1968). In addition to this narcissistic dynamic of the
“looking glass self,” Mr. Schultz’s parents were constantly disappointed in
their son and expressed their rejection in multiple ways through verbal
abuse, withdrawing much needed emotional and material support, con-
stant criticism, and neglect. Kohut (1968) postulated that some of the ba-
sic narcissistic conflicts are part of normal development—they only became
dysfunctional if they went uncorrected, as the person was deprived of op-
portunities for healthy self-correction anchored in reality. I saw this as a ma-
jor goal of therapy: to provide the patient with a chance to reexamine his
reactions, assumptions and urges that were caused by early emotional dep-
rivation and became the cause of his current pathology. Kohut (1968) ad-
vocates for a nurturing approach to treatment: instead of focusing on de-
constructing and rebuilding a pathological personality structure in an
inevitably confrontational manner, the therapist should provide some of
the validation and support that the patient was lacking as a child. 

Given the mixture of overt and covert narcissistic dynamics present in Mr.
Schultz, I also tried to tailor my treatment to respond to this divergent symp-
tomatology. Like many others, I believe that Kohut’s (1984) sharp distinction
between a confrontational and an empathic approach to narcissistic patients
is a false dichotomy. Actually, I am convinced that alternating these two ther-
apeutic styles was necessary for progress. I switched between the two ap-
proaches to adjust to the patient’s presentation at any given time. During the
early stage of therapy, I followed Kohut’s approach, as I found it necessary for
building a strong therapeutic relationship. As my alliance with the patient was
strengthening, however, I gradually shifted to a Kernbergian style, starting to
point out and challenge some of the patient’s assumptions, desires, and in-
terpretations. Although initially these confrontations were very subtle and of-
ten took several sessions to unfold, eventually the patient was able to tolerate
and benefit from overt challenges to his ideas and statements.

Mr. Schultz fit Kohut’s (1977) description of the prototypical narcissist in
several aspects of his personality functioning: he displayed both defensive
and compensatory structures, a general motivational deficit due to his pre-
occupation with unrealistic goals, and gave the impression of an idealistic
adolescent whose thinking was not synchronized with the demands of real
life. He called this symptom constellation pseudovitality: puerile enthusiasm
that does not translate into mature productivity. 

Kohut (1977) also provided criteria to evaluate the patient’s readiness for
termination. According to him, therapy could be considered complete
when one of two goals has been completed. First, the primary structural
deficit was exposed, processed and functionally restored. Second, the pa-
tient developed an understanding of and an ability to manage his emo-
tional reactions that previously contributed to his core symptomatology. Al-
though I found it difficult to unequivocally evaluate the degree to which
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either of these goals was fully achieved, I am confident in saying that Mr.
Schultz made clinically significant progress towards both of them.

BACKGROUND INFORMATION

Mr. Schultz lived at the periphery of a Midwestern college town in govern-
ment subsidized housing and had been chronically underemployed. He
was the oldest of three sons and a daughter. During therapy, he shared very
little information about his siblings. Instead, he focused on his parents
while discussing his family. Growing up, his parents made sure to meet his
basic material needs (food, shelter, clothes, health care), but otherwise he
described the family environment as emotionally deprived at best, abusive
at worst. 

His early memories centered on the effects of a hostile family environ-
ment on his emotional development. He said he could only remember neg-
ative interactions with his parents. Regarding his father, he repeatedly
stated: “I have no positive memories of my father. I have no negative mem-
ories of him either. He just simply wasn’t there.” This statement was con-
tradicted by some of the anecdotes he told later in the therapy, which sug-
gested that the father was a passive, yet unequivocally negative, influence in
his life. Once he asked his father to teach him how to repair his car, which
had broken down. He looked up, and said he would fix it himself later, as
it was better not to involve his son— he would only slow him down. He
also told his son not to touch the car, because he would likely make the
problem worse. 

This message of inadequacy was a recurring theme and penetrated the
parent-child communication in Mr. Schultz’s family. Through the years, this
demeaning parental voice became internalized and became the “monkey
on his back,” his favorite image to describe his condition. This self-doubt
had haunted him throughout his adult life. Interestingly, despite the perva-
siveness of the trauma experience, he was able to detach himself from this
sense of inadequacy and identify it as an acquired condition that could per-
haps be deconstructed in therapy. Having preserved the duality of his sense
of self and the developmental influences on him placed Mr. Schultz in a fa-
vorable position to change. He realized that his current self did not equal
the sum of his experiences. Rather, he was an autonomous person who was
determined to override some of the effects of his past.

Mr. Schultz described himself as a loner since he was a child. His early
years were spent trying to escape the emotionally toxic home environment
and spend as much time with his grandparents as he could. Inadvertently,
he believed that these early experiences led him to becoming an introvert—
a withdrawn child with an acquired “social startle reflex.” He learned to be
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suspicious with people and anticipate hostile interactions. As a coping strat-
egy, he adopted the “hit before you get hit” philosophy: when he became
insecure in a social situation, he went on the offense by making sarcastic,
mildly aggressive comments. Thus, even though he perpetuated a negative
atmosphere around himself, he at least felt in control. I pointed out that,
although this was a reasonable coping mechanism given the circumstances,
as an adult the same strategy became counterproductive. He concurred, but
this theme became dormant again for several more sessions until current
life events brought it back to his focus.

Both of his parents had a significant history of trauma. As a child, his fa-
ther witnessed the death of his father (Mr. Schultz’s grandfather), allegedly
while he was trying to save his son’s (Mr. Schultz’s father) life in a motor ve-
hicle accident. Mr. Schultz had to reconstruct the story from hints divulged
by other family members, as his father never talked about this to him—or
anything else with emotional significance, as a matter of fact. I asked him if
this incident and the secrecy in which it was wrapped helped him under-
stand the father’s personality, why he appeared to be a cold, withdrawn
man who avoided contact with his children. Although he acknowledged the
significance of the event, and paused for a moment, he did not seem to con-
sider the hypothesis that his father’s traumatic childhood could account for
the dysfunctional behaviors that a generation later scarred him. 

The patient’s family history revealed that the maladaptive tendencies he
described extended at least two generations back in time. His maternal
grandparents were married because of an unwanted pregnancy—which is
how his mother was born. Although the marriage was based on a dissonant
relationship in which both of the spouses were unhappy (and her grand-
mother even contemplated a divorce), her physician advised her to stay
married, given single women’s financial fragility at the time. In Mr. Schultz’s
interpretation, his grandparents perceived his mother as the cause of the
unfulfilled, erosive marriage. 

Based on Mr. Schultz’s description, his mother may have had some severe
Axis II conditions herself. During his childhood, she was constantly jealous
of her son because of the attention and affection he received from others,
especially her parents. Likewise, she was generally unresponsive to her chil-
dren. Even when she tried to show interest and affection towards her son,
Mr. Schultz believed that she did so mostly to appear as a good parent to
others, and did not seem to be aware of or concerned with the actual result
of her actions. One time when Mr. Schultz was in the fifth grade, his mother
brought a cake to school to celebrate his stage appearance in the class
drama club. Although this seemed like a sign of affection, Mr. Schultz re-
ported feeling very uncomfortable, wishing that he “simply wasn’t there.”
This was partly because he was not used to his accomplishments being cel-
ebrated. But more to the heart of the matter, Mr. Schultz was bothered by
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how oblivious his mother to his discomfort over her actions and was actu-
ally taking pride in her public display of her motherly love at his expense.

A pervasive trauma of his early years, the mother’s insensitivity remained
unchanged well into Mr. Schultz’s adulthood. Over the years, Mr. Schultz
made repeated attempts to maintain at least a minimal contact with his
mother, but was always met with rejection and demeaning remarks. She did
not tolerate the slightest form of disagreement, a trait that made it virtually
impossible for her son to establish any meaningful interactions with her. It
struck me how, even in the face of mounting evidence that his mother was
incapable of love or even being amicable toward her son, Mr. Schultz never
gave up trying to create new opportunities to achieve a desired resolution. 

His parents eventually divorced, and his father remarried. Regrettably, the
stepmother essentially replaced his mother in the sense that she was equally
rejecting. She was overtly and overly critical of her stepson, pointing out his
perceived weaknesses as often as she had a chance. Moreover, she did every-
thing she could to further widen the gap between him and his aging father.
Despite the hopelessness he felt in this situation, Mr. Schultz tried to main-
tain at least a superficial relationship with his father. Once again, his efforts
were largely unsuccessful and were further complicated by the increasing
hostility of the stepmother, who exhibited paranoid delusions, and the pro-
gressing dementia of his father. When asked why he subjected himself to
the perpetual humiliation and verbal abuse that came with his father’s com-
pany, he said he was hoping that maybe one day things would turn around,
and his father would finally accept him. 

As therapy progressed, I was able to learn more about Mr. Schultz’s child-
hood and adolescence. He spent his childhood wrestling with feelings of
shame and rejection, while trying to discover who he really was. He coped
with the emotional void created by his unresponsive parents by retreating
to loneliness, where he felt safe. His favorite activities involved taking long
walks in the woods, swimming in the lake by the grandparents’ house, and
developing hobbies that required social isolation, such as building model
toys and snorkeling. It was apparent from his stories that he was not avoid-
ing people per se. In fact, he craved the company of warm, accepting, in-
spiring adult figures. Yet his life situation led him to cope by escaping the
noxious influence of his primary caretakers. Forced into loneliness by his
circumstances, Mr. Schultz tried to make adaptive choices that would help
him restore his emotional balance. Nature offered a convenient refuge for
him during times of intense distress. However, his secessions were not al-
ways idyllic. The unmet needs for love and repressed resentment for ongo-
ing emotional abuse sometimes surfaced in displaced aggression. For in-
stance, his grandfather had an air gun and taught him how to use it.
Subsequently, target shooting quickly became an obsession of his. He spent
much time practicing, so that he became quite good at it. In his grandfa-

76 Laszlo A. Erdodi



ther’s backyard there were piles of organic waste that attracted little birds in
search for food. Mr. Schultz would take out the gun, and shoot them down,
one by one. He recalled feeling a strange satisfaction after shooting the for-
aging birds—innocent little beings feeding on human waste. As he was de-
scribing this, there was no sign of any sadistic gratification. On the contrary,
he seemed disturbed by his own past behavior and was searching for a
meaningful explanation. He interpreted the scene as a symbolic attempt to
put an end to his own misery. “I was those little birds,” he said: insignifi-
cant, fragile, trying to survive in a deprived, hostile environment and ex-
posed to unpredictable victimization.

The motif of target shooting surfaced a few more times in the patient’s
self-narrative. One day his father took him to a state fair and became re-
sentful when his son outperformed him in a target shooting game. Mr.
Schultz described this event as being the way in which he came to have a
“fear of success” throughout his early years. Even when he excelled at some-
thing, he was indirectly punished for it, as his success activated his father’s
insecurity, who responded by verbal degradation. Trapped in the impossi-
ble situation when both his achievements and failures elicited the same
negative reaction from his parents who felt compelled to constantly criticize
him, Mr. Schultz developed an ideation of grandeur in an attempt to rise
above the situation. 

His younger brother was facing similar pressures. At age nineteen, he
committed suicide by hanging himself on a hickory tree in the backyard of
the parental house. Even though the two siblings were fairly close as chil-
dren, and he tried to protect the younger one from the negative parental in-
fluence as much as he could, Mr. Schultz only briefly mentioned the cir-
cumstances of his death. Later in therapy, he became tearful while talking
about the tension and emotional void he experienced at home and asked:
“What were my options? My brother couldn’t take it any more, and he had
his own way of ending it.” My comments about his resilience and survivor-
ship did not elicit any further response. His words dried up with his tears,
and I wondered if this was the first time he had ever contemplated this pos-
sibility. He was similarly brief about his other brother, who severed his re-
lationship with Mr. Schultz for reasons he did not discuss. He had not had
any contact with him for over fifteen years. 

After graduating from high school, Mr. Schultz went to college. Following
his father’s refusal to sign some documents that were needed for him to ap-
ply for financial aid, he had to finance his own education. And, despite hav-
ing to work to support himself and pay for school, Mr. Schultz graduated
on time with a degree in social sciences. He enjoyed the vibrant intellectual
and social atmosphere of the college campus. He developed life-long inter-
ests in politics, anthropology, arts, economics, and sociology—all revolving
around the concept of understanding human interactions at a systems level.
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Years later he went to graduate school, but dropped out because of the dif-
ficulties he faced in a statistics class. He contemplated going back to finish
his degree, but did not make any serious attempts to do so. He mentioned
several times that he could go back any time he wanted, as he had the sup-
port of a professor friend. Yet, in looking at his ideas about graduate edu-
cation, it seemed like the academia was more of a fantasy world, a narcis-
sistic extension than a plausible avenue for achieving social status and
gainful employment. 

Mr. Schultz had a fractionated employment history: he frequently
changed jobs, thus not giving himself a chance to build up a steadily de-
veloping career despite a wide range of interests and skills. He worked as a
journalist, a salesman, and did a variety of unskilled manual labor that he
did not like to discuss. For months, he kept retelling the same stories about
why he left these jobs: he was bored, felt too good for the position, his boss
was trying to cheat him, the restrictions imposed on him by the job hin-
dered the expression of his creative force and interfered with his search for
the truth. He often mentioned that he was due for a promotion in many of
these positions, yet he still chose to leave. 

His narratives were coherent, sensitive, and persuasive. Nevertheless, they
did not sound very convincing to me. Given that he struggled financially and
could not find steady work, it was hard for me to believe that he quit because
of higher ambitions. It felt like there was more to the story, yet at the time it
did not seem appropriate to challenge his explanations. Many sessions later,
however, Mr. Schultz had a spontaneous revelation: “Maybe it wasn’t bore-
dom after all—maybe I was just scared of the responsibilities that would
come with the promotion.” Once again, he labeled this paradoxical feeling as
“fear of success,” showing some meaningful insight into his problems.

My impressions of him converged with this conceptualization: perhaps
because he never experienced them as a child, strong positive regard felt
strange to him. Not knowing how to respond to such positive feelings, he
often just brushed them off, and escaped the situation. This created a per-
petual state of dissatisfaction: he spent his life pendulating between a deep
longing for acceptance and appreciation, but at the same time direct ex-
pression of admiration made him feel uncomfortable, as it was so foreign
to him. At the beginning, his inability to take a compliment from me was
paradoxical, given his diagnosis. It made me think that his narcissistic char-
acter distortion was incomplete: even though many of the grandiosity fea-
tures were present, at the same time he was in touch with his vulnerabilities
and was ready to talk about them openly. His awareness of his deficits was
actually so strong that it prevented him from accepting genuine praise that
he deserved. Ironically, this sensitivity to his shortcomings prevented him
from indulging in healthy self-restoration by incorporating positive feed-
back into his self-image. 
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I also learned about Mr. Schultz’s relationship history throughout the
course of treatment. He explained that he started dating in college, but did
not mention any long-term relationship from those years. Soon after grad-
uating, he met an attractive young woman while volunteering at a social or-
ganization. She was the wife of a rich banker, intelligent, outgoing, and
overall a glowing person. They quickly developed a mutual attraction. He
greatly enjoyed her warm, supportive, affectionate personality—something
that he always craved but never had. One day she invited him to her house,
where the shared passion inevitably precipitated an outcome they both
feared and wanted at the same time. Although Mr. Schultz expressed con-
cerns that the husband might unexpectedly come home and shoot him,
they ended up having sex in their conjugal bed. As the affair was slowly
growing into a stronger bond, his insecurities bled through. He asked her
why she was attracted to him, given that he was struggling financially, and
her husband was a well-to-do businessman. She assured him that she did
not care about money, and that she was in fact bored with her husband.
Eventually, she left her husband for Mr. Schultz, and the couple moved to a
different state. The following few months were perhaps the happiest period
in his life. Enjoying the full benefits of a fresh start—with a new girlfriend
and new job—he thrived in both major areas of life: work and love. 

Of course, this idyllic state did not last very long. After initial successes as a
photojournalist, he gradually became dissatisfied with the inherent limitations
of his job. In his own words, he felt like a “big fish in a small pond.” Although
he quickly became popular among readers and respected among coworkers,
Mr. Schultz wanted more: go beyond the reality framed by the simple values
of rural America, uncover the complexity of life, and reveal some fundamental
ambiguities embedded in the existence of a small, conservative community.
Based on his description of these aspirations, they were thoughtful and indeed
creative approaches to conventional topics. For example, instead of depicting
the abundance of produce during harvest, as it was traditionally expected by
the readership, he took pictures that focused on the untold story of seasonal
workers, the forgotten force behind the richness of the fields.

Unfortunately, the editor was not responsive to his innovative vision. Al-
though his productivity was appreciated, the community leaders were not
comfortable with unorthodox ideas and styles. The editor made it clear to
him that his work had to conform to certain guidelines, as the newspaper
had an established profile and coverage that had to be preserved. There was
some room for his creativity, but they did not consent to radical changes.
Mr. Schultz interpreted this feedback as a rejection of his ideas and an at-
tempt to stomp his talent. As a result, he became quickly disillusioned and
contemplated leaving—the job, the town, the state.

In the meantime, the relationship with his girlfriend also became tense.
She was bored and increasingly discontent with the rural lifestyle they were
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leading. She wanted to go back to school and applied to a graduate program
of a prestigious university in their home state. Once she was accepted, the
couple did not have any more reasons to stay, so they moved back to the col-
lege town where Mr. Schultz grew up. After the move, their relationship con-
tinued to deteriorate. She started becoming critical and demeaning toward
him. “She turned into my mother,” he said, during a dramatically insightful
moment. A few months later, after a long agony, she decided to leave.

