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As she lay next to me Soft and flesh and warm as only woman can Oh mother——When can I come home? I turn, and yet not so alone. With her I have my body back.

A poem by Melanie, whose laughter still rings in my ears.
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Preface

A series of coincidences placed me into the position of analyzing twelve women who thought they had “chosen” homosexuality as a lifestyle. I also saw several others in psychoanalytic psychotherapy. How I came to have such a relatively homogenous group of patients might be relevant. For some years, more than a decade ago, I belonged to a loosely knit group of women who discussed with each other issues of being a woman in that particular society at that particular time. However, we were not part of the then popular consciousness-raising groups sponsored by N.O.W. though we dealt with similar problems in a less organized way. One of the participants started a women’s center at a local university and asked me to join the roster of therapists the center would refer to. Soon a number of women presented themselves for treatment. I was struck by their common need to idealize homosexuality as better than heterosexuality and by the volatility of their suffering, which, on the surface, appeared to be caused by the restrictions placed on them by their families and by society. As with any other patient, I did not set out to “cure” them or to dissuade them from their lifestyle. Rather, I prepared myself to listen and to be emotionally available. The details of the therapeutic endeavors we undertook comprise the contents of this book. What neither my patients nor I foresaw was that some of them in becoming heterosexual would eventually lose the support of their homosexual friends while I would lose a source of referrals.

The analyses on the whole reached satisfactory conclusions. As conflicts were resolved and distanced from, anxiety was reduced and life became more joyful and productive for all these analysands. With the attainment of firmer inner structures, interpersonal relationships also solidified and became more permanent. Although I never interpreted homosexuality as an illness, more than half of the women became fully heterosexual. This was taken by the referral source as a “betrayal of the sisters.” The homosexual community and networks to which most of my patients belonged reacted very much like the families of disturbed children when the child, as a result of treatment, is no longer forced to express conflict for them. Even those women who at the end of their analyses remained homosexually inclined were viewed with suspicion by their former peers.

In the beginning, all these women saw themselves as homosexual, strove for homosexual liaisons, and had homoerotic fantasies. I saw no reason not to accept their estimation of themselves. Thus, my definition of female homosexuality is that of a woman who wishes to love other women sexually and expresses her erotic preference in fantasies and acts about and with women.

The group of female patients whom I am describing were similar in many ways. I came to understand their difficulties as developmental arrests that precluded heterosexual object choices. But that was after I knew them well and had concluded some of the analyses. While I was engaged in the analytic process with them, I hid from myself for a long time the fact that I was in an unusual, and privileged, position from which to investigate the origin and etiology of some types of female homosexuality.

Eventually, I understood that to a certain extent this attitude was a countertransferential one. My patients had convinced me on an irrational level that there was indeed a choice for them and that the analyses we were engaged in were unique to each case, not generalizable to psychoanalytic understanding. My patients, and possibly I, thought undertaking psychoanalysis together shameful because it did not match our Zeitgeist. To be a liberal and liberated woman and yet to view homosexuality as the result of untoward development seemed at times a betrayal of all I then believed. But viewing my patients through the lens of psychoanalytic thinkers and clinicians soon showed me that allowing myself to be seduced into perceiving female homosexuality as a normal lifestyle would have cemented both my patients and myself into a rigid mode that precluded change of whatever nature. Thus, I kept on analyzing, always trying to open myself to the often heavy developmental needs of the women. Obviously, this frequently took its toll in countertransferential unease and the wish to educate, advise, and mother. Fortunately, I was imbued with sufficient respect for the psychoanalytic tradition to withstand this onslaught of my own reactivated grandiose self in the treatments of these women. As a matter of fact, it did not occur to me until halfway through the writing of this book that I might be saying things not in agreement with some of the most eminent theoreticians in the field.

