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Introduction

Putting aside the narcissistic-masochistic aspiration of authoring a text on all the intricacies of in-depth psychotherapy, I have chosen to address five areas of difficulty in this enterprise. This relatively restricted focus has made it possible to tackle matters in their true complexity and intrigue. The loss of breadth is thus compensated by the gain in depth.

The areas I have chosen to explicate pertain to initial assessment, boundaries, money, disruptions, and suicidal crises. Over three decades of clinical experience has taught me that most problems in the course of dynamic psychotherapy involve these areas; their proper understanding and management is key to productive therapeutic work. Each chapter of this compact book tackles one of these areas in detail, outlining not only the conceptual issues at hand but also the technical strategies that emanate from them.

The first chapter deals with initial assessment. I start with the premise that most psychotherapies fail or come to an impasse because agreement upon goal and method of treatment was not arrived at between the patient and therapist. Consequently, I underscore the necessity of conducting a thorough assessment before the decision to embark on psychodynamic psychotherapy is taken. The assessment interview I delineate is unlike the traditional psychiatric history-taking. It focuses upon three main areas, namely the patient’s need for deep psychotherapy, the patient’s suitability for such psychotherapy, and the actual feasibility of undertaking a long, drawn-out procedure. In each of these categories I outline further tasks, explain their theoretical basis, and describe the technical means of accomplishing them. I also explain the procedure of making diagnostic clarifications and therapeutic recommendation by putting all this data together. Ground is thus set for the chapter that follows.

Boundaries of the therapeutic frame form the next topic. Instead of providing manualized guidelines, I first discuss the concept of intrapsychic and interpersonal boundaries in detail. I then address matters of optimal distance and attempt to demonstrate how the issue of boundaries and distance affect the therapeutic technique from its inception to its end. I conclude by discussing boundary violations of sexual, aggressive, narcissistic, and cultural types and by offering strategic pointers to avoid slippage in these realms.

The next chapter deals with money since conflicts around it frequently impact upon psychotherapy. I begin with a survey of psychoanalytic writings on the emotional meanings of money. Then, in a novel twist to the existing literature, I offer the description of six psychopathological syndromes involving money: chronic miserliness, inordinate generosity, characterological overspending, bargain hunting, monetary masochism, and pathological gambling. Moving on to the technical side of issues, I discuss the art of setting fees, the role of third-party payers, and the impact of money upon the transference and countertransference developments. I then discuss the special situations involving the treatment of extremely wealthy patients, children and adolescents, and the usually indigent clinic cases. I also elaborate upon the pros and cons of gratis work. I note that while misunderstandings and miscommunications vis-à-vis exchange of money within the clinical dyad lead to difficulties, their exploration provides an opportunity to understand the depth of the patient’s symptomatology and subtle characterological ways of operating in life.

My discussion of these mutual misunderstandings easily leads to the chapter on disruptions which can, at times, cause a complete breakdown of collaboration between the patient and therapist. Noticing that such threats to therapeutic alliance have varied etiologies and manifest in different forms, I move on to outlining, in a step by step fashion, the interventions to deal with them. In this context, I elucidate the therapeutic functions of holding and containing, limit-setting, employing adjunct measures, and the need to oscillate one’s approach in conjunction with the patient’s psychostructural level at a given moment.

I end the book with a chapter dealing with suicidal despair. In it, I discuss the multifactorial etiology of self-destructive intent and action in the hope that awareness of the complex issues underlying them will help therapists better empathize with the patient. I go on to tackle the management of acutely and chronically suicidal patients in depth and also address the thorny matters of emergency room patients with unclear suicidal potential, and patients who make desperate, suicidally-bent, late-night phone calls to their therapists.

