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            Of the good in you I can speak, but not of the evil.

            For what is evil but good tortured by its own hunger and thirst?

            Verily when good is hungry it seeks food even in dark caves, and when it thirsts it drinks even of dead waters.

            Kahlil Gibran, from The Prophet (1923)
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ix
            Introduction

         

         In Psychotherapy of the Disorders of the Self (Masterson and Klein 1989), reverently referred to by his associates as “The White Book” (the dust jacket served as our totem), James Masterson broadened his dynamic theoretical and clinical approach to include contributions by those he had trained and who worked with him:

         
            
        For me, this volume marks an important stage in a professional journey that has had many turnings. Clinical concern and theoretical introspection evoke a wish to share, which led to writing and teaching. The deepening of this need to build a continuing community of ideas has impelled me to invite those who have learned from me to join me. This book represents their commitment and contribution to the Masterson Approach.
      

         

         (p. viii)

         
             

         

         And, needless to say, “The White Book” marked an important stage in the careers of myself and the other associates, who also prized the clinical work, the writing, and the teaching, but had barely dreamed of being invited into a creative community with a leading mind in our field. “The White Book,” and its companion volume, Disorders of the Self: New Therapeutic Horizons – The Masterson Approach (Masterson and Klein 1995), provided just that opportunity. It was an extraordinary “moment,” for it not only marked our professional coming of age, but also exemplified Masterson’s belief in us. “The White Book” and its companion volume not only welcomed us as part of a professional family, but also demonstrated Masterson’s conviction that a living, growing society fosters new individual expression as essential for its scope and vitality.

         Masterson’s encouragement of the next generation of psychotherapists is not a fanciful family metaphor. In a substantial way he was the father figure, which is perhaps undervalued in this era of maternal xemphasis. He brought disciplined structure and definition to our work with patients, and practical direction, through teaching and writing, to our interaction with the therapeutic world. Like the good-enough father, he did not praise unconditionally, but selectively encouraged in ways that supported individual accomplishment.

         Masterson continued to incorporate writings of his associates in subsequent volumes. But “The White Book” and its companion volume are unusual in the opening of a master clinician’s work to the creativity of those who have been in his training.

         
             

         

         I was fortunate to have been invited to be part of the Masterson Group at its beginning in 1981 – this was the clinical arm of the Character Disorder Foundation, the forerunner of what is now the International Masterson Institute. There were three of us selected to join Dr. Masterson in his New York City office: Ralph Klein, M.D., who became Clinical Director after pioneering with Dr. Masterson at Payne Whitney Clinic, and Richard Fischer, Ph.D. and myself, associates. This original group was an egalitarian representation of clinicians: psychiatrist, psychologist, and social worker/psychoanalyst.

         The following years were an exhilarating time of coming into being. Masterson himself was building an organization for postgraduate psychotherapeutic training and treatment, while expanding his concept of personality disorder in a field that was itself evolving new therapeutic perspectives. The rest of us accelerated to keep up – seeing patients and presenting at conferences with an understanding increased by ongoing supervision by Masterson and study of the books he steadily published. The Masterson Approach was forming even as we ourselves became teachers and writers and were joined in turn by new associates: an articulate group on the West Coast, and then colleagues abroad, in South Africa, Turkey, Australia, and Canada.

         Self-individuation within the social context is the therapeutic aim of the Masterson Approach, and it was the professional goal set by Masterson for those he guided. Many of us, as we put into practice what we had studied, gained new insights from our experiences with our patients, and contributed our discoveries to the Approach. Masterson encouraged this participation, which added to the ongoing growth of ideas in the continuing synthesis he had undertaken and intended to pass along. For he showed us that theory, especially as it strives to understand and promote xithe growth of human personality, must itself grow and change.

         The Masterson Approach has never been static. From the start, Masterson was unwilling to accept the status quo for the treatment of borderline adolescents. Refusing to follow a “wait and see” course of hospitalization that had little or no effect, and when the outcome of young lives was on the line, he steadily searched for ideas that could explain the dynamics driving his patients’ repetitive, often contradictory, behavior, and lead to a new perspective on their treatment. This independent beginning was followed by the first of his characteristic syntheses: integration of object relations theory with the observations of child development studies. Two research projects and five books later, he had found a rationale and treatment for borderline personality disorder that worked for adults as well as adolescents, and had established himself as an authority in the field.

         The synthesis continued. Work with borderline patients inevitably led to exploration of dynamic psychotherapy with personality disorder in general, and the possibility that different forms of personality disorder might follow a developmental process of their own (as reflected in The Narcissistic and Borderline Disorders: An Integrated Developmental Approach, Masterson 1981). At the same time, new schools of thought were evolving around the concept of personality, while contemporary psychoanalytic thinkers illuminated specific areas of pathology. Masterson steadily expanded his Approach to benefit from self psychology and advances in trauma theory and neurobiology. His treatment models for different personality disorders gained from the innovations of other pioneers. Just as Kernberg’s theorizing concerning object relations informed Masterson’s psychoanalytic psychotherapy of the borderline, so the Masterson Approach acknowledged the definitive ideas of Kohut in work with the narcissistic personality disorder, and the established but underappreciated writings of Fairbairn and Guntrip in work with the schizoid personality disorder. Finally, the culminating synthesis of the Approach – the borderline, narcissistic, and schizoid personality disorders grouped under the concept of disorders of the self – received a welcome affirmation from neurobiology and the insights of Allan Schore.

         In 2005, Masterson brought out his last edited book: The Personality Disorders Through the Lens of Attachment Theory and the Neurobiologic Development of the Self: A Clinical Integration. This is a concise summation of his work, supported by detailed explorations by his associates, xiiincluding a verbatim account of a supervision session (Masterson and Farley 2005). A significant addition to Masterson’s model is cited in the contemporary attachment studies of Peter Fonagy and colleagues. The work of Fonagy, especially, is further elaborated in chapters contributed by Margot T. Beattie, Ph.D. (2005a, 2005b).

         However, although Mahler is now reinstated as intrinsic to Masterson’s theory, there is no attempt to review the Masterson Approach around the original developmental-object relation model. Consideration of schizoid personality disorder in conjunction with Mahler’s differentiation subphase does not take place, to the loss, I believe, of both the understanding of that disorder and the integration of the Masterson Approach itself.

         
             

         

         Masterson’s synthesizing Approach, open to many new concepts but prioritizing clinical effectiveness, moved on so rapidly that possibilities of more painstaking elaboration at times were sacrificed for a broader view. One underdeveloped area was the exploration of a possible progression of types of personality disorder related to psychic arrest in the progressive developmental stages described by Mahler (Mahler, Pine, and Bergman 1975). It is a primary focus in this book to review more closely this specific building-block in the Masterson Approach in hopes of further demonstrating its persuasive clinical usefulness.

         There is a vitality in Mahler’s work that goes beyond the subject under observation and connects the reader to the living being. Originally, this association became an inspiration and a source of creative insight for Masterson. As he relates in his Prologue to “The White Book”:

         
            
        I immediately sensed that her work resonated with my own, and I was on the track she outlined like a bloodhound … I put the two together, which led to the view that the borderline personality disorder was a developmental problem – a failure in separation-individuation or in development of the self.
      

         

         (Masterson and Klein 1989, p. xv)

         
             

         

         Nearly two decades later, this energy was renewed by “the explosion of knowledge from neurologic brain research,” which supported child observation findings, including Mahler’s. Specifically, Mahler’s claim that xiiimaternal libidinal availability was essential for the infant’s psychic growth was strengthened by Schore’s conclusions: that mother-child “mutually-attuned synchronized interactions are fundamental to the ongoing affective development of the orbital prefrontal cortex, and, therefore, of the self” (Masterson 2005, pp. 9–11). Near the close of his work, and after occasional uncertainty as perspectives shifted in an era of intense theory-building, Masterson saw his Approach come full circle. He was to have the satisfaction (ruefully denied to Freud) of seeing his hypotheses scientifically validated.

