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FOR GRACE







The only victor y in love is escape.

–Napoleon










. . . [T]he God of woman is autonomy.

–Alice Walker








be of love(a little) 
 More careful
Than of everything



–E. E. Cummings








MAKING ROOM IN LOVE FOR HATE


He said his little statues and images helped  stabilize the evanescent idea, or keep it from  escaping altogether. 
 
H.D., Tribute to Freud1




IT IS A CLEAR London morning, unusually bright for November, and I am making my way to number 20 Maresfield Gardens. I have visited the Freud House many times, but today will be different: The museum’s director has offered me time behind the velvet ropes.

It is a common fantasy, I suppose, to walk alone through the great art collections of the world. The objects in these particular rooms shaped Freud’s reflections on the unconscious, making the visit particularly poignant for the likes of me, a psychoanalytic psychotherapist.

Erica Davies is a Welsh woman with cornflower-blue eyes and a detailed knowledge of the two thousand or so objects in the house. She dates a number of pieces for me: Greek, Etruscan, Coptic, Roman. Where, I ask, is the statue of Athenamentioned by the American poet Hilda Doolittle in the exuberant memoir of her analysis with Freud?

“She is here.”

Erica taps the small sculpture with a respect that is familiar, almost casual. The gods are used to her.

“And what can you tell me about this porcupine?” I point to a bronze figure, its back to the ancients, crouched in the middle of the desk.

My guide smiles. More is known about the ancient Egyptian shabtis! The porcupine was a gift to Freud from psychologist G. Stanley Hall on the occasion of Freud’s only visit to America in 1909. According to one account, Freud claimed he was going to America to catch sight of a wild porcupine and to give some lectures. This whimsical remark apparently was meant to deflect anxiety about lecturing. But why a porcupine? We know only that the founder of psychoanalysis kept the little creature on his desk and in plain view.

I ask if the statue could refer to the porcupines in Arthur Schopenhauer’s well-known fable, a story Freud liked enough to cite in his book on group psychology. Erica seems delighted by my question. As we sit together over tea, I paraphrase the fable as follows:


A troop of porcupines is milling about on a cold winter’s day. In order to keep from freezing, the animals move closer together. Just as they are close enough to huddle, however, they start to poke each other with their quills. In order to stop the pain, they spread out, lose the advantage of commingling, and again begin to shiver. This sends them back in search of each other, and the cycle repeats as they struggle to find a comfortable distance between entanglement and freezing.



The story spoke to Freud as a lesson about boundaries. (“No one can tolerate a too intimate approach to his neighbor.”) It spoke also to his belief that love is everywhere a thorny affair. Freud wrote: “The evidence of psychoanalysis shows that almost every intimate emotional relation between two people which lasts for some time–marriage, friendship, the relations between parents and children–contains a sediment of feelings of aversion and hostility, which only escapes perception as a result of repression.” Freud believed that the one exception to this was the love of a mother for her son, which was “based on narcissism,” proving only that he was, among many other things, an Old World Patriarch.

In the 1940s and 1950s, British pediatrician and psychoanalyst Donald Winnicott elaborated on the subject of love/hate relations between parents and children. In a classic paper, he listed some eighteen reasons why the ordinary, loving mother might hate her infant–daughter or son. (For example: The baby endangers her body during pregnancy and delivery. He may be cranky and implacable all morning, and then go out and “smile at a stranger.”) Winnicott maintained that mothers who could acknowledge the discomfiting fact that love–even for babies–is ambivalent would be less likely to do harm than the disavowers. Winnicott, I think, would have enjoyed the observation made by novelist Fay Weldon: “The greatest advantage of not having children must be that you can go on believing you are a nice person. Once you have children, you understand how wars start.”

All relationships, not just familial ones, require us to contain contradictory feelings for the same person. As the poet Molly Peacock has observed: “There must be room in love for hate.” Definitions of love, aggression, intimacy, and privacy vary enormously, of course–by culture, historical moment, and social class. Without making universal claims, we can assume that people in the contemporary West, with the possible exception of cloistered nuns, live lives bedeviled by the porcupine dilemma. That is, we struggle on a daily basis to balance privacy and community, concern for self and others, sexual union and a room of our own.
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One year after I wrote the above, a young woman applicant to a cloistered religious order was sent to me for psychological evaluation. She seemed genuinely ascetic and contemplative, and I said so in my report. Her spiritual advisor was not as cheered by this as I expected. These young women, she said, will spend the rest of their lives relating only to each other, and thus require exceptional social skills. A Carmelite cloister, I learned, is no place for a loner. Porcupines are we all.