Mr. Schultz was hurt, but did not attempt to stop her. He concentrated his
efforts on finding work and found a job in sales, and started earning a re-
spectable income. His boss was very supportive and treated him like a son.
Initially, he enjoyed the success. After a while, however, he felt a need for a
change. When a friend invited him to California to look around and ex-
plore the job market there, he took advantage of the opportunity. He told
his boss that he wanted to take a vacation and visit the West Coast. His re-
action shocked Mr. Schultz: in a cold voice, he said that once he had used
the same phrase himself, and never went back to his old job. Furthermore,
he threatened Mr. Schultz that if this occurred, he would not pay his com-
missions that he still owed him. Betrayed by this surrogate father figure, Mr.
Schultz went on the offense, and the boss settled the legal case amicably be-
fore it had a chance to go to the court. However, his ability to trust people
who were close to him was once again compromised. 

After that incident, his earning curve was gradually declining. He grew in-
creasingly impatient and dissatisfied with sales jobs. He likened the indus-
try to gambling: it took a large number of trials to finally succeed once. The
local economy was also going through a recession, decreasing the overall
volume of goods sold. Moreover, frequent rejections were a normal part of
salesmanship, but extremely difficult for him to handle. Although logically
he understood that the profession was a numbers game, and being turned
down all the time was inherent in the nature of the job, it was still too
threatening for him to constantly experience it. For all these reasons, Mr.
Schultz decided to quit looking for new work after his last sales job ended,
and he was laid off. He lived off of his slim savings, and after it ran out, he
relied on need-based financial assistance from the government. Occasion-
ally, he took small, unskilled jobs like landscaping and painting houses to
complement his income, but he was ashamed of those, and refused to even
consider pursuing any of those venues to earn a steady income. He thought
of manual labor as an insult to his superior abilities. Interestingly, he did
not mind raking leaves and painting barns as a volunteer for the local
church or nonprofit organizations that he liked and supported. However,
he dreaded the idea of being identified with a blue-collar, low-prestige pro-
fession. Instead, he preferred staying home, reading books, watching edu-
cational programs on TV, and socializing with highly educated people,
while barely surviving on his welfare check. 
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Shortly thereafter, Mr. Schultz had one long-term romantic relationship
with a nurse that lasted four years. He described her as quiet, loyal, and
meek, yet also withdrawn and simple-minded. He could not say anything
negative about her except for the fact that she was unable to fully capture
his interest. The fact that he had difficulty engaging her in intellectually
stimulating conversations became a growing source of frustration that even-
tually led to the break-up. Mr. Schultz seemed to have been attracted to
highly intelligent and accomplished women, and became easily bored with
anyone less than that. 

TREATMENT HISTORY

As he first walked in the therapy room, Mr. Schultz was visibly anxious and
uncomfortable with the situation. He expressed his doubts about my abil-
ity to help him, given that I was a new male therapist unfamiliar with his
case. I tried to validate his feelings by acknowledging that it took a fair
amount of trust for someone to feel comfortable with that risk. While fight-
ing my own countertransference feelings as a reaction to his subtly devalu-
ing statements, I was sincerely hoping to earn enough of his trust to engage
in a therapeutic interaction from which he would benefit. During our first
session he named two main objectives for treatment: to improve self-esteem
by eliminating feelings of insecurities and self-doubt, as well as to obtain
and maintain a job. Both of these were challenging in different ways for
him. But, shortly after we started working on these goals, I learned that they
were essentially one complex task: working toward him feeling comfortable
enough with himself that he could adjust his expectations and realize his
potential in more realistic terms. 

The next several sessions appeared initially to be off-track from his stated
goals: Mr. Schultz carefully avoided any topic that was remotely related to
his stated goals in therapy. He gave long, tangential speeches on safe, neu-
tral topics. He spent more time checking my general knowledge on macro-
economics and cinematography than talking about why he was there. 

Looking back, I realize that it was my turn to learn at that point: being
trained in the time-limited tradition of the empirically supported treatments,
I could not help keeping an eye not only on the clock, but also on the cal-
endar. I felt that Mr. Schultz was making no progress whatsoever after four
or five sessions, and the thought of that made me feel uneasy. At the same
time, I was sensing that it would be both counterproductive and impossible
to attempt to speed up the process. Therefore, a major function of the clini-
cal supervision became learning to accept the slower rate of progress stem-
ming from a different clinical presentation. I had to fight my own doubts
and rescale my expectations—in a very similar way that I expected my pa-
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tient to do. These parallel processes were both heuristic and cathartic. They
provided clarity and an experiential basis for my clinical work at the same
time. As I slowly developed a more intimate understanding of the nature of
the patient’s conflict, I could build a model of his emotional functioning us-
ing my own countertransference as raw material.

As I was wrestling with these intellectual and emotional tasks, the thera-
peutic alliance was improving quickly. Beginning the second session, Mr.
Schultz started giving me a synopsis of his life. His narrative was coherent,
well formulated and presented in a chronological order. He told the story
of his life in a matter-of-fact, Hemingway-like style, with little interpreta-
tion, and even less emotion. However, he was gradually growing comfort-
able with delving into the emotional core of his trauma history. Similarly,
at the beginning, he seemed a little annoyed that he had to repeat the story
of his life once again because of switching to a new therapist, but with time
he stopped mentioning it. In many ways, I felt that he was testing me out
to see if I would respond much like the many other men in his life who had
rejected him.

The next several sessions led to an increased therapeutic alliance and a se-
ries of changes. The proportion of time spent talking about tangential top-
ics gradually decreased. More sessions were spent discussing issues that
were relevant to his presenting problem. Also, he made fewer references to
his previous therapist. Similarly, he engaged in fewer didactic episodes
when he was trying to teach me about something that randomly came up
during our discussion. Overall, his narcissistic defenses were weakening. I
was very pleased to see this for two reasons. First, it made it easier for me to
work with him. Second, and more importantly, I felt like we had a chance
to work on the issues that brought him in therapy in the first place. Al-
though fifteen sessions had transpired, my expectations about the nature
and pace of progress changed. I was developing insight into the nature of
the narcissistic conflict as I began to understand and accept that change
would happen slowly. Also, I learned to appreciate small signs of progress,
and point them out to the patient when appropriate so that we could build
upon them.

As therapy continued, Mr. Schultz shared layers of his personality that
were getting closer to the core. Despite his maladaptive, narcissistically
driven tendencies, he managed to create and maintain strong, meaningful
friendships that spanned over decades. He took pride in some of his high
profile friends: university professors, computer programmers, lawyers, ar-
chitects, and automotive engineers. He liked to describe their accomplish-
ments and indulge in “glamour by association.” It was interesting to see
how Mr. Schultz solved some of the narcissistic conflicts inherent in these
friendships. These prototypically successful people seemed to serve as a nar-
cissistic extension of himself and, as such, enhance his image. His face lit
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up while telling stories of riding with a friend in a convertible sports car in
downtown Chicago, or when a prestigious architect firm wanted to hire
him without any relevant professional experience as a result of a friend’s
recommendation. 

In contrast to the needs met by these friendships, Mr. Schultz felt worse
about himself when he compared himself to them. He attenuated this
threat by focusing on how much the lives of these people were consumed
by their careers and the inevitable regrets that successful people have look-
ing back in life. This gave him an opportunity to describe the benefits of his
lack of commitment to any single life goal. At the same time, he realized
that the lack of pressure to persevere (not having to pay mortgage, take care
of a child, no tenure track position) contributed to his lack of long-term vi-
sion and caused him to be trapped in short-term pursuits that never accu-
mulated to a larger material or emotional investment in something—a
house, a job, a person, an idea. His basic needs were always met to some ex-
tent (working temporary menial jobs that “paid the bills,” brief encounters
with women, joining social organizations), so he lacked a strong incentive
to push himself and follow some of his numerous ambitions (becoming an
architect, college professor, rich businessman) that over the course of his
life became reduced to escapist fantasies.

This strange duality defined Mr. Schultz. As treatment unfolded, I noticed
that episodes of realistic, but depressive, self-reflections were alternating
with narcissistic ideations. Some days he came in depressed, and gave me a
realistically-based synopsis of his life and his accomplishments (or the lack
thereof). During these times, he had amazingly clear insight into the nature
of his problems. He admitted to mistakes he had made in life, and how his
choices contributed to his current situation. Inadvertently, these stories had
a tendency to get caught in a downward spiral of depression, and it was
clear that his dysphoria was not offset by realistic feelings about his abili-
ties to reach important goals. In these times, childhood traumas were
evoked, retold, and tears were shed. He shared some of his most intimate
stories with me that helped me understand the history and quality of his
emotional experiences. 

Mr. Schultz’s clinical presentation was consistent with Wink’s (1991)
studies on narcissism. He described two subtypes: the Grandiose-Exhibi-
tionist and the Vulnerable-Sensitive. Although both types shared common
features (self-indulgent, impulsive, controlling, intolerant and demanding),
there were also important differences between them. The former was de-
scribed as sociable, self-centered, exploitive, assertive, arrogant, attention
seeking, but unfulfilled and pessimistic. The latter was described by the fol-
lowing traits: vulnerable, worrisome, emotional, defensive and tense. Inter-
estingly, Mr. Schultz had qualities of both types. At times, he behaved as a
prototypical overt narcissist: he told stories about his past grandeur, others’
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admiration of him, and the special treatment he deserved and received from
others. During these periods he was prone to violate the patient-therapist
boundaries by making inappropriate jokes, trying to extend the conversa-
tion beyond our clinical work, and making demeaning comments about
me. He seemed genuinely oblivious to these violations of the therapeutic
framework. Other times, entire sessions passed without projected grandios-
ity and devaluation (which masked feelings of insecurity) surfacing. Rather,
he presented himself as a depressed man who was tragically aware of his
own limitations and was committed to working through his expressed feel-
ings of inferiority. It was fascinating to see the two faces of narcissism in the
same person: the self-constructed image of a confident, successful man that
metamorphosed into a more sensible, hurting person very much attuned to
his vulnerabilities. Experiencing this duality was like watching a running
engine made of transparent material: one could see the mechanism by
which the pistons and valves worked together to transform one form of en-
ergy into another. 

Although enlightening and a valuable training experience, these divergent
self-presentations were difficult to handle from a treatment perspective. Clin-
ically, Mr. Schultz was a different person depending on which of these sub-
types presented themselves during any given session. I found that when Mr.
Schultz displayed overt, classical narcissistic tendencies, little progress was
made. Often, the session involved him talking to me without expecting or
being receptive to any feedback. On days like this, he had a self-assured smile
on his face and was telling me about his ambitious ideas, plans, and past ac-
complishments. These stories were peppered with anecdotes in which he was
the dominant figure, a confident man who made things happen: how he
found a girlfriend for his best friend, how he seduced the beautiful wife of a
rich banker, how he impressed his girlfriend’s friends at a party by taking
over the discussion and entertaining them, and how he, as the most talented
of the journalists, was assigned to interview the lieutenant governor visiting
the small town. This ‘overt narcissist mode’ was marked by distinctive affect.
His face would light up, he laughed, and visibly enjoyed re-creating the nar-
rative. Through the course of treatment, I learned to recognize this specific
affective display as the manifesto of an activated narcissistic conflict. If he
could not obtain his father’s approval so necessary for a boy’s developing
self-image, he went on the offense symbolically defeating the oppressive pa-
ternal figure, taking pride of this symbolic victory. Conversely, when the
covert cluster was dominant, he felt comfortable disclosing his vulnerabili-
ties, responded to my comments, and was developing insight into his pat-
terns of thinking, feeling and acting. Similarly, this modality of his person-
ality functioning was accompanied by a characteristic affect. He was quiet,
paused frequently, waited for my response, seemed consumed by melan-
choly and even became teary on occasion.
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Once I realized how discrepant the sessions were as a function of his pre-
sentation, particularly how evasive he was toward self-exploration while in
a more overt orientation, I started responding to him differently. Specifi-
cally, I tried confronting his overt narcissism and challenging his exagger-
ated statements. Despite some partial success in addressing his overzealous,
fantasy-dominated rhetoric, I was unable to facilitate his transition to a
more realistically-mediated middle ground, where meaningful therapeutic
interaction could happen. I slowly learned that challenging the overt nar-
cissist was largely ineffective, and I was left to wait until he came to session
with a more covert presentation. I also tried to engage him in a way that the
content and themes of our session would extend beyond our fifty minutes
together and last until I would meet him the next week. Therefore, I asked
him difficult questions on topics important to him and reminded him to
ponder them during the following week before he left, in a hope that his
imagination would be captured by actual problems, and he would be work-
ing on realistic solutions instead of engaging in escapist fantasy.

Despite my best efforts to stabilize this changing symptom presentation,
and prolong the mindset in which therapy could progress, he continued to
switch between these two sides without any predictable pattern. For exam-
ple, after he identified unemployment as the core problem, we explored
possible jobs he might be qualified and willing to do. I asked him to make
a list with the types of work he could see himself doing, and bring it to the
next session. However, the next time I saw him he came in with a new plan:
he wanted to start his own web design company. A year later, this business
had not generated any revenue, but at times he still enjoyed the idea of be-
ing the founder, owner, and CEO of a start-up company that grew out of a
bold idea, defying the skepticism of businessmen and professionals who
were presented with the concept.

Although I learned to view this alternation in his affect and cognition
as an organic part of his diagnosis, at some level it still continues to per-
plex me how split his self-representations were and how these two con-
flicted sides of Mr. Schultz were oblivious to one another. When de-
pressed, he openly acknowledged the nagging self-doubt, shame, and
insecurity that inhibited him from being proactive, productive and happy.
He also pointed out several of his counter-productive strategies that were
used to cope with his low self-esteem. He was aware of his social skills
deficits, and he was willing to work on correcting them. However, when
the other Mr. Schultz walked into the therapy room, I was facing a very
different patient: someone who was confident, assertive, and not very
open to change—someone who enumerated his many different strengths,
past successes, and future potential. This patient did not want a thera-
pist—he wanted an audience. Perhaps his damaged self-image resulting
from chronic deprivation of attention from significant others demanded
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a belated compensation. Nevertheless, this kind of ego gratification was
not facilitating his adaptive functioning on the long run. 

Mr. Schultz produced detailed and coherent narratives that helped me re-
construct the psychological ontogeny of his problems. Many of his accounts
were emotionally intense and provided me with good examples of what
kind of experiences shaped his personality as he was growing up. They
sounded authentic, as they seemed to recreate the affective state the origi-
nal events produced in Mr. Schultz decades ago. However, after having
heard many of these anecdotes, I noticed that they started repeating them-
selves. Also, the cathartic component was often missing. Reliving the
trauma through story telling did not relieve the pain they elicited. On the
contrary, they seemed to preserve the suffering by encapsulating them into
well-polished narratives.

As treatment progressed, he slowly abandoned telling stories from the past
as prompts for self-exploration. Eventually, there was no need for a back-
ground narrative for Mr. Schultz to focus on the immediate issues he was
wrestling with. Finally, after a year of therapy, we could have a session that fo-
cused entirely on intense, painful conflicts, involving some of his deepest
fears and regrets, without the break provided by anecdotes. He reached a
point where he talked openly about his transference feelings, how he was
worried that he would disappoint me, and his shame and rejection felt in re-
sponse to my perceived (and sometimes real) frustration with his progress. In
return, I started using our therapeutic relationship and the evolution of the
dynamic between us as a model to understand his interactions with others.
We reached a stage where we both felt safe discussing negative emotions (frus-
tration, impatience, discomfort) elicited by each other openly, without de-
fenses and without fearing negative reactions from the other. Moreover, we
could use those self-reflections therapeutically, to process the past and adjust
the future. At that point, I had the strange feeling that I vicariously underwent
a therapeutic change myself: along with Mr. Schultz, I learned how to handle
sensitive, intensive emotions in a safe and clinically productive manner. 

I would like to believe that the way our relationship changed during the
course of the therapy was symbolic of not only his trauma history, but also his
capability to make adaptive changes. Initially, he likely perceived me as an-
other authority figure who would criticize and reject him. Thus, his defenses
were activated frequently during this early stage of therapy. With time, he
slowly learned to trust me. He saw that I was a stable, reliable object who was
there for him and genuinely tried to help. There was a tipping point (or more
like an abrupt change in slope on the imaginary graph of the development of
our therapeutic alliance) where his grandiosity and self-righteousness almost
completely disappeared in sessions. I could not tie this important develop-
ment in our therapeutic interaction to any specific event, but I interpreted it
as evidence that he no longer felt the need to retreat in his fantasy life or go
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on the offense to feel safe. Instead of meeting his needs in maladaptive ways,
he decided to confront his fears and insecurities: he abandoned the narcissis-
tic defenses and made the difficult choice of replacing them with mature
strategies. He started accepting some of his irreversible deficits (lack of career,
family, wealth) and refocusing on synchronizing his existing potential with
more realistic expectations. During this process, I developed an appreciation
for long-term psychotherapy. My work with Mr. Schultz made me understand
how and why treating Axis II pathology could only be done with much pa-
tience and over a long period of time. The adaptive shift in attitude, cognition
and emotional self-regulation described above occurred slowly, in small steps.
I believe that the additive effect of these incremental changes is a core feature
of treating NPD. In many ways, psychotherapy is meant to help the patient
better adjust to life in general, recognize its patterns, its short and long cycles,
and how the individual contributes to some of the outcomes. Essentially, the
temporal dimension must be modeled in therapy to establish a larger context
in which the patient can experience how his choices are reflected in events
around him. This is difficult to do in a few, highly structured sessions. It takes
time for psychopathology to unfold in front of the eyes of the therapist in its
full richness. This process is crucial for therapeutic change, and cannot be ac-
celerated by imposing deadlines and structure.