The difficulties in analytically treating homosexual persons are well known. Many analyses fail to produce heterosexuality. Analysts rightfully ask why this should be so and question themselves and their technique. Some assert that homosexuality needs to be “normalized,” a view I myself held for some years until the patients described in this book taught me otherwise. In order to explain, let me restate some obvious observations.

I have never met a homosexual person, either male or female, who did not appear internally driven toward homosexuality. Most often, the homosexuality is egosyntonic. But so are many other symptoms. It is during analytic investigation that the patient, not the analyst, decides what is “good” for him or her and what he or she wishes to change, what to retain. Often, as we all know, such changes are accompanied by mourning and anxiety because the symptoms appear to have served well and have become familiar accompaniments of life. I can imagine someone deciding to stay in the homosexual community because a change is too frightening or simply not possible. But I am speaking here about a population I do not know personally and am merely hypothesizing in acknowledgment of reports of analyses of homosexual males who lead productive lives without changing their sexual orientation (Isay, 1985, 1986; Chaitman, 1985; Friedmann, 1986). As a matter of fact, I feel that either preference can, but does not have to, influence productivity. However, in many ways, female homosexuality differs from male homosexuality. In the literature, and in my limited experience with male homosexual patients, I have found evidence that homosexual males, like their heterosexual counterparts, are aware of, value, overvalue, and often idealize their genitals. This is not so for the homosexual women I treated. Their faulty body images did not include internal representation of the vagina. Nevertheless, impersonal sexual encounters were rarely sought, nor were one-night stands particularly valued. Yet my aim is not to dissent but to present my findings, no more and no less. The etiology of female homosexuality is not well understood, it appears. Whether or not one wishes to proclaim it a normal lifestyle is not the issue. Rather, investigation of female homosexuality, like other psychoanalytic investigations, has as its goal the alleviation of suffering. That the women who entrusted themselves to my care were suffering is amply documented in their case histories. What I have to say is relevant to them and to others who may feel they must continue in their mode of life because to some of their sisters homosexuality appears to be normal and good.

That some of my patients were able to become heterosexual is to some extent the result of my immersal in and application of C. W. Socarides’s masterful work, in particular, his unitary theory of sexual perversion. From 1967 to 1977 he studied 63 male homosexuals during their psychoanalysis and saw 350 more in consultation. Two thirds of these men were suffering from preoedipal homosexuality. Socarides’s sophisticated synthesis of many theoretical approaches gave me the courage to investigate clinical phenomena not often written about and to try my hand at a few conceptualizations of my own. Indeed, it is with gratitude that this book is respectfully dedicated to Charles W. Socarides, M.D.


Foreword

This is an important book that offers new insights into the nature and pathogenesis of female homosexuality, as well as its psychoanalytic treatment. While the psychoanalytic literature on male homosexuality is rather extensive, that on female homosexuality is sparse. This book contains the most comprehensive clinical investigation of this subject and derives from the largest sample (12) of female homosexuals treated by a single psychoanalyst.

One of the most seminal and original contributions made by the author is her explanation of a developmental arrest of a specific type in female homosexuals. She writes, “When schematization of the body and the inner representation of the body was being laid down, the vagina and inner space per se were not included” (p. 23). She traces this specific defect to disturbances and chronic trauma in her patients’ early childhood relations with their mothers. Dr. Siegel reports that her patients did not “know” their vaginas—they were not able to include their genitals in their body image. None of them seemed either to like their sexual organ or even to be very interested in it.

This book provides a convincing explanation of why these women were unable to traverse the usual developmental stages that make a girl into a sexually mature woman. This calamity had to do with their inability to take full possession of their vaginas. Incomplete body image of these women, together with the concomitant lack of stable object relations, led to an unconscious denial of the differences between the sexes. The author integrates ideas from developmental studies with her own clinical observations to outline a theory about a gender differentiation process during which young children of both sexes wish for, and think they possess, the attributes of the other. Infantile omnipotence allows the little girl to assume that she too will grow a penis; the little boy assumes he can bear babies. Around the second half of the second year, delineations of the possibilities inherent in sexual differences are accepted and anatomical sexual differences are recognized.