Rounding off this thumbnail sketch of its contents, I wish to emphasize four ‘tendencies’ that run like blood vessels through the body of this book. The first pertains to my style of conceptualization which is psychoanalytically broad-based and eclectic; it freely moves between the early literature, ego psychology, object relations theory, self-psychology, and analytic developmental hypotheses of varying persuasions. Avoiding doctrinaire commitment to any particular model, I strive for integration. The second pertains to the literary realm. While the book rests upon scientific foundations, it does not lack the human touch of poetry. ‘Love’, ‘heart’, ‘soul’, ‘anguish’, ‘despair’, ‘the weeping child within’, and ‘desperate self-soothing’ are the building blocks of my language to an extent that is comparable to my use of the customary psychoanalytic terminology. A humanizing concomitant of this is that all patients reported here (though amply disguised for the purposes of confidentiality) have been given full names; thus the reader will meet people like Alex Bartlett, Gina Spencer, Sarah Green, and the like, instead of the customary Mr. B., Ms. S., and Ms. G. and so on. The third tendency involves the fact of the book being fundamentally and unabashedly practical. While theoretical grounding does serve as a preamble for delineation of its technical strategies, the book is replete with clinical vignettes and explicatory comments that illustrate the interventions I am proposing as useful. The final tendency involves the fact that the book is not intended to break fresh ground in any sort of dramatic manner; it is aimed to introduce the younger generation of therapists to ways of thinking and working that I, and many others like me, have found clinically useful. I have written it in the hope that some patients of the younger colleagues and students who read it might end up receiving better care as a result. My fervent scribbling is nothing but a therapeutic intervention, even though made indirectly and through the changed attention and voice of other therapists towards their patients. Its goal is to help others help still others better.




1. Initial Assessment


Believe me, every heart has its secret sorrows, which the world knows not; and oftentimes we call a man cold when he is only sad.

Henry Wadsworth Longfellow (1807-1882)



Most psychodynamic psychotherapy cases stumble, come to an impasse, or fail because the patient’s suitability and motivation for treatment had not been properly evaluated. Indeed, some psychotherapists take pride in starting a case ‘cold’ i.e. without a formal assessment of patients’ psychopathology, ego-capacities, and psychological-mindedness. This approach, popular with some ‘classical’ psychoanalysts and those who naively imitate them, often leads to unpleasant surprises. Even in the absence of major fiascos, the lack of agreement between the patient and therapist about the modality and aims of treatment can contribute to future difficulties.

It therefore seems preferable to conduct a proper assessment before deciding upon the start of psychotherapy. This period, starting from the very first moment of contact between the patient and therapist usually spans over one to three sessions, preferably conducted on consecutive days.1 It provides an opportunity for the assessment of the nature and severity of the patient’s psychopathology. It also gives the two parties a chance to get an emotional ‘feel’ for each other. Through direct questioning, encouragement to elaborate on what has hitherto remained emotionally abbreviated, and patiently listening in a non-judgmental way, the therapist gathers important information about the patient. Through expressing his distress, following the clarifying leads of the therapist’s interjections, and listening to his own self, the patient begins to feel more organized. Experiencing a dignified sense of human affinity and feeling ‘held’ (Winnicott, 1960) in an informed setting, the patient senses an opportunity for betterment and psychic growth.

These developments, while happening silently, are both the result of a proper initial evaluation and the facilitators of it. Their end-point is the mutual agreement between the two parties to undertake the work of psychodynamic psychotherapy with a well-laid out framework and clearly understood plans. However, before arriving at such closure, a number of steps have to be traversed. Some of these steps are concrete and formal, others nearly imperceptible.


Responding To The First Phone Call

The first contact between the therapist and a prospective patient often occurs via telephone. Many things can be learned and many trends can be discerned during this contact. Careful attention should therefore be paid to what the patient says at this time. Both the form and the content of his or her message should be noted. One might find that the patient is cryptic and reluctant to give information. Or, one might note that the patient is talkative and has difficulty restraining himself. To be sure, no definite conclusion can be drawn from these bits and pieces of information but one should tuck them into the back of one’s mind and use them as background or as topics of specific investigation once the patient arrives for the first interview. The following clinical encounter illustrates this point.2


Clinical Vignette 1


While setting up an appointment via telephone, John Schmidt asked me twice whether my office building had a name, such as the Pan Am Building, the Chrysler Building, and so on. I was intrigued by his insistence, since I had already given him the street number of my building. I also noted that both the buildings he mentioned were in New York and not in Philadelphia, where I practice. I politely repeated that my building did not have a name, keeping my sense of curiosity for later.