COUNTERTRANSFERENCE

One of the major obstacles that I had to overcome in the course of treating
Mr. Schultz was my reluctance to trust my own intuition regarding his core
psychopathology. After all, a clinical case conceptualization of narcissistic
pathology requires careful monitoring and interpretation of intrasubjective
events that are not available to external observers. Being trained in an em-
pirical tradition, the automatic reaction I had to my own introspection was
skepticism and discomfort. As part of my training in treating Axis II psy-
chopathology, I had to absorb and internalize Kohut’s (1987) axiom that a
therapist must “assume that our understanding of what is going on in the
patient will help us to make him more mature, more adapt.” In other
words, engaging the patient in a therapeutic dialogue, listening to him and
reflecting his thoughts back to him facilitates an adaptive restructuring of
his personality. I had to learn to take reasonable risks in my case conceptu-
alization, and be comfortable following my clinical intuition. 

The other major task was recognizing and processing my emotional reac-
tions to the patient, which were particularly strong in the earliest sessions.
Although historically countertransference has been viewed negatively, as a
distortion that a therapist makes about a patient, more balanced interpreta-
tions have been recently introduced into the psychoanalytic literature. Eagle
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(2000) summarized the research on countertransference by suggesting that
it could be interpreted as a reflection on either the analyst’s or the patient’s
emotional functioning (or both). His summary is based on earlier ideas by
Racker (1968), who pointed out that the therapist was in the unique posi-
tion of being the interpreter of the patient’s unconscious processes, but at the
same time being affected by them. Therefore, the accuracy of the clinical in-
terpretation and the clinician’s reaction to the patient are dependent on each
other, making it an imperative for the therapist to closely monitor his coun-
tertransference. Jacobs (1991) gave a detailed example of how the analyst
and the patient are yoked together by the similarity of their past conflicts, the
only important difference being that the former has developed an awareness
of them and has learned how to manage them effectively, while the latter is
controlled by them in the present. Racker (1968) acknowledged and em-
phasized the ambivalence of countertransference feelings in the therapeutic
process: they can impair or enlighten the clinical judgment, depending on
how they are managed.

Experiences of countertransference started instantly, as the patient’s self-
doubt and ambivalence about restarting therapy were projected onto me.
He openly voiced his skepticism about my ability to help him, yet he agreed
to “give it a try.” Although I expected this kind of dynamic to develop be-
tween us, and I thought I was mentally prepared for this, it did affect me in
a number of ways. 

First, it elicited a generalized negative emotionality, which could be best
described as a combination of resentment (having to deal with an opposi-
tional, resistant patient), frustration (perceived inability to make therapeu-
tic progress), anger (emotional reaction to subtle forms of aggression) and
insecurity (emerging doubts about my skills as a therapist—perhaps the
core emotion in my countertransference). Although I had developed a ba-
sic sense of clinical competence by that time, it was very difficult for me not
to take Mr. Schultz’s comments personally or further, to recognize them for
what they were: opportunities to understand the inner mechanisms of his
emotional functioning. Even though I made conscious efforts to label my
countertransference and process those feelings in the appropriate context,
initially I could not fully appreciate the chance to vicariously experience
life, people, and interactions the way Mr. Schultz did. Without realizing
what he was doing, he allowed me to sample the gamut of emotions he was
wrestling with himself. Without realizing what I was doing, my initial reac-
tion to him was similar to that of most other people in his life: irritation
and rejection. I felt his pain immediately, but at the beginning I did not
know how to manage it in a way that would be therapeutic for the patient
and bearable for me. It took many hours of clinical supervision from a ther-
apist with vast experience in Axis II psychopathology, reading articles on
narcissistic conflicts, and personal reflections on my interactions with this

88 Laszlo A. Erdodi



patient until I could finally capitalize on my countertransference feelings
rather than letting them interfere with my clinical work. Understanding
their function was key for me: that is, they were markers of a maladaptive
interpersonal dynamic that could be explored and capitalized on through-
out treatment. The turning point in this process was realizing that counter-
transference was (or could be made into) an opportunity, not an obstacle.

Second, at the beginning, my poorly managed countertransference inter-
fered with my performance as a therapist. Too much of my mental energy
was absorbed by ongoing attempts to control my emotional reactions to the
patient. As a result, I was not as clinically effective as I expected myself to
be. Of course, these deficiencies only became obvious to me in retrospect.
At the time I was so focused on making it through the given therapy session,
that I became oblivious to certain clinically relevant behaviors. Specifically,
on occasion I failed to ask appropriate and necessary follow-up questions.
As a result, I missed opportunities to explore a potentially important con-
flict when the patient created a context for it through hints and ambiguous
statements, and it would have been natural to inquire about them. I would
like to think that most of these missed clinical data were obtained later, as
there was significant redundancy in Mr. Schultz’s self-narratives, but I have
no way to be certain of that.

Finally, Mr. Schultz’s transference had a demoralizing effect on me. Al-
though it was my decision to take on a complex clinical case with Axis II
psychopathology, after the first few sessions I started to develop certain
doubts. I noticed that I was becoming tense before sessions and exhausted
afterwards—a lot more so than I did with any other clinical case, and in
qualitatively different ways. For the first time in my clinical training, the in-
teraction with a patient was aversive. Albeit briefly, I started questioning
myself regarding my clinical skills, personal aptitude, and even career
choices. The lowest point of my manifest countertransference was a sarcas-
tic comment I made about my patient during group supervision when a col-
league asked me why Mr. Schultz came to therapy. Caustically, I replied that
most likely because nobody else would listen to him for fifty minutes for
the amount of money he paid for the session. 

Soon after uttering that, I realized I was getting trapped in the same web
of negative emotions Mr. Schultz was struggling with. Moreover, it also be-
came clear that until I found a way to effectively manage my countertrans-
ference, I would not be able to help him progress toward his goal. It was my
turn to develop some important insights. Instead of removing the monkey
on his back, I developed a smaller one on my own. This recognition em-
phasized my need and precipitated my efforts to reevaluate my counter-
transference in a clinically productive way. I perceived it as a twisted form
of experiential learning: it gave me a taste of what it might feel like to be Mr.
Schultz—develop negative impulses (and occasionally acting on them) in
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the face of mounting frustration, despite the fact that they were only mak-
ing relating to others even more difficult. Like a natural experiment, my
countertransference allowed me to model the dynamic between Mr. Schultz
and the significant objects in his life.

When I decided to take up Mr. Schultz as a patient, I thought I was men-
tally prepared for the unique challenges that Axis II psychopathology
brought into the therapy room. Nevertheless, the initial contact was more
stressful than I anticipated. The patient activated certain negative emotions
in me that I had only heard about before from therapists who routinely
treated patients with personality disorders. It was not the typical “perform-
ance anxiety” that a new patient commonly elicits in a new therapist; it was
not the helplessness felt when faced with a complex clinical case that had no
clear solution. It was not the repulsion that one might feel trying to treat an-
tisocial personality disorder or a child molester. He elicited feelings of in-
competence in me as a therapist, from a caustic comment about my lack of
knowledge of the clinic’s computer system when I had difficulty printing his
receipt (“I’ll let you guys figure out how your computer works”) to a global
evaluation of my lack of clinical skills (“I’m not sure that you can help me”). 

Looking back, these comments have a different meaning for me. Now I
fully understand that they were not a deliberate character attack, but a des-
perate attempt for Mr. Schultz to preserve a sense of control over a stressful
situation. He came to me for help resolving his lifetime conflicts, but he did
not yet feel comfortable sharing his story with me. Therapy made him once
again feel vulnerable, and he only knew one way to manage the feeling: by
going on offense. There is an important difference between knowing and
feeling, though. The mere awareness of the psychological function a behav-
ior has does not necessarily eliminate the visceral reactions it elicits. Never-
theless, it makes it easier to process in constructive ways. I still had to expe-
rience countertransference, and wrestle with it from session to session, until
I could profit from it instead of being encumbered. I found the experiential
component to be of utmost importance, and I think that no amount of
reading can substitute for the heuristic value of going through it.

Supervision from a psychoanalytically oriented faculty experienced in
treating Axis II patients greatly facilitated my process of moving beyond this
difficult start while building rapport with the patient and preserving morale.
Had I not prepared for it, I would have been confused and discouraged by
countertransference. During supervision meetings, however, I was reassured
that this was a normative stage in establishing therapeutic alliance. Of
course, this awareness did not completely eliminate the negative feelings,
but at least it transformed anxiety, boredom and frustration into a nervous,
yet hopeful, expectation of a meaningful continuation. Understanding the
nature of the countertransference I was experiencing, and that this was a nat-
ural component of therapy with this population, helped alleviate most of its
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negative effect. Moreover, instead of perceiving it as an obstacle, I was en-
couraged to explore it in search for therapeutically enlightening discoveries. 

Following this guidance accomplished two goals. First, it helped me manage
my insecurities by interpreting them in the context of my patient’s complexi-
ties: labeling them as countertransference and identifying their functions, both
in the patient and in myself. Second, analyzing my reactions to the patient’s
behavior led to a better understanding of the dynamics of his personality. Ex-
periencing what it felt like to interact with him during an episode of narcissis-
tic rage provided invaluable clinical data above and beyond his self-con-
structed narrative. Of course, the former (managing countertransference) was
the prerequisite for the latter (benefiting from it): it would have been impos-
sible for me to draw valid clinical inferences while under the influence of the
strong emotional reactions elicited at times by the patient.

Fortunately, my intensely uncomfortable initial reactions dissipated
quickly. They downshifted to impatience and frustration with lack of
progress, and eventually metamorphosed into feelings of empathy and even
admiration at times. Looking back, I am glad it happened. First of all, by
now it became my personal, inner marker of potential Axis II pathology.
Next time when I interact with a patient who elicits similar feelings, it will
prompt me to assess for a potential personality disorder. Second, it provided
me with an in vivo simulation (sometimes too vivid for comfort, perhaps)
of what other people must have felt like while interacting with Mr. Schultz.
For the first time I understood the true meaning of the doctrine that therapy
is a sample of the patient’s general functioning: it can be used to extrapolate
how he would behave outside of the therapy room—and in this case, what
kind of reaction he is likely to generate in others. Finally, it provided me with
exposure to a situation that threatened my sense of competence as a devel-
oping clinician. Facing it, resolving it, and turning it around into a learning
opportunity was a challenge routinely faced by therapists, but I had not ex-
perienced that myself. This case was my initiation to a fascinating popula-
tion of patients that is nevertheless difficult to work with at times. I learned
to see countertransference as a unique opportunity to understand the patient
rather than an “occupational hazard.” For all these reasons, I am grateful that
I met Mr. Schultz. In a strange way, he taught me at least as much about psy-
chotherapy as I taught him about himself. 

SUMMARY

Mr. Schultz came to see me initially to continue his journey toward self-dis-
covery. A strange mix of eagerness and avoidance, he was reliable in attend-
ing sessions and unpredictable in his therapeutic progress. He wanted to
break away from his traumatic past that he identified as the main source of
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his misfortunes. At the conclusion of our work together, he made a few im-
portant realizations. First, despite the gravity of the old traumas, his past
does not have a deterministic relationship with his future: there is room for
change, healing and growth. Second, he is an active agent in shaping his life:
what he does in the present influences his opportunities in the future. He is
both a victim of and a contributor to his misfortunes. Third, certain injuries
that he has suffered and choices that he has made have immutable conse-
quences, and the best way to manage them is to accept them, and learn how
to live well despite the losses. 

These insights translated into significant improvements in several areas of
his life. He became less vulnerable to depression: negative life events no
longer spiraled into a paralyzing episode of self-doubt and guilt. His inter-
personal functioning was similarly enhanced by the ability to take another’s
perspective, and conceptualize relationships as a dynamic exchange instead
of a social game that revolved around him—with all the glorious and hu-
miliating consequences of that fantasy. Finally, he became more adept at
recognizing and processing his emotions. His presentation during sessions
was becoming increasingly more stable, balanced, with fewer eccentricities. 

Other aspects of his functioning remained unchanged. At the time of ter-
mination, he was still unemployed, living off of fantasies of financial suc-
cess and social prestige, while generating creative excuses why he would not
consider investing time and effort in a feasible, yet modest career choice.
Nevertheless, towards the end of our work together, my insistence on con-
fronting him with his rationalizing tendencies produced one important (al-
though of questionable utility) change in his self-conceptualization: he
started to view his behavior as partly a result of his personal choice as op-
posed to strictly a linear transformation of childhood maltreatment. I
would like to think that he left therapy equipped with the tools to trans-
form this realization into a more fulfilling existence.

I believe that our therapeutic alliance was the central element of our work
together. I learned how consuming it could be to do therapy with patients
whose psychopathology is an organic part of their personality structure. It
was an intense experience that definitely tested the limits of my clinical
competence. It also modeled for me that real change and growth can only
occur if one is willing to expose and embrace his vulnerabilities in con-
structive way. In this sense, I am noticing remarkable parallel processes: Mr.
Schultz walked into the therapy room filled with doubt, pain, a chronic
sense of dissatisfaction with life and suspicion towards me. I greeted him
with some anxiety and the anticipation of a complicated, conflictual clini-
cal case. After the year and a half we spent together, we both changed. The
insecurities metamorphosed into understanding, acceptance, and the hum-
ble confidence of the person who did not solve his issues, but came to terms
with his limitations. 
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At the end of our first session, as Mr. Schultz was getting ready to leave
after a tense, unpleasant fifty minutes, I automatically went to shake his
hand. He pulled back, and with a nervous laughter he told me that he
would rather not, as a handshake had unpleasant connotations for him—
the end of an interaction, which seemed a premature, hence inappropriate
gesture at the time. At the end of our last session, he initiated a handshake.
I reminded him of our interrupted ritual from over a year prior. It was the
first and last time we shook hands. He wished me well, and predicted a suc-
cessful clinical career for me. His words were wrapped in a calm half-smile.
I felt that we finally came full circle. He left without looking back. I returned
to my desk with a strange, uplifting sense of satisfaction.

NOTE

1. The author would like to expression his thanks and appreciation for the su-
pervision provided by Drs. Flora Hoodin, Ellen Koch, and Tamara Penix.
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CASE DESCRIPTION

Mr. Edwards was a thirty-eight-year-old Caucasian male who presented to a
training clinic seeking help for two primary problems. First, Mr. Edwards
was facing increasing distress due to his poor financial management, in-
cluding increasing debt to both creditors and short-term loan agencies, such
as advanced check-cashing locations. Second, he complained of increasing
sexual frustration, due to his wife’s inability to have sexual intercourse, be-
cause of surgery-related physiological changes. His wife was fifty-eight years
old at the time of his intake.

Mr. Edwards’s presentation was friendly, although his sense of social in-
teraction seemed stilted. He would often make flippant or crude remarks
about issues being discussed, and he often detailed graphic interest in
pornographic materials. Despite these challenges during the rapport-build-
ing process, a strong alliance was constructed. Therapy focused initially on
exploring the immediate presenting problems and determining the best
course of treatment. It quickly became obvious that the presenting prob-
lems were intimately linked, both drawing from the patient’s personal con-
cept of what it meant to be a male. For Mr. Edwards, being a man meant be-
ing rich, successful, and sexually powerful.

Mr. Edwards worked in a white-collar office position, spending the ma-
jority of his time performing menial accounting procedures that he felt
somewhat skilled at, but not overly enthused in pursuing. He believed that
he was destined for greater success, meaning, as previously noted, that he
would be rich, independently powerful, and realizing erotic fantasies. Much
of our therapy work focused on discussing his job, the relationships at his
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workplace, his fantasies about business and success, and his plans for future
employment (or the lack thereof). It gradually became clear that Mr. Ed-
wards desired economic potency without any expended effort. He was con-
tinually drawn to “get-rich-quick” schemes, often based on absurd struc-
tures, tenets, and promises. However, the continued loss of money and
failure at these prospects did not dissuade him from future attempts; in fact,
it appeared that each loss of money and time bolstered his belief that he
was “learning” and moving toward what would ultimately be millions of
easily acquired dollars.

The most striking interpersonal feature that Mr. Edwards possessed was a
seeming lack of understanding, or perhaps acceptance, of the norms that
govern normal social interaction. Admittedly, while therapy is ideally sup-
posed to elicit unfiltered emotions and interaction, it is still unusual for a
patient to present the level of unabashed forwardness and explicitness that
was evidenced during my first few sessions with Mr. Edwards. Not only
would he openly express graphic sexual thoughts and behaviors, but also he
would share his intimate troubles, including financial insecurity, with great
candor. Further, throughout therapy, Mr. Edwards developed the habit of re-
counting stories or experiences many times, often seemingly verbatim from
a script, without reference that these had been previously discussed. At first,
it appeared that he was communicating in a stilted manner and relying on
scripted responses to fill our time together; however, it gradually became ev-
ident that these were indeed genuine experiences for Mr. Edwards and, re-
gardless of how well they reflected absolute reality, these accounts served as
valid representations of Mr. Edwards’s internal experiences throughout life,
no matter how many times they were repeated or revisited. The repetition
of such situations actually became very valuable from a clinical perspective,
as it allowed for repeated and focused processing of details from Mr. Ed-
wards’s experiences. From a transference perspective, repeated visitations of
key life experiences and situations allowed us to explore how Mr. Edwards
related to individuals in his life and how these dynamics were being recre-
ated in current problems or even in the therapy room. 

For instance, Mr. Edwards would often discuss how his father had treated
him while growing up and during his early adulthood; these descriptions
were marked by feelings of frustration, shame, and low self-esteem—in
essence, Mr. Edwards felt he “couldn’t measure up.” Further, it seemed that
there were times during our sessions that he would try to meet what he per-
ceived to be my expectations. By focusing on this dynamic, I was able to
process Mr. Edwards’s underlying feelings of shame and depleted narcis-
sism, as well as the transference within the session—chiefly, that Mr. Ed-
wards felt he needed to prove to me his worth and “measure up” to my stan-
dards, as he did with his father. Yet, Mr. Edwards’s unwillingness to admit
this process dynamic reflected his continued resistance to exploring his feel-
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ings surrounding his father and his own questions about self-worth and
achievement.