         A consistent correlation between Mahler’s subphases of separation-individuation (the model of healthy maturation) and major types of personality disturbance (the pathological distortion of that model) is implicit in the Masterson Approach. Initially, Masterson drew a clear correspondence between borderline personality disorder and Mahler’s rapprochement subphase of early childhood psychic growth. Later, as he explored narcissistic personality disorder, he speculated that this disorder related to a still-earlier subphase, probably the practicing subphase (Kohut is generally in agreement here). However, when Ralph Klein introduced the schizoid personality disorder into the Masterson Approach, Stern’s new developmental model had taken the spotlight, and an analogy was not drawn between the differentiation subphase and that disorder (although Kernberg notes the connection, and Fairbairn and Winnicott’s theorizing supports it). In this book, I aim to return to Masterson’s original correlation of Mahler’s developmental subphases and a shadow-side of corresponding disorders in personality. I hope to reinstate some of the lost effectiveness of the initial model by showing how the clinician’s work is strengthened by an understanding of the healthy progression underlying the distortions of pathology.

         I have found myself following this implicit schema in my work with patients. Perceiving the essence of the healthy child within the developmental distortion of the patient has seemed so clinically helpful that it has consistently shaped my understanding; moreover, relating that perception to a specific subphase of early development has significantly informed my diagnostic assessment and intervention. I think I can say that this guide has seemed so naturally true – as it presents evolving images of the early child frustrated by a normal developmental task that has somehow become a trap – that it has meaningfully shaped my perception and treatment of personality disorder. The true-to-life quality of xivthe developmental model in my experience still evokes that insightful correspondence Masterson felt when Mahler’s work first made sense of the misdirected energy of his adolescent patients. (“The White Book” includes a piece I wrote, based on modifications in clinical technique based on this schema; Masterson seemed open then to my keeping my assumption intact, and I hope he would now endorse my more explicit rounding out of the model [Orcutt 1989b, pp. 110–146].)

         But still, why focus on this part of the Masterson Approach when linear models are minimized these days in favor of systemic, even spatial, concepts?

         The linear model is clinically powerful. It speaks to the essence of dynamic psychotherapy: the patient’s need to see his or her individual life as a meaningful progression, its parts interrelated and amenable to change. To accomplish this – held within the therapist’s attentive presence – the patient finds the elusive words and feelings that complete the narrative and move it forward. The individual story – the beginning, the journey, the guiding intention – defines the patient’s identity with the telling.

         In 2005, in one of the last of Masterson’s books, Judith Pearson, Ph.D., now Director of the IMI, reflects on narrative truth. Pearson speaks of “the shaping force of language,” which from early childhood enables us to “tell” ourselves who we are, and to find validation in telling others of this discovery. Pearson’s wonderfully inclusive piece reflects creatively on “The Analytic Quest for the Unnarrated Self” (2005, pp. 203–230), from its underlying strata in neurobiology, through the evolving conversation of mother–child attachment, through the primitive need to “sing up” a meaningful account of our environment, and ultimately to name the individual self. Her citations, which gather in a wide reading of scientific and creative literature, show how a complexity of thoughts about our being are contained in the linear narrative. Whether we are reminiscing on our birthday, or reclaiming lost parts of the story through the “talking cure,” the narration of a linear journey through time shapes our sense of self. If the linear story we tell about selves is in part an illusion, it is the sort of illusion that Winnicott describes, and that we need to define our cultural “reality.”

         
             

         

         Pathology resists our attempts at theoretical and clinical taming. His Approach embodies Masterson’s lifetime determination to draw xvtogether diverging sources of theoretical energy to better serve clinical demands. Masterson’s therapeutic manner was directed by a passionate dedication that revealed itself in oblique ways. One way expressed itself through his involvement with the creative struggle of his favorite author, Thomas Wolfe (Masterson 1985, pp. 150–166). Another was symbolized in the bronze replica of The Bronco Buster, which he kept in his office. Remington’s sculpture is described on the internet in these words: “[It] portrays a rugged Western frontier cowboy character fighting to stay aboard a rearing, plunging bronco, with a stirrup swinging free, a quirt in one hand and a fistful of mane and reins in the other.”

         Masterson’s decades of defining and directing the treatment of personality disorder were often a wild ride. Especially in the case of borderline personality disorder, understanding the willfully oppositional and treating the supposedly untreatable became an achievable goal – a challenge to be met and then delegated to others who would value and continue this living accomplishment.

         It is my hope to value, and to some degree strengthen and extend, the Masterson Approach, especially in regard to the clinical application of the developmental paradigm.xvi

      

   


   
      
         
1
             CHAPTER 1

            Overview: Personality Disorder and the Developmental Paradigm

         

         The work of James Masterson is a synthesizing project left incomplete with unexplored possibilities for clinical application. It deserves an attempt at fulfillment not only because this may bring greater theoretical coherence to the evolving definition of personality disorder, but perhaps primarily because it offers guidance to clinical practice that is truly effective.

         Masterson’s fifteen books are as much a search as a discovery, and the search is still ongoing. It should be kept in mind that personality disorder is very much a contemporary concept, barely established now, and still just coming into being at the time of Masterson’s first writings. Following the progress of Masterson’s publications is itself a reliving of the growth of the concept of personality disorder: from the shift from the intrapsychic “character disorder” of drive theory, to the self-and-other-directed perspective of object relations and developmental studies, to the neurologically supported refocusing of self theory, to reaffirmation of the impact of maternal care on the infant’s sense of being and resulting adaptation to individual personality style. Masterson’s Approach has steadily gained from the ongoing formulation of personality disorder even while it has taken part in the creation of that definition.

         Aside from his breakthrough volumes on the borderline, where he comes into his own in defense of his adolescent patients, Masterson is continually integrating new data from an expanding field and relating it to a coherent concept of personality disorder (increasing support from neurological findings must have been especially gratifying to his medical orientation). Above all, however, he is determined to keep his findings clinically pertinent. Although, I believe, he had acknowledged and incorporated information essential for defining his overview, the theoretical/clinical 2 synthesis of the Masterson Approach was still in its rounding-out state at the time of his death. Such a synthesis (I also believe) is a fundamental contribution to creating a curative clinical approach to contemporary personality disorder.

         This book endeavors to follow Masterson’s original direction: dynamic psychotherapy founded on the relational, developmental timeline of human psychic maturation. Historically, this viewpoint has been concerned, above all, with the growth of real children with their real mothers, and the application this has to the further psychic maturation of real patients of all ages with their interrelated therapists. The initial impact of Masterson’s work was and still is derived from the unique effectiveness of this model in treating the borderline patient. It is the assertion here that the extension of the model – extensible by definition – not only facilitates treatment of other forms of personality disorder, but also it is proposed that a more inclusive perspective – a developmental, object relations, and self spectrum – provides a theoretical insight that renews that initial impact. Clinical action gains in persuasiveness, both for patient and for therapist, when the therapeutic process is perceived to be congruent with the process of human growth.

         The Question of a Linear Approach

         But why adhere to a linear, developmentally based approach, especially now, when the human mind is beginning to receive its due for all its networked, multidimensional, time-tricking, even illusional properties? Because the human psyche itself, I think, or at least the human psyche at present, requires the satisfaction of a linear overview. We both praise and lament the linear progress and change of things and of ourselves.

         The linear model reflects the traditional view of the individual life experience: birth, childhood, youth, maturity, age, and death. We watch ourselves and others move and accomplish or relinquish along a temporal measure, and we primarily describe and judge our passage in those terms. Some parts of the story may predominate, be more vivid, but it is an evolving story with a beginning, middle, and end. Of course, this reflects the biologically governed, superficially observed movement of the self through clock time, but the telling of the “story” goes deeper. 3The individual linear journey through time is perceived as just that: a progress toward self-definition, and the way in which we proceed (especially when we are tested) tends to characterize us. A primal pleasure, individual and communal, is to hear the story of an individual’s struggle through obstacles to a conclusion (wrenching or edifying) of an ennobling sort. Even our dreams favor imagery of passage along paths, roadways, waterways, even through space, to report on our problematic passage through life. And, speaking of dreams, analysis itself was in part created to satisfy the patient’s profound need for an emotionally complete self-narrative.