During the evaluation session, the first thing I learned was that his full name was John Schmidt, Jr. Next, I gathered that he had a pattern undermining his achievements, in the realm of both romance and business, just when success was around the corner. Much unconscious guilt seemed to lurk in his psyche. To look for the sources of such guilt, I turned to exploring his childhood development. Now I learned that despite having an older brother, it was he who was named after his father. Upon my inquiring about it, he agreed that this was not customary but said that he had never thought about the reasons for this unusual situation. Further questioning revealed that his older brother was mildly retarded. At this point, I ventured a hypothesis. Could it be that his older brother had at first been named after their father, only to be given a different name after the discovery of his retardation? The patient was moved by this suggestion and, though he did not remember hearing any such thing while growing up, began talking about his sadness about his brother and his guilt over his own success, which he had impressively undermined on many occasions.

As all this came pouring out, I became aware that he had unconsciously given me a clue to his problem by insisting on the phone that my building (me) have a bigger, better name than merely a number. Now I brought up our telephone conversation and pointing out that his insistence upon my building (i.e. I) having a better name was a disguised way of ‘returning’ his borrowed name to his older brother. In essence, it was his way to repair the damage he had felt he had done. The patient began to sob and it was clear that he felt understood in a way that he had never experienced before.



What this dramatic example demonstrates is that by paying close attention to the patient’s phone call, one can pick up important clues regarding his or her problem. These can be used to clarify and document the hypotheses that one begins to develop during the evaluative sessions.

In addition to this, there are other guidelines to keep in mind while responding to a call by a prospective patient.


	It is advisable not to hurry in returning the phone call from a person whose name one does not recognize and who might be a prospective patient. Contrary to ordinary 'good manners', it is better that one waits a little (say, from a few hours to even a full day) before answering such a call. An interval of this sort allows one to 'suddenly recall' that one actually knows this person (e.g. he may be an ongoing patient's boyfriend) and should actually not call him or her back. Or, one might receive collateral information (e.g. from another person's phone call) which affects the manner in which one would handle this call.

	It is also good to return a phone call from a potential patient when one can spare some 5-10 minutes of peaceful and uninterrupted time. While lengthy conversation at this point is hardly indicated, having the cushion of a few minutes comes in handy if unexpected complications begin to arise.

	Rather than giving a specific time that is convenient for oneself, the therapist should try to involve the patient in choosing the time for the first appointment. Asking such questions as 'How urgent do you think the situation is?' or 'When was it that you were planning to see me?' permits the patient to negotiate a realistically needed and feasible appointment. More importantly, allowing the patient to exercise some control subtly emphasizes the mutuality of the therapeutic undertaking and helps restore the patient's self-respect at a time of difficulty and self-doubt.

	Patients' questions about fees and billing should be answered in a factual manner. It is inappropriate and misleading to tell a patient to come in saying 'we will discuss the fee issue when you are here'. This can put the patient, who comes and reveals his

	inner turmoil, in a disadvantage if he can not afford the therapist's fees and has to be referred elsewhere.

	Conditions put by the patient for coming or not coming should neither be accepted nor rejected. One should emphasize that both parties need to have open-mindedness about such matters. Neither undue flexibility nor stern rigidity is helpful. What is needed is a firm adherence to the stance of neutrality curiosity and respect for the complexity of mental processes.

	It is considerate to inform the patient right away of any constraints from one's own side. For instance, if one does not have time to take a new patient or one is leaving soon for a long vacation, the patient should be informed of it. Such forthrightness helps preclude feelings of betrayal and may prevent even more serious complications in highly regressed and needy patients.