The defective body image of the female homosexuals in this study had a profound effect on their object relationships and on their transferences to the analyst. The body-image defect in these women is linked with their failure to develop positive identifications with their mothers. Most significant for our understanding of the psychosocial causes of female homosexuality is the clinical finding that all 12 patients failed to identify with their mothers, especially with their mothers as mature sexual persons.

The final chapter provides some profiles about the parents of the patients and tells why Dr. Siegel’s patients were incapable of forming positive identifications with their mothers. Their mothers were unable to promote their daughters’ identification with their own femaleness and femininity. The mothers are described as immature and emotionally fragile persons who held themselves aloof from the needs of their daughters. The mothers did not treat their daughters as whole persons, but rather as split-off parts of themselves. There was a reversal of parent and child roles in which the mothers expected to be nurtured by their own daughters.

Recent studies of gender development support the author’s disagreement with some classical psychoanalysts who believe that young girls normally lack awareness of their vaginas. Actually, young females, beginning before the second birthday and increasingly thereafter, normally become aware of and cathect their vaginas and inner space.

This book makes an important contribution to our knowledge about the psychic developmental deficits in female homosexuality, and Dr. Siegel’s conclusions are consistent with those made by Socarides (1978) about similar developmental defects in male homosexuals. She traces the failure of these patients to develop age-appropriate play and whole-object love to very early failures in symbolization and to the kind of preoedipal castration anxiety described by Galenson and Roiphe (1979), who based their formulations on observations made of children in the second year of life.

A modern developmental point of view founded on empirical studies of psychosocial development in the early years of life informs and guides Dr. Siegel’s theoretical formulations about psychopathology and the analytic process. The first chapter contains an excellent overview of contemporary knowledge about psychological development in females. Both in her case studies and in her discussions about theoretical issues, the author demonstrates an acute sensitivity to and knowledge about the significance of internalization in psychic development and in the psychoanalytic process.

In the early days of psychoanalysis, therapeutic change was viewed almost exclusively in terms of cognition. Insight was believed to be the crucial curative vehicle, and making the unconscious was seen as the main goal of psychoanalytic treatment. Today many analysts, including Dr. Siegel and I, accord to such internalization processes as introjection and identification therapeutic value equal to insight in the therapeutic process. Dr. Siegel’s case studies illustrate how internalization processes during psychoanalysis bring renewed psychic development, as well as the partial repair of developmental defects.

Female homosexuality arises from the need of certain women who were traumatized early in their development to repair their defective body images by seeking others like themselves. The psychoanalytic investigations of Dr. Siegel and other analysts before her show that the lesbian’s interest in women is a vicarious way of enjoying other women’s femininity. A corollary situation exists with male homosexuals, who wish to acquire vicariously and magically, the masculinity of their male partners in homosexual relations.

Dr. Siegel found that all her female homosexual patients were uninterested as children in their dolls or in the usual games of childhood. She demonstrates that their inability to play age appropriately during infancy and childhood robbed them of opportunities to master their anxieties, to consolidate their body boundaries, and to establish gender identity via introjection and identification with significant others (chiefly their mothers). The author’s hypothesis that the ability to play age adequately is a necessary precursor to mature capacities for empathy and whole-object love is supported by her own studies and the investigations of others.

Only in playing is a person free to be creative, and in playing and being creative the adult as well as the child discovers the self. Age-appropriate playing in both infants and children brings about “feelings of efficacy” (the awareness of having an impact on the environment), growing into a more general attitude of competence as the child exercises motor and cognitive skills in exploration and play. The development of a stable sense of self and other, attunement to reality, and enhancement of self-esteem are among the important developmental achievements that are carried out by such play activities and their accompanying affects. If psychic development proceeds with normal environmental supplies, infantile play can contribute to the sense of self-as-actor and as the initiator of action.

