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About this book


In the literature related to helping people to have a more comfortable mental state, we see references to many types of psychotherapies, such as supportive therapy, cognitive behavior therapy, dialectical behavior therapy, existential therapy, aversion therapy, Gestalt therapy, hypnotherapy, art therapy, systematic desensitization, psychodrama, family therapy, marriage therapy, group therapy, and even nude therapy. This book examines and describes psychoanalytic concepts, psychoanalytic psychotherapy (sometimes called psychodynamic psychotherapy, dynamic psychotherapy, or insight therapy), and psychoanalytic group therapy.


Over a decade ago, based on decades-long clinical experiences starting in the early 1960s, VamıkVolkan published a textbook on psychoanalytic treatment that includes stories of psychoanalytic processes from the first to the last day of treatments of various types of analysands (V. D. Volkan, 2010). He has also written other books of psychoanalytic cases spanning the first to the last days of psychoanalysis and reporting what comes to the psychoanalyst's mind—and when cases were supervised, also the supervisor's mind—as the analytic process continued (V. D. Volkan, 2005, 2010, 2013, 2019a, 2019b, 2021a, 2021b; V. D. Volkan & Fowler, 2009). Writing total case histories allows the



reader to question the validity of the link between clinical observations, the psychodynamic understanding of them, and technical considerations based on such observations. The best way to describe major changes in a person's internal world, we believe, is to recount total psychoanalytic processes.


In addition to conducting psychoanalytic psychotherapy, Kevin Volkan has worked in a wide variety of positions with many kinds of patients in situations that were not only non-psychoanalytic but also antithetical to psychoanalysis in general. Nevertheless, even in the presence of hostility toward psychoanalytic clinical approaches, he has found that psychoanalysis offered key insights and techniques that helped the people with whom he was working.


Kevin Volkan has written psychoanalytic books exploring drug addiction and schizophrenia, as well as numerous psychoanalytic articles examining demonic possession, dissociative disorders, hoarding, personality disorders, sexual fetishes, and also non-clinical applications of psychoanalysis to Buddhism, organizational psychology, and even reality television (K. Volkan, 1994a, 1994b, 2013a, 2013b, 2014, 2016, 2020a, 2020b, 2021a, 2021b; K. Volkan & V. D. Volkan, 2022). In addition to case histories, quantitative scientific studies inform his work.


This book tells the reader how the human mind works, illustrates psychoanalytic terms and concepts with case examples, describes how psychoanalytic psychotherapy is conducted, and compares psychoanalytic psychotherapy to psychoanalysis proper. Its aim is to improve psychoanalytic psychotherapists’ professional identities as well as their approaches to their patients. The book explores psychotherapeutic approaches to individuals with various types of traumas and personality organizations. It is our sincere hope that this book will be of benefit to students of all therapeutic persuasions studying clinical psychology as well as members of the general public who are interested in exploring how the human mind works.


Terminology


We will use several terms to refer to those who practice psychoanalysis and psychoanalytic psychotherapy throughout this book. The two main terms are psychoanalyst (or analyst) and psychoanalytic psychotherapist



(or psychodynamic psychotherapist). These terms are distinguishable, and a bit of explanation is in order.


A psychoanalyst is someone who has received advanced training at a psychoanalytic institute beyond his or her graduate degree. A psychoanalyst has had several years of coursework (five or more in some institutes), undergone psychoanalysis themselves as part of his or her training, and has completed several psychoanalytic cases under the supervision of an experienced psychoanalyst. Requirements vary depending on the specific institute and the institute's theoretical orientation; for example, some institutes require completion of a dissertation on a psychoanalytic subject. Some states in the USA, such as New York, license psychoanalysts while most others require that psychoanalysts already be licensed in a mental health profession. However, in most states, “psychoanalyst” is a term of art reserved for those who have official training, without which a person may not hold himself or herself out to the public as a psychoanalyst. In this book, the term “psychoanalyst” (unless specifically mentioned) will refer to Freudian and neo-Freudian analysts.


A psychoanalytic psychotherapist is someone who holds a graduate degree in a mental health field and is licensed to practice psychotherapy. This person has undergone a training program, either formal or informal, in psychoanalytic psychotherapy. Many psychoanalytic institutes now have such training programs. These programs generally require two or more years of coursework as well as experience being supervised by a psychoanalyst or advanced psychoanalytic psychotherapist for several clinical cases. One can also become a psychoanalytic psychotherapist by taking courses on one's own and then finding a psychoanalyst or psychoanalytic psychotherapist to provide supervision for several cases. While the term “psychotherapist” is a term of art reserved for people with a mental health practitioner's license, the term psychoanalytic psychotherapist is not. That means that anyone who is a licensed mental health care practitioner, who thinks they have enough training, can use this term. Like psychoanalysts, there are many different theoretical orientations among psychoanalytic psychotherapists. However, in this book the term psychoanalytic psychotherapist will refer to Freudian or neo-Freudian practitioners. These psychoanalytic psychotherapists typically will



adhere to the same core principles as Freudian and neo-Freudian psychoanalysts.