         Narrative relies on spoken language, and the speaking and hearing of words continually shape human connection. The analytic dictum to “put it into words” suggests the expectation of an increasingly aware, intentional arranging of our ongoing experience in our lives and with others. Complexities increase from there, both inwardly and interpersonally, and again by happenstance, but the linear story we tell of ourselves forms a conscious mainstay of our identity – how we define, or hope to define, our personal being and its journey.

         The Developmental Progression

         In the following overview, the three “major dimensions” of personality disorder as defined by Masterson will be related to Mahler’s subphases of separation-individuation in the order of infantile development. This overview reverses the order in which these dimensions were originally introduced to the Approach and, I believe, that now presenting them in maturational sequence contributes to the clarity of the model, and the logic of its clinical applications. Therefore, the schizoid condition will be described in terms of developmental arrest in the differentiation subphase, the narcissist, in terms of the practicing subphase; and the borderline, in terms of the rapprochement subphase.

         Presenting these “major dimensions” in chronological order of psychic misdevelopment emphasizes why they can be considered “major.” They can be seen as the consequence of characteristic distortions in the generally recognized nodal areas of early childhood growth, with a place, however misrepresented, in that sequence. These nodal points of childhood development have repeatedly attracted psychoanalytic thought as 4originating points of achievement or vulnerability, strength, or weakness, in the building of the mentally mature adult. Although various interpretations may attempt to define this growth, as Daniel Stern says, early human development goes forward in predictable “qualitative shifts”:

         
            Parents, pediatricians, psychologists, psychiatrists, and neuroscientists all agree that new integrations arrive in quantum leaps. Observers also concur that the periods between two and three months (and to a lesser degree between five and six months), between nine and twelve months, and around fifteen to eighteen months are epochs of great change. During these periods of change, there are quantum leaps in whatever level of organization one wishes to examine … Between these periods of rapid change are periods of relative quiescence, when the new integrations appear to consolidate.

            (Stern 1985, p. 8)

         

         This developmental knowledge can strengthen treatment by guiding it in terms of normal maturational progress gone awry (essentially in affective, object-oriented ways), and in helping to shape therapeutic interventions accordingly. Understanding personality disorder in this way contributes to Freud’s humanizing concept of mental illness: that psychopathology derives from distortion of normal mental processes, and contributes to our knowledge of them, albeit through an altered perspective. Additionally, just as Freud’s understanding of healthy mental processes was increased by study of their pathological expression, so, conversely, seeing the healthy process at the core of pathology brings meaning to what at first may appear meaningless and therapeutically daunting. The often baffling, even maddening clinical work with personality disorder can find a more human anchorage when this perspective is maintained: when, within the schizoid’s maneuverings, we see the persistent determination to protect the self; when the narcissist’s self-aggrandizement can be traced to the exhilaration of equating self-expansion with self-affirmation; when the protests and contradictions of the borderline can be fundamentally recognized as the frustration and outright confusion of becoming one’s own “holding environment” for opposing considerations.5

         A linear model is fundamentally unavoidable, to the extent that each developmental phase builds on the preceding phase(s) in order to construct the person. At the same time, chronological, linear description of human development is open to being called simplistic and rigid, and, if taken as all-defining, it surely would be so. Many influences have their effect, uniquely shaping individual development, and may be simultaneous, cumulative, modifying, and/or transformative, as well as sequential. As Sorenson says of Ogden:

         
            he proposed synchronic dimensions of experience in which all components play enduringly vital roles, at once both negating and safeguarding the contexts for one another. Unchecked integration, containment and resolution … leads to stagnation, frozenness, and deadness.

            (quoted by Bromberg 1998/2001, p. 272)

         

         But all possibilities, viewed simultaneously, may lead to an impasse in both theoretical clarity and clinical directionality. An initial approach to treatment requires some prioritizing of focus.

         The linear model can be used as other models (and often in conjunction with them) – as one guide for exploring how to proceed. The therapist must be constantly sensitive to the varied needs of the patient, and to what will carry the treatment forward.

         The Differentiating Infant and the Schizoid Personality

         The inclusion of the schizoid personality disorder as intrinsic to the Masterson Approach began as an invaluable addition by Ralph Klein, and was taken up by Masterson himself in his last three books. Although Masterson included the schizoid as “a third major dimension of psychopathology” (Masterson and Klein 1995, p. ix), he did not attempt to explicitly integrate this diagnosis with Mahler’s developmental spectrum. I believe that understanding the schizoid within Masterson’s framework not only strengthens the Approach theoretically, but contributes substantially to clinical effectiveness with the schizoid patient.6

         The contemporaneous and sometimes mutually acknowledging theorizing of Mahler and the independent object relationists is basically in agreement in their observations concerning the first year of the mother–child relationship. Exploration of this topic consequently tends to support Masterson’s original developmental–object relations hypothesis. Especially now that this direction appears to be reinforced by neurological findings, return to Masterson’s first model is rewarding because we can now see via neurology how a new psyche is first shaped together with another psyche, and later can be reshaped by other psyches – notably in the clinical relationship.

         It is hard to imagine why Masterson, together with the mental health field in general, should have been slow to accept understanding of the schizoid personality – especially since the concept has long been with us, and since it represents a uniquely modern state of mind and personality. In 1960, Khan definitively places the schizoid on the psychic map, noting this is “a new type of patient that has come into prominence in the last two decades” (1974, p. 13) and referring back to Fairbairn’s assertion in 1941 that “schizoid conditions constitute the most deep-seated of all psycho-pathological states … capable of transference to a remarkable degree, and present[ing] unexpectedly favourable therapeutic possibilities” (Khan, 1974, pp. 13, 14). It seems puzzling to say that the independent object relationists, who put forward and developed the concept of the schizoid, were regarded (or disregarded) until recently as rather auxiliary analytic figures.

         Even now, there persists a disinclination to see Fairbairn, Guntrip, Winnicott, and Khan as an unproclaimed school in themselves: focused in thought, if not formally, and impelled by subjectively motivated inquiry into the nature of the schizoid state. One possible explanation for this, pertinent here, rests on the supposition that it takes a specialized state of mind to most effectively comprehend and communicate with the schizoid patient. This is the state of mind, advocated by Freud, that can let go its conscious and logical inclination, and enter into the “free” associative language of the unconscious. Only, in this instance, there is a significant shift in technical balance. Freud’s analyst remained a detached observer, noting patterns of association in the patient, while remaining scientifically apart and personally unaffected. The analyst of the schizoid also retains anchorage in conscious reasoning, but at the same time allows for a receptivity that facilitates a degree of subjective 7mental, emotional, even physical, experiencing of the patient’s inner life. This is especially pertinent, as these patients characteristically project their problematic inner experience into the psyche of the analyst. It is likely that many dynamic psychotherapists, although highly intuitive, may favor a pragmatic stance inclined toward verbalized structuring and interpreting rather than acknowledging the nonverbal and mutual experiencing – they may tend toward work with pathologies originating in later developmental stages.

         I am inclined to believe that Masterson is more this latter style of clinician (as is Kernberg), which gives him his special strength in working with the borderline. The borderline is to some degree caught at the juncture of mental development where consciousness and reasoning begin to predominate, and needs clinical guidance in finding right- and left-hemispheric balance. The mental world of the schizoid, which may require for entrance a greater intuitive receptivity toward altered states of consciousness, may have seemed less congenial for Masterson. By 2005, however, Masterson seems to be well on his way to finding the theoretical location for the schizoid within his Approach. Unquestionably, I expect, the neuropsychological language of Allan Schore made the schizoid more accessible to Masterson’s medical mindset, and it probably indicates the more exactly systemized scientific route that theory of the schizoid must take to find a more general understanding in the field. By 2005, Masterson had found this orientation amply supported by the implementation of attachment theory by Fonagy, Gergely, Jurist, and Target, and its application to “borderline” personality disorder, and had subsequently incorporated Fonagy’s work in his therapeutic synthesis.