It was the accumulation of the above traits and behaviors that gradually
began to lead me and my supervisors to question the role of more dynam-
ically-based character deficits in Mr. Edwards’s presentation. His family his-
tory, his interpersonal relationships, his fantastical thinking about money
and sex, and his preoccupation with material and libidinous power led us
to consider whether Mr. Edwards was, at least in part, driven by narcissistic
tendencies.2

Utilizing the hypothesis that Mr. Edwards possessed a narcissistic per-
sonality structure from a dynamic perspective allowed for treatment plan-
ning that included dynamic exploration of early experiences and attach-
ment situations, as well as the role of process-related variables in therapy
and in his interpersonal experiences. While this meant that we did not al-
ways focus on simple reductions in problem behaviors (e.g., investing in
poor situations/schemes, social appropriateness), this tactic did allow for
examination of the underlying motives responsible for continued engage-
ment in these behaviors. Further, when warranted, more structured ap-
proaches were taken that allowed for direct comment on poor decision-
making and possible problems that would severely affect the patient.

Mr. Edwards’s treatment lasted for nearly three years. He was one of my
first patients, and it is notable that I developed alongside him, growing more
confident and comfortable in my new role. Indeed, although we often fail to
admit such facts, our first patients, in some ways, do as much for us as we do
for them. It was a positive experience for our treatment to last long enough
for me to see incremental development and progress in Mr. Edwards; he en-
dured changes that would challenge any of us, including the loss of his job,
economic difficulties, and perhaps most difficult, the loss of his wife. 

It should be noted that the current picture presented of Mr. Edwards is
but a simple glimpse of the patient as a whole. Indeed, throughout psycho-
logical history, much of psychodynamic casework—and psychology case-
work, in general—is presented in such a manner, eliminating certain details
and complexities in favor of anonymity and a constrained clinical focus.
Therefore, I wish to acknowledge that the focus of this chapter is on narcis-
sistic and other dynamic traits that the patient possessed; focusing on these
areas limits the picture painted of the individual, who was markedly nu-
anced and complex, possessing at times striking compassion, insight, and
emotionality. It would be remiss of us, as psychologists, to label our pa-
tients as simple objects or as possessors of traits, without always consider-
ing the depth and richness of their complete lives, although many of these
seemingly irrelevant details are ignored both in textbooks and in therapy
rooms. With that caveat, I proceed to detail some of the theoretical under-
pinnings important in examining Mr. Edwards’s case.

The Case of Mr. Edwards 97



THEORETICAL FOUNDATIONS

Before examining Mr. Edwards’s historical background and development, it
is important to discuss the basis for conceptualizing a core part of his treat-
ment in terms of narcissistic characteristics. McWilliams (1994) describes
narcissism very succinctly as “people whose personalities are organized
around maintaining their self-esteem by getting affirmation from outside
themselves” (p. 168). However, she is quick to note that this definition has
been hotly debated since Freud first introduced the concept. Specifically,
with the development of object relations theory in the middle part of the
twentieth century, dynamic theory began to conceptualize narcissism as a
form of compensation stemming from developmental deficits or conflicts
with primary objects, such as the father or mother. By using a definition
that addressed what was lacking in these individuals’ lives, instead of seeing
their behavior from a drive-based perspective, new methods of therapeutic
intervention, such as mirroring (Winnicott, 1967; Schultz & Glickauf-
Hughes, 1995; Kohut, 1968), could be utilized to actually treat narcissistic
conflicts.

McWilliams (1994) also notes that the development of narcissistic per-
sonality often stems from a similar interaction with the parent or caregiver,
wherein the child is utilized as a narcissistic extension, meaning that the
child becomes the means of providing esteem and worth to the parent (see
also, Miller, 1981). When this occurs, McWilliams (1994) argues that chil-
dren become confused about who they are, given that their actions, per-
formance, and identity stem solely from their relationship with a more
powerful figure. In such situations, they necessarily need to seek out later
their own affirmation from others and seek guidance from individuals who
could protect and define them. With Mr. Edwards, this was evident (as will
be briefly explored in the section on Mr. Edwards’s history and back-
ground). Suffice it to say that his relationship with his parents, and espe-
cially his mother, always held an important place in his self-identity. When
this relationship was disrupted by the introduction of other siblings who
competed for his parents’ attention, by private time between his parents, or
by his personal development and maturation, he became distressed and
lost. Indeed, one can see how his wife became a replacement for these early
family members, serving as a compass and source of affirmation—in
essence, reinstating his role as a narcissistic extension and fueling his own
narcissistic energies.

It is important to note that there are two clearly delineated narcissistic
personality types in dynamic theory (Gabbard, 2000). Wink (1991),
Hotchkiss (2005), and McWilliams (1994) describe these as a devalued or
depleted narcissism and a grandiose narcissism. Hotchkiss (2005) further
explicates the distinction by using Kernberg’s and Kohut’s theories to illus-
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trate the differences: specifically, she notes that “Kernberg’s narcissist is
someone in need of a moral tuneup, [while] Kohut’s is a more pitiful char-
acter, a needy, depressed person with low self-esteem, a deep sense of un-
cared-for worthlessness and rejection, and a hunger for response and reas-
surance” (p. 131). Indeed, there is a schism of sorts within the dynamic
community based upon the theories of Kernberg and Kohut. Kohut (1971,
1977) argued that narcissism represents a deflated ego and the inability of
an individual to effectively relate to others without objectification and pro-
jection. For him, the goal was empathic understanding and mirroring of the
patient’s defenses and experiences, with the therapist becoming a curative
influence by representing a completely novel relationship, wherein there
was not judgment, expectation, or shame (Schultz & Glickauf-Hughes,
1995; Gabbard, 2000; McWilliams, 1994; Hotchkiss, 2005). Kernberg
(1975, 1976, 1984) was more classically analytic in his style, arguing that
narcissists must be confronted and challenged to reshape their interper-
sonal functioning and develop an understanding of relational dynamics
(see also Gabbard, 2000).

To summarize the theory on narcissism that informs our exploration of
Mr. Edwards’s case, it is helpful to delineate the qualities that McWilliams
(1994), Hotchkiss (2005), and Gabbard (2000) list as indicative of under-
lying narcissistic conflicts. First, there is a tendency to “split” within rela-
tionships, wherein another person or situation is idealized and subse-
quently devalued. Second, there is a propensity for grandiosity, although we
have noted that the opposite experience of psychological identity depletion
also is presented either covertly or manifestly. Third, there is a dramatic ten-
dency toward feelings of shame and envy; it is important to note that these
are emotions that require other people (i.e., self-objects) in order to exist.
Shame is concerned with how we are seen by others, while envy is our re-
action to that which others possess. Fourth, all three authors note that nar-
cissism necessarily damages the patient’s ability to actually love another
and find meaning in such relationships. McWilliams (1994) states, “The
most grievous cost of a narcissistic orientation is a stunted capacity to love”
(p. 175). 

Hotchkiss (2005) argues that narcissism is marked by immature and
primitive defense mechanisms, such as denial, avoidance, and projection.
These defenses, along with the inability to empathize with others, creates
deficits in superego functioning, wherein narcissistic patients are unable to
serve as their own moral compass and make judgments about the conse-
quences of their actions. Finally, McWilliams (1994) makes particular com-
ments about the presentation of narcissism in therapy, noting that patients
with narcissistic conflicts are readily identifiable by our countertransference
in session. Narcissists, she comments, have an ego-syntonic desire to use
therapy as a means of perfecting themselves, instead of seeing it as a process
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of reflection, change, and development of coping techniques for continued
struggles. This perspective, combined with the above-mentioned traits, cre-
ates strong and persistent countertransference, which will be explored in a
later section.

Given the psychoanalytic or psychodynamic conceptualization of narcis-
sistic personality, as explored above, I will examine the formative stage of
the clinical relationship between Mr. Edwards and me. Mr. Edwards did not
present as a DSM-IV-TR (APA, 2000) version of a narcissist—the type of per-
son who believes whole-heartedly in his own superiority, espousing disdain
and boredom with others, their interests, or the world at large, utilizing
scathing comments and actions to defend against possible suggestions of
inferiority. Instead, Mr. Edwards displayed a more subtle narcissism—a
form of depleted narcissism, as mentioned previously. 

During the formative stage of our relationship, I did not immediately be-
lieve that Mr. Edwards possessed the personality traits associated with nar-
cissistic conflicts. Instead, his behaviors were suggestive of more basic psy-
chological problems, perhaps even developmental delays or associated
disorders. For instance, he would describe stories in an almost ritualized
manner, each detail the same as a previous telling, and the perspective al-
ways decidedly first person. He displayed a marked deficit in his ability to
relate to others, understand social norms, or utilize empathy to take an-
other’s perspective. Further, Mr. Edwards was unabashedly open about the
inner workings of his mind and his drives: he would directly state his goals
were to obtain money, sex, and charisma. I often would feel conflicted by
Mr. Edwards’s presentation during sessions: his candor, and the engage-
ment in providing detailed background information, was endearing and
helpful to a new therapist. However, this presentation was also socially un-
conventional, leading me to consider how he would appear in daily inter-
personal interactions. In essence, while I found myself, as a therapist, in-
trigued and excited by Mr. Edwards’s presentation, I was also able to
understand how others would perceive him as immature and excessively
blunt and how such individuals might take advantage of or mock him.

It was these feelings of compassion and concern I had for Mr. Edwards,
in concert with some of his odd behaviors, which initially led my supervi-
sor and me to consider developmental disabilities. However, his behaviors,
upon further interaction and assessment, including the Minnesota Multi-
phasic Personality Inventory, 2nd Edition (MMPI-2), were found to be
rooted more in personality traits that affected his ability to relate to others,
understand societal norms, and ascertain his effect on others. In essence, it
began to become obvious that he was, diagnostically, developmentally in-
tact, insofar as he was not cognitively impaired; yet, it was clear that his de-
velopment had led to the presentation of key character attributes that had
contributed to his current problems and ongoing dynamic conflicts.
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Indeed, each of the behaviors noted above as possibly indicative of de-
velopmental disability was explainable by various theorists’ understanding
of narcissistic conflict. The preoccupation with basic drives was clearly
linked to inflated beliefs about self-worth and entitlement, while his self-
centered storytelling provided evidence of his inability to relate to others,
read social cues, and attend to norms. Further gathering of background in-
formation strengthened the argument for Mr. Edwards’s narcissistic tenden-
cies, as noted in the following section. 

BACKGROUND INFORMATION

Mr. Edwards was raised in a relatively traditional family structure. His father
worked as a salesman, who also was closely connected to the church, vol-
unteering to help out at weekly services. Mr. Edwards was strongly influ-
enced by Protestant religion during his development. In part this explains
some of the thinking patterns in which he engaged, such as dichotomizing
“good” and “evil” and believing that continual faith in a project, even if it
is materially focused, will produce “magical,” divinely-inspired results; in a
way, Mr. Edwards felt “worthy” of success and believed that a Higher Power
should ennoble him with wealth and power. 

Mr. Edwards’s mother was very close to him during development, al-
though the birth of other children forced her to split her attention, causing
some conflict within Mr. Edwards. He never spoke explicitly of the rela-
tionship between him and his parents before the birth of his other siblings,
although he clearly presented a sense of having a close, special connection,
especially with his mother. This special connection was also apparent later
in Mr. Edwards’s life, and during our work together, when Mr. Edwards re-
ported calling his mother frequently, praying with her every morning and
evening, and visiting her several times a week. He admitted that he was
somewhat jealous of the attention granted to his siblings, especially atten-
tion his father gave his youngest brother. At one point in his adolescence,
Mr. Edwards indicated that he “tested” his parents’ capacity to help and care
for him with a bullying situation at school (i.e., a peer was picking on him);
he indicated they failed to help him by making him stand on his own in the
situation. Specifically, he said that they refused to act on his behalf and
speak with the bully, the bully’s parents, or school officials; he said that they
told him to stand up for himself and take care of the situation. Mr. Edwards
reports that this was a strong blow to the connection he felt with his par-
ents, especially his mother. He indicated that he saw this as his mother al-
lying with his father, instead of advocating for his best interests and needs. 

A key reason for Mr. Edwards’s perceived rejection at the hands of his
parents was the arrival of several other children in the family, of whom
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Mr. Edwards was the oldest. Mr. Edwards had two other siblings, both
male. One brother (the older of the two) was a successful businessman,
who seemed to possess high levels of intellect and compassion. Mr. Ed-
wards seemed to admire this brother and possess underlying wishes to
emulate him; however, mixed with these positive feelings were twinges of
jealousy and coveting. In a way, this brother seemed to have assimilated
the mantle of their father. Mr. Edwards would often discuss this brother
when trying to determine whether an employment decision for himself
was useful or wise. 

Mr. Edwards did not provide significant detail into his relationship with
his youngest brother, perhaps because he was the only sibling who was de-
ceased. He had died in his twenties in a car accident. The most concrete
comment Mr. Edwards provided regarding his brother was that “he got
plenty of sex.” This comment was a striking example of the often blunt and
rather immature thought processes that Mr. Edwards engaged in; further,
the comment represents Mr. Edwards’s fantasies regarding power and sex, in
that pleasure and satisfaction are determine by one’s prowess and engage-
ment in sexual interactions.

In addition to his relationships with his siblings, Mr. Edwards often de-
scribed his cousin, who was a completely different type of individual than
his brothers; this relative was a continual failure in Mr. Edwards’s eyes, not
just in business and financial matters—but since he was gay—in life as a
whole. Mr. Edwards, in his more insightful and genuine moments, would
sometimes admit to being afraid that he identified with this cousin, if only
in matters of his lack of financial success. Interestingly, Mr. Edwards spent
a significant amount of time in his life fighting claims that he was gay. He
would continually tell stories in session about his father confronting him
after he was married, claiming that he was gay. Mr. Edwards quickly assured
me, and himself, that he was heterosexual, as evidenced by his love of sex
and his fantasies about women. He claimed that his mother originally sided
with his father but, after his father’s death, that she told him she knew he
was not gay. Mr. Edwards’s anxiety surrounding sexuality was considered at
various points in treatment; however, he minimized it and would quickly
utilize psychological defenses to avoid discussion of the topic, such as de-
nial and, at a more sophisticated level, reaction formation, wherein he be-
came hypermasculine and oversexualized, describing his heterosexual fan-
tasies and experiences in graphic, often crude, detail. Therefore, it remained
a relatively unexamined aspect of his psyche.

One of the most salient and powerful figures in Mr. Edwards’s life was his
wife. Margaret was significantly senior in years to Mr. Edwards and nearly
the same age as his mother. In many ways, she was a mother figure for Mr.
Edwards. He continually denied that she guided him or “mothered” him,
but their interactions clearly marked a relationship shaped not simply by
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traditional romantic mores, but by childlike attention- and guidance-seek-
ing. Mr. Edwards and Margaret seemed to both offer each other something
the other needed—one needed guidance, warmth, and a strong conscience,
while the other sought appreciation, youth, and hope. In this light, their re-
lationship was strikingly endearing and powerful. However, Margaret also
became his most powerful self-object, fulfilling his needs to bolster his ego,
fuel his grandiose fantasies, and make some progress on proving his mas-
culinity and power to his father, who was critical and judgmental of his
son’s sexual identity and life. In addition, it seemed that Margaret utilized
Mr. Edwards as a form of narcissistic extension, in that she thrived on his
achievements and fantasies. Indeed, she had found a much younger man
with some promise in his work and life; for her, his world became hers and
gave her youth, vitality, and, as evidenced by Mr. Edwards’s comments, sex-
uality. This complex bond, wherein his narcissism and her extension of him
as an aspect of her identity became entwined, reenacted for Mr. Edwards the
childhood attention he had received and lost.

As evidenced by Mr. Edwards’s preference for interactions with older, ma-
ternal figures, it became clear that he was uncomfortable in social or famil-
ial situations with adult male peers. Indeed, same-sex social situations in
general always had been difficult for Mr. Edwards. He described only one
childhood friend, with whom he lost contact after high school. His father
reportedly belittled their relationship, making comments and jokes that Mr.
Edwards took to mean that he and his friend were gay. During high school,
Mr. Edwards reported that he had no romantic involvement. In fact, the
only concrete sexual experience Mr. Edwards described during high school
was a fantasy involving a female classmate in a gym class propositioning
him by simply making eye contact while he ran around the track. The lack
of actual evidence that she was interested in him, even when he admitted
that he did not know her, was no deterrent to his continued belief that she
wanted him to have sex with her. In fact, these types of sexual fantasies,
marked by a lack of basis in reality and possessing almost pornographic
themes, were presented consistently, throughout therapy. The high school
incident along with several situations involving a select group of others
were the most often-referenced fantasies.

Mr. Edwards was not socially active during college. He reported that he
had his first girlfriend in college and that he “could’ve had sex with her,”
but he decided not to. His description of this experience wavered at times,
and it was always unclear whether his lack of sexual involvement with the
girlfriend reflected a lack of desire on her part or his. After their break-up
near the end of college, Mr. Edwards began a period of relatively unfocused
living. He lived with his parents for a time, shifting from job to job, al-
though he had been trained in accounting. He described this period largely
by recounting experiences in adult clubs and his viewing of erotic movies.
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At this time, Mr. Edwards still had not had sexual intercourse, so these out-
lets were a surrogate for him, reflecting the immense internal conflict sur-
rounding his libido and, indeed, his struggling identity. His developing de-
sire for power and money led him to investigate for the first time
self-empowerment seminars and programs. It was through these experi-
ences that he eventually discovered Margaret, who would become his wife.
In sessions he carefully described how he had decided that he wanted to
marry an older, mature, sexually experienced woman. And, when making
most references to his wife in therapy sessions, he would affirm that they
had had a wonderful sexual life and that his wife possessed a nearly insa-
tiable sexual appetite. Mr. Edwards failed to develop insight into the de-
fenses against his sense of insecurity as evidenced by these statements.
These included rationalization and denial of his insecurities with younger
women and his desire for an older woman, who in many ways represented
a mother figure to which he had never felt close enough—even though he
and his mother had shared periods of close contact and mutual support—
as well as a person who could reinstate the narcissistic extension he desired. 