A psychodynamic psychotherapist is someone who has had similar training as a psychoanalytic psychotherapist, but who may or may not adhere to certain core Freudian psychoanalytic principles. For instance, a psychodynamic psychotherapist may practice from an attachment perspective, where the type of relationship formed in early childhood is replayed out in adulthood. This type of practitioner may not believe in, or make use of, the understanding of drives in his or her practice. However, other psychodynamic psychotherapists may adhere to core Freudian concepts yet choose to call themselves psychodynamic psychotherapists rather than psychoanalytic psychotherapists because they may be concerned that the term “psychoanalytic” could cause confusion regarding whether the practitioner is an analyst. “Psychodynamic psychotherapist” is a loose term, and because of this we will use it sparingly in this book.


There are, of course, many exceptions to the above practitioner characterizations. For the purposes of this book, however, the above descriptions should provide some clarity regarding which type of practitioner we are describing.


Also, throughout this book we will frequently refer to psychoanalysts and psychoanalytic psychotherapists. The phrase psychoanalysts and psychoanalytic psychotherapists is, however, cumbersome. Therefore, we will use the term psychoanalytic clinicians when we refer to psychoanalysts and psychoanalytic psychotherapists collectively. We will also use the term therapist to refer more loosely to those who are mental health practitioners.


Another term than needs to be considered is the label we apply to those we work with therapeutically. This is a damned-if-you-do, damned-if-you-don't type of situation. Traditionally, physicians and psychologists have used the term patient as shorthand for those who suffer from psychopathology. Over the years, and especially after the human potential movement of the 1960s and 1970s, the word patient began to be seen as stigmatizing. This was especially true in an era where inhabitants of mental hospitals (i.e., patients) were part of a mental health system that often warehoused or abused people. The word patient also



has strong connections to the medical profession. In the past, medical doctors had patients, while other mental healthcare workers had clients. The use of the word patient carried connotations of the medical doctor's authority, sometimes giving rise to a built-in transference (which we shall discuss in detail later). This situation has been muddied somewhat by the rise of doctoral level psychologists who see patients but also have clients. The profession of clinical psychology has for much of its history been excluded from medical guild status. Nowhere has this been truer than in American Freudian psychoanalysis, which has only wholesale opened psychoanalytic training to non-MDs since the late 1980s, and only under the injunction of multiple lawsuits (Simons, 2003). Nowadays, this situation seems to have resolved itself. Non-MDs are welcome to train at psychoanalytic institutes all across the United States and typically outnumber their MD colleagues (Katz et al., 2012).


Under the influence of practitioners such as Carl Rogers, psychotherapists of all types began addressing their patients as “clients.” The term “client” was seen as less stigmatizing and perhaps minimized the idea that people were suffering from psychopathology. However, the word “client” also carries certain connotations. It implies a commercial relationship between a provider and a consumer. Fuller Torrey (2011) writes that the word “client” carries with it the idea that the person is a voluntary customer of legal or financial services. As Carlos Sluzki (2000) tells us, any relationship to consumerism, “…carries with it the assumption that there is an implicitly dangerous, exploitative relationship between a naive consumer, who needs protection by a benign advocate against a conniving exploiter” (p. 348).


Sluzki goes on to explain that the word client derives from the Latin cluere, which means to listen. The connotation is that a client is someone who listens to advice. Psychoanalysis and psychoanalytic psychotherapy, the subjects of this book, should not involve dispensing advice, and therefore the word client makes us uncomfortable.


The word patient on the other hand, according to Sluzki, derives from the Latin pati, which mean to suffer. “Other associations of the word ‘patient’ or ‘patience’ lead us to the sets enduring/stoical; serene/placid, and tenacious/unremitting” (p. 351). Here, we feel we can find more concordance with psychoanalytic clinical reality.




Pamela Hartzband and Jerome Groopman from Harvard are concerned that newer terminology for patients, such as consumer or client, is being driven by the industrialization and commercialization of medical care where hospitals are run like factories. They warn that good medical care takes time and that there are multiple paths to treatment (Hartzband & Groopman, 2011, 2016). This view is also consonant with psychoanalytic clinical practice where the course of treatment is somewhat unpredictable, and the clinician needs to improvise to some degree.


A survey of physicians and psychologists conducted by Ahsan Naseem and his colleagues (Naseem et al., 2001) indicates that both physicians and psychologists preferred to refer to those seeking their help as patients, though medical doctors preferred the use of last names while psychologists preferred first names. It seems that people using psychiatric clinics also prefer the term patient. A survey in the UK showed that 77% of people attending a psychiatric clinic preferred to be referred to as patients rather than clients. There were also no subgroups that preferred the word client (Ritchie et al., 2000). However, in more mixed settings that emphasize the role of the “consumer” of mental health services, the words consumer and client were preferred over the word patient (Lloyd et al., 2001).