         In the meantime, some common comprehension of the modern schizoid patient’s quandary is forming in the popular mind. Schizoid anomie is captured in the caricature of the electronics genius whose brilliance is only matched by his social incomprehension, or in the image of the untethered astronaut floating helplessly in outer space. Concern is growing around what seems a generation of young people absorbed in an isolated world of computer games in the basement.

         
             

         

         The infant of Mahler’s differentiation subphase of separation-individuation (approximately four to nine months of age) is observably developing out of “total bodily dependence” within a vaguely experienced “dual 8unity” with mother. This psychological emergence is visibly witnessed in the infant’s “hatched look,” or evidence of a beginning perception that there is more to be discovered. The infant begins to explore accumulating discoveries of difference, especially between infant and not-infant, while the mother provides the necessary organization and continuation of things. Mahler describes how the determined curiosity of the differentiating infant is excitingly supported by an increasing capacity to move – to reach out and push back – and to perceive – not just to touch and taste, but to see as well as hear over a distance. A reciprocal sensitivity between infant and mother (“mutual cueing”) assures a safe, ongoing feedback that supports the infant’s growth, while to a degree shaping it (for safety and cultural character) to the limits set by the mother.

         Mahler, Winnicott, and Bowlby agree upon the importance of the mother’s attuned, consistent presence, supporting the wakening, increasingly active curiosity of her infant. Winnicott speaks of how the “good-enough” mother supports the “going-on-being” of her infant, “holding” its “spontaneous impulse” of self “through time” (these terms are now becoming ingrained in the analytic language). The mother’s “impingement” on her infant’s spontaneity is minimal, and the undisputed message of the differentiation subphase is that it is safe and acceptable to be, and will continue so.

         The problem of the schizoid begins when this message goes awry. Then things are reversed: the infant’s needs are no longer primary in the relationship with the mother, but are secondary to her needs. This maternal “impingement” (Winnicott) encourages the development of an infant personality congruent with the emotional needs of the other at the cost of the emotional needs of the self. Exploring the mother’s face, of much importance at this time, now assumes distorted emphasis, shifting value from exhilarated curiosity in everything to scrutiny on the mother. The reciprocal “mirroring” so poignantly described by Fonagy is curtailed, and with it the infant’s ability to form an increasingly defined sense of self through the mother’s receptivity. Instead, with the schizoid, the sense of self is inhibited in order to be congruent with the mother’s degree of “acceptance.” In Khan’s words, “reactivity” supplants “authenticity.” Because relationship now requires compliance in place of spontaneous expression, interaction for the schizoid will begin to assume some degree of detached calculation (aware or unaware). In future relationships, the other party may perceive a lack of emotional 9connection, while the schizoid will be troubled not only by that, but by an inability, in itself, to connect.

         Going beyond Mahler’s study, the independent object relationists theorize that the world of the early infant is composed of fragmented (Fairbairn), or “ununified” (Winnicott), perceptions of the self. The one-year-old relies on the continuity provided by the mother to connect his or her perceptions. Gradually, increasing experience and capacity for memory will enable the child to assume a more flowing sense of things. Unfortunately, the mother of the schizoid-to-be curtails the infant’s wide and spontaneous exploring of self and surroundings by her disinterest, or perhaps by anxiety disproportionately aroused by this activity. The infant then learns to minimize or even dissociate such activity, developing a reactive personal style reliant on the mother’s approval. Discrete self-states remain detached from each other, though they may later on come into focus (voluntarily or involuntarily) when briefly useful (they tend not to be sustainable) or when “triggered” by specific circumstances. “Switching” states frequently occurs as a means of managing emotion. In the more healthy process of things, the average person simply identifies the otherwise integrated residue of self-states as quirks in an otherwise consistent sense of self: “I wasn’t myself when I said that”; or “Tonight I’m going to put on my party hat”; or “I act like a jerk around authority figures”; or “Holidays bring out the little kid in me.” The schizoid personality, though, automatically shifts from self-state to self-state more or less persuaded that each position momentarily represents the whole self. This can be painful when, typically, the schizoid involuntarily distances in interpersonal situations. Or, more adaptively, the schizoid may have learned to call upon partial aspects of the self to comply (à la Guntrip’s “compromise”) within certain socially receptive situations (the actor’s performance, the appearance of the debutante or model, etc.).

         Winnicott describes an overarching partial state – the “False Self” – that is constructed by the schizoid to provide superficial compliance with others. Probably formed on the residue of the socially adaptive aspect of the self, the false self acts as protector for the “True Self,” whose “unacceptable” impulses must be kept hidden. Detached from a unified sense of self, the false self is experienced less as a variation of the schizoid’s being and more like a protective mask. An important patient resistance is found in the fear that, if the “mask” is removed, there will be no face behind it. Masterson’s 10“Real” self requires, primarily, the building of the patient’s sense of authenticity within the therapeutic relationship, so that the disconnected aspects of being (including the “false” interface with others) find a place within the sense of self as a whole – integrated, not rejected.

         The dynamic understanding of the independent object relationists is indispensable for guidance in establishing a therapeutic alliance with the schizoid patient. A counseling approach clearly is not productive: schizoid pathology has been formed on the substitution of injunctions of what and how to perform, in place of acknowledgment of who one is. Counseling may be perceived as just more of the same, and may invite the merely compliant response that has supported the patient’s “false,” chameleon-like social adaptation. Although the therapist’s prolonged receptivity (including protracted silences) is crucial, the “receptivity” is compromised if the patient has been compliantly saying what he or she thought he or she was expected to say. That first year or so of treatment, in many ways a tentative, experimental monologue on the part of the schizoid patient, needs to have increasing validity as a shared dialogue, and not serve as camouflage for a hidden self.

         The treatment model of the schizoid patient follows the developmental model of the “environment-mother” (Winnicott), who herself is able to experience her child as an entirety, intuitively “holding” the infant while the infant begins to discover itself. This process, if inadequately experienced in the first year of life of the schizoid patient, forms the core of the therapeutic treatment. I have suggested that this might be referred to as the “environmental transference” – the initial establishing of collaboration as the pre-object “facilitating environment” described by Winnicott.

         As Winnicott explains: “What there is of therapeutics in this work lies, I think, in the fact that the full course of an experience is allowed” (1941, p. 67). The patient who, as an infant “has had no one person to gather his bits together starts with a handicap in his own self-integrating task.” The therapeutic environment allows the patient “to feel integrated at least in the person of the analyst.” He continues:

         
            An example of unintegration phenomena is provided by the very common experience of the patient who proceeds to give every detail of the weekend and feels contented at the end if everything has been  11 said, though the analyst feels that no analytic work has been done. Sometimes we must interpret this as the patient’s need to be known in all his bits and pieces by one person, the analyst.

            (Winnicott 1945, p. 150)

         

         Elsewhere, he adds: “In the world I am describing, the setting becomes more important than the interpretation” (Winnicott 1955, p. 297).

         Here, Winnicott’s concept of transitional space is clinically vital. In that beginning time of mostly undirected talk, the patient will have touched upon a topic of special personal significance. This may have been a brief mention, seemingly insignificant (rock climbing, stamp collecting), but the listener’s interest has evoked an unexpected gleam of patient anticipation, and perhaps an accounting of detail. This is likely to be the schizoid patient’s transitional area, under the control of his or her expertise, where the other is allowed to enter, is even welcomed, while engaged but unintrusive. The analogy to play therapy (which Winnicott makes) is apt. The patient arranges very personal “toys” in very personal ways, as an indirect expression of an enthusiasm questionably acceptable to another. When the other expresses uncritical interest, a connection is formed that may lead to more explicit communication. For the child patient, the toys may be blocks; for the adolescent, computer games; for the adult patient, words describing interests. The schizoid patient uses this trial space to test the interpersonal environment: if this is promising, the next step can be considered – otherwise, it was only a game.