Although we know these dilemmas to be commonplace, we don’t always experience them as such. For example, an affable thirty-five-year-old divorcee, a lawyer, who had grown up with loving, adoptive parents, sought my help for depression. She enjoyed her work and her friends but was chronically unhappy in her intimate relationships. Moreover, like many women in their mid-thirties, she experienced loneliness as a personal failure rather than as a condition quintessentially human.

“There may be something really wrong with me,” she said in tones befitting one who robs orphanages for sport. “When there is no man in my life, I feel empty and unlovable, and can barely enjoy anything. When I get close to a man, I feel smothered and pampered, sort of chubby with love. I long for time to think, to work late, to feel the edges of things, just to be. Is this sick or what?” A number of things went through my mind, having to do with her earliest attachments, her childhood fantasies about adoption, and her actual experiences with men. For some reason, perhaps because she was so keen to call herself bad names, I decided to tell her the fable of the porcupines. I will never forget her response:

“It’s soothing.”

Others have said the same. The fable normalizes a problem that many of us take for nothing less than a bizarre character flaw.

There is a more familiar story about love and connection, also cited by Freud in passing. It comes from Plato’s famous dialogue the Symposium. In that dialogue, Socrates and friends gather to dine and to discuss the question: “What is love?” The response that most readers remember is the one given not by Socrates but by Aristophanes. Aristophanes explains that in the beginning of time people did not exist in single bodies as we do now but, rather, were pairs joined at the shoulder. There were three types of pairs: male-female, male-male, and female-female. These twin-type creatures tumbled around all day, carefree and, of course, never lonely. One day they did something to offend Zeus, who cut them in half as punishment. Afterward, they walked around lonely indeed, searching endlessly for their other half. And so it is to this day, declaimed Aristo-phanes, that human beings wander through life looking for the person who will complete them, for in our true and original nature, we were not one but two.

Whether or not we have read the Symposium or heard the story elsewhere, most of us were weaned on the idea of what we might call Aristophanic love. Modern culture and, indeed, whole industries depend on people’s obsession with perfecting themselves in anticipation of finding their ideal mate. During that moment in our lives when we feel this kind of love, if we ever do, stories about making one out of two please us enormously. However, when we are alone, or with someone who does not make us feel whole, our culture’s romantic myths serve up heaps of reproach.

Moreover, in view of evidence all around us that no perfect complements exist, the lure of romantic merger endures, while the prospect of solitude terrifies. For many single people in the West, it is the dreaded, deadly alternative to happiness. For those who enjoy it, solitude is a guilty pleasure. For still others, solitude is a state devoutly to be wished, something unattainable because of the demands of work and family. This may account in part for westerners’ interest in various Eastern philosophies. Countless Americans have dabbled in Buddhism, studied yoga, or learned to meditate, in search of a quiet mind. 

Arthur Schopenhauer (1788–1860) believed he understood something important about human desire and its dilemmas. He saw unhappiness as inexorably part of our design. The existence of what he termed “will” was a permanent source of discomfort, meaning that there simply is no life without suffering. Schopenhauer’s notion of will was not a matter of personal agency–“what I want”–but almost the opposite: a blind striving that characterizes all living things. Its most insistent expression in human beings, he said, was sexuality. Writing contra  the eighteenth-century myth of “rational man,” Schopenhauer argued that reason was forever in conflict with the will, and that the latter was more commanding than most of us acknowledged. Thus, for Schopenhauer, our only real chance at contentment lay in the eradicating or transcending of the will. Saints and geniuses might do this for a lifetime. The rest of us could escape the thrum of appetite periodically through aesthetic experience.When absorbed in art, literature, or music, he said, we free ourselves from the prison of will.

If the notion of “life as suffering” sounds suspiciously Hindu, it is. Schopenhauer was the first Western philosopher to study the Vedic and Buddhist texts. Their influence shines through his (initially ignored) The World as Will and Representation, and also through his later popular essays and aphorisms.

The Upanishads were helpful to him in his personal life as well. Schopenhauer, by all accounts, was a repulsive man who preferred the company of dogs to people. He was ill-tempered and once pushed a neighbor down a flight of stairs for disturbing him. Living in relative isolation, he warmed himself by the fires of philosophy and the pleasures of art. Permitted a moment of psychologizing, we might guess that his educated and wealthy parents, in their own ways, schooled his pessimism. The father, an anxious, exacting man, committed suicide when his son was seventeen. And Arthur quarreled with his mother, who threw him out and never saw him again after he was twenty-six. Whether his relationship with her was the cause or effect of his misogyny is hard to determine. We do know that he was prone to depression and wrote: “I always have an anxious concern that causes me to see and look for dangers where none exist.” He referred to the sacred Hindu texts as “the consolation of my life.”
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Schopenhauer interests me because of his place in the history of psychoanalysis. It was he (in advance of Freud) who broke with the Enlightenment view of the self as rational and unified. He anticipated not only the Freudian unconscious and fascination with sexuality but also the significance of slips of the tongue and the interpretation of dreams.