In psychoanalytic theory, play was long assumed to have a subordinate role. In recent decades, however, evidence has accumulated to demonstrate the invigorating and self-formative importance of play throughout life. Freud’s formula for mental health, “the freedom to love and work,” should be revised to “the freedom to love, work, and play.”

In the chapters containing the case studies, the clinical material is coherently organized and presented in terms of seven different phases of analytic treatment. The phases of treatment are: 1) Ideal mother transference, 2) Hypochondriacal preoccupation, 3) Denial of need for the mother, 4) Body image distortions projected onto the analyst, 5) Analyst introject fantasies, 6) Homosexual action as a defense against transference, and 7) Transference neuroses.

One variable that affects the psychoanalytic process and the particular phases of treatment is the nature of the patient’s psychopathology. On reflecting on my experience analyzing obligatory homosexuals and other patients suffering from disorders of the self, I gain the distinct impression that all but one of the stages (hypochondriacal concern) described by Dr. Siegel are similar to what I have observed. In patients I have treated who are roughly similar to those described by Dr. Siegel, I have not found hypochondriacal concern to be either a regular or frequent phase of their analytic treatment.

I suggest the following hypothesis about why Dr. Siegel’s patients go through such a hypochondriacal phase and mine do not. Dr. Siegel’s chapter on countertransference and her case studies indicate that she is especially sensitive to nonverbal and somatic communication. Might it not be possible that her sensitivity to this mode of communication and her interest in it unconsciously reinforce and facilitate whatever tendencies her patients have to communicate via somatic concerns and somatic sensations?

Do the phases of treatment described by Dr. Siegel apply exclusively or predominantly to homosexual women? To what extent, and in what ways, are these stages and their sequence a product of the unique relationship formed between Dr. Siegel and her patients? The analytic process does not simply and mechanically unfold in a preestablished order or form irrespective of the transactions between the analysand and analyst. Rather, it is a dynamic process heavily influenced, regulated, and shaped by the interactions between the patient and the analyst. Further research is needed to answer these and other questions about how analyst–analysand interactions influence the phases of treatment.

Dr. Siegel tells us about how her patients at one phase of their analysis tried to heal themselves and complete their body images by hypochondriacal concern. Her inspired suggestion that her patients need these hypochondriacal states to feel their boundaries shows a rare understanding of what I consider a basic regulatory function of certain intensely disturbing affects and somatic sensations. What she writes about hypochondriacal states also holds true for some other clinical types of highly unpleasurable or even painful states, including what might be called an “addiction” to painful states, and some masochistic behaviors.

One masochistic, borderline patient who was “addicted” to emotionally painful object relations explained why he persisted in provoking punishment from significant others, including the analyst. He said, “Pain is better than nothing.” In childhood and also later in adult life, he preferred punitive persons like his father, who physically beat him, to people like his schizoid mother, who ignored him. Emotionally as well as physically painful interpersonal relations of the kind he first had with his father and later with others helped him to preserve his self-other and body boundaries and maintain his fragile sense of personal identity. Painful feelings helped him to feel real.

Considering the serious nature of the psychopathology in Dr. Siegel’s cases and the persistent difficulties for both analyst and analysand in carrying out psychoanalytic treatment, these patients did remarkably well. The author reports that all 12 patients progressed to some degree past the stage in which they developed analyst introject fantasies. As I have explained in other contexts, the introjection of analyst–analysand interactions occurs during a stage of analysis in which patients form introjects of their relations with the analyst and these relations are manifested in analyst introject fantasies (Dorpat, 1974).

Some patients, especially the more serious and chronically disturbed, do not develop past the phase of forming analyst introject fantasies. They do not advance to the final stage of the therapeutic internalization process in which they form selective ego and superego identifications with the previously formed introjects of the analyst.