There is no perfect term to describe those with whom we work. Given the above thoughts, however, we are more comfortable using the term patient in this book.











CHAPTER 1


Psychoanalysis and psychoanalytic psychotherapy: Five therapeutic principles


There is a great deal of confusion among clinicians and members of the public about psychoanalysis proper and psychoanalytic psychotherapy. This is true even among the practitioners of these methods. One of the reasons for this is the sheer number of types of psychoanalysis and psychoanalytic psychotherapies that are currently practiced around the world. Many of these are similar and others are divergent. It would be impossible in a short book such as this one to list all of these or to review all the characteristics of each. Instead, we will present a sort of hypothetical median to define what is meant by Freudian-derived psychoanalysis and psychoanalytic psychotherapy based on the authors’ experiences and perception of the field. While we present what we consider to be those theories and techniques most often encompassed by Freudian and neo-Freudian psychoanalytic clinicians, we also acknowledge (and from time to time draw upon) many different schools of thought. These schools of practice and thought use similar terms but can diverge widely from what we are stating as a sort of “standard.” Perhaps this is a limitation of our work. But it is also a strength in that we are attempting to establish core psychoanalytic ideas while explaining the different ways these can manifest clinically.




Let us go back to Sigmund Freud and the early times of psychoanalysis. Sigmund Freud (1919a) and Edward Glover (1931) wrote about the differences between psychoanalysis and psychoanalytic psychotherapy and viewed psychoanalytic psychotherapy largely as a work of suggestions. Edward Bibring (1954) mentioned five therapeutic principles in comparing psychotherapies with psychoanalysis. These principles are suggestion, abreaction, manipulation, clarification, and interpretation.


1. Suggestion refers to the therapist's inducing various mental processes in his or her patient independently of—or to the exclusion of—the patient's rational or critical thinking. For example, the psychotherapist helps a patient to try a different response to a certain situation.


2. Abreaction describes an emotional discharge, an emotional reliving. For example, let us refer to a male patient who had an unloving mother. Because of this childhood experience, he kept an emotional distance from his wife, another woman, during adulthood. During his psychotherapy, this man spoke of his wife's death two years prior to his starting his treatment. He described in detail, without exhibiting any emotions, how his wife died after most of her skin was burned in a house on fire. One day, while referring to the death of his wife, the patient suddenly started crying, hitting his head with his hands, and screaming—openly expressing various emotions such as sadness, anger, and guilt and thus having an abreaction experience.
    In the early days of psychoanalysis, abreaction was considered a curative process. Bibring (1954) stated that abreaction as a curative principle is, to a certain degree, maintained. But the value of the emotional discharge should be considered only in combination with other therapeutic principles.


3. Manipulation is used to produce in the patient a favorable attitude toward the treatment situation and exposing the patient to a “new” experience with which the patient had not previously been acquainted or had not experienced since childhood. Bibring (1954) describes the patient embarking on treatment at the instance of some authoritarian influence. When the therapist convinces this patient that it is up to him or her whether or



not to discuss his or her problems in their sessions, the therapist reestablishes the patient's freedom of choice. One benefit of this is that the patient then feels that he or she is expected to act on his or her own responsibility.
    Bibring tells us that suggestion, abreaction, and manipulation do not give the patient self-understanding. Instead, the remaining two therapeutic principles, clarification and interpretation, accomplish this.


4. Clarification does not expose unconscious material but material that simply escapes the patient's attention and is more or less easily recognized by him or her when his or her attention is directed to it. Bibring (1954) writes that clarification “refers to those techniques and therapeutic processes that assist the patient to reach a higher degree of self-awareness, clarity and differentiation of self-observation that makes adequate verbalization possible” (p. 755).


5. Interpretation refers to the uncovering of unconscious material; it is a prolonged process rather than a single act. Insight brought about by interpretation differs from that effected by clarification. Clarification helps the patient to achieve greater objectivity whereas interpretation “leads to the reactivation of painful tendencies, memories and conflicts” (Bibring, 1954, p. 758).


When Edward Bibring wrote his paper in 1954, insight through interpretation was considered the principal agent of change. Salman Akhtar (2009) referred to ideas of psychoanalysts expressed in the 1980s and 1990s and stated that similarities between psychoanalysis and psychoanalytic psychotherapy are accepted if both types of work with patients focus on exploring unconscious issues, the importance of childhood experiences, transference, and countertransference (also see: Gill, 1994; Kernberg, 1984a; Pine, 1997).


Transference and countertransference


Briefly, the term transference refers to a patient's experiencing the psychoanalyst's image as an image or images of other important individuals in his or her life, especially during the patient's childhood. This includes parents, other caregivers, siblings, and individuals involved with traumatic events in the patient's life. The term countertransference



is used when we refer to a psychoanalytic clinician's own feelings and attitudes influenced by his or her earlier relations with important others now directed toward a patient.