The crucial difference between Schopenhauer and Freud is that the latter invented a clinical method–psychoanalysis–to address the suffering born of our divided nature. Ever since the patient known as “Anna O.” coined the term “talking cure,” countless women and men the world over have engaged in psychoanalysis and the scores of therapies it has spawned, including Gestalt, marital, group, and family therapy.

It would be difficult to overestimate the impact of psychoanalysis on Western minds. Freud has left his mark on philosophy, religion, education, law, art, literature, film making, even jazz. Benjamin Spock, whose Baby and Child Care has sold more copies than any other book in history except the Bible, acknowledged “Freudian psychoanalysis” as the “underlying psychology” of his work. In 1939, W. H. Auden could claim without hyperbole that Freud’s name referred no longer to a man but to “a whole climate of opinion.”

America’s attitudes toward the talking cure nonetheless remain ambivalent. It is true that many people in the public eye have “come out” as psychotherapy patients with the intention of removing the stigma. As early as 1956, in fact, ur-comedian Sid Caesar appeared on the cover of Look magazine, describing within its pages his own salutary years on the couch. More recently, activists, intellectuals, and popular artists–including Gloria Steinem, bell hooks, Cybill Shepherd, and Carlos Santana–have mentioned publicly their experience with talking therapy. There can be little doubt, however, that significant social stigma remains. An elected official can lie to the public and survive, but to lie down on an analyst’s couch would mean political death. This taboo reflects the American ethic of self-reliance. It is driven by our love affair with medicine and the attendant belief in the magic of pills. Roughly one in ten Americans have taken Prozac or one of the other selective serotonin reuptake inhibitors (SSRIs). Physicians have prescribed these drugs for half a million children, despite disturbing data on long-term use.

How to explain this apparent triumph of medication over talk? Gaps in public awareness may be more responsible than cost. Drug companies spend billions educating (and misinforming) consumers about the potential benefits of their products. What most Americans know about therapy, however, comes from television shows and movies that depict therapists as benign bunglers, sexual predators, or competent folks who just can’t say no to helping mobsters. Some of these representations are hilarious (Deconstructing  Harry) and well-written (The Sopranos); others, simply banal (The Prince of Tides, Good Will Hunting). It is strange but true that people still come to therapy not knowing what to expect, and asking the same question: “How can talking help?” It was a question I myself asked as a young woman entering therapy for the first time.

Many practitioners believe that talking therapies provide a “corrective emotional experience.” Such therapies, they maintain, offer the abused or neglected person an experience of respect and recognition–a new psychic reality. Some researchers have argued more recently that psychotherapy alters our brain chemistry along the lines of the serotonin-elevating medications. But whatever their merits, theories alone can’t describe the connection between “talk” and “cure.” This is achieved best through case stories–those written by therapists or patients.

The first such book written for a lay audience, Robert Lind-ner’s 1954 The Fifty-Minute Hour, remains one of the best. The paperback cover reads: “I am a psychoanalyst. I meet and work with murderers, sadists, sex perverts–people at the edge of violence– and some who have passed that edge. These are their stories as they told them to me–searching, revealing, perhaps shocking.”

If Lindner’s rhetoric is overheated and his therapeutic persona a bit heroic, the treatment he describes is intelligent and effective. He worked hard to dispel the notion (still rampant) that psychoanalytic therapy is only for rich neurotics. Engaged and compassionate with patients, he also dispatched the myth of the supercilious analyst, distracted and prone to dozing off in session.

Among the psychoanalytic case books published in the decades following, Susie Orbach’s The Impossibility of Sex may be the finest. Writing from the perspective of a feminist relational psychoanalysis, Orbach explores the use of the counter-transference– the psychological and even physical responses of analyst to patient–with exceptional rigor. Orbach’s cases, like those of many other therapist authors, are fictional. In creating “patients-on-the page” she solved the problems of disguise and confidentiality, but faced other difficulties. Certain readers, apparently, cannot help but object: “This therapy seems compelling, but if you tell me you made up the cases, then how do I know it really works?”

There is no perfect solution to the problem of writing about therapy patients. But not to do so strikes me as the riskiest choice at a time in our culture when the power to define madness, malingering, and suicide potential is being handed over to insurance company functionaries.

My imperfect solution has been to write stories about real (but carefully disguised) patients who have graciously granted me permission to do so. I have tried to render faithfully the substance of the clinical work, while changing information that could identify actual people. I also offered patients the chance to choose their own disguise, including pseudonyms.