In many ways, the most potent and formative figure for Mr. Edwards re-
mained his father. Although he seemed to have sought out a mother-figure,
and remained close to his mother throughout his life, it became evident
that his father had taken on an almost deity-like role in Mr. Edwards’s psy-
che. He often was outwardly disdainful of his father’s perceived manipula-
tion and deceit, but Mr. Edwards would also soften these words with un-
derlying awe and jealousy. He even agreed that he “couldn’t measure up” to
his father’s standards. Mr. Edwards would often describe his father as a
salesman—a trait he seemed to have used effectively in his work—who
could change his mood and presentation at will, selling to attentive others
his story and position. Mr. Edwards seemed to feel that his father was often
disingenuous, including a time when his father came to him after a pro-
longed separation between them (spurred on by his father’s accusations
that he was gay) and asked him to come back to the family. Mr. Edwards de-
scribed this experience as artificial and troubling, but he was not able to re-
sist his father’s appeals. Eventually, he reconnected with him. In many ways,
Mr. Edwards’s father represented the epitome of his concept of a successful
man: a persuasive smooth-talker who possessed charisma and charm, a fi-
nancially stable (although not overly successful) individual who also had a
sex life that Mr. Edwards overtly fantasized was potent and exciting. It be-
came increasingly clear in treatment that Mr. Edwards’s quest for masculine
power was an effort to secure a position equal or greater to that of his fa-
ther, and perhaps prove once and for all to his father that he was a strong,
competent, secure heterosexual male. Therefore, one can see Mr. Edwards’s
psychological conflict, wherein his narcissism and self-involvement were
fueled by incessant insecurities. 
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TREATMENT HISTORY

Mr. Edwards’s treatment began somewhat awkwardly, since it was unclear
how best to help him address his presenting problems. While frank and
blunt about his perceived problems with sexuality, Mr. Edwards quickly
minimized the importance of these issues after intake, instead spending the
majority of the first few assessment and intake sessions discussing his work-
place, job security, and financial difficulties. In fact, both my supervisor and
I noted that the issues he believed were most important seemed better
served by a financial planner. Mr. Edwards met this idea, however, with
reservation and defensiveness. It appeared that Mr. Edwards possessed some
sense of the failures he was experiencing with finances, but that he could
not change these behaviors simply by being told what to do; instead, at
some level he was seeking to address underlying fears, insecurities, and in-
trapersonal conflicts that drove him to continue engaging in these activities
and making poor decisions that impacted his well-being. 

It is important to note that the clinic at which I saw Mr. Edwards utilized
various theoretical modalities, including psychodynamic, cognitive behav-
ioral therapy (CBT), solution-focused, and interpersonal techniques. Given
that Mr. Edwards appeared to be spinning out of control at intake, in terms
of his financial well-being, the initial treatment plan was to focus on how
Mr. Edwards planned to address his financial issues. Our theoretical as-
sumption was that Mr. Edwards would be amenable to a solution-focused
approach, wherein his past experiences and successes could shape the solu-
tion to the current problem. However, a key problem became evident when
exploring this idea: Mr. Edwards had never truly found solutions to prob-
lems. Instead, he seemed to compound them with short-term or ineffective
solutions. When in serious financial trouble, Mr. Edwards had used bank-
ruptcy, questionable tax maneuvers, and even resorted to manipulating
family and social contacts to raise money under false pretenses. While these
had, in some ways, “fixed” the immediate problem, they clearly did not
solve the longer range problems, and they did not promote Mr. Edwards’s
psychological health and sense of self-efficacy. 

Therefore, I began to explore what was motivating him to continue in-
vestment in risky areas and businesses. The first three to six months of treat-
ment were aimed at better understanding Mr. Edwards’s perspective on
money and wealth, along with continual monitoring of his financial be-
haviors. Further, I encouraged him to begin questioning his investment de-
cisions and move toward reducing his losses. I suggested to him that doing
so, while perhaps not as gratifying as “instant wealth,” would help him de-
velop a sense of achievement and success. In addition, he would be able to
focus more on work tasks—an area he admitted to neglecting—and im-
prove his performance there, helping others notice him and appreciate his
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contribution. While a seemingly simple form of treatment, these interac-
tions proved very useful. Toward the end of the six-month period, Mr. Ed-
wards had successfully paid off several debts and ceased involvement in
many risky plans. Indeed, he had a period of investment “sobriety,”
wherein he avoided spending any money in questionable schemes and,
when he was engaging in negative investment behaviors, these expenditures
were limited to one or two new “businesses” at a time. This was marked
progress for Mr. Edwards.

Even further progress was achieved by asking Mr. Edwards to conceptual-
ize his investment behaviors as a form of gambling addiction. I sought out
some form of conceptualization tool because I increasingly felt as though
Mr. Edwards required a more concrete definition or understanding of his
problems. In hindsight, it is notable that Mr. Edwards seemed to be creat-
ing a transferential relationship markedly similar to dynamics he engaged
in with his parents, specifically his father, wherein he sought to have others
tell him what was the right or wrong choice and to guide him through dif-
ficult decisions or situations (e.g., the bullying situation described previ-
ously, where Mr. Edwards “tested” his parents’ willingness to help and com-
fort him). Therefore, while reviewing the case at the six-month mark, I
noted that the DSM-IV-TR (APA, 2000) definition of pathological gambling
was remarkably similar to the behaviors Mr. Edwards presented. I reworded
the definition to include “investment schemes” for words referring to gam-
bling and read the DSM-IV-TR description to him. Mr. Edwards was taken
aback and agreed that this indeed did fit his view of such behaviors and his
continued engagement in risky investments. Since my supervisor at the time
had significant experience with gambling-related treatments, we agreed to
introduce a modified, cognitive behavioral protocol for gambling treatment
and asked Mr. Edwards, on a weekly basis, to explore a new topic related to
gambling and completing worksheets in-session. However, Mr. Edwards’s
interactions in therapy and his overall demeanor shifted noticeably—it ap-
peared he was holding back. This much more structured, cognitive-behav-
ioral technique chilled our alliance. As I look back on the treatment, the
reasons for such a reaction are clear, given the personality dynamics inher-
ent in Mr. Edwards’s presentation. By focusing treatment on structured tasks
and assignments, I eliminated the reinforcing function I had been serving
as Mr. Edwards’s self-object. In response, he pulled away, unsure of how to
relate to me when I was not serving such a function. 

In light of the father-like transference noted above, it is also likely that
Mr. Edwards experienced this interaction as excessively didactic, perhaps
even as scolding. Prior to focusing on the problem and attempting to
“teach” Mr. Edwards the best means of dealing with his problems, Mr. Ed-
wards was experiencing me as an idealized version of a father-figure, one
who accepted him, praised even incremental progress, and allowed him to
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explore his problems in a safe, corrective relationship. Therefore, the gam-
bling protocol made little contribution to treatment, and it was terminated
several weeks later. It appeared that Mr. Edwards developed surface insight
into his problem (i.e., conceptualizing it as a form of gambling and addic-
tion), but he remained unwilling to deepen this insight by engaging in tar-
geted worksheets or modules. In fact, his behaviors in-session were more
confrontational and defensive; he was clearly using defense mechanisms to
protect against perceived attacks to his ego.

It became evident that while surface progress was made on addressing the
presenting complaints, there existed significant underlying psychological
conflict and distress. Further, it seemed that such distress was linked to per-
sonality characteristics and rigid ways of thinking. Exploring these qualities
and beginning to address the underlying dynamics that might be shaping
his current situation seemed a valuable therapeutic shift, especially given
the relative stability of his financial situation at that point in treatment.

Psychotherapy became more dynamically-based, using current problems
and difficulties as a means to explore long-standing behaviors, especially as
these related to his view of “success” and “achievement.” Mr. Edwards was
amenable to this shift, which included increased depth of emotional pro-
cessing in-session and the use of interpretation, developmental experiences,
and interpersonal dynamics as a means to understanding long-standing be-
haviors. 

During our increasingly dynamic therapy, Mr. Edwards presented the be-
haviors and dynamics that cemented my conceptualization of his narcissis-
tic conflicts. The shift to dynamic treatment provided a sort of ambiguous
stimulus or environment for Mr. Edwards. I believe that this was com-
pounded by the more reserved approach I took in-session; I utilized a more
analytic demeanor, wherein I did not immediately educate on or interpret
the material that was brought up. Instead, I used these instances to process
Mr. Edwards’s emotions and developmental experiences, in addition to
simple reflection of underlying themes. This ambiguity during session,
combined with me not providing Mr. Edwards concrete guidance or judg-
ment, aided in uncovering many of his defense mechanisms. When pressed
to focus on certain issues, emotions, or experiences, and to connect these to
previously discussed topics or developmental issues, Mr. Edwards became
clearly reactive, stating that he was feeling “bullied” or pressured by the
therapist and denying any connection. He was careful to note his apprecia-
tion for the therapist’s expertise, hard work, and caring, but he avoided
these topics, nonetheless. 

As can be derived from this limited description of this treatment period,
it was a time of conflict and struggle, during which Mr. Edwards’s narcissism
became most apparent. He continued to articulate libidinous desires linked
to underlying feelings of grandiosity and entitlement; indeed, his goals
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(wealth, power, sex—in essence, omnipotence) remained excessively infan-
tile and unsophisticated. Mr. Edwards’s openness and the more dynamic-
based processing of these issues drew these characteristics to the surface. At
one point, Mr. Edwards shared his belief that if he successfully sold prod-
ucts for one new investment, he would have a box of one-hundred dollar
bills delivered by hand to his house. The absurdity and impracticality of this
belief was ignored fully by Mr. Edwards. For him, the fantasy was so pow-
erful it overpowered reason and, from a dynamic perspective, the simplistic
fantasy suited his undeveloped, immature psyche. 

Mr. Edwards engaged in splitting during sessions. I was often the target of
both idealization as well as demonization. When I supported his growth,
his insight, and his progress, he would paint a picture of me as a friend,
confidant, and close ally. Further, during these times of idealization, I be-
came to Mr. Edwards a wonderfully insightful and experienced clinician,
addressing his issues with skill and panache. However, one slight challenge,
question, or interpretation could change these attributions; within mo-
ments, I could become “a bully” who was attacking not just his behaviors,
but it would seem, his very being. While Mr. Edwards would lash out to de-
fend in the moment, he had to repair his alliance for at least two reasons:
one, I represented an ideal self, who he seemed to believe was successful in
the areas he considered important (wealth, intelligence, sexuality, and
power), and a father-like figure who judged him but also cared for him;
eliminating that alliance would devastate his need for such a self-object.
Second, at times it seemed as though he viewed us as equals, his narcissism
buoying his self-esteem and confidence to a point that there was often the
feeling, if not subtle verbalizations, that Mr. Edwards viewed us as “friends.”
I believe that he thought repairing the alliance through idealization would
eliminate future threats from me challenging him in session and lead me to
serve a self-object purpose, reflecting his idealization of me onto him.

Mr. Edwards also would utilize splitting with others in his life. Mr. Ed-
wards would clearly articulate how close he had become to certain people
at work and how warmly he felt toward them, as long as they helped him
with projects and tasks. When they affronted him, or if he even perceived
such actions, he quickly expressed disdain for them and their competence.
His manipulations of them are interesting to note. Mr. Edwards would com-
monly state that he did little things, like buy them a newspaper or compli-
ment them, in order to garner their favor and help. It was clear, from a
moral perspective, that Mr. Edwards had not internalized such deeds as car-
ing and compassionate; instead, his motives were purely self-serving,
thereby strengthening my narcissistic conceptualization of his case.

Finally, Mr. Edwards began to increasingly utilize defensive mechanisms
during treatment. Most of these were immature defenses, such as simple de-
nial or avoidance, projection, and, at the upper-echelon of Mr. Edwards’s
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defensive hierarchy, rationalization. As Hotchkiss (2005) noted, narcissistic
personality types will tend to use these forms of defensiveness, partly be-
cause of their lack of ability to relate to others and also as a result of their
fixation, at some level, to an earlier, infantile, developmental stage. Much as
a child or infant will whine, cry, hit, or scream to avoid unpleasant stimuli,
Mr. Edwards used basic defenses to avoid uncomfortable topics and emo-
tions. Helping him realize these defenses, and perhaps other means of deal-
ing with negative stimuli, was a core part of therapy.

It should be noted that the conflict and defensiveness observed in session
were not necessarily a negative therapeutic factor. These conflicts and strug-
gles marked an important beginning for Mr. Edwards, wherein he began to
explore his own identity and the relationships he had developed throughout
his life. By focusing on these issues, and the dynamic of the therapist-patient
dyad itself, he was able to begin developing increased insight into the under-
lying problems that led to his initial presentation. Therapy during this period
was not always easy or explicitly enjoyable; however, it was a valuable shift
that I believe helped Mr. Edwards make significant progress. Further, while
Mr. Edwards was reticent to explore many of these areas, he was fully engaged
in treatment; he rarely missed a session and commented that he looked for-
ward to our meetings. For Mr. Edwards, the therapy room and our relation-
ship remained a safe place to explore his problems, although these issues now
involved more focused processing of difficult emotions and experiences.

However, there were times of tension within the session. In one session,
Mr. Edwards began discussing how he wanted to be wealthy and powerful—
a topic that was broached most sessions. I noticed a feeling of frustration
and boredom, reflecting the feeling of “spinning our wheels” that is com-
mon with narcissistic patients, as noted by McWilliams (1994). I chose to
attempt an interpretation. I asked him if his continued obsession with
money, power, and sex reflected something we had previously discussed,
mainly that he never felt he could “measure up” to his father’s expectations.
Mr. Edwards’s reaction was automatic. He vaulted forward in his seat
slightly and pointed a finger at me, exclaiming, “You’re being a bully!” We
explored this reaction, and he seemed to remain incensed for a period of
several minutes. He then quickly returned to idealizing me, seemingly in an
attempt to remove the focus on him. He did report later in session, near the
conclusion of our meeting, that the office space reminded him of a German
prison interrogation room. The significance of such a comment is clear, al-
though he denied the suggestion that he was feeling like a prisoner being
pushed for information. In hindsight, it is clear that this interpretation,
while likely accurate and thereby leading to Mr. Edwards’s powerful reac-
tion, was “too much, too fast.”

During our last year together, Mr. Edwards experienced an enormously
life-changing event, which would become a core focus of therapy: his wife
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died. This event was relatively unexpected. She died from acute respiratory
failure resulting from complications with the flu. Within one week of being
admitted to the hospital, she died. As can be expected from such an event,
processing her death was difficult and meaningful for Mr. Edwards, espe-
cially given his relative social isolation and the nature of their relationship.
Mr. Edwards’s wife was a friend and, in many ways, a mother-figure. She was
near his mother’s age, so her passing served as a reminder of mortality in
general, specifically causing him to worry about how long he would have
his mother nearby. Perhaps more importantly, from a dynamic perspective,
was that Mr. Edwards’s wife served as an important self-object that helped
fulfill unmet narcissistic needs from his childhood. With his wife, he was
able to use her to bolster his own esteem, while having her guide him and
use his own internalized grandiosity to fuel her personal functioning and
identity. They were entwined in a particularly complex manner, and her
passing meant that Mr. Edwards was suddenly without his most valuable
means of self-reflection and empowerment.

Mr. Edwards’s narcissism was clearly active during these months as well.
While he presented with visible grief and what I believe to be genuine sad-
ness, the roots of these emotions were unclear. He quickly would shift sub-
jects and often even appeared happy in session, discussing his plans for the
future and his desire to find another woman. In addition, the sudden boon
of his wife’s small life insurance policy began to rekindle his interest in “get-
rich-quick” schemes. This reaction is not surprising when considering them
as defensive reactions against the devastation Mr. Edwards felt internally.
However, his callousness and lack of a genuine grieving period were evident
not only in the therapy room, but also in the broader world and with other
individuals who were less able to understand the intricacies of his behavior
and the grief underlying his actions.

I remember one specific discussion, approximately two to three weeks af-
ter his wife’s passing, when Mr. Edwards began the session by detailing his
wife’s funeral and his interactions with family. At first, he appeared quiet,
withdrawn, and contemplative. He was alone and he felt helpless at times.
I was struck by his insight and his openness as he explained how he was un-
able to do things around the house as well without her. It was the simple
things that he seemed to miss, the kind of things one may take for granted
in a long-term partnership. I encouraged him to explore these emotions
more, as a core part of our therapy at this point was for him to begin mov-
ing beyond intellectualization and into feelings. He began his description
of the funeral in this mindset, articulating his emotions and the compas-
sion he received from others. Then, he noted, rather flippantly, that he had
shared with several other funeral attendees, including his brother, that he
now planned to find another woman. In our session, he explained that he
was excited to have sex again. It is likely that these over-sexualized thoughts
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and desires provided a defense against the intense emotions he was experi-
encing. The profound loss of his wife—a very powerful and tangible love-
object—likely led Mr. Edwards to feel pain and confusion he had not pre-
viously experienced.