         Ralph Klein devotes detailed study to short-term and ongoing therapeutic process with the schizoid patient. His perceptive and invaluable guidelines focus on the working-through of Guntrip’s “schizoid dilemma” (not too far, but not too close), and the ultimate facing of the Mastersonian abandonment depression (“dread of cosmic aloneness,” Masterson and Klein 1995, p. 59). Especially at the beginning of treatment, Klein advises that “The schizoid patient has to know where the therapist stands,” and that place will not feel safe to the patient unless it seems “at a safe distance, one that is predictable, stable, and nonintrusive” (1995, p. 70).

         Dynamic treatment of the schizoid personality disorder relies on the patient’s gradual but steady attainment of a sure, consistent sense of self within “safe” relational interaction. The positive experience of interpersonal give and take counterbalances the anxieties that had become 12ingrained in association with spontaneous reaching out to another and its consequences. The self can now begin to incorporate this experience of consensual interchange (see Ralph Klein’s “consensus matching,” Klein 1995, p. 100) – to use as a base for an increasingly complex and feeling therapeutic relationship.

         The Practicing Child and the Narcissistic Personality

         The infant who has substantially mastered the developmental tasks of the first year impresses us with an increasingly defined individual presence. He or she is now increasingly upright, traveling, and more often referred to as “child” rather than “baby.” This junior toddler now freely accepts physical distance from mother as long as the distance can remain pleasurably maintained by “checking back” (Mahler, then Bowlby) to her approving presence. Increased separation remains a delighted discovery of new perceptions as long as some “refueling” (Fuhrer) from the familiar attunement with mother is available. That the junior toddler still evokes a symbiotic sense of oneness with the other is reflected in Freud’s observation that the child’s narcissistic pleasure calls up the residue of our own narcissistic childhood experience, as we join in the delight of “his majesty, the baby.” Both in present time and in memory, we share that “moment” when discovery of the world is simply an exhilarating extension of our own existence.

         For the practicing child (approximately nine to fifteen months of age), the repeating of new experiences is encouraged by their pleasurable nature, and the positive expectation gained and approval won open the way to further exploration of the unfamiliar. The negative side of things is an inconsequential obstacle; it gains acknowledgment only insofar as the predominance of the positive is not dislodged or, if too troublesome, is then rejected. Successful passage through the practicing subphase relies on the forming of a positive base to support further psychic growth. In Mastersonian terms, it might be said that the practicing child relies on the secure establishing of the rewarding unit (good part-self/good part-object) as necessary for the eventual consideration of the possible existence of a negative unit (bad part-self/bad part-object). Delayed readiness to process too-unpleasant perceptions and feelings actually strengthens that readiness, and is not the same as being stuck 13in that process, with its pathological outcome.

         Like the practicing subphase child, the narcissistic personality thrives on a relationship that perpetuates the loop of reciprocal good feeling. The persuasiveness of this phenomenon is observable in many charismatic public figures whose magnetism also calls forth its complement in the unswerving devotion of idealizing followers: the polarities of “manifest” and “closet” narcissism feed off each other.

         The narcissistic patient tries to replicate this reassuring loop in the therapy. The empathic therapist allows this to happen to a degree – not as a regressive humoring of the patient, but as validation of the patient’s feeling, which is an expression of an insufficiently validated need. As Kohut established, the analyst does not deal with the factual account of an episode, but acknowledges the feeling involved in what occurred. Thus, the therapist does not attempt to correct the patient’s perception or behavior (Therapist: “Do you think if you had done it differently, your boss would have been less critical?”), but responds in keeping with the patient’s feelings (Therapist: “It must have hurt to be spoken to in that way”). As the therapist will rapidly discover, attempts to introduce a more interpretive point of view are flatly rejected (Patient: “You don’t even listen to what I tell you”) or are perceived as a critical attack, which is then met with a counterattack (Patient: “Are you telling me there’s something wrong with me? Well, maybe there’s something wrong with you!”). The maintaining of mutually harmonious feeling provides the empathic relationship in the therapy – a way of relating that the patient will eventually internalize as the basis for a “cohesive” self (Kohut).

         The increasing inner sense of confidence and solidarity will, in turn, begin to slowly admit more negative feeling and recognition of a non-symbiotic other. This is a natural process that takes place at its own pace, unless unduly hurried along or discouraged. With the narcissistic patient, there may be a countertransference pull to replicate the early mother’s wish to speed up her child’s progress or, conversely, to hold it back. In the parallel process of treatment, premature forcing of separateness or acknowledgment of “bad” feelings may overwhelm the newly cohesive sense of self with a fear of “fragmentation” (Kohut). On the other hand, overprotection from the inevitable faulty starts and dissatisfactions of a practicing relationship may tend to entrench solicitousness and preservation of the status quo over encouragement and exploration. The therapist of the narcissistic patient neither pushes the patient toward insight (“You 14need to think past your sensitivity if you want to get things done”), nor protects the patient from realistic expectations (“Others should really understand your sensitivity to what they do”). Instead, the therapist consistently validates feeling (“It can be hard going when others don’t seem to know what matters to you”).

         While Masterson’s understanding of the narcissist has compatibility with Kohut’s, his clinical approach seems more adapted to work with a personality whose capacity for self-observation is further along developmentally. Masterson’s semi-interpretive formula of “pain-self-defense” (Therapist: “My disagreement with you causes you pain, so you defend yourself by rejecting what I just said”) is more likely to evoke further defense rather than introspection (Patient: “Why should I listen to you? You don’t understand me at all”). In my opinion, this intervention is premature for the narcissistic patient newly entrusting him- or herself to therapy, and willing to experience emotional pain only within the context of an acknowledging other. Instead, an empathic intervention is needed to reinforce the validity of the patient’s feeling response within the relationship (Therapist: “I am concerned that my personal comment took away from our appreciating your point of view”). However, Masterson’s intervention, I propose, applies to a more advanced stage of therapy also addressed by Kohut. It addresses the psychically maturing narcissist who has achieved sufficient self-cohesiveness and observing distance (strengthened ego/self) to consider the dimension of “no” as well as “yes.” Masterson’s narcissist seems analogous to Kohut’s narcissist in the second phase of treatment, where “optimal frustration” (Kohut) is a desirable addition to the pure “mirroring” necessary to establish a cohesive base for the self.

         To a great extent, the practicing subphase is a time of consistency and consolidation, but it is a time when the Mastersonian narcissist must begin to face the anxiety of possible fragmentation brought on by venturing beyond this reassurance. The Masterson narcissist balances on this developmental edge, tentatively testing a positive sense of selfhood with a trial of the negative, and with it the possibility of separate selfhood. Meeting this challenge occupies the next developmental subphase of the growing child.15

         The Rapprochement Child and the Borderline Personality

         As any parent of a two-year-old will attest, the transition from a world of “yes” to a reality containing both “yes” and “no” is a place of contention, especially when “yes” and “no” cannot be neatly divided from each other. How bewildering this can be may be seen (when no response seems to fit) in the parental frustration often accompanying that of the child, and the parallel exasperation often felt by the therapist of the borderline patient.