Obviously, the contrast between a psychoanalyst sitting behind a patient who lies on the psychoanalytic couch four or five times a week and a psychoanalytic psychotherapist meeting with a patient face-to-face once or twice a week leads to significant differences between the two types of treatment. The intensity of the development and exploration of unconscious issues, the understanding of the importance of the role of childhood experiences in forming the patient's symptoms and personality characteristics, and the therapeutic roles of transference and countertransference will be different.


Differences between psychoanalysis and psychoanalytic psychotherapy


In general, the aim of psychoanalytic psychotherapy is to help people to deal with psychologically troublesome events, as well as alleviate symptoms that were troubling enough to cause someone to seek treatment. Both these events and symptoms have an origin in the unconscious. The aim of psychoanalysis is deeper: a successful psychoanalytic process leads to making positive structural modifications in the analysand's mind and mental functions. However, going through a long-term psychoanalytic psychotherapy may also help patients to develop more adaptive and less anxiety-provoking ways to live. Akhtar (2009) states: “In essence, all analyses include interventions that are essentially psychotherapeutic, and all significant psychotherapies done by an analyst have elements of psychoanalysis. It is a continuum of dimensions that one is dealing with here, and not a cubicle of categories” (p. 231).


We can summarize these ideas by saying that psychoanalysis enables fundamental changes in the patient's personality, while psychoanalytic psychotherapy helps the patient adapt his or her personality to his or her life circumstances. While personality change may result from psychoanalytic psychotherapy, it does not generally result in as far-reaching fundamental personality change as what can be achieved in psychoanalysis.


There are also psychotherapists who have not gone through a personal analysis and formal psychoanalytic training. Throughout four



decades, V. D. Volkan has supervised the therapeutic work of more than twenty such psychiatrists, psychologists, and social workers in the United States and other countries. To a lesser extent, K. Volkan has supervised several psychoanalytic psychotherapists as well as guiding them through their doctoral and postdoctoral training. We have been impressed by the ability of most of these psychoanalytic psychotherapists to benefit from supervision and the application of psychoanalytic concepts to successfully treat their patients. Nevertheless, change in an individual's personality generally occurs in a more limited way in psychoanalytic psychotherapy when compared to individuals who go through psychoanalysis.


The caveat here is that the difference between psychotherapy and analysis may be one of time and exposure. Brief psychodynamic therapies may be more limited, focused as they are on symptom reduction rather than personality change. But a long, intensive psychoanalytic therapy may achieve goals similar to those achieved after analysis. Likewise, psychoanalytic therapy is less standardized and applied in many different ways. Changes in the mind of an individual in psychoanalytic psychotherapy are likely more dependent on who is doing the therapy and the types of theory and techniques of psychoanalysis the therapist employs.


There is a gray area between psychoanalysis and psychoanalytic psychotherapy. It is perhaps helpful to think of these as ends of a therapeutic spectrum. While psychoanalysis is the more in-depth end of the therapeutic spectrum, it is not always the superior approach. This will depend on the needs of the patient and what modality is best for each patient's unique situation and constellation of pathology.


Starting when Sigmund Freud was alive, there have been different “schools” of psychoanalysis. For example, during Freud's time some psychoanalysts were followers of Carl Jung. Now psychoanalysts are known as followers of classical, interpersonal, or relational psychoanalysis or are labeled as ego psychologists, self-psychologists, Freudian, Jungian, Kleinian, Bionian, Fairbairnian, Winnicottian, Lacanian, and so on. Increased variety of therapeutic approaches—all of which are called “psychoanalytic”—creates complexity in clinical judgments. In this book we try not to hide behind a specific school of psychoanalysis.




Instead, we will describe and examine key theoretical and technical psychoanalytic concepts and terms going back to Freud's and/or early psychoanalysts’ descriptions and then add newer related findings. We will compare present-day conceptions about the main processes for making changes in a person's mind during psychoanalysis to these foundational concepts and terms. Knowledge about these concepts and terms—both foundational and present-day—is essential to conduct psychoanalytically informed psychotherapy. Besides illustrating these concepts and terms with case vignettes, we will include what we consider as important references to them.


“One psychoanalysis or many?”


The existence of different schools in psychoanalysis has created an increasing variety of therapeutic approaches. This so-called pluralism in psychoanalysis was brought to our attention in 1988 when then president of the International Psychoanalytical Association Robert Wallerstein posed the question, “One psychoanalysis or many?” (Wallerstein, 1988). The diverse theoretical and technical considerations within the psychoanalytic circles of today give us a clear answer.