My purpose here is no more nor less than to add to the legacy of Lindner, Orbach, and others who have given lay readers the opportunity to learn what goes on inside the consulting room. There are no “murderers or sex perverts” here, nor anyone suffering from odd neurological disorders–no one mistaking wife for hat. The patients I describe are people living through garden-variety marital despair, sexual misadventures, medical terrors, and creative impasses. They are white, black, mixed race, straight, and gay. One was wealthy, one poor, the others working and middle class.

During the treatment, which ranged in length from a few months to fourteen years, neither they nor I knew that I would one day write about them. This is a question best raised only after treatment is done, so as not to unduly shape it.

Over the course of twenty-five years, I have had patients who were not satisfied with what I had to offer, and who left what I would call “prematurely.” (They may have called it “not a minute too soon.”) Those people are not represented here. Indeed, patients unhappy with their therapist are unlikely to give such permission.

Readers may ask if altering identifying material does not make case histories fictional. In My Life as a Man, Philip Roth’s Peter Tarnapol, a novelist and a Jew, upbraids his analyst, Dr. Otto Spielvogel, for disguising him in a professional article as an Italian-American poet. Tarnapol describes as “dim-witted” the assumption that ethnicities are interchangeable. Regarding the switch in vocations, he fulminates: “And while we’re on it, Dr. Spielvogel, a poet and a novelist have about as much in common as a jockey and a diesel driver.”

I am sympathetic with that argument, and dislike having to alter biographical facts for the sake of confidentiality. (How does one disguise a patient’s experience of being struck by lightning?) At the same time, we know that illness mocks the distinctions of place and fortune. The depressions of the novelist, poet, and truck driver can be depressingly similar.

My project, in any case, is not biographical. The main character of these stories is not the patient but the process–the talking cure. I have tried to describe the week-to-week unfolding of therapy–the setting of fees and the interpretation of dreams, the exhilarating detective work and the inevitable tedium, the wrong roads taken and the occasional thrill of arrival. Conveying these facets of therapy remained more pressing than actual demographics, events, and faces.

The cases presented here are not examples of classical psychoanalysis. The first case describes a married couple in treatment, and the second a family. The individual patients were not lying down on the couch four to five times a week but sitting up once or twice weekly. What defines psychotherapy as psychoanalytic (as opposed to behavioral or cognitive) is the attention given to unconscious processes and especially transference  and resistance. Freud wrote: “Any line of investigation which recognizes these facts [transference and resistance] and takes them as the starting point of its work has a right to call itself psychoanalysis, even though it arrives at results other than my own.” The concept of transference turns on the fact that we don’t meet other people as much as we construct them, based on previous experiences going back to childhood. Freud observed that we are especially apt to construct the analyst or therapist in the image of our parents. The same therapist will be experienced by one patient as a forbidding father and by another as a compassionate mother. Consider a prospective patient who, after three preliminary sessions, wrote me a letter saying she had decided to start therapy with me. The letter, which held high praise for my warmth and insight, took a month to reach me because the patient had used a California– not a Pennsylvania–zip code. It was, moreover, not just any California zip code, but her mother’s–a woman she had described as critical and cold. The transference relationship had already begun. That is: While the patient sincerely believed me to be different from her mother, her unconscious had conflated us. On recognizing the mistake, the patient said that she had indeed worried that after officially becoming my patient, once she was my “captive audience” I would treat her differently, critically.

People can spend a lifetime experiencing the world as the cruel (or withholding or indulgent) parents of childhood. Psychotherapy provides the opportunity to take notice of these assumptions and call them into question. The transference includes all the feelings, thoughts, fantasies, and actions evoked in the patient in contact with the therapist. And the counter-transference is the set of feelings, thoughts, fantasies, and actions evoked in the therapist in contact with the patient.

Freud believed that the countertransference was a problem– perhaps a sign that the analyst needed more analysis. An important contribution of the British school was reformulating the countertransference as something both ineradicable and useful to the treatment–a source of information about the therapeutic process itself. If I notice that I’m feeling disconnected from (or bored with, or protective toward) a patient, I ask myself why I might be feeling that way at that particular moment in the treatment. These feelings are never to be enacted, and only rarely disclosed to the patient. But if they go unnoticed by the therapist, they can derail the treatment.

The example of the wrong zip code also touches on the issue of resistance–sometimes defined as the setting up of obstacles to the treatment. Resistance is not a bad thing; it is something not to be crushed but to be respected and understood. As much as we come to therapy in the hopes of changing, so do we also want to remain the same. Our neurotic symptoms–painful and vexing as they can be–are familiar. They also talk for us when we are unable to find words. The patient used the wrong zip code, perhaps, because she was afraid of saying, “I’ve got your number!” The mistake had the result of slowing things down for this young woman who was indeed nervous about beginning treatment.