	One should give clear and specific directions about the location of one's office and not assume that the patient knows his way around. Often, the patient's lateness for his first appointment is the result of the vague directions given by the therapist rather than of resistance and enactment.






The Patient’s Arrival For The Initial Interview

The patient’s appearance, behavior, and manner of arrival also can provide significant information even before a formal evaluation has begun. There are many things to be noted here: is the patient appropriately dressed? How is his personal hygiene? Are there any outstanding mannerisms, scars, or tattoos? Does he look angry, sad, happy, nervous? Also, does he come on time? Does he arrive late or, conversely, too early? Or does the patient come at a completely different time than was agreed upon?


Clinical Vignette 2


After having waited for Gina Spencer, who had sought a consultation with me, for about twenty minutes, I received a frantic phone call from her. She was looking for my office in a building five blocks away. Where did I say my office was? When I repeated my address, she realized her ‘mistake’ and wanted to know if she could still come over for her appointment. Thinking that not much time would be left by the time she arrived, I offered her an appointment on a subsequent day. She apologized for her ‘mistake’ and accepted my offer.

On the day before Gina’s second appointment, I came out of my office after the last patient of the day had left to find her sitting in my waiting room. She was enraged and said that she felt very humiliated by my having ‘abused’ her in this fashion! Puzzled, I asked what it was that she felt I had done to her. She responded by saying that I had kept her waiting for an entire hour while seeing another patient. It took her a few minutes to realize that she had come a day earlier than her scheduled appointment!

Now, there were these two enactments even before we began a formal consultation. First, she went to the wrong building and was frantically looking for me. Second, she came at the wrong time and felt ‘abused’ by me. I kept these in mind and decided to see what in our ‘third’ encounter (i.e. our first formal interview) might shed light on the communications contained in these enactments. (Besides, of course, I noted the propensity toward acting out, resistance, sadomasochism, and use of paranoid defenses).

In her subsequent appointment, for which she arrived punctually, Gina told me that her main difficulty was constant anger at men, sexual disinterest, and depressive mood swings with occasional suicidal thoughts. She revealed that her father, to whom she was very attached, had abruptly left the family when she was five years old. She never saw him afterwards and was always ‘searching’ for him. When she was eight years old, her mother remarried. Her stepfather sexually abused her until she was thirteen years old. At this time, the patient moved out the house and started living with an aunt. As this material came out, I brought to her attention that her frantically ‘searching’ for me the first time and feeling ‘abused’ by me the second time were perhaps her ways of putting me in the place of her real father and stepfather, respectively. Till the time I was in either position, I added, she could not relate to me. Perhaps she needed a third chance, a new experience. The patient began to cry and, after composing herself, revealed more details of her anguished life.



The point I am trying to make here is that enactments as gross as these cannot be ignored. They must be thought about and recognized as up for discussion. Vigilance combined with tact is the key here. This applies not only to the patient’s appearance and behavior but also to the things that they might bring along with them.



Clinical Vignette 3


As Alex Bartlett, a thirty-four year-old lawyer, entered my office for his first interview, I noticed that he was carrying a popular magazine in his hand. Sitting down, he put the magazine on the table near him. The session proceeded along conventional lines while, in a corner of my mind, I kept wondering about the magazine. Oblivious to my concern, he went on to describe the interpersonal difficulties that had led to his seeking help. He said while finding women was not difficult for him, keeping them involved certainly seemed a problem. One after another, they left him complaining of his aloofness and self-sufficiency. I found myself looking at the magazine he had brought along but decided to wait before saying anything about it.