He clearly did not understand the social taboos and norms regarding
mourning and loss. In one sense, her passing and the sudden increase in his
libido-driven behavior confirmed an earlier hypothesis that she acted as
part of his internalized conscience, much as I believe I had become. With-
out this guidance and the reminder of his superego, Mr. Edwards was in a
sense unbridled and allowed to begin earnestly pursuing his drives. Further,
it is likely that these drives defended against the pain of her loss. Therapy at
this time focused on exploring these drives, processing their roots and de-
velopment, and attempting to find means of appropriately expressing them.
Further, our own relationship continued to serve as a valuable source of in-
formation about Mr. Edwards’s dynamic interactions and underlying
process variables that influenced his day-to-day life.

Toward the conclusion of our treatment, in the last four to six months,
the focus of our work became Mr. Edwards’s productivity and employment,
due to the sudden loss of his accountant position at the firm for which he
had worked nearly ten years. Mr. Edwards was warned of the job loss and
able to prepare himself mentally for the shift; however, I believe he was un-
prepared for the emotions that came with his unemployment. After losing
his wife, he had reinvested himself in work, perhaps unconsciously, and de-
veloped stronger bonds with workplace staff, since they were his only social
outlets. The loss of these relationships and the sense of purpose he felt at
work placed Mr. Edwards on the brink of serious depression. However, Mr.
Edwards’s defenses and emotional avoidance served as psychological safety
nets. For Mr. Edwards, the job loss was rationalized as a temporary failure
and, eventually, seen as an opening or opportunity for him to explore his
full economic potential, although seriously limiting his social interaction. 

Unfortunately, his “full economic potential” meant a radical increase in
risky financial investments and schemes. Mr. Edwards’s narcissism revolved
around the definition of being male that I mentioned earlier: being rich,
successful, and sexually powerful. With the loss of his job and his wife, two
of these fantasies had suffered serious setbacks. He was left with a sole out-
let for his narcissism and his libidinous energies: wealth. Therefore, our
treatment moved toward exploring the roots of this desire for wealth and
the emotions that surrounded this quest. Further, I moved toward increas-
ingly structured sessions, focusing on concrete variables, wherein we exam-
ined his recent decisions, and I tried to influence him to care for himself by
not risking too much money. While he was able to make gains in this area,
I became a stabilizing object, empathically assuaging his fears while giving
advice and guidance that I could only hope would be internalized. 
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As my training at the psychology clinic was ending, we concluded treat-
ment together in a positive fashion. We spent a significant amount of time
exploring our separation in session, although Mr. Edwards never admitted
to any underlying feelings of loss, apart from statements about how helpful
I had been and how he respected me. While Mr. Edwards agreed to see a
therapist at an outside agency, it remained unclear whether he was invested
fully in the exploration of his identity enough to commit to a long-term dy-
namic program of therapy beyond that which we had completed. Indeed,
several months after our termination, through contact with his new thera-
pist (Mr. Edwards had signed a release at termination), I learned that Mr.
Edwards had dropped out of treatment after about two months of weekly
sessions. The therapist explained that attempts to directly confront Mr. Ed-
wards produced defensiveness and, eventually, seemed to lead to early ter-
mination. I also wondered what role the loss of our relationship played in
his termination, especially in regards to my role as a transferential figure
and self-object. The new therapist did not have any follow-up information
on Mr. Edwards since he left their clinic.

It should be noted that Mr. Edwards never fully achieved the insight for
which I hoped. This is not to say I was disappointed in his progress. Quite the
contrary, I was often amazed and pleased by the gains he made in admitting
his problems and the concrete strides he made in improving his life. Still, it
was clear, especially near the end of our treatment together, that the insight
concerning his behavior and the root of his inadequacies (perhaps their very
presence) was poorly integrated into his self-concept: Mr. Edwards made ten-
uous progress that was noticeable chiefly when circumstances allowed him to
solve tangible problems. For instance, during the portion of treatment that we
focused on financial well being (roughly the first half of our three year rela-
tionship), Mr. Edwards became acquainted with a family friend who had re-
portedly endured similar hardship financially. This individual offered to help
him pay off loans and move toward a more secure situation, although he
would have to pay back this person. He realized the potential of this offer,
took him up on his charity, and paid him back in approximately a year. Mr.
Edwards made a positive decision and successfully avoided falling into the
loan trap for the remainder of our work together. However, it was clear that
he saw this as a means to avoid harm, not as a means to improve his finan-
cial and emotional well-being. In many ways, this was the conundrum of
therapy with Mr. Edwards: his poorly integrated sense of self and the rawness
of his narcissistic desires led to poorly controlled outlets for his behaviors. It
appeared that only through external controls such as his mother, his wife, or
myself (all, in essence, surrogate super-egos), could Mr. Edwards temper his
drives and reduce his poor decision-making. While he made minor progress
in internalizing these relationships, it remained a core component of treat-
ment until we ended treatment together.
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In sum, I look back on my therapeutic work with Mr. Edwards with feelings
of satisfaction and disappointment. I believe that we worked together
through difficult issues, made significant gains on practical problems, and be-
gan to delve deeper into his personality. However, I think that Mr. Edwards
never successfully integrated fully our progress into his own identity and his
relational dynamics. For instance, the most progress we made on parsing
apart the roles of the super-ego, id, and ego and moving toward a more inte-
grated sense of self was a caricatured version of psychological functioning
wherein Mr. Edwards was caught between his internal “devil,” telling him to
take risks, and an externalized version of myself as superego, asking him what
the risks entailed and whether he had examined the possible consequences of
his actions. Further, after his wife’s death, it seemed that he clearly lost some
of his decision-making abilities and self-restraint. While his wife had con-
tributed in some ways to previous risks and problems, it seemed that the di-
alogue the two shared served Mr. Edwards as a means of reflecting on the sit-
uation, determining the risks inherent in a situation, and moving toward at
least a less damaging outcome than one made without external input.

COUNTERTRANSFERENCE

Schultz and Glickauf-Hughes (1995) noted that it is often through our
countertransference reactions that we first identify personality dynamics
and associated problems in our patients. This is especially true for cases of
narcissistic pathology (Schultz & Glickauf-Hughes, 1995; McWilliams,
1994). With Mr. Edwards, my countertransference became an important
tool that I used to assess our progress, our alliance, and my own reactions
to the process of therapy. As noted by McWilliams (1994), the form of
transference we see from narcissistic patients is much different from that
seen in other contexts. Their limited empathy and their intense self-focus
makes their own experience of transference and object relatedness complex
and difficult. However, this reluctance to address process, and the process
of therapy itself, elicits very strong and marked reactions in the therapist.

As noted previously, my experience with Mr. Edwards, as I believe is true
of all our patients, was varied and marked by many different emotions and
thoughts, including very positive feelings of pride in Mr. Edwards’s progress,
happiness, grief, and humor. That said, it is very true that my time with Mr.
Edwards produced reactions unlike those felt with most of my other pa-
tients, especially in that these emotions did remain relatively static and un-
changing, reflecting the rigidity of thought and relatedness present in nar-
cissistic pathology.

I began consciously focusing on countertransference a few months into
treatment, when we began to move into directly addressing his financial
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problems and, underneath this work, began moving toward exploration of
long-term dynamics and patterns that resulted in his desire for material and
libidinal outlets. There are at least two reasons why countertransference be-
came the focus of my attention at this point in treatment. First, our initial
work focused on surface exploration of Mr. Edwards’s presenting com-
plaints, much as is done with any patient. Second, and perhaps more im-
portant, was my lack of attention to process-related variables. During the
beginning of our treatment, as noted previously, our work focused on more
structured, supportive exploration of Mr. Edwards’s financial problems and
everyday struggles, including some cognitive behavioral techniques. Later
on, however, it became obvious that in order to make more progress on
these issues, as well as underlying dynamic problems—such as Mr. Ed-
wards’s depleted narcissism—we had to focus on the process variables in
session. This exploration of process-related variables was also recom-
mended by my supervisor. While earlier supervisors, including those who
focused on more structured treatment modalities, were generally open to
discussion of my reactions to the patient and process variables in the ses-
sion, the switch to a strongly psychodynamic supervisor during this middle
phase provided the impetus to focus even more intensely on these factors
during treatment.

While I understood the concepts of transference, countertransference,
and related variables, utilizing these tools and understanding the true im-
port of attending to my own thoughts and feelings was relatively new to me
and allowed me to develop my clinical skills in ways I had not realized they
could develop. It seemed to me that, as new therapists early in our training,
we struggle to remember the basics, such as intake procedures, charting du-
ties, and treatment planning. As time and experience continue, we become
more comfortable with complex clinical techniques and conceptualizations
that are the product of sitting in the therapy room, building bonds, and
dealing comfortably with crises and distress. In the case of Mr. Edwards, by
the time we moved toward a dynamic focus in therapy, I felt more confident
and comfortable as a therapist, especially in dealing with the more personal
and often emotionally charged issues of process and the therapist-patient
dyad. That said, I do believe that earlier and greater attention to dynamic
variables, such as transference and countertransference, would have been
helpful in my work with Mr. Edwards. Though I now realize that skill de-
velopment and theoretical diversity in training and supervision affected
when and how dynamic variables became more the focus of my work with
Mr. Edwards, it seems to me that therapists should move toward inclusion
of these variables as early as possible in treatment. 

I noticed strong countertransference experiences during the middle phase
of therapy. Mainly, I became very bored, often finding my mind wandering
and counting the minutes until we were “finished.” McWilliams (1994) re-
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ported that this is very common with such patients, noting that therapists
will often feel drained, bored, and drowsy during sessions. She even ex-
plained how she had experienced this phenomenon, initially ascribing it to
a large meal, a late appointment, or other mundane explanations. However,
after having several patients in a row and finding that the drowsiness was
only present with narcissistic patients, she began to understand the true
countertransference behind such experiences. Schultz and Glickauf-Hughes
(1995) describe this reaction as a direct result of the patient’s own “mirror
transference,” wherein “the therapist is likely to have the experience of not
being acknowledged by the client as a separate being” (p. 602). In essence,
I began to become simply a self-object used by Mr. Edwards for gratification
of his narcissistic personality structure.

In between sessions, I would begin to worry about the next session, in a
sense dreading the hour with Mr. Edwards, as I perceived it. I could not de-
finitively determine the roots of this reaction. And while Mr. Edwards and I
always had some meaningful discourse and discussion in his sessions, it ad-
mittedly never involved deep exploration of his insight into his pathology,
his current problems, or his relationships. I dealt with this reaction by con-
sulting with my supervisor. As we explored this reaction, it became clear
that while the sessions were generally “full” of content, they contained lit-
tle else: specifically, I began to experience the tension between process and
content, wherein we had plenty of material to explore—that is, details
about weekly or daily happening with coworkers, relatives, or investment
opportunities—but little focus on the dynamic processes inherent in these
situations or, indeed, within the session itself. Further, Mr. Edwards contin-
ually defended against attempts on my part to refocus on the process. I
spent several sessions delineating the therapeutic frame, as it related to
process variables. I informed Mr. Edwards about the meaning of process
and what was important to focus on when exploring these variables, in-
cluding his emotional reaction to experiences with others, including myself.
While he indicated understanding and assent to the technique, within a
short period of time Mr. Edwards was retelling stories and situations we had
previously explored, but without insight into these experiences or into the
therapeutic process itself. I wanted more—chiefly, for Mr. Edwards to make
some gains during the course of treatment that were noticeable and con-
crete, and to which he could ascribe some level of insight. His intense self-
focus limited his ability to process such situations in a novel light, espe-
cially his ability to see something from another’s perspective. Further,
attempts to delve deeper into a topic or to address new topics through redi-
rection resulted in retreat by Mr. Edwards, either through blatant denial or
subtly more sophisticated defensive mechanisms. For instance, Mr. Edwards
would often attempt to diffuse conflict during session and redirect a topic
by glorifying my experience, insight, and aptitude as a clinician—another
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common form of countertransference seen with narcissistic patients
(Schultz & Glickauf-Hughes, 1995). It seemed that he thought by project-
ing his own self-inflated image on me that he could feed my own narcis-
sism; I believe that his specific goal in these instances was to idealize me,
while minimize the focus on him during our explorations. I represented an
ideal self, who he seemed to believe was successful in the areas he consid-
ered important (wealth, intelligence, sexuality, and power), and a father-
like figure who judged him but also cared for him; eliminating that alliance
would devastate his need for such a self-object. In effect, these entreaties
only resulted in me becoming more bored and frustrated, feeling that the
session had become a superficial exchange of compliments and devoid of
true purpose.

As our dynamic therapy work progressed and my countertransference ex-
periences became more apparent, I consulted with a local psychoanalyst
who agreed to review the case, watch a session on tape, and discuss under-
lying themes and ideas in a group supervision setting. This supervision and
consultation were both fascinating and useful; it confirmed my own con-
ceptualization and added some thoughts on the process of our sessions.
Specifically, this consultant noted that Mr. Edwards was avoidant of his own
defensive processes and emotions, in general. However, more importantly,
the analyst commented on my own countertransference and provided some
guidance on addressing these feelings throughout our continued treatment.

A key part of this countertransference—the idea of being used as a self-
object—elicited feelings of frustration and, in a sense, violation. I explored
this in-depth during supervision, focusing on my feelings that I was not re-
ally needed in session and that Mr. Edwards was “running the show,” uti-
lizing me solely as a sounding board and as a form of paid “friend.” My su-
pervisor noted that this was common with narcissistic patients, in that their
lack of empathic connection with others limited the tangibility of the al-
liance during sessions. Further, he noted that mirroring, to a limited degree,
was what Kohut (1968, 1971, 1977) described in his treatment of narcis-
sistic pathology. By engaging the individual in a novel relationship, reflect-
ing and mirroring their emotions, providing the empathy and insight they
lacked, and by subtly avoiding simplification into a self-object or extension
of the patient, the therapist can create a corrective experience, leading to
gradual gains in insight and empathy by the patient. My supervisor noted
that Kernberg (1975, 1976, 1984) advocated more direct challenges and in-
terpretation, but we both felt this seemed ill-suited for Mr. Edwards, as evi-
denced by my exploration of a challenge during session which I described
earlier in the chapter. Mr. Edwards avoided challenges at all costs, reflecting
his depleted form of narcissism, as opposed to the more emotionally
charged grandiose-type. Without an identifiable emotional reaction that
provides important clues to therapeutic process and relational dynamics,
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interpretation and challenges are often ill-fated, providing little “grist” for
the therapeutic mill. Consequently, my challenge as a therapist was to find
times and ways in which Mr. Edwards would provide an opportunity to ex-
plore his conflicts such that he would not perceive it as a hostile attack.

An interesting dynamic also occurred among Mr. Edwards, my supervisor,
and me. Given the emphasis for narcissistic patients on power and author-
ity, there was a strange triangulation, wherein Mr. Edwards was aware of the
omniscient eye, so to speak, of the supervisor. This was especially salient
shortly after beginning to videotape sessions. Initially, Mr. Edwards was ex-
tremely reluctant to allow this, only agreeing after several months of work
together and with special clauses written into the consent form, detailing in
even more specific terms than were already there, the use of the tape and its
destruction. In one of our early taped sessions, I began to notice that Mr.
Edwards was, in effect, performing for the camera. His emotions were more
blatant, his responses tempered and thought out, and his behavior more
nervous. Indeed, he would often glance to the camera and ask if we were
taping, especially when exploring a particularly sensitive area. My supervi-
sor and I explored this behavior during our consultations and agreed that it
would be valuable to subtly explore the meaning of his change in presen-
tation. The next session, after he exhibited such behaviors, I asked Mr. Ed-
wards if it bothered him that we were taping or if he was worried about the
supervisor. He immediately turned to the camera, saying he was not nerv-
ous and that he “didn’t give a damn what he thought.” My supervisor and
I found this particularly intriguing, as it seemed to reflect that he did worry
about situations in which another person may be evaluating him. In this
case, the supervisor represented an unknown factor for Mr. Edwards, which
made it difficult to determine whether the supervisor was caring, judging,
or indifferent. In some ways, it was another projection of his underlying in-
securities about being judged by a father-like figure. Further, this episode ex-
emplified the triangulation that is often seen in narcissistic patients. Specif-
ically, Mr. Edwards placed my supervisor and me into a position of tension,
wherein his relationship with me (and the special quality of that relation-
ship) was threatened by a powerful third-party that held sway over both
him and me. Herein, we see a classic transference wherein I take on a more
maternal role, being the individual who is intimate, supportive, commu-
nicative, and warm, while the supervisor becomes the father figure, who is
less present and available, yet ultimately holds sway over the mother-figure
in a more powerful manner than does the patient (i.e., child). Interestingly,
this reenacted for Mr. Edwards the reported tensions within his own rela-
tionships and development with his parents. Further, Mr. Edwards’s reac-
tion pulled for more maternal countertransference behaviors, where I
sought to assuage Mr. Edwards’s fears or distress about the monitoring by
the “father-figure.” This exchange was valuable, however, in that it allowed
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Mr. Edwards and me to candidly discuss how the taping made him feel and
whether he was “putting on a show” for the viewer. He admitted he was a
bit, but was unable to really articulate why he found it necessary to do so.
This would continue to be addressed when needed throughout our work to-
gether, especially as it reflected his beliefs about how others perceived him,
judged him, and related to him. Nevertheless, this remained until the end
of our work together an area of difficulty for Mr. Edwards, who failed to
fully develop insight into how he related to others and how he “performed”
in an attempt to be accepted by others.