Psychoanalytic therapists differ enormously in their style, which in turn varies from patient to patient. With some people, I find myself talkative; with others, more abstemious. The late French analyst Serge Leclaire said it best when he remarked that “Psychoanalysis must be re-invented for each patient.”

Many groundbreaking clinicians and theoreticians have influenced my work. I will be citing Freud throughout, and also Winnicott, Lacan, and a number of psychoanalytic feminists. Donald Winnicott is best known for his concept of the “transitional object,” which makes its first appearance in our lives as the security blanket of childhood and later includes music, art, and all forms of creative endeavor. If Freud saw the goal of analysis as enabling people “to love and to work,” Winnicott seemed to add a third essential element: love, work, and play. From him I have learned the importance of creating a “holding environment” for the patient–an atmosphere of safety and trust like the one mothers provide for babies. Only in such a space will patients take the risk of revealing more than a false or compliant self.

It was also Winnicott who coined the controversial term “good-enough mother.” Certainly it has been misused by his followers in ways that implicate mothers in everything that can go wrong in a human life. Winnicott’s definition of the good-enough mother, however, was nonsentimental. She is “one capable of having a straightforward love-hate relationship with her infant.”

Jacques Lacan, the iconoclastic French analyst and philosopher, is bound to be less familiar to English-speaking readers.

Unlike Winnicott, Lacan wrote in a style that is extravagantly difficult even for other analysts. Throughout his career, Lacan remained critical of what he saw as other analysts’ attempts to make patients conform to bourgeois social codes. He believed, for example, that the emphasis on mother-baby love in the work of British analysts eclipsed attention to adult sexuality and the erotic in general. If Winnicott’s key word was “mothering,” Lacan’s was “desire.” For Lacan, desire is what simultaneously defines us as human subjects and what prevents us from ever being whole or complete. To desire something, after all, is to lack something. Whereas Winnicott’s tropes tended toward the organic–he spoke of “growth,” “development,” and “maturity”–Lacan’s imagery was more somber. (“The cipher of his mortal destiny” is characteristically Lacanian.) For Win-nicott, only in illness was the self divided, while for Lacan human subjectivity was necessarily divided, because of the existence of the unconscious. No matter how successful we become, no matter how much we are loved, we will always be vulnerable to irrational fears and capable of the most self-defeating acts. As Freud said, we can never be “master of our own house.”

The family was important to Lacan, but his conception of its influence went well beyond the nuclear unit. Decades before family therapists were talking about “the intergenerational transmission of psychopathology,” Lacan was insisting that analysts needed to understand three (not just two) generations in order to comprehend an individual’s symptom.

One of Lacan’s most famous teachings is expressed in his enigmatic statement “The sexual relationship does not exist.” Lacan didn’t mean that people don’t fall in love or revel in sexual pleasure. He meant that the sexual relationship for which most of us yearn–the ideal, Aristophanic type in which divided human beings are made whole–does not exist. From the La-canian perspective, we might say that the romantic story from the Symposium corresponds to the Winnicottian worldview, which begins with a blissful mother-baby union. For Lacan, there never was perfect union with the mother, so the romantic “refinding” of her (for both sexes) can only be imperfectly gratifying. Only those who know themselves as lacking are even capable of love, according to Lacan.

The integration of Winnicott and Lacan into one master theory would be impossible. Their works are divergent, and in some ways incompatible. Lacan, for example, insisted that the goals of analysis were not “therapeutic.” For him, psychoanalysis involves allowing the subject of the unconscious to speak. Patients often feel better and live better as a result, but the analyst must be careful not to step out of position by educating or comforting the patient. Winnicott had no contempt for therapy. He practiced both psychotherapy and psychoanalysis, depending on the needs of the patient, and was not against offering comfort. He hoped to promote “an alive experiencing” that would foster the patient’s ability to love and communicate in intimate relationships. Lacan was less interested in promoting communication than in helping people reckon with the thing most suppressed in Western societies– the fact of our mortality.

Devotees of the British and French traditions have been known to point their pens at one another and say, in effect, “What we do is psychoanalysis, and what you do is not.”

Having learned a great deal from both Winnicott and Lacan, I have come to think of them as representing, respectively, the comic and tragic values in the rich tableau of psychoanalytic thought. Comedies end in marriage; tragedies, in death. (Think of the plays of Shakespeare, for example.) In Winnicott we find a benign worldview and an ameliorism–a belief that health and happy families are possible, and that humankind can change for the better. In Lacan we are more apt to encounter a Freudian pessimism–a sense that there is something fundamentally unmanageable about human existence, making words like “health” extremely suspect. If collapsing these views into each other would be futile, disregarding one or the other seems almost phobic.