Moving on to his family background, Alex revealed that his parents had divorced when he was four and, for the following three years, his mother toiled hard to raise him and his two older sisters. She worked long hours and expected the children to be well-behaved. Alex grew up to be a courteous young man who was repeatedly abandoned by women who found him nice but unengaging. He suffered greatly since he wanted involvement and mutuality in his life. At this point, I asked him about the magazine. He seemed surprised and said that he had brought it for reading in the waiting room. I asked him if he thought that I would have no reading material there and if he could see how this seemingly innocuous behavior betrayed his anxiety about dependence and attachment. I added that perhaps it was this sort of ‘self-sufficiency’ that was found unacceptable (and unconsciously rejecting) by his girlfriends. He was taken aback but could readily see the dynamics in action. His eyes filled up with tears and he said, ‘But I can’t help it. I have always relied upon myself.’ Yet there was a clear sense in the office that an aspect of his problematic ‘character armor’ (Reich, 1933) had already been made ego-dystonic.



I can offer many other examples of this sort but will suffice to say that the therapist must note and make use of the messages contained in the physical possessions patients bring with them.

There are still other things to observe. For instance, the arrival of an adult patient (who is not psychotic, organically impaired, or a fresh immigrant to the country) in the company of a relative or friend should raise questions in the consultant’s mind. Is there ego impairment here? Paranoia? Separation anxiety? Some phobia? Enactment of some unconscious fantasy? Such behavior could reflect any of these or might imply something completely different. The point is to observe it, consider it data. Similarly, the observation that the patient arrives carrying too many things should be silently registered. It may lead to something or it may not, but it cannot be ignored. Finally, our own very first feelings about the patient should be jotted down in the back of our minds for further private exploration. This might yield useful information about either or both parties in the dyad of a consultation.




Assessing The Need For Treatment


Nature And Severity Of Symptoms

The first formal step in initial assessment consists of a relatively straightforward exploration of the patient’s presenting symptoms. Such inquiry might begin with a simple statement like: ‘What seems to be the reason that has led you to come here?’ or, even more briefly: ‘Tell me what brings you here?’ This would lead the patient to describe his or her predominant difficulties. The interviewer, after listening patiently for a while should summarize for the patient the main symptoms and, in doing so, organize the relevant clusters of complaints. For instance, the interviewer might say: ‘From what you have told me so far, it seems that you are experiencing three main difficulties: first, depression, including crying spells, hopelessness, and occasional suicidal thoughts; second, an increasing alienation from your family involving disagreements about your boyfriend and your place of residence; and third, some confusion about whether you wish to continue your education or drop out from school altogether’. Such an intervention helps the patient organize his or her thinking, demonstrates to the patient that the therapist has already begun his work, and, by providing identifiable categories to the often diffuse distress, gives the patient an intellectual handle on it. It might limit the patient’s freedom somewhat, but this can be rectified by asking open-ended questions pertaining to what one might have missed somewhat later in the interview.

Once the patient’s main symptoms are identified, more detailed investigation of each should follow. The account now provided by the patient might be fleshed out further by the interviewer’s asking more direct questions, preventing the patient from becoming too tangential, and exploring the presence or absence of secondary and related symptoms. In the case of depression, for instance, these might include excessive drinking, incapacity for caring for children, and manic episodes. As the details of each cluster of symptoms become clear, the interviewer might begin thinking about the possible connections between the various clusters. However, it is preferable to keep such early hypotheses to oneself at this point.

While remaining reserved on this front, the therapist should by no means stay passive and non-directive. He should allow the patient to elaborate and offer details but he should also feel free to stop the patient from going on and on about what has already been established. More importantly, he should not shy away from what appears difficult and anxiety-producing to the patient. In this context, the following reminder by Gill and Redlich (1954) is important.


The technique of quickly leaving painful subjects often is interpreted by the patient as a reluctance to attack major difficulties. A patient’s anxiety may even be heightened by the feeling that if the therapist is fearful, the problem must be serious indeed. A bold attack which shows that the therapist knows what he is about, that he can lay his finger on the trouble and is not afraid, may not only be very reassuring but may go far toward helping the patient overcome the everpresent tendencies to evasion, whether these are conscious or not. (p. 31)



One area of pain and anxiety to which an entire section of this book (Chapter Five) is devoted pertains to suicide, which must be directly and fearlessly explored, especially when the patient’s presenting complaints involve depression. Similar forthrightness needs to be maintained vis-à-vis addictions and sexual deviations. The calm, unhurried but firm manner of the therapist lays the groundwork for the ‘working alliance’ (Greenson, 1965) within the dyad.