         The two-year-old of the rapprochement subphase (approximately fifteen to twenty-four months of age) is negotiating a time of major psychic transition. A full field of differentiated elements (good/bad, self/other) will now have to be affirmed and held within an ever-integrating consideration, balancing and rebalancing as a shifting basis for further thought and action. Dissociation will decreasingly determine the basic patterning of relationship in response to the significant other (to “disappear” what one is not yet prepared for or willing to handle). The guiding patterns will have been unconsciously set, with dissociation remaining only as one of various defenses protecting these patterns, while an increasingly conscious mind explores the adaptive possibilities of modification, compromise, and choice. Importantly, with the increasing primacy of the left hemisphere, there is spoken language – the distance modality that allows us to communicate our subjective position to separate others once symbiotic attunement is no longer the dominant mode of communication. And this ability to maintain, logically consider, and resolve opposing concepts (the essential basis for defining and managing conflict) is supported by the developing prefrontal cortex, with its maturing capacity for judgment and impulse control.

         In a course parallel (and intertwined with) the physical evolution from the mother, the psychological birth of the infant accompanies the growth of the self from a personhood almost a specialized reverberation of the mother, to an independent but interactive contributor to a system of social beings. The directing principle for this process, maintained by the object relationists in a major analytic paradigm shift, is our human need for each other. The developmental “moment” facing the two-year-old focuses this transformational shift of responsibility to the individual, first shaped within the relational matrix, and then more consciously evolving within the interrelational context of human society.16

         The distinctive developmental challenge is learning to consider self and other as separate and individual, while each evokes a mixture of good and bad feelings. It was even intriguing to discover self and other as physically apart, as long as harmonious good feelings governed that experience. Bad feelings next might be entertained, but as a discovery that could be withdrawn from or rejected. Next, good and bad might both find representation if both were kept oscillating in perception. However, to “disappear” one side of a potential conflict, or to assign sides to alternating opposition, no longer works. Antitheses are now complex and contain bits and pieces of each other.

         For instance, the toddler will cling to a dependent position because this has been associated with good feelings. However, the urge and capacity for independence also feels good. Dependency is acquiring some unwelcome feelings of personal limitation. The toddler therefore acts oppositionally, in search of the new good feelings, even rejecting once-welcome comforts. Soon enough, however, the reassuring feelings of dependency are missed, and clinging is sought again. For a while, the old either/or solution will be applied to the situation: independent urges will be dismissed in favor of the comfort of clinging, or the restraints of clinging will be rejected for the appeal of free exploration. But the either/or solution does not seem to adequately address the new problem: dissatisfaction is to be found in both satisfactions. Is oscillation no longer the answer? Switching alternatives before dissatisfaction can catch up with things? The toddler hectically shifts dependent and independent positions, pursuing the enduring feeling of uncompromised “good” familiar to the earlier developmental stages, and protesting its elusiveness. This is Freud’s “anal ambivalence,” or the commonly recognized “terrible twos”: developmental dissatisfaction in attempting to control a contradictory reality. The toddler’s mother (and, later, the therapist of the borderline caught in this developmental “moment”) will have the trying responsibility of modeling how to stay steady in an inconsistent world. Mother and therapist alike must demonstrate how mixed feelings are evoked in most situations, and must be acknowledged, however conflictual, until they can be inclusively considered in terms of reality as well as pleasure.

         The maturational acceptance of the mixed good and bad in human nature characterizes what Melanie Klein describes as the depressive position. This marks the relinquishing of the idealization of the 17mother–child relationship, and is resisted out of the fear that acceptance of the bad will harm the good, which then cannot be repaired. Similarly, Freud speaks of our need to mourn the loss of our idealization of important relationships if we are not to remain “melancholy” about the necessary acceptance of disillusionment intrinsic to the human condition. This transition for the two-year-old is aptly described by Kavaler-Adler as “developmental mourning” (2014, p. xxvii). The achievement of a conscious, independent, self-observing, and self-correcting self can now maintain crucial human relationship through a new capacity to perceive both self and others within their own complex contexts, and clarify and enrich that perception with the exchange of words. But this reality of choice and interaction is only achievable if we relinquish the idealization that still holds us to an oversimplified time we have outgrown.

         The mother of the two-year-old is challenged to remain consistent – but consistent in what way? Human nature seeks a reduced, stable resolution of things, especially one that feels and seems good. The discovery that such a state is best approximated through the balancing of complex, contradictory, and changing realities is not the sort of consistency that was hoped for. Developmental mourning is involved in the insight that living itself is a complex, often paradoxical process, rather than an inevitable passage toward an ideal goal.

         The mother of the irreconcilable toddler maintains a patient consistency of attitude supported by an adult perspective already present in the mother’s psyche. She provides a model as well as a support for managing this bewildering time. She holds steady for the child’s contradictory moods and moves toward independence, then dependence, then back again. In addition, mother and child now have words to help express and sort out the confusion. Mother can say: “Come sit on my lap!” Junior can answer: “No, I won’t!” Mother then can reflect: “Sometimes you like this, sometimes you don’t. You don’t always feel the same” or “You can choose one now, and save the other for later.” The mother has words as well as steady tone to hold the comings and goings in a continuum of sorts. She models acknowledgment of this first significant experience of conflict: the containing of coexisting opposites in an unresolved emotional context without losing emotional stability.

         The mother contains her child’s indecision without interfering with the child’s frustrated but improving capacity to manage it. This means that the mother does not complicate the situation further by associating 18healthy experimentation with parental reactivity: Mother: “Come back! Don’t you love me anymore?” Or “Grown-up children don’t want to sit on mother’s lap all the time!” The mother relinquishes the adventuresome child freely (within the limits of safety), and accepts him or her back with equal warmth. The learning itself, with mother’s interest and support, is up to the child. For the mother to hold on too tightly, or let go indiscriminately (reinforcing preference with the giving or withholding of affection or approval), may set up a dysfunctional pattern in the learning process.

         Mastery of this subphase gains the child the beginning capacity to tolerate impulses that may involve mixed personal and interpersonal feelings. Rapprochement initiates the sorting, modifying, and compromising required to get along in a world of choices and decisions – especially a social world. The either/or tendency to oversimplify is tenacious: Child: “If I just hold close to Mother, I will feel good, she will feel good, and nothing will ever feel bad again.” Letting go that expectation surely calls for a maturational need for mourning at this juncture in the developmental passage.

         The borderline patient is commonly recognized by a changeable, contrary style essentially alternating between clinging and then contention to the point of problematic acting out (interminable phone calls, then missed sessions, unpaid fees). Although inclined toward an independent attitude, the borderline seems often to have learned to associate independence with disapproval by the other. Consequently, a positive direction on the patient’s part somehow is twisted into a matter for transferential dispute. There is a countertransferential pull for the therapist to repeat the early mother’s reluctance, or disapproval, of her child’s developmental urge to meet life on his or her own terms. The therapist (unlike the early mother) must “hold center stage” (Masterson) by maintaining the perplexities of the situation in the same field of observation: “I see a complication here. You want to be in charge of what you are doing, but you also seem to expect me to give you a hard time over it.” Patient: “So what?” Therapist: “Why not hold on a minute and check me out? Maybe it’s all okay!” At this point, the patient may shift to the other polarity: adopting the dependent attitude that mollified the early mother’s anxiety over her child’s increasing self-sufficiency. Here, the therapist must resist the countertransference pull toward false supportiveness, paralleling the early mother’s relief at her child’s compliance (and perhaps the 19therapist’s appreciation of a seeming truce in the process). Instead, the therapist continues to hold the inclusive observing field: “How come a short time ago all you wanted was to move into your own place, but now you insist that nothing could be better than staying home?” Patient: “You didn’t think it was a good idea.” Therapist: “Are you saying you’ll give up any plan of yours that doesn’t have my hundred percent support?” Patient: “What do I know? You’re the therapist.” Therapist: “Does this mean you’re coming here so I can make all your decisions for you?” Patient: “Of course not! What are you talking about?” Therapist: “I’m calling to your attention how you’re making it all you or all me, all right or all wrong, when we could work on this together, with each of us having some of the pieces.”