Twenty-first-century practitioners may be better off working inside these theories’ vast and exhilarating contradictions. I will let the case examples speak to the success and failure of my efforts to do just that.
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To return to my earlier question: How does talking help?

A twenty-five-year-old music teacher sought treatment for panic attacks so disabling that he could not keep a steady job or sustain a relationship. He hesitated to seek help because he thought a therapist would blame his “normal, hard-working” parents for his misery. He saw his family infrequently, and always paid a price in increased panic attacks for days after a visit.

He had been close to his sister as a child, but now he found her company repellent. They disagreed on politics and religion and often hung up on each other after a brief spat. My patient urged me not to make a big deal about this. All his friends said the same thing about families: You avoid them like the plague until some combination of guilt and dependency sends you home. “Come on,” he replied, irritated by my questions. “These weren’t violent, mentally ill child molesters. They were hard-working parents who did their best.”

One year of talking complicated this simple picture. My patient would not have characterized his father as “violent,” he said, because he had never hit the kids, and punched his mother on only three occasions that he knew about. Although his mother was depressed, he would not have called her “ill.” Her habit of driving drunk while the kids cried for her to stop could be explained. She felt ignored by her husband, and this was her only way of getting his attention. At the age of ten, my patient was paid by a male relative for sexual favors. He could not have told either parent, of course, because “it was important for me to keep my parents calm.”

Didn’t all families have problems? he asked. Didn’t all kids worry about these things?

Far too many children call emotionally and physically destructive places home, but this doesn’t make those homes normal in the sense of benign. Unlike the lawyer mentioned earlier, whose problems with intimacy were fairly typical but who experienced them as odd and shameful, this young man had learned to normalize pathology.

What talking therapy helps us do is to separate the particular catastrophes of our family and social circumstances from the general catastrophe of having been born human and, thus, subject to aging, death, and the dilemmas of intimacy caricatured in Schopenhauer’s fable.

As a result of speaking first to me and then to his sister, the teacher’s life changed. The two of them stopped competing and finally cried together about their frightening early years. Together they approached their adult cousins about the abuser, who was now babysitting for the younger generation. Eventually, the members of this family were able to develop a much more straightforward love-hate relationship with each other.

The young man’s panic attacks stopped within a year, and he began the first passionate sexual relationship of his life.

In this kind of work, the stakes are astronomically high. The ways we love or abuse our intimates–the ways we allow ourselves to be loved and abused–are passed on unconsciously. To work with one family or even one individual can stop a cycle of miseries–or at least diminish their force–for generations.

Psychotherapy cannot make us whole, but it does allow us to transform suffering into speech and, ultimately, to learn to live with desire. As these cases show, it can help turn egregious neurotic misery into the porcupine dilemmas of everyday life.



1 Notes–both bibliographic and explanatory–appear at the end of the book (see p. 250). Henceforth, numeric callouts will not appear.











1 SAME BED , DIFFERENT DREAMS

IN HER 1972 classic, The Future of Marriage, sociologist Jessie Bernard wrote that every marriage is really two: the husband’s and the wife’s.

A Chinese aphorism puts it another way: “Same bed, different dreams.”
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The message on my answering machine made me sad. It was from a couple I had treated three years earlier, a husband and wife who seemed to be doing well enough when we said goodbye. I recognized the light Greek accent as Daphne’s:

“Karl and I are in the middle of a crisis. We spent Friday night in the emergency room. I can’t take this. I want a divorce. Please call. . . . ”

When I phoned back, they were out. I left a message, then sat down to think about them.

The emergency room?

They had no history of violence. Neither one had ever mentioned suicide. Their initial request had actually been for family therapy, involving Melina, Daphne’s then-thirty-year-old sister, who lived with them.

I remembered the first time I went to greet them in the waiting room of the training hospital where I was working at the time. One receptionist whispered to another, “That new guy over there looks like Fabio.”

Her colleague replied, “The wife could be Cher.” I had no trouble spotting them. Karl Loeb, a forty-year-old construction worker, had a blond ponytail, tar-black eyes, and a long, thin nose. His muscular build was the kind that made chairs look too small for him. Karl’s beefy hand circled the wrist of Daphne, a lissome thirty-six-year-old with smoldering brown eyes and long hair set off by rhinestone earrings. One might have expected languorous gestures from someone so lovely, but Daphne was restive and tense. At that moment, she was styling her sister’s hair with quick, birdlike movements. A sweet-looking redhead, Melina was resisting the uninvited make-over with one hand while putting on her glasses with the other. She was the first to meet my gaze.