The primary change, as André Green (2000) stated, has been the focus on the role of the object, such as a child's mother, and the relationship between instinctual drive and object, the latter being unduly neglected in classical Freudian theory. As a response to the growth of pluralism, some analysts, notably Leo Rangell (2000), proposed a united and composite theory of psychoanalysis that is to be distinguished from non-psychoanalytic theories of mental life. But the growth of pluralism also brought forth attempts that can be seen as “throwing the baby out with the bathwater,” and that have created unnecessary and destructive competition. Green (2000) referred to a pointless struggle for supremacy between those who focus on the intrapsychic and those who follow intersubjective processes in psychoanalysis, since both processes play a part in any analytic treatment.


We agree with Tomas Böhm (2002), who stated that different ways of listening to the patient and different styles of handling clinical material began to put analysts in completely different professions. What is psychoanalytic treatment? Who is a psychoanalyst? Otto Kernberg's (2001)



overview of psychoanalytic technique (according to various schools of thought) was an attempt to answer these questions.


Some essential theoretical as well as technical concepts have been questioned in the culture of pluralism. For example, Peter Fonagy (1999) challenged Sigmund Freud's (1914d) belief that the theory of repression is the cornerstone on which the whole structure of psychoanalysis rests. Fonagy stated that psychoanalysts should avoid digging in the buried past and bringing it to light. He stated that “the archeological metaphor” (p. 220) should not be a focus for the psychoanalytic technique; instead, psychoanalysts should rely exclusively on the current transference. According to him, the only way psychoanalysts could know “what goes on in our patients’ minds, what might have happened to them, is how they are with us in the transference” (p. 217). While Fonagy's reference to the role of transference in treating an individual is correct, we also agree with Harold Blum (2003), who strongly questioned Fonagy's assertion. Blum stated: “Without the patient's life story, including education, family and culture, as well as character, the transference cannot be fully understood and vice versa” (p. 498).


The scope of psychoanalysis and psychoanalytic psychotherapy


In 1953, some well-known psychoanalysts discussed the “widening scope of psychoanalysis” (A. Freud, 1954; Jacobson, 1954; Stone, 1954; Weigert, 1954). During this discussion, Anna Freud said:


If all the skill, knowledge and pioneering effort which was spent on widening the scope of application of psychoanalysis had been employed instead on intensifying and improving our technique in the original field, I cannot help but feel that, by now, we would find the treatment of the common neuroses child's play, instead of struggling with their technical problems as we have continued to do. How do analysts decide if they are given the choice between returning to health half a dozen young people with good prospects in life but disturbed in their enjoyment and efficiency by comparatively mild neuroses, or to devote the same time, trouble, and effort to one single borderline case, who may or may not be saved from spending the rest of his life in an institution? Personally, I can



feel the pull in both directions, perhaps with a bias toward the former task; as a body, the [American] Psychoanalytic Association has inclined in recent years toward the latter. (A. Freud, 1954, pp. 610–611)


Today patients with so-called narcissistic and borderline personality disorders fill psychoanalysts’ and psychoanalytic therapists’ offices. Most psychotherapists have not received proper training and experience to successfully treat these kinds of patients. Also, these patients are notoriously difficult to treat in psychotherapy; this serves as a disincentive for psychotherapists to work with these kinds of patients.


Much the same is true for people suffering from psychoses. Although people suffering from psychoses are not filling psychotherapists’ offices, the predominant treatment—medication—is not effective at alleviating psychosis, but serves only to reduce its symptoms. This can easily be seen in the large numbers of homeless mentally ill people populating most major cities in the United States. For all practical purposes, the psychoanalytic treatment of people suffering from psychosis that was practiced in the 1960s and 1970s has almost disappeared in the United States. Nevertheless, newer research findings ranging from epigenetics to social cognition give an indication that psychotherapeutic treatment, and specifically psychoanalytic treatment, may be effective in treating some cases of psychosis (K. Volkan & V. D. Volkan, 2022).


Fortunately, psychoanalysis and psychoanalytic psychotherapy have matured to the point where the full spectrum of mental disorders can be successfully treated. In addition to treating people with neuroses, psychoanalysis and psychoanalytic psychotherapy are being used to treat people suffering from personality disorders (Kernberg, 1975, 1984a; V. D. Volkan, 1987) and schizophrenia (K. Volkan & V. D. Volkan, 2022). Psychoanalysis and psychoanalytic psychotherapy have also moved beyond the therapy hour and are useful in examining business organizations (e.g., Kernberg, 1984b; K. Volkan, 1994a) and the psychology of large groups and pathological leaders (K. Volkan, 2021a; V. D. Volkan, 2018, 2020), as well as resolving international conflicts (V. D. Volkan, 1988, 2006b, 2013). Psychoanalytic concepts have also been used to understand religions and popular culture (K. Volkan, 2013a, 2013b, 2014).