Finally, I noticed at times a strong sense of being paternalistic with Mr.
Edwards. His style of interaction—marked by the somewhat unusual be-
haviors already noted—in combination with the stories he told of how his
work and social interactions unfolded—reminded me of the prototypical,
office “loner” whom people criticize and use as the punch line of ongoing
jokes. Perhaps this was the first indication of countertransference I was de-
veloping that made me feel somewhat fatherly or like a caretaker; his de-
pleted-type of narcissism, along with his social awkwardness, odd behav-
iors, juvenile mentality, and inexperience in life in general, led to a feeling
of pity and compassion for him. This reaction also appeared during diffi-
cult transitional or developmental periods for Mr. Edwards. For instance, af-
ter Mr. Edwards’s wife died, I experienced a strong mixed reaction about
how he responded to this event. As noted, he initially seemed to be de-
pressed and withdrawn, genuinely mourning her passing; however, within
a short period of time, he began speaking explicitly of wanting a new ro-
mantic or sexual partner. While I felt a pull to comfort him as a parent
would, processing the grief and helping him work through the difficult
emotions—again reflecting the underlying parental countertransference, I
also felt angry that he could seemingly discard a relationship with such flip-
pancy. This was a time of intense countertransference and attempts, on my
part, to aggressively pursue his emotions, focusing him on the reasons for
his defenses and what the loss of his wife truly meant. In a sense, my own
values—the value of close, monogamous relationships and the importance
of addressing intense emotions—combined with a parental countertrans-
ference to motivate me to try and guide or teach him. 

This was perhaps the most unsettling transference I experienced, as it re-
sulted in me, a therapist in his mid-twenties, becoming the father-figure to
a man near forty-years-old. I believe this resulted from my own compassion
as well as from a pull from Mr. Edwards for me to become a corrective
parental figure, who served as an important self-object, while watching over
him and offering some form of narcissistic extension. This countertransfer-
ence would occasionally cause me to falter in challenges or necessary ques-
tioning, to reinforce thoughts or actions that perhaps should be dissuaded,
and sometimes threatened to result in becoming entwined too greatly for
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an effective therapeutic relationship. The struggle to distance myself as the
therapist was the toughest, for I wanted to be close to help my patients by
comforting them and guiding them to a better life. To manage this coun-
tertransference required continued exploration in supervision and through
personal reflection outside of session. The ultimate solution was to utilize
the compassion I felt for Mr. Edwards as a means of mirroring his own emo-
tions and experiences, helping to form a novel, corrective relationship I
spoke to earlier, and to adopt an attitude of curiosity about his experience,
his problems, and his growth during our work together.

A final frustration of our therapy was our inability to work toward the nat-
ural endpoint of treatment, wherein Mr. Edwards could move beyond deal-
ing with daily struggles and problems toward integration of self-insight con-
cerning his personality and relational dynamics. Mr. Edwards’s financial
issues, as well as relational functioning, could be addressed to some extent,
but the ultimate goal was clearly improved personal insight and ego-func-
tioning. However, this frustration proved to be a sort of blessing, for it
brought with it one of my most valuable training lessons. Specifically,
throughout our work together, it began to seem that Mr. Edwards’s problems
were not to be “fixed,” but, instead, to be processed to determine the under-
lying issues that were causing manifest difficulties as well as psychological
distress. This was a wonderful lesson for a nervous new therapist: therapy
was not simply checking off problems on a list, and providing textbook so-
lutions for common maladies. Instead, therapy was a dynamic process, in-
volving an ongoing, evolving communication between the therapist and pa-
tient, aimed, hopefully, at resolving the presenting issues, as well as those
that may be underlying these complaints. Indeed, McWilliams (1994) noted
that there are several important therapist qualities that are necessary when
treating narcissistic personalities, including patience, empathy, nonjudg-
ment, realistic evaluation of events, and acknowledgement of our errors and
feelings as therapists. Each of these factors was a skill I had to utilize in my
treatment with Mr. Edwards, and I value the growth I experienced as a result.

As I grew as a therapist, and as the connection between Mr. Edwards and
myself continued to develop, I added to this realization a point that is cru-
cial for all new therapists to recognize: progress is made every session, even
when it does not seem so. I was consistently taken aback when Mr. Edwards
would come in for a session and it would seem that we made no discernible
progress. However, often after these sessions or at the beginning of the fol-
lowing session, Mr. Edwards would comment that he had made a connec-
tion or drawn some new insight into a problem. We, as therapists, make a
difference in many different ways, one of which is simply being with the pa-
tient, helping him reflect on and articulate his thoughts, develop new in-
sights and relationships, and actually listen to their stories. Mr. Edwards
helped me realize this throughout our treatment together.
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SUMMARY

By working with Mr. Edwards, I developed a much stronger sense of my
own clinical identity, as well as a deeper understanding of my counter-
transferential reactions. I became more confident and comfortable devel-
oping relationships with my patients, as well as processing the emotions
that develop during the course of therapy and the roles that we enact dur-
ing our work together.

In addition, the benefits of being open in supervision, acknowledging my
emotions and reactions, and processing these with honesty are paramount.
My supervisors have been able to explore what I bring to the session, without
creating an atmosphere that I feel crosses the boundaries of the supervisory
relationship. Balancing disclosure and exploration of self in supervision with
the case conceptualization and planning for future therapeutic interactions
allows for personal growth as a therapist, as well as gains for the patient. I be-
lieve by being honest about my reactions, I was able to shape the therapeutic
environment to best help Mr. Edwards move into a corrective relationship,
wherein I could begin to explore his past, mirror his emotions and thoughts,
and model empathy and reflection. Although progress was sometimes slow, I
believe that Mr. Edwards achieved gains in many areas, including intraper-
sonal insight, as well as gains with his financial problems, while successfully
navigating emotional crises like the loss of his wife and his job, confusion
about family dynamics, and social alienation. Mr. Edwards improved his abil-
ity to approach life with continual optimism and was increasingly willing to
explore his identity and the mistakes he had made, as well as identify what
progress he had made on successes and personal strengths. 

As I write this summary, nearly a year after our mutual termination of
treatment, I wonder where Mr. Edwards is, what he is doing, and how he
has processed our relationship. I can only hope that our relationship re-
mains internalized as a means by which he will continue to engage in per-
sonal development and exploration. Such is the best we can wish of many
of our patients, especially when struggling with underlying personality
pathology, like narcissism. Likewise, we should as therapists, especially
training therapists, utilize these experiences to gain comfort and confidence
in working with strong transferential and countertransferential reactions
and often-difficult long-term therapy. 

NOTES

1. The author would like to acknowledge the following individuals who served
as supervisors or consultants in this case: Carol Freedman-Doan, PhD, Norman
Gordon, PhD, Nina Nabors, PhD, Karen Saules, PhD, and Michael Shulman, PhD.
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2. It should be noted that this does not necessarily equate with the conventions
of the current edition of the Diagnostic and Statistical Manual of Mental Disorders’s
(DSM-IV-TR; American Psychiatric Association (APA), 2000) diagnosis of Narcissis-
tic Personality Disorder (NPD). As noted in Chapter 2, the DSM-IV-TR diagnosis of
NPD and the historical conceptualization of narcissism in psychoanalytic theory are
markedly different. Psychoanalytic and psychodynamic theory has long held that
narcissism, along with other traits, such as hysteria and depression, stem from our
developmental experiences and the relations we developed with early caregivers—
specifically, the mother-figure (Blatt & Shichman, 1983; Wink, 1991). 
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The purpose of this book has been to introduce readers to basic psychody-
namic principles of narcissistic pathology, to describe case treatment histo-
ries that have targeted narcissistic pathology as a fundamental part of treat-
ment, and to discuss how countertransference feelings and reactions inform
treatment in therapeutically productive ways. This has been quite an ambi-
tious undertaking for us all. In the midst of busy semesters, finding time to
think, write, and edit this book has been challenging. The project has
stretched our collective thinking and understanding of our patients and
ourselves. As a result, we feel a deep sense of satisfaction in our accom-
plishment and hope that our efforts have helped other therapists who work
with patients struggling with such conflicts and difficulties. We also feel a
deep sense of appreciation to our patients, who courageously have shared
their life struggles with us and from whom we have learned much. Their at-
tainment of greater happiness, life satisfaction, and self-understanding is
what we all work for, and we trust that their therapeutic examples and gains
will help others achieve similar or greater levels gratification. 

In reflecting upon what I have observed as a supervisor and consultant in
this process, I can say there have been some considerable gains that these
authors have experienced in their professional development. These obser-
vations have led me to share what I believe to be fundamentals for new
therapists who may currently, or eventually will, encounter patients with
narcissistic pathology. It is with these fundamentals that I wish to close this
chapter.

First, it is very important that new therapists learn about narcissistic
pathology and conflicts. The DSM-IV-Text Revision (APA, 2001) and its
predecessor have been criticized for failing to capture narcissistic pathology
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as it has been traditionally understood (Cooper & Michels, 1988; Gunder-
son, Ronningstam, & Smith, 1991; McWilliams, 1994). Learning as much
as one can about the dynamic and analytic conceptualization of narcissis-
tic pathology and personalities provides a much richer and thorough base
from which to recognize, understand, and treat narcissistic pathology. Per-
sonally, I have found McWilliams’ (1994) text to be very helpful to students
in this regard.

Second, new therapists benefit tremendously from watching or listening
to tapes of their sessions with such patients under the supervision of a sea-
soned supervisor. As was demonstrated in the earlier chapters, individuals
with narcissistic pathology present themselves in challenging and/or com-
plicated ways. Beginning therapists often have trouble recognizing and un-
derstanding the content, process, and dynamics commonly observed in
these sessions. For instance, what may be understood as a simple and rea-
sonable negative reaction to a frustration or disappointment may be a
much deeper narcissistic injury or wound that causes much greater conflict
and sadness than what may initially present itself. Likewise, the complex
patterns of defenses that may raise themselves are often missed. 

Related to the above, beginning therapists are very strongly encouraged to
be open to sharing their thoughts, feelings, and reactions in the context of
clinical supervision. By now it is quite obvious that this text has demon-
strated how useful recognizing, identifying, and understanding counter-
transference experiences are in working with patients who have narcissistic
pathology. It is quite normal and understandable to respond with feelings
of shock, disbelief, irritation, boredom, and amusement at the many things
one might hear from patients. I think of Ms. Fons’s experiences with Mr.
Garcia, and his incredibly personal attacks on her appearance early on in
treatment, or Mr. Parker’s feelings of amusement at the grandiose stories
that Mr. Miller’s patient told about his daring efforts to rescue and protect
others. By knowing one’s inner experience of these patients, therapists are
in a much better position to understand the function of patients’ comments
and be more empathic toward the underlying conflict or concern that mo-
tivates them.

Fourth, I think it is important for beginning therapists to recognize that,
just because patients elicit strong feelings or meet criteria for an Axis II dis-
order, this is no reason to back away from treating them or believing they
can make meaningful changes in therapy. These new therapists (Ms. Fons,
Mr. Brown, Mr. Erdodi, and Mr. Parker) demonstrated courage and re-
silience in understanding their patients and finding effective ways of inter-
vening with them. Their commitment to their patients and their own edu-
cation served them and their patients very well. 

Fifth, in this day and age when brief treatments and symptom-focused
treatments are emphasized in clinical training programs, there is the unfor-
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tunate consequence of dismissing the more complex issues facing patients
and addressing these in treatment. Consequently, therapists are less pre-
pared to treat patients with complex and difficult problems (such as these)
and sadly relegate their problems to the pejorative position of being “char-
acterological” without the recognition that such problems can be effectively
treated and understood. Yet, as has been well documented in the literature
(Westen & Novotny, & Thompson-Brenner, 2004), most patients do not
come to therapy with one focal problem that is relatively well contained in
its effect on their lives. Most have a set of problems that are interrelated and
a product of well-established personality patterns. As was seen in Mr. Ed-
wards’s and Mr. Garcia’s cases, interventions that were based upon empiri-
cally supported interventions did not provide meaningful results. In fact,
they produced a rift in the therapeutic relationship and patients’ beliefs that
therapy could be helpful. Fortunately, longer-term, empirically supported
interventions are being reported for patients with personality disorders
(Huprich, 2008; Leichsenring, 2006; Levy et al., 2006; Porcerelli, Dauphin,
Ablon, Leitman, & Bambery, 2007; Sandell, Blomberg, Lazar, Carlsson,
Broberg, & Schubert, 2000) and problems with the assumptions behind
most of the empirically supported movement are being recognized (Morri-
son, Bradley, & Westen, 2003; Westen, et al., 2004). Therefore, it is impor-
tant for new therapists to be very cognizant of the fact that long-term treat-
ment of personality pathology is effective and a necessary component of
their training.

Fifth, and related to the above, meaningful change can and does occur
with patients who have narcissistic pathology. For instance, these cases have
demonstrated that patients can and do experience an effective decrease and
remission of suicidal ideation, self-destructive tendencies, and physical and
verbal aggression. They also were able to develop a more coherent sense of
self that acts out of reason and choice instead of being shaped by the world
and experiences around them. They also were able to more effectively cope
with the death of loved ones compared to when they began treatment.

Finally, as the authors themselves have articulated, therapists learn a
tremendous amount about themselves as persons. For instance, it comes as
a surprise to many new therapists that, having considered themselves to be
kind and caring individuals, they have feelings of dislike, irritation, or frus-
tration with a patient. This knowledge directly contradicts what almost all
new therapists have believed about themselves; yet, this knowledge does
not mean that they cannot be effective or that they cannot overcome these
initial feelings. Rather, it validates and enriches their understanding of
themselves as human beings with a rich, inner life which dynamically in-
teracts with the world around them. It expands their sense of what it means
to be human and that ambivalent feelings need not be viewed as problem-
atic, but as something to be understood and appreciated. 
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Most new therapists also learn that their pre-conceived ideas about what
therapy is must be changed in order to fit their experiences of what works
with patients who have narcissistic pathology. Incongruence between the
therapy room experience and one’s inner representation of psychotherapy is
quite typical, and often hard for new therapists to fully recognize and accept.
Too often, new therapists wish to hang on tenaciously to what they have read
and been told about therapy; yet, time and time again, what the patient
brings to the therapy room fails to fit nicely into that representation. For ex-
ample, many of my supervisees tell me that they do not believe therapy is go-
ing well because “nothing that significant happened” in treatment, which
means that the patient did not talk about things that lent themselves readily
to some form of intervention that targeted key areas that maintained their
psychopathology, such as their impaired object relations or core schemas. All
too often, this elicits distress and anxiety in new therapists, with the belief
that there is something deficient and inadequate inside of them—that they
must be doing something wrong or not working hard enough. Yet, this in-
congruence does not need to be viewed as a narcissistic threat to one’s skills
or professional integrity. Rather, it can be understood as an opportunity to
learn and develop within a supportive and caring supervisory relationship.
In other words, new therapists must learn how to work through their own
narcissistic challenges in order to be effective with their narcissistic patients.
Thus, part of the work of learning to work with narcissistic patients is learn-
ing to work through one’s own narcissistic threats to one’s sense of esteem
and agency. Without this, therapists are likely to feel frustrated by their pa-
tients’ resistance and defenses, as well as what all these elicit. 

In conclusion, it is my sincere hope that this text book has been helpful
for new or seasoned therapists who find working with narcissistic patients
to be challenging. By recognizing and understanding narcissistic pathology
and the reactions it elicits, therapists can become more equipped to toler-
ate, understand, and intervene with patients who usually are viewed as
quite challenging and frustrating. Meaningful therapeutic change can and
does occur when therapists get comfortable with themselves in the context
of their relationship with their patients. Just as narcissistic patients have
trouble living with themselves, so do new therapists who are being asked to
treat them. Getting more comfortable with one’s inner life and under-
standing it fosters personal and professional growth and makes one a bet-
ter therapist. What more could one want?

REFERENCES

American Psychiatric Association (2001). Diagnostic and statistical manual of mental
disorders (4th ed. Text Revision). Washington, DC: Author.

126 Steven K. Huprich



Cooper, A. M., & Michels, R. (1988). Book review of Diagnostic and Statistical Man-
ual of Mental Disorders, 3rd edition, Revised (DSM-III-R by the American Psychi-
atric Association. American Journal of Psychiatry, 145, 1300–01.

Gunderson, J., Ronningstam, E., & Smith, L. (1991). Narcissistic personality disor-
der: A review of data on DSM-III descriptions. Journal of Personality Disorders, 5,
167–77.

Huprich, S. K. (2008, in press). Psychodynamic therapy: Conceptual and empirical foun-
dations. New York: Taylor and Francis.

Leichsenring, F. (2006). Review of meta-analyses of outcome studies of psychody-
namic therapy. In PDM Task Force, Psychodynamic diagnostic manual (pp. 819–37).
Silver Spring, MD: Alliance of Psychoanalytic Organizations.

Levy, K. N., Meehan, K. B., Kelly, K. M., Reynoso, J. S., Weber, M. Clarkin, J., et al.
(2006). Change in attachment patterns and reflective functioning in a random-
ized control trial of transference-focused psychotherapy for borderline personal-
ity disorder. Journal of Consulting and Clinical Psychology, 74, 1027–40.

McWilliams, N. (1994). Psychoanalytic diagnosis. New York: Guilford.
Milrod, B., Leon, A. C., Busch, F., Rudden, M., Schwalberg, M., Clarkin, J., et al.

(2007). A randomized controlled clinical trail of psychoanalytic psychotherapy
for panic disorder. American Journal of Psychiatry, 164, 265–72.

Morrison, C., Bradley, R., & Westen, D. (2003). The external validity of efficacy tri-
als for depression and anxiety: A naturalistic study. Psychology and Psychotherapy:
Theory, Research, and Practice, 76, 109–32.

Porcerelli, J. H., Dauphin, V. B., Ablon, J. S., Leitman, S., & Bambery, M. (2007). Psy-
choanalysis with avoidant personality disorder: A systematic case study. Psy-
chotherapy: Theory / Research / Practice / Training, 44, 1–13.

Sandell, R., Blomberg, J., Lazar, A., Carlsson, J., Broberg, J., & Schubert, J. (2000). Va-
rieties of long-term outcome among patients in psychoanalysis and long-term
psychotherapy: A review of findings in the Stockholm Outcome of Psychoanaly-
sis and Psychotherapy Project (STOPP). International Journal of Psychoanalysis, 81,
921–42.