This image of them stayed with me like a snapshot of the family structure. Karl couldn’t get close enough to his wife, who had eyes mainly for Melina, who was definitely in the picture but wanted Daphne out of her hair.

Walking over to them, I remember feeling pleased and confident. At thirty-two, with five years’ experience seeing patients, I still had a lot to learn. But fewer new patients were looking me over and asking, “How long have you been doing this, dear?” I introduced myself and invited them back to my office. 

The problem this little family brought to me was that they were making each other miserable. After Melina’s husband walked out on her and their three-year-old daughter, Lily, she had asked to move in with her sister and brother-in-law “for just a few months.” The few months had become four years, as Melina struggled to pull her life together. Then their mother died, drawing the sisters closer still.

Daphne was energetic, well-organized, and neat. Melina was an easy-going person who could tolerate a mess. Daphne hectored her daily about showing some drive. Melina would then attack Daphne for being “up my nose all the time,” but she also invited interference by regularly running out of gas, money, and babysitters. Karl had long been the peacemaker, but he was getting tired of it. The battle had reached its current pitch three weeks earlier when Daphne learned she was pregnant. She had married late, and was thrilled finally to be having her own child. She wanted things settled before her baby was born.

As easily as those early sessions could become shouting matches, it was clear that there was a great deal of love in their household and that the fighting between the sisters masked a dense loyalty. Although they insisted that living together had become intolerable, even the most tentative question from me about Melina moving out set them both to weeping.

In time, all three came to realize how they had unconsciously arranged the current situation to distract them from the pain of the mother’s death from breast cancer. Melina had suffered two major losses in four years, and was acting childlike to ward off the apprehensions of living alone. And as much as Daphne wanted her space back, she had loved having her niece there. Seven-year-old Lily brought a daily joy that helped mitigate the memory of the mother’s excruciating illness and death. Daphne had to mourn the fact that her mother would never know the child she was carrying. Motherhood was the one thing that would have made her a success in the eyes of her parents, now both deceased.

The sisters recognized that they were duplicating a drama from the previous generation, as their mother and her sister had stayed bonded together with “super glue.” The metaphor was Daphne’s: “They were glued together with that stuff that tears your skin off if you’re not careful.”

What had passed from one generation to the next was a habit of loving that some therapists call “enmeshment.” Mourning freed them up and made them ready for change. Over the course of five months of sessions, the three adults, and especially the sisters, began to feel the kind of genuine closeness that autonomy alone permits.

Was it their goal to continue to live as a family? It was not. Melina landed a good job and moved out. She also took her ex-husband to court for child support.

When Melina visited each week, the sisters were glad to see each other. What impressed me most was that Daphne had been able to say to Melina the words “I miss you” and, later, “I love you.” Ironically, many people who are enmeshed in each other’s lives are not able to say those things. For them, there is no space between the “I” and the “you” for “love” to fit.

After Melina and Lily moved out, Daphne found herself unhappy with Karl. For all the squabbling between the sisters, Melina had been a good companion, more emotionally present than Karl. If Daphne needed to talk over a decision about the holidays, or an altercation with a neighbor, Melina was there, easy to engage. Karl was not a big talker; his idea of a supportive moment was rubbing her neck as he watched whatever game was on the sports channel. If Daphne read something in the newspaper that incensed her, Karl would tell her to relax: World hunger was not her fault. As for housework, it was easier to do his share than hear him grunt at her reminders. She felt she was living with an adolescent boy, and she longed for adult company.

With just the two of them in the house now, and the baby due in just a few months, Daphne asked Karl to remain in therapy so they could work on their relationship.

Karl said he wouldn’t mind, but he considered their marriage “near perfect.” Daphne, in contrast, felt her list of grievances mounting. He felt they were temperamental opposites who complemented each other. She felt overworked and un-derloved. They were a case in point for Jessie Bernard’s dictum: “Every marriage is really two.” Daphne’s was an unhappy marriage, and Karl’s was fine–except for Daphne’s unhappiness. 

The problems they were having just a month after Melina left  were not unlike those of the two sisters. Daphne saw Karl as lazy. Construction work was seasonal, and he should be doing everything to line up other jobs, now that they had a baby coming. Daphne was also bothered by the fact that his main interest was wrestling. She wanted to spend weekends at the orchestra or ballet. The fact that he did not want–in her words–“to better himself ” put her in a dither. Both came from working-class, immigrant families, and both had lived at home until they were adults. She had managed to finish two years of college, working long hours and living frugally to save for a house. Karl, in contrast, was profligate. He had been introduced to gambling in his twenties, and gambling became his life for a ten-year period he described as “harrowing.” He had reached the point of borrowing from loan sharks to pay off gambling debts. He would then borrow more money to place bets. He was the youngest of five children, tolerated by a blustering German father and adored by a beleaguered Polish mother. She, at times, would lend him money for gambling.