Psychiatry, psychotherapy, and psychoanalysis


Recent studies show that the number of people, overall, seeking psychotherapy from a psychiatrist in the United States has declined. A study by Daniel Tadmon and Mark Olfson published in The American Journal of Psychiatry (2022) illustrates that the percentage of visits to a psychiatrist involving psychotherapy in the United States dropped more than 50% between 1996 and 2016. Another study by James Rim and his colleagues (Rim et al., 2020) showed that 74% of psychiatric residency programs do not include psychotherapy training and that most of these programs do not intend to add this type of training in the future. Mark Moran (2022) states that this “public health crisis [is] driven by an insurance industry that disincentivizes treatment aimed at recovery by the most highly trained practitioners” (p. 1).


That most psychiatrists no longer practice psychotherapy makes sense from a purely monetary point of view. Medication consultation is far more lucrative than practicing psychotherapy. As of this writing, a psychiatrist in the United States can see four patients in an hour, billing in the vicinity of $350–$500 per patient or $1400–$2000 per hour. Much of this cost will be covered by the patient's health insurance. A psychiatrist seeing a patient for a fifty-minute session of psychoanalysis or psychotherapy will bill between $250 and $500 an hour, and most of this cost will not be covered by insurance, at least after the first few sessions. It is no wonder that new psychiatrists, who are often saddled with large school loan debts, choose not to seek expertise in psychoanalysis or psychotherapy.


Additionally, there is a shortage of psychiatrists in the United States, with few medical students choosing psychiatry as a specialty. On the other hand, the number of doctoral-level psychologists is stable, with the number of female and racial minority psychologists on the rise (L. Lin et al., 2015). While most of these psychologists will not become psychoanalytic clinicians, some will, and so these numbers will increase. Clearly, the future of psychoanalysis and psychoanalytic psychotherapy will be in the hands of doctoral-level psychologists, and to some degree master's degree-level practitioners. The era of psychoanalysis being predominantly performed by medical doctors is over in the United States. A recent experience illustrates this change. We were at a lecture



in a large city at a psychoanalytic institute where Vamık Volkan was giving a talk. On one side of the room, the psychoanalysts were gathered. This was a gray-haired bunch, mostly men over sixty with MD degrees. On the other side of the room, the psychoanalytic psychotherapists were gathered. By and large, these were young women in their thirties with doctorates in psychology. The contrast was stark.


In writing this book, we kept the above information in mind. We want to provide a source of uncomplicated information about psychoanalytic concepts, illustrated by various case histories drawn from psychoanalysis and psychoanalytic psychotherapy. This will be useful not only to those training in psychoanalysis proper and psychoanalytic psychotherapy, but also to interested clinicians who practice other types of psychotherapy.











CHAPTER 2


Id, ego, superego


Since the aim of psychoanalysis as well as psychoanalytic psychotherapy is to make positive changes in an individual mind, we start this chapter by describing Sigmund Freud's (1923b, 1933a, 1940a) structural model of mind. We then refer to newer psychoanalytic theories and findings about how a child's mind develops. Adding new findings to, and making some modifications of, Freud's thinking enriches psychoanalytic theories and clinical work.


The id—Eros and Thanatos


Sigmund Freud's structural model divides the mind into three sections: id, ego, and superego. Freud stated that the id is present at birth and is a container of inherited sexual and aggressive instincts or drives. The id has two aspects: Eros and Thanatos. The aim of Eros is to create and preserve ever-greater unities. The aim of Thanatos is to break down and destroy connections.


Some psychoanalytic theorists and practitioners from the more relational schools now believe these instincts lack clinical utility. But these drives are important. Freud (1914c) is clear about this when he states “…I should like at this point expressly to admit that the hypothesis



of separate ego-instincts and sexual instincts (that is to say, the libido theory) rests scarcely at all upon a psychological basis, but derives its principal support from biology” (p. 144). The reason drives exist is to help us survive. In fact, Eros and Thanatos can be observed in all animals—and perhaps all living creatures. Eros is fundamentally a drive to procreate, eat, and excrete—all of which are necessary for survival. Evolution for the most part has rendered these as pleasurable activities. These survival activities stimulate the brain's circuitry such that we experience pleasure. If something is pleasurable, we seek to repeat it.


Thanatos, on the other hand, can be understood simply as a capacity for aggression. If you attack and corner an animal, it will fight back. Animals will attack and kill other animals for food. Without this kind of aggressive drive, animals will not be able to survive and make more of themselves. Therefore, there is strong evolutionary pressure in most animals to defend themselves and/or be able to kill for their dinner.


The circuitries for both Eros and Thanatos are wired into our brains. They are important in that they tie psychoanalysis to our biology in a profound way. These drives are as old as the emergence of life on planet Earth. Eros and Thanatos, making up the id, are the engines of the structure of our minds, as well as the origins of our thoughts, behaviors, and emotions.


All the id's activities are unconscious. They are governed by so-called “primary process,” in which there is no recognition of good and bad or yes and no. For humans there is greater survival value (or what evolutionary biologists term “fitness”) if there is some regulation of the id. Humans have evolved patterns of behavior and lifestyles that require cooperation. For this to occur, our pleasurable and aggressive passions must be channeled. This is accomplished by the ego.