         Masterson’s therapeutic aim is to “confront” the complexity contained in both the dependent and independent stance (“Seems you feel two ways about this”), and then in turn confront how resorting to an acting out, either/or solution avoids the intrinsic dilemma (“So you keep your appointments, but you’re always late. Could be you want to be here and also you don’t?”). The eventual confrontation suggests juxtaposing both stances: “Why don’t you just tell me how part of you doesn’t want to be here even when part of you does?” It is at this stage that the treatment begins to engage with the core dilemma: the fear that the healthy assertion of self will lead to loss of the mother’s love, her presence, or survival itself.

         As Masterson again points out, in the pathological context, on the rapprochement level the achievement of each developmental step forward carries the implied threat of the loss of the mother’s love: the abandonment depression. What he could have added is that this characterological malaise is intensified by the distress brought about by a significant shift in healthy maturation itself. “Borderline” is a well-chosen description, in that failure to meet the developmental task of the rapprochement subphase additionally leaves the individual unable to cross the division between a still-unformed and an essentially integrated psyche. A comprehension of whole self and other, each with mixed positive and negative qualities and a capacity to understand the reciprocal effects, must be integrated in order to facilitate the mourning that accompanies psychic maturity. Without sufficient achievement of separation and individuation, there cannot be enough definition in psychic interplay to permit the experiencing of the guilt and reparation 20described by Melanie Klein or the oedipal resolution described by Freud. Mastery of rapprochement, according to Mahler, introduces the next and no doubt ongoing subphase of “on the way to object constancy,” which leads from childhood to latency and beyond, or in pathology marks the “borderline” between personality disorder and neurosis. The “borderline” patient must find the determination not only to face the intense fear of not being able to survive without the mother’s love (which once was a real threat but is now a fantasy), but also to build the psychic strength to accept a loss of the ideal in the inner world that accompanies the transformation of psychic birth.

         Overall Consideration: Technique

         There is a natural progression in child development that can be shadowed in the clouded reflection of pathological personality misdevelopment. In spontaneous growth, the wide-ranging curiosity of the one-year-old begins to find personal and emotional definition within the good feeling of the fifteen-month-old, then must meet the two-year-old challenge of reconciling opposing feelings and comprehensions. In parallel, the schizoid relinquishes spontaneous outreach for cautious compliance, the narcissist limits emotion and relationship to mutual good feeling, and the borderline keeps the contradictions of a complex world in separate boxes. The striking feature of personality disorder is the almost staccato interruption, at critical points, of the steadily inclusive flow of the process of psychic growth. In the therapeutic work, pathology is recognizable in places that are set or even unapproachable (notably emotionally and/or interpersonally) in what otherwise may be a relatively flexible personality. The patient behaves in accordance with largely automatic assumptions that are held so basic to functioning that a vigilant anxiety guards even their questioning. These assumptions, we are coming to believe, include patterns for social survival established in the earliest of human interreliance and are only subject to change in later situations approaching a similar degree of mutual trust. No wonder terrible anxieties concerning abandonment or nonexistence are called up by the relinquishing of these assumptions/patterns, even when they are maladaptive in present reality.

         Classical analysis, by Freud’s definition, is directed toward the 21patient whose mind has defined self and other and their relationship and can talk about it. Work with personality disorder, based on the mind still caught in places of significant growth and communication, cannot rely on the spoken word in the same way. The further back the personality disorder is based in childhood development, the more the healing process must relate to intuitive, nonverbal experience. This has a definitive effect on technique: words carry the manifest message, but are not necessarily received in their dictionary sense so much as by their implication. Do words convey interest, acknowledgment, alignment, questioning, opposition, correction? This is the latent communication. Importantly, does the latent “tone” of the words assure a consistent and attentive presence?

         As technical communication is different between the neurotic and the patient with personality disorder, so it varies from one personality disorder to another. For the schizoid patient, whose struggle begins with the fundamentally nonverbal acceptance of being, silence in itself may communicate both receptiveness and a need for safe distance. The therapist’s response may simply accept this as a possible foundation for taking a second step:

         
            
               

	Both:
            
                        
                        	(Prolonged silence).



	Pt.:
            
                        
                        	Am I supposed to be saying something?



	Th.:
            
                        
                        	I thought you might be thinking.



	Pt.:
            
                        
                        	Shouldn’t I say what I’m thinking?



	Th.:
            
                        
                        	Sure, but that’s up to you.



	Pt.:
            
                        
                        	(With a possible hint of potential playfulness) This gives me something to think about.






         

         The still predominantly nonverbal communication with the narcissistic patient may seem more superficially interactive, but requires the one-note reinforcement that is needed to strengthen and maintain the basically positive view of relationship needed to move forward:

         
            
               

	Pt.:
            
                        
                        	They know I’m their best for years, and now they give the award to the new guy.22




	Th.:
            
                        
                        	After all that time, that must hurt.



	Pt.:
            
                        
                        	Yes! He’s a flash in the pan! So what if sales are up!



	Th.:
            
                        
                        	You’d expect they’d recognize your longtime achievement.



	Pt.:
            
                        
                        	Year after year I gave them what they wanted.



	Th.:
            
                        
                        	You’ve proven your value.



	Pt.:
            
                        
                        	So why do the bastards give the award to the new guy?



	Th.:
            
                        
                        	It doesn’t seem fair – you stay the distance, he gets the prize.



	Pt.:
            
                        
                        	You know, you’re pretty understanding. But maybe you should consider how times can change.






         

         The shift in personality state, although it may increasingly benefit from insight, takes place because of a shift in perspective – a shift that occurs under conditions of diminished anxiety in an increasingly trusting relationship. The pathological limitation on seeing is widened, but first, looking around takes priority over looking within.

         The borderline, in ways, is the most challenging to define in terms of technique, because the therapist’s position must hold steady while containing the malleable view of the patient. It is useful to recall that the borderline, like the two-year-old, requires a steadying and verbalized “adult” perspective while trying to reduce a contradictory reality to manageable terms.

         The pre-object world is a world of absolutes. At its most evolved, it is a place of either/or, reversing self and other, and good opposite bad. It understands resolution in terms of win or lose – truce is not moderation, but a pause in contention. There is success or failure, or – worse – love or loss. Self and other pick sides, and subjugation of one by the other establishes what is good – at least for now. This is the formulaic guidance of the right brain, which determines survival behavior and drives it by emotion.

         The mind of the two-year-old is transforming in accord with left-hemisphere contribution and domination: the newly exercised ability to reason things through. This is not something that can readily be explained to a toddler, or to the borderline, who will have to take time to live through the experience. Now there is a need for a specialized kind of “holding” that Masterson called “confrontation” in order to form a bridge 23toward greater exercise of the activity of the conscious mind.

         The following dialogue demonstrates the balancing act involved in maintaining an overall point of view while the borderline vacillates between partial explanations for the whole:

         
            
               

	Pt.:
            
                        
                        	This is the man I will give my life to.



	Th.:
            
                        
                        	Okay. But do you keep in mind he’s still dating his ex-wife?



	Pt.:
            
                        
                        	You never want me to do things my way.



	Th.:
            
                        
                        	Just hoping you’re thinking of everything.



	Pt.:
            
                        
                        	You just want to make my choices for me.



	Th.:
            
                        
                        	How do my concerns take away your choices? Your choices are yours to choose.



	Pt.:
            
                        
                        	You’d leave me stranded like this? You used to give me good advice.



	Th.:
            
                        
                        	You seem to think that if I respect your right to choose, I won’t support you.



	Pt.:
            
                        
                        	But what should I do?



	Th.:
            
                        
                        	Did you come here for me to make your decisions for you?



	Pt.:
            
                        
                        	Of course not. Why are you arguing with me?



	Th.:
            
                        
                        	Sounds more like the argument is going on in you – maybe you wonder if you can do it your way and still count on my support even if I question you.



	Pt.:
            
                        
                        	I guess I never thought of it that way.