Westen, D., Novotny, C. M., & Thompson-Brenner, H. (2004). The empirical status
of empirically supported psychotherapies: Assumptions, findings, and reporting
in controlled clinical trials. Psychological Bulletin, 130, 633–63.

Concluding Remarks 127





abandonment, fears of, 24, 25, 36–37
absence, parental, 74
abuse of animals, 76–77
academic achievement, 28, 77–78
acceptance, of self, 12, 37, 92
advice for new therapists, 44, 119,

123–26
affects: Mr. Garcia, 33; Mr. Miller, 52,

54, 60; Mr. Schultz, 84–85
affirmation, external, 11, 25, 63–64, 98
aggression, displaced, 76–77. See also

violence, of patients
Akhtar, S., 72
alliance. See therapeutic alliance
ambiguity: discomfort with, 36, 48; in

therapy, 36, 43, 89, 107
amusement reaction, 63, 64, 65, 124
anecdotes. See storytelling/exaggeration
anger issues, 48, 54, 55
autoeroticism, 5, 6
Axis I and II conditions, 71, 75, 87, 90,

91

benefits of narcissism, 10
“black/white” thinking. See splitting
body language, 30, 39, 40
borderline personality disorder,

comparisons, 7

boredom: patients’, 59–60, 72, 78;
therapists’, in treatment, 16, 41,
64–65, 109, 114–15

boundary issues: Mr. Edwards, 96,
118–19; Mr. Schultz, 70–71, 84

bullying, perceived, 108, 109

Carroll, L., 12
cases: Mr. Edwards, 95–122; Mr. Garcia,

23–46; Mr. Miller, 47–68; Mr.
Schultz, 69–94

challenging. See confrontation, as
therapy component

change of therapists, 25, 29, 70, 82,
112

character organization, 7, 55
character pathology, 48, 54
child abuse, 26, 27, 73, 74, 76; effects,

33–34
child development, 8–9, 14–15, 16–17,

98; defenses during, 109; discipline,
33–34

child/parent relationships, 7, 8, 9,
14–15, 15–18; lack of parental
empathy/attention, 72–73, 98; Mr.
Edwards as son, 96–97, 98, 101–2;
Mr. Garcia as father, 24, 25, 32–34,
36; Mr. Garcia as son, 26–27,

129

Index



31–33, 35; Mr. Miller as son,
49–50, 51; Mr. Schultz as son, 70,
73, 74–77; therapeutic relationship
as, 19, 62, 64. See also father;
father figures; mother; mother
figures

clinical presentation. See presentation
clinical training. See training
clinicians. See therapists
completion of therapy, 73, 93, 112,

119. See also outcomes of treatment
conceptualization, 3, 99–100, 124;

challenges, 69; Mr. Edwards, 98,
106, 107, 114, 116; Mr. Schultz,
71–72, 78, 87; of transference,
16–17

confidence levels, therapist, 42, 89, 91,
97, 114, 120

confrontation: in Kernbergian theory,
20, 99, 116; as therapy component,
16, 19, 72, 73, 85, 112, 116–17

confrontation/empathy treatment
debate, 73, 99, 116

control issues: defenses for maintaining
control, 75, 90; of emotions, 36, 48,
51, 53, 57–58, 89; parents and
children, 34, 36; patients and
therapists, 15, 39, 42, 70–71, 84;
self-control, 12, 49–50; sexual,
34–35, 56

conversations, narcissists’, 13, 42. See
also interpersonal relationships;
storytelling/exaggeration

countertransference, 14–18; defined,
87–88; interfering with
performance, 89; as learning tool,
88–91, 113; Mr. Edwards case,
113–19; Mr. Garcia case, 38–44; Mr.
Miller case, 63–66; Mr. Schultz case,
87–91. See also transference

covert narcissism, 12, 13–14, 47; Mr.
Schultz, 73, 84

creativity, 79
criteria. See DSM-IV
criticism, narcissists’ reactions to, 13;

Mr. Edwards, 103; Mr. Garcia, 25,
26, 30, 37; Mr. Miller, 62; Mr.
Schultz, 76–77, 80, 86

death: family, 51, 58, 61, 62, 75, 102,
109–11; fear of, 60

debt, 95, 106
defenses, 7; grandiosity as, 13;

mechanisms, 37, 50–51, 75, 99,
107, 108–9, 115–16; responses to,
19. See also specific defenses

demographics of patients, 11
denial: defense, 48, 99, 102, 108, 115;

of transference, 15
depleted narcissism, 96, 98, 100, 114
depression: addressed in therapy, 52,

54, 60, 83; as reason for entering
therapy, 10–11, 23, 47

devalued narcissism. See depleted
narcissism

devaluing: addressing, in treatment, 19;
by Mr. Garcia, 29–30, 31; by Mr.
Schultz, 81; of relationships, 10; of
therapists, generally, 15–16, 19–20

developmental arrest, 18, 72
Diagnostic and Statistical Manual of

Mental Disorder. See DSM-IV
dichotomous thinking, 101. See also

splitting
“difficult to treat” patients, 2, 38, 69
dominance/submission, sexual, 34–35,

56
drama. See melodrama exploitation
DSM-IV: criteria unmet, 71, 100;

criticisms of, 123–24; narcissism
disorder criteria, 11, 12, 22, 121n2;
pathological gambling definition,
106

duality, demonstrated in patients, 74,
83, 84–85

duration of therapy. See timeframes for
therapy

dynamic perspective/theory, 97, 98–99;
therapy based on, 107–8, 116

Eagle, M. N., 87–88
Echo (character), 5
educational backgrounds, patients, 28,

77–78
Edwards, Mr.: background information,

101–4; case description, 95–97;
countertransference with, 113–19;

130 Index



theoretical foundations, 98–101;
treatment history, 105–13

ego, 5, 99, 113; structure formation,
18; undeveloped, 48

Ellis, H., 5
emotions: avoidance of, 47–48, 50, 53,

54, 57–59; control, 36, 51, 57–58,
89; explanation/education, 54–55,
59; lack of familial demonstration,
50, 74, 76, 77; management goal,
73, 92; therapists’, 87, 113

empathy: demonstrated by patients, 37;
demonstrated for patients, 20,
30–31, 38, 41, 42–43, 89–90, 91,
100, 118; lacking in parents
(theory), 72–73; lacking in patients,
11, 48, 61; vs. confrontation, in
treatment, 73, 99, 116

employment challenges: Mr. Edwards,
95–96, 111; Mr. Schultz, 71, 79, 80,
85

ethnicity, 28, 30, 31
exhibitionism, 34–35
experience, therapists. See inexperience

and insecurity
extensions, narcissistic, 72–73, 78,

82–83, 98, 103, 118

family relations. See child/parent
relationships; father; mother;
siblings

fantasies: Mr. Edwards, 103–8; Mr.
Garcia, 27, 35, 36; Mr. Miller, 47,
48, 51; Mr. Schultz, 85; therapists,
39–40, 42

fathers: of Mr. Edwards, 96–97, 104; of
Mr. Garcia, 35–36; of Mr. Miller, 50,
51; of Mr. Schultz, 74, 75, 77; father
figures: Mr. Edwards, 106–7, 108,
116, 117, 118; Mr. Schultz, 80

fear of success, 77, 78
feedback, positive, 72, 78
feelings. See emotions
financial problems, 95, 96, 105–6, 111,

113–14
free will, 57
Freud, Sigmund: ideas and influence,

5–6, 8–9; on transference, 14, 15

frustrations, of treating narcissistic
patients, 15–16, 38–39, 109,
114–15, 116

Gabbard, G. O., 13, 71, 99
gambling addiction, 106
Garcia, Mr.: background, 26–29; case

description, 23–26;
countertransference with, 38–44;
treatment history, 29–37

gender: and diagnosis, 11–12; and
patient-therapist relationships, 29,
30, 34, 69

glamour by association, 82–83
Glickauf-Hughes, C., 113, 115
Grandiose-Exhibitionist narcissism, 83.

See also overt narcissism
grandiose narcissism, 98
grandiosity: Mr. Edwards, 107–8, 110;

Mr. Garcia, 25, 37; Mr. Miller, 47,
48, 52, 53; Mr. Schultz, 72, 78,
83–84; and self-esteem, 8; varying
levels, 9–10, 12

grieving: Mr. Edwards, 110–11, 118;
Mr. Miller, 51, 58, 62

help from supervisors, on
countertransference, 124; Mr.
Edwards, 115; Mr. Garcia, 40, 42,
43; Mr. Miller, 65; Mr. Schultz, 88,
90–91

“hero” identity fantasy, 47, 50, 51, 52,
55, 59, 62–63

history, narcissistic personality disorder,
5–6

Hotchkiss, S., 98, 99, 109

id, 48, 113
idealization: idealized object, 13; of

parents, 16–18, 26–27; and self-
image, 7, 16; of therapists, 19, 106,
108, 109, 116

identification with patient, 89–90, 91
inexperience and insecurity, 42–43, 88,

90, 91, 114, 126
inferiority feelings, 11, 13, 84, 100
intellectualization, as defense, 53,

58–59, 65–66, 71

Index 131



internalization: of grandiosity, 8;
transmuting, 8, 17, 19

interpersonal relationships: challenged,
via narcissism, 11, 13; Mr. Edwards,
103; Mr. Garcia, 28, 37, 41–42; Mr.
Miller, 55, 58; Mr. Schultz, 74–75,
82–83; quality evaluation, 10. See
also romantic relationships; social
impairment (Mr. Edwards); work
relationships

intuition, therapist, 87
investigations and trials, 5–6, 12

Jacobs, T. J., 88
jealousy: parental, 75–76, 77; of

patients, 101, 102, 104

Kernberg, Otto: on character pathology,
48, 98–99; theories, 6–7, 9, 14–15,
72; on treatment, 16, 19–20. See also
confrontation/empathy treatment
debate

Klonsky, E. D., 11
Kohut, Heinz: theories, 7, 8, 9, 72–73,

98–99; on transference, 16–17; on
treatment, 18–19, 73, 87; on values,
59. See also confrontation/empathy
treatment debate

libidinal energy, 6
literature: anonymous patient

depiction, 97; influential, 5–7, 41;
recommended specific, 124. See also
specific authors

loneliness, 76
long-term therapy, 87, 112, 124–25.

See also timeframes for therapy
love, capacity, 99

manipulation: by patients, 105, 108; of
patients, 48, 57, 65, 104

marriage: Mr. Garcia, 24, 27; of parents,
75, 76. See also spouses

masculinity, 35, 56, 63, 95, 104, 111
McWilliams, Nancy, 15, 41, 72, 98,

113, 114–15
medical ailments: Mr. Garcia, 24–25,

28–29; Mr. Miller, 49

melodrama exploitation, 51, 55, 58,
59–60

mental illness, family, 75, 77
Metamorphoses (Ovid), 5
Miller, Mr.: background and treatment,

49–52; case description, 47–48;
countertransference with, 63–66;
treatment history, 52–63

Minnesota Multiphasic Personality
Disorder (MMPD) scales, 12

Minnesota Multiphasic Personality
Inventory (MMPI), 100

mirroring, 8, 16–18, 116; usage, 19, 31,
54, 98

mirror transference, 115
monitoring, visual, of therapists, 40,

41, 65, 116, 117–18; utilization in
education, 124

mothers: of Mr. Edwards, 101; Mr.
Garcia, 26–27; Mr. Miller, 49–50,
51–52; Mr. Schultz, 75–76

mother figures, 102–3, 104, 110
motivation of patients, 2–3, 70, 84,

109; lacking, 43, 73

narcissistic personality disorder: clinical
presentation, 10–12; defined/traits,
72, 73, 83–84, 99; diagnostic
criteria, 11, 12, 22, 121n2; forms,
12–14, 83, 98–99; history, 5–6;
normative vs. pathological, 9–10;
theories, 6–9; treatment, 18–20

narcissists: defined/described, 7, 11, 72,
98; described by Kernberg, 7, 99;
described by Kohut, 99; McWilliams
on, 99–100

Narcissus (character), 5
narratives of patients, 70, 77, 78, 82,

86. See also storytelling/exaggeration
Nemesis (character), 5
normal/pathological disorder, 9–10
NPD. See narcissistic personality

disorder

objectification of patients, 97
object love, 6, 9
object relations, 8–9; development, 15,

19; theory, 98

132 Index



Oltmanns, T. F., 11
On Narcissism (Freud), 5–6
outcomes of treatment, 19, 125; Mr.

Edwards, 112–13, 120; Mr. Garcia,
37; Mr. Miller, 61–63, 66–67; Mr.
Schultz, 86–87, 92

overt narcissism, 12, 13–14, 47; Mr.
Schultz, 73, 83–85

Ovid, 5

parent/child relationships. See
child/parent relationships

parent imago, 18
parents of narcissists. See child/parent

relationships
pathological/normal disorder, 9–10
Personality Disorder NOS, 71
pessimism, on treating narcissism, 6
power dynamic, patient/therapist, 39, 42,

63, 70–71. See also boundary issues
presentation: clinical, 10–12; Mr.

Edwards, 95, 100, 117; Mr. Garcia,
24; Mr. Miller, 52; Mr. Schultz, 69,
73, 81, 83–85, 92

prestige, of relationships, 82–83
primary narcissism, 6, 9
process variables, 114, 115
professionalism, perceived, 23, 38, 39,

126. See also confidence levels,
therapist

progress of therapy: Mr. Edwards, 106,
112, 119; Mr. Miller, 52, 62, 65; Mr.
Schultz, 73–74, 81–82, 86, 91

projection examples, 19, 31, 33, 34, 117
pseudovitality, 73
psychic structures, 13, 18, 19
psychoanalytic theory, 4n1, 121n2
psychodynamic theory, 3, 4n1, 121n2

qualities needed, in therapists, 119

racial issues, 28
Racker, H., 14, 20n1, 88
rage, 15, 19, 91
reaction monitoring. See monitoring,

visual, of therapists
reasons for entering therapy, 10–11, 23,

47, 69, 95

recorded sessions, reviewing, 40, 41, 65
Reich, A., 6, 9–10, 12
relationships. See child/parent

relationships; interpersonal
relationships; romantic
relationships; work relationships

religious beliefs, influence, 24, 27
repetition, of stories, 86, 96, 100, 115
rescue fantasies, 39–40, 42
resistance, transference as, 14–16
romantic relationships: Mr. Edwards,

103–4; Mr. Garcia, 24, 27; Mr.
Schultz, 71, 79–80, 81

Rose, P., 13

sadism and masochism, 34–35, 56
schizophrenia, 9
Schultz, Mr.: background information,

74–81; case description, 69–74;
countertransference with, 87–91;
treatment history, 81–87

Schultz, R. E, 113, 115
secondary narcissism, 6
secondary outcomes of disorder, 9–10
self-acceptance, 12, 37, 92
self-doubt, 70, 74, 81, 85
self-efficacy, 61, 62, 105
self-esteem: and grandiosity, 8, 13, 37;

maintenance, 13–14, 81, 85; of
therapists, 40–41; of young people,
16–17, 96

self-image, 7, 57, 60, 72, 78, 85
self-narratives. See narratives of patients
self-objects, 9, 99; spouses as, 103, 110;

therapists as, 16, 18, 106, 115, 116
self-referrals, 69
sense of self, 3–4; development, 8,

16–17; in narcissists, 7, 9–10, 40,
59; repairing, 19, 113

sexual issues: avoidance of discussion,
55–56; control-related, 34–35, 56;
frustration, 95; orientation, 23, 24,
27, 102; preoccupation/
inappropriateness, 96, 102, 103–4,
110–11

shame feelings, 70, 76, 96, 99
siblings: Mr. Edwards, 98, 101–2; Mr.

Schultz, 74, 77

Index 133



social impairment (Mr. Edwards), 95,
96, 100–101, 110–11, 118

split representations. See duality,
demonstrated in patients

splitting defense, 35, 48, 54, 99, 108
spouses: Mr. Edwards, 98, 102–3, 104,

109–10; Mr. Garcia, 24; ratings by, 12
stepparents, 76
storytelling/exaggeration: Mr. Edwards,

96, 100, 115; Mr. Garcia, 25, 31; Mr.
Miller, 47, 51, 63, 65; Mr. Schultz,
71, 78, 84

structural deficit, 73
submission/dominance, sexual, 34–35,

36
subtypes of narcissism, 83–84, 98–99
suicide: attempts, 47, 60; of family, 77;
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confrontation, as therapy

component; countertransference;
empathy; training

Thomson, J. A., 72
Three Essays on the Theory of Sexuality

(Freud), 5
timeframes for therapy, 81–82, 87, 97
tragic hero role. See “hero” identity

fantasy
training, 2, 3, 4n1, 38, 112
transference, 14–18; mirror, 115;

patients’ denials, 15; sexualized, 34.
See also countertransference;
devaluing; idealization

transfers. See change of therapists
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variables, process-related, 114, 115
victimization examples: Mr. Garcia, 31;

Mr. Miller, 50, 56–57
violence, of patients, 47, 50, 51, 76–77
Vulnerable-Sensitive narcissism, 83. See

also covert narcissism

weaknesses: concealing, 57; emotions
as, 51, 57, 62; exposed by others, 76

Wink, P., 12, 72, 83, 98
Winnicott, D. W., 59
work relationships: Mr. Edwards, 95–96,

111; Mr. Garcia, 24, 25, 28, 31, 36.
See also employment challenges

writings, influential, 5–7, 41

134 Index


	Cover
	Narcissistic Patientsand New Therapists
	ISBN-10: 0765705621
	Contents

	1Introductory Remarks
	2 Narcissistic Personality Disorder
	3 The Case of Mr. Garcia
	4 The Case of Mr. Miller
	5 The Case of Mr. Schultz
	6 The Case of Mr. Edwards
	7 Closing Remarks
	Index