The ego


In 1933, Freud reminded us that where the id was, there the ego shall be. Because of the influence of the real external world, a part of the id, its “cortical layer,” undergoes a change and evolves as ego. “The ego represents what may be called reason and common sense, in contrast to the id, which contains passions” (Freud, 1923b, p. 25). The ego has



both conscious and unconscious parts and uses rationality, the so-called “secondary process,” and deals with realities of the external world, safety, and timing. Libido (the emotional and psychic energy associated with Eros and Thanatos) is stored in the ego. Freud (1940a) described this situation as “primary narcissism.” Primary narcissism changes when the ego starts to cathect (i.e., connect to) images of objects (usually primary caregivers) with libido. This transforms narcissistic libido into object libido. Freud also explained that the most prominent areas of the body from which the libido arises are oral, anal, and phallic zones.


The superego


Another important psychic structure is the superego. The superego carries our sense of morality and functions as our conscience. In normal individuals, the superego is impartial; however, for neurotic people, Freud (1926e) says,


Their super-ego still confronts their ego as a strict father confronts a child; and their morality operates in a primitive fashion in that the ego gets itself punished by the super-ego. Illness is employed as an instrument for this “self-punishment”, and neurotics have to behave as though they were governed by a sense of guilt which, to be satisfied, needs to be punished by illness. (p. 223)


Freud wrote that the superego develops “from an identification with the father taken as a model” (Freud, 1923b, p. 54). Therefore, we can imagine the superego as an inner voice, an older caretaker's injunctions and prohibitions, an inner authority or judge. Hence the superego is also a source of internal guilt.


The superego contains the ego ideal, which Freud (1914c; 1923b) tells us is derived from a representation of our relationship with our parents, who stand in for our higher and best selves when we are children. Where the ego represents the external world, the superego represents the internal world, and this leads to conflicts between the ego and the superego. This is related to the Oedipus complex (to be discussed later). The superego contains the fear of conscience. The superior being (father) represents the ego ideal. However, because of the Oedipus complex, he also threatens castration, and, “…this dread of castration is probably



the nucleus round which the subsequent fear of conscience has gathered; it is this dread that persists as the fear of conscience” (p. 57).


The development of the superego also confers fitness to humans, allowing for more successful social interactions and channeling of the id (Freud, 1914c).


The relationship between id, ego, and superego


The id and superego have one thing in common: both represent the influences of the past. The id represents the influence of heredity, and the superego represents the influence of what was assimilated from other individuals. The ego is determined by the person's own experiences (Freud, 1940a).


Freud (1923b) described the relationship between the id and the ego as that between a horse and its rider. The horse represents the id, and the rider stands for the ego. In making this analogy, Freud did not refer to the superego. Let us put a fence around the location where the horse and the rider are present and consider this fence as the superego, restricting the area where the rider and horse travel.


The aim of psychoanalytic therapy—and in more depth, psychoanalysis—is to help the rider understand the nature of his or her horse's impulses better and develop new skills (new ego functions) to make riding the horse smoother, less dangerous, more enjoyable, and more adaptive. Also, psychoanalysis and psychoanalytic therapy allow the rider to make changes in the location of the fence, allowing the horseback rides to take place in a larger and safer arena. This reflects taming the superego's restrictions as well making its function more realistic.











CHAPTER 3


Psychotherapeutic identity, confidentiality, and psychotherapist disclosure


Let us imagine an adult man who starts having pain around his belly button. Then the pain progresses to the lower right abdomen or pelvis. He also experiences fever and nausea. In other words, this person has symptoms of appendicitis. He goes to see a surgeon, who, besides his own skills achieved through observing and assisting experienced surgeons’ work, also uses a surgical knife, and now, with the advancement of technology, a laparoscopic instrument. The surgeon knows that the surgical knife or another instrument is sterilized before cutting or entering into the skin of the patient to remove the appendix. He or she has external tools.


When an individual has emotional problems, he or she may seek help from a psychotherapist. Some psychotherapists prescribe medications as well as provide opinions and suggestions. They utilize medications and advice as tools for treatment. Psychoanalytic clinicians, in addition to knowledge they have received about psychoanalytic and psychotherapeutic concepts, utilize their therapeutic identities as “therapeutic instruments” (Olinick, 1980).


The term identity refers to an individual's inner working model—this person, not an outsider, senses and experiences it. Every person has an individual identity, “a persistent sameness within oneself” as well as



“a persistent sharing of some kind of essential character with others” (Erikson, 1956, p. 57). Psychoanalytic clinicians also develop a “therapeutic identity” during their training and while receiving supervision. They hold on to this identity while working with their patients.