Level Of Character Organization

Assuming that the patient is non-psychotic (since the presence of psychosis aborts a dynamic interview and reverts it back to the traditional psychiatric history-taking3), the essential task of this part of evaluation is to distinguish between neurotic and borderline levels of personality organization. Using the terms ‘oedipal’ and ‘preoedipal’ for these two groups respectively, Greenspan (1977) has outlined seven dimensions of personality functioning that help differentiate between them:4


(i) capacity for distinguishing internal versus external reality; (ii) cohesion, organization and resistance to fragmentation even under stress of the self and object representations; (iii) capacity for experiencing and perceiving a variety of discriminated affect states; (iv) level of defenses,(v) capacity to modulate impulses appropriate to external situation; (vi) capacity for genuine attachment and separation, and for the experience of sadness and mourning; and (vii) capacity for integration of love and hate. (p. 385)



Within the interview situation, coming to grips with the above largely translates into the exploration of the following three areas.

(1) The degree of identity consolidation. In the neurotic character organization, there is a well-established identity while in the borderline organization there is identity diffusion (Kernberg, 1975, 1984; Akhtar, 1984, 1992a). The features of identity diffusion include markedly contradictory character traits, temporal discontinuity in the self-experience, feelings of emptiness, gender dysphoria, subtle body-image disturbances, and inordinate ethnic and moral relativism (Akhtar, 1984). Not all of these features can be elicited and explored to an equal degree through formal questioning. Some (e.g. feelings of emptiness) are more evident in the patient’s complaints, while others (e.g. temporal discontinuity in the self-experience) become clear only through obtaining a step-by-step longitudinal account of the patient’s life. Still other features (e.g. subtle disturbances of gender identity) are discernible, at least in the beginning mainly through the overall manner of the patient’s relating to the interviewer. Yet it is helpful to ask the patient to describe himself. One might say something like this: ‘Now that you have told me about your difficulties, can you please describe yourself as a person?’ In the description offered by the patient, one should look for consistency versus contradiction, clarity versus confusion, solidity versus emptiness, a well developed sense of masculinity or femininity versus gender dysphoria, and a sense of ethnicity and inner morality versus the lack of any historical or communal anchor.

If the patient is unable to provide a coherent description, this should not be immediately construed as implying identity diffusion. This could be due to anxiety, lack of psychological mindedness, cultural factors, poor verbal skills or low intelligence. These factors should be ruled out before making a conclusion regarding the presence or absence of identity diffusion in a given instance.

Sensing difficulty in the communicative path of the patient, the therapist might decide to help him by conducting the inquiry in a piecemeal fashion. For instance, he might ask about the patient’s religious beliefs, practices, and their continuity with what was handed down to him during childhood; feelings of ethnicity and of belonging to a certain regional or communal group; continuity of contact with friends and associates from earlier periods of life; clarity and stability of vocational goals; sublimations and hobbies; and so on. He may then surmise the status of the patient’s identity based on the information gathered. A patient might not be able to describe himself well, yet may turn out to posses a consolidated identity. Conversely, one might come across in a patient


peripheral areas of self-experience that are contradictory to a well-integrated, central area of subjective experience, peripheral areas that the patient experiences as ego-alien or ego-dystonic, not fitting into his otherwise integrated picture of himself. These isolated areas may be an important source of intrapsychic conflict or interpersonal difficulties but should not be equated with identity diffusion. (Kernberg, 1984, p. 37)



(2) The nature of predominant ego defenses. The ‘neurotic’ or higher level character organization is characterized by the predominance of repression as the main ego defense and the borderline organization by the predominance of splitting and related defenses (Kernberg, 1967, 1975, 1984; Volkan, 1976).
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