When Karl first met Daphne, he was dazzled by her good looks. He overheard her telling off a co-worker and decided she was “part Greek goddess, part street tough.” The combination suited him.

Daphne loved his kindness and his sense of humor, and was not aware of the gambling.

“It’s not your average stereotype, is it–a blond construction worker who gambles? But gamblers come in all shapes and sizes,” she said. “There are some women, too.” Daphne said she was drawn to Karl’s handsome face. She seemed reticent to acknowledge that their extremely satisfying sexual relationship was one of her main reasons for marrying him. She actually asked me if that sounded like an awful thing to say.

The question caught me off guard, and I tossed out: “Why? Wonderful sex is important–especially to keep a marriage going.”

Daphne looked at me as though I had just revealed secrets for splitting the atom. She repeated my simple words quietly, with obvious relief. A more experienced therapist would have explored this area further: Why did she feel it was an awful thing to say? With whom did she associate that idea? Fortunately, she was able to make use of my bluff remark.

Sex had continued to be the only uncontested area of their relationship. At this point, all other issues–chores, leisure, work, and English grammar–were combustible.

Karl and Daphne had not completely lost sight of the good they had done each other. Purveyors of extremes, they knew they had pulled each other toward some emotional center. Daphne had become less compulsive; Karl had moved from dissolute to responsible.

As a condition for marriage, Daphne insisted that he get help for the gambling. She did her research and found out about Gamblers Anonymous (GA), a twelve-step program modeled after AA. He agreed to attend meetings and decided to follow the program. That meant abstention from gambling of all kinds. GA also recommended that the gambler carry no credit cards for a while and never walk around with more than ten dollars in cash. For married members, the plan specified that their spouses handle the couple’s money: the bills, taxes, purchases, and so on. It was a drastic change, but Karl was willing to follow through.

Daphne was only too happy to take on this responsibility, as it ensured that the family’s money would be well-managed. And so it came about that for nearly ten years–through the buying of a house, the purchase of several cars, and four years of helping to raise their niece–Daphne had taken care of all the finances, held the credit cards, and given Karl his “allowance.”

Like all the strategies we use to make relationships function, this one worked until it didn’t. Daphne began to complain that handling the finances alone had become onerous. In money matters, she felt as if she was the mother and he, her son.

Talking helped. They said they had done more listening to each other in those additional sixteen weeks of therapy than in all their previous married life. By the time we stopped, three things had occurred:


1. Karl announced he was ready to handle money again, and took over the bill paying and tax figuring.

2. Daphne vowed to stop correcting him in public.

3. They agreed to alternate nights out and nights at home watching television.

The couple stopped therapy after four months because they felt they were ready to go out and “do it.” The baby would be born any day, and they would have their hands full. Two weeks later, they sent me a birth announcement with a photo of a gorgeous baby named Rose–born eight months after they had set foot in my office.
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As I sat waiting for them to call back that Saturday afternoon three years later, I wondered if I had agreed too soon to their ending therapy. Had Karl gotten his hands on their pension fund and gambled it away? Had Daphne clocked him in sheer frustration?

And what about the decision that Melina and her daughter move out? A colleague of mine once worked with a couple whose parents were gallingly overinvolved with them. They had even joined the newlyweds on their honeymoon. After two years of marriage, and with the blessing of their therapist, the wife announced they were taking a vacation–alone. That very night, her mother had a heart attack and died. The more I thought about the possibilities, the worse I felt.

Around dinner time I received a call from the emergency-room doctor. Daphne had been the identified patient. Her symptoms were chest pain, tachycardia, nausea, and a feeling she was about to die. The diagnosis: severe panic attack.
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I have never had a panic attack, but I have treated many people who suffer from these terrifying surges of anxiety. Some believe they are dying of heart failure, and indeed, cardiac trouble needs to be ruled out. Others speak of an overwhelming feeling of dread that something terrible has happened or is about to happen. It becomes dangerous to distract oneself from the thought, even if one can, because one will remember it momentarily and feel the wave of fear again. One young woman compared the physical sensation to “breathing through the eye of a needle.”

When Daphne phoned me that evening, she was already feeling better. Still ruminating over the possibilities, I was feeling worse.

This kind of exchange of emotions–one person feels better as another comes to feel worse–is a subtle example of “projective identification,” a construct that will show up frequently in these cases.
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