Due to different factors, such as the nature of personality organization, education, training, supervision, and the frequency of therapeutic sessions, psychoanalytic clinicians’ effectiveness varies when they first start clinical practice. As they become more experienced, however, these professionals will develop a strong therapeutic identity that will be their key therapeutic instrument, allowing them to successfully treat those who come to them for help.


Patient confidentiality


In his or her clinical office, a psychoanalytic therapist holds on to his or her therapeutic identity and knows that listening to, and talking with, a patient is unlike any other social relationship. When a person seeks treatment, a psychoanalytic clinician instructs the patient to feel free to say whatever comes into his or her mind and adds that whatever the patient says will stay between them. This is a direct sharing of a crucial aspect of the psychoanalytic clinician's therapeutic identity with the patient; the clinician is a person who will respect and protect confidentiality. The clinician will not share or discuss what he or she hears from the patient outside the clinical office. If the therapist is receiving supervision, we know that the supervisor also possesses a therapeutic identity and will keep information about the patient confidential. As in this book, and while making professional presentations, we do tell some patients’ stories, but we do so in a way that the true identity of each patient remains hidden. In a perfect world, confidentiality would remain between the clinician and the patient. However, over the years, the limits of confidentiality have necessarily been modified.


On October 27, 1969, Tatiana Tarasoff was killed by her ex-boyfriend Prosenjit Poddar, who was also a University of California graduate student. During his seventh psychotherapy session at the university counseling center with psychologist Lawrence Moore, Poddar revealed that he was going to kill Tarasoff. Moore consulted with the head of



psychiatry and it was agreed that he should contact the police about the threat. Moore called and sent a letter to the campus police outlining his view that Poddar was paranoid and a credible threat to Tarasoff. The police contacted Poddar but did not hold him for observation. Instead, they told him to stay away from Tarasoff. When Dr. Moore's supervisor Harvey Powelson found out that he had contacted the police about Poddar, he directed the police to return Moore's warning letter, and told Moore to destroy all clinical records of the case and not place Poddar on a seventy-two hour hold in a treatment facility. At no point was Tatiana Tarasoff informed that her ex-boyfriend had threatened to kill her.


Sadly, two months later, Poddar went to Tarasoff's house, shot her with a pellet gun and then brutally stabbed her to death with a large butcher knife. He then called the police and turned himself in. Poddar was convicted of second-degree murder; however, the conviction was overturned on a technicality and he was deported to India.


Tarasoff's parents sued the clinicians, the police, and the university for negligence in not preventing their daughter's death. They initially lost their case, but it was taken on appeal to the California Supreme Court, which ruled in 1976 that through the actions of its employees the university was negligent in Tarasoff's death by not exercising a reasonable duty to warn the victim. This resulted in the so-called Tarasoff rule, whereby clinicians who have a patient that demonstrates they are a danger to others have an obligation to use reasonable care to protect the intended victim(s) against that danger (Lipson & Mills, 1998). In 1985, the California legislature codified and somewhat narrowed the Tarasoff rule, such that a psychotherapist has a duty to warn and take steps to protect an intended victim only if the therapist actually believes or predicts that the patient poses a serious risk of inflicting serious bodily injury upon a reasonably identifiable victim or victims.


This case had a great deal of impact around the United States, with many states creating similar rules that include the breach of psychotherapeutic confidentiality. It is now important for psychoanalytic clinicians to understand the “duty to warn” rules where they practice as there is considerable variation among these in the United States (Johnson et al., 2014).




On June 27, 1991, in Illinois, United States, a female police officer, Mary Lou Redmond, shot and killed Ricky Allen, who was about to stab a man with a knife he was carrying. After Ricky Allen died, a representative of his estate, Carrie Jaffe, filed a suit claiming that Redmond used excessive force. Jaffe also learned that Redmond had sought therapeutic help from a social worker and demanded that this psychotherapist's notes be available to Allen's estate attorneys during the police officer's cross-examination at trial. This event resulted in the United States Supreme Court asserting that confidentiality in psychotherapy may take precedence over other societal goals. In its 1996 ruling, the Court interpreted the Federal Rules of Evidence to include a psychotherapist–patient privilege. This ruling, however, “applied only to whether a patient or therapist could be compelled to disclose the content of therapy sessions in the course of a civil proceeding. Lower courts have begun to consider application of privilege in criminal cases, but this has not yet been established” (Dewald & Clark, 2001, p. 22). Additional exceptions to the confidentiality of psychotherapy are recognized by various jurisdictions, for example, where there is a reasonable suspicion of child abuse or elder adult physical abuse; where there is a reasonable suspicion that a patient may present a danger of violence to others; and where there is a reasonable suspicion that a patient is likely to harm themself unless protective measures are taken. Moreover, a patient may also be required to waive the privilege, for example, if he or she chooses to put his or her mental state at issue in a civil case (where he or she seeks compensation for emotional distress) or a criminal case (where he or she raises an insanity defense).
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