         

         Unless the supposedly irreconcilable opposites can find reasonable consideration within the therapist’s all-inclusive field, there will be no model for new possibilities of arrangement. This “confrontational” interchange will have to be repeated many times before it takes form – not only as a growing capacity in the patient for a more complex point of view, but also as a maturing ability for interpersonal dialogue.24

         A Note on the Oedipal Phase and the Neurotic

         The oedipal phase is qualitatively different from the separation-individuation phase, just as the neurotic presents a qualitatively different state of being apart from the problematic personality. A development of mind distinguishes the two from each other. Freud defined the basic distinction. The oedipal psyche is structurally relatively complete – it recognizes the autonomous intactness of self and other; consciousness is primary and communicates via the spoken word. The preoedipal mind, involved with its own structuring, has not fully learned to distinguish the other as apart from the self, to determine gradations of feeling, nor to subject the inner world of wishes and fears to outer experience, observation, and planning. Intuition is relied upon as much, or more than, further definition through verbal specificity and dialectic.

         The successful progress toward definition and structure leads to more than yet another of the “qualitative shifts” described from Abraham to Daniel Stern – there is a transformative change. Although so much remains to be understood, it would seem that the preoedipal mind is preoccupied with basic patterns for survival – including those for social relationship – that can be stored for automatic assumption without the need for constant reiteration. Basic behavioral responses, such as fight, flight, and freeze, are stored along with patterns for territorial dominance and courting. The preoedipal world is governed by either/or thinking that resolves problems by dismissing one extreme, or by oscillating between choices. This is right-hemisphere, this-or-that thinking, meeting the demands of here-and-now necessity. Conflictual thinking, with its need for measured consideration of opposites within a simultaneous field, is initially unthinkable, for it requires hesitation, even delay, that may prove fatal in circumstances calling for immediate action.

         The human mind, however, is preparing for more than basic survival. In a second, but overlapping development, the left hemisphere – essentially the left prefrontal cortex – is readying the individual for conscious, considered assessments of nonemergent situations. There is now the ability to delay impulse in safe situations, to analyze perceptions and plan actions based on overall judgment of even contradictory particulars. Conflict is managed by logic that need not rapidly choose between absolutes, but can examine, weigh, and compromise parts in terms of a larger contextual whole that includes past 25memory and future planning. Quiet passages of time can now be used to improve the quality of existence. In addition, spoken language is now available and can prioritize over – or work in conjunction with – intuition. Unlike intuition, which requires mental synchronicity for shared communication, spoken language can define, interchange, and refine different perspectives for common consideration. The use of words requires time, but given that advantage, words provide a bridge of dialogue between differing points of view that facilitates growth of both the individual and the communal self.

         This transformation – simplistically described, from “right” to “left” brain dominance – is actually a process requiring more than the first three years or so of human growth. Indeed, the prevalence of “either/or” thinking in adult individuals (“you” or “me”) and communities (“us” or “them”) and their ideologies (“right” or “wrong”) suggests that this stage in human thinking is still finding its way toward successful evolution. The symptom of the neurotic possibly represents a signal calling attention to an outstanding need for further brain integration; of the need for realigning fundamental assumptions or aligning insufficiently processed memories and concepts with current reality.

         The Masterson Continuum

         Masterson’s endeavor, like Freud’s, tends to be an excavation as much as a construction. In a way, the whole extension (and specialization) of psychotherapeutic knowledge inclines toward uncovering parts of a still poorly defined whole. The emphasis, of necessity, is based on the pieces that are observed and catalogued, while the totality is left to often fanciful hypothesizing until enough is gathered to reveal the completed whole. Each newly found fragment assumes special importance that may take on undue dominance as it affects our changing and sometimes competitive views of the finished picture.

         Masterson, following Freud before him, realized that an open mind to new discovery leads to growing comprehension of the whole. He subsequently continually widened his field of theoretical exploration and clinical application with emphasis on synthesizing rather than replacing insights. Throughout his books, he describes patients with personality disorder – and the major theories regarding them – as dynamically 26interrelated. The three “major dimensions,” though characteristically distinct, share a commonality: taken as a sequence, they shadow the stages of a flowing period of human growth, representing inadequately met points of developmental progression. Masterson’s original attempt to reconcile personality disorder with Mahler’s relationally oriented stages of developmental growth – which he returned to after a period of skepticism – shows his persistent aim toward an inclusive, rather than compartmentalized, view of the mind.

         Relatedly, I believe it illuminates Masterson’s synthesis to reverse his order of “discovery,” and follow the sequential disturbance of personality formation in relation to Mahler’s order of psychic development. If we consider the schizoid at the outset, we comprehend the psyche’s beginning need for a containing, constant, personal environment to support new exploration of every momentary particular. Next, the narcissist shows us the need of the psyche to reassuringly find a differentiated world pleasurable and agreeable in order to prepare for less pleasurable and agreeable discoveries ahead. Then, in a bewildering transitional step, the borderline’s confusion requires steadying from a more integrated mind in order to consider contradictory and emotionally felt discoveries within a single rational field – not just to facilitate this shift, but to support the impact of a major reorientation in psychic perception and perspective as well. In addition, just as communication evolves between the child and the adult over time (from nonverbal to increasing degrees of verbal complexity), so therapeutic language – technique – changes with diagnosis. The intervention provided by the therapeutic relationship itself is consistent, however – acknowledging and provision of the missing interpersonal experience to grow on.

         For personality disorder, the building of the confidently based, adaptively related self is the task at hand. For the neurotic patient, this working relationship is the foundation, rather than the goal, of therapy. For the neurotic, with rational mind and collaborative dialogue more available, communication centers on the conscious decoding of messages of unfinished business presented by the unconscious.

         However, understanding of neurosis gains in resonance when it is not defined as a diagnostic category opposed in an either/or way to that of personality disorder. Although distinguished by a boundary indicating change of qualitative significance, the stage of development marked by neurotic distortion is still part of the extraordinary process 27of human psychic birth. Although the oedipal child benefits from the primacy of rational consciousness, the transition of command between “old” and “new” mentation is still unfolding. Problems not sufficiently resolved by earlier dissociation must now be managed by repression, with its ability to warehouse outmoded issues. Unfinished business must be identified and stored separately from definition and management of the now front-and-center matters of sexual identity and relationship (for instance, the complications of the Oedipus complex must be disentangled from any residual inclination to divide the parents into “good” and “bad” polarities – desired vs. feared). One wonders whether analysis of neurosis may not, to a degree, be a way of aiding this transition; of facilitating communication between newly relating parts of the mind in order to clear up “old business.” Is not interpretation a means of “translating” a message between the unconscious and conscious parts of the mind while these are still learning to collaborate? To extend this speculation a step further, cannot neurosis be understood in part as the last arrest in a process of unique mental development that involves coordination of unconscious and conscious mental capacities on the way to further self-realization?

         
             

         

         It should be reiterated that the linear, categorized model presented here is a guideline for exploration of a networked problem capable of disregarding sequence and labels. A wonderful, although often bewildering, aspect of human nature is its plasticity. Most of us have traversed all the developmental stages well enough to keep going, though it is likely we all could use room to grow in some areas. The person with a disorder of the self may have a deficit in more than one area, and in varying degrees. However, the therapy begins with a presenting disorder of sufficient prominence and intensity as to characteristically trouble the person at work or at play – especially in relationship with others – and handicap functioning in either or both realms. Layers of borderline acting out may eventually prove a shield for schizoid vulnerability, and issues of neurotic conflict may later emerge as personality structure strengthens. Human nature is as adroit at hiding as it is at disclosure, and requires time and continued time to be known and to trust.

         The Masterson Approach is a synthesis based on respect for patients’ needs combined with respect for the ideas of others who have devoted themselves to the same concern. It is an approach continually 28open to concepts that inform us, but must be contributory to a living, collaborative process of healing. Philosophy tempts us, but life is demanding and short on time. Masterson’s Approach is essentially a clinical one, and his therapeutic identity always, in his words, is to be “a servant of a process.”
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