For the homosexual woman discussed in this book, the Oedipus complex remained vestigial at best, with little or no desire on their part for their fathers or for a baby. Dr. Siegel makes the controversial assertion that by and large these patients had never reached the oedipal phase of development. The findings contained in this volume provide persuasive evidence against early psychoanalytic theories in which homosexuality, as well as other sexual deviations, were viewed as arising from oedipal-phase conflicts or from regressions from that phase. Clinical evidence summarized in this book and in other psychoanalytic studies of male and female homosexual patients attests to the causal significance of preoedipal conflict and traumas in the psychogenesis of homosexuality.

My clinical experience with female homosexual patients supports Dr. Siegel’s notions that female homosexuals, for the most part, do not reach the oedipal phase and that there is in them little or no trace of the kinds of structural (ego-id-superego) conflicts associated with the oedipal complex. As Dr. Siegel explains, the conflicts experienced by these homosexual women are predominantly object-relations conflicts stemming from preoedipal phases of development, rather than structural conflicts arising from oedipal and later phases. The major transferences formed by homosexual patients are self-object transferences rather than the whole-object kinds of transferences found in conditions with unresolved oedipal conflicts, such as the neuroses.

Dr. Siegel’s conclusion that her female homosexual patients had never reached the oedipal phase contradicts two pillars of classical psychoanalytic theory. One is that because the oedipal phase and the conflicts arising from that phase are universal, every human being who survives to his or her seventh birthday must show evidences of having passed through this stage of psychic development.

The second assumption of classical psychoanalysis called into question by Dr. Siegel’s studies, as well as by the recent investigations of others, is that oedipal-phase conflicts and the fixations and regressions linked with that phase are the core of all psychopathology. In my opinion, the accumulated clinical evidence, as well as evidences from other sources such as developmental studies, argues against both of these obsolete ideas about psychic development and psychopathology.

The author breaks new ground in recommending that analysts stop ignoring their own somatic resonance with primitive patient productions and use their understanding of these somatic phenomena as a bridge-building device toward symbolic and semantic expression for the patient. Conducting the analyses of these patients who suffered early trauma convinced her of the necessity for including the emanations of the preverbal, even presymbolic, past in her interpretive work.

Dr. Siegel offers some novel and promising ideas about how analysts can use their own bodily responses (such as somatic sensations, itches, cramps, aches, pains, involuntary gestures, and the like) to resonate with their patients’ unconscious. This approach is at least similar to, if not identical to, a mother’s use of her own body as a conveyor of affective communications between her infant and herself. Dr. Siegel gives some vivid clinical examples of her ingenious use of her somatic responses and body sensations to understand what is taking place unconsciously in the analyst–analysand relationship, as well as what is unconsciously occurring within the patient.

I agree with the author’s view of the analytic method as one of decoding verbally what the patient has communicated nonverbally. Though nearly all analysts and dynamic psychotherapists learn to decode verbal primary-process derivatives such as metaphors, few are proficient in the far more demanding and complex task of decoding nonverbal communications, such as those transmitted in projective identifications, acting out, somatic disturbances, body language, and the like. The ability to understand and to interpret nonverbal communication distinguishes (in my opinion) superior psychoanalysts and therapists from those who perform less competently. Undeveloped capacities for decoding nonverbal communication render analysts opaque to a rich source of affective communication. In using one’s countertransference as a listening instrument, one should listen with one’s total self, including one’s somatic reactions.

Early in his professional career, Freud viewed the patient’s transference to the analyst as an impediment and a contamination hindering therapeutic progress. His attitude changed, and the gradual working through of the patient’s transference became the central medium for therapeutic change. Today a similar change is taking place in psychoanalysis concerning the prevailing attitude toward the analyst’s cognitive and emotional responses (i.e., countertransference) to the patient.

Whereas the undesirable and pathological aspects of countertransference were emphasized in the past, today there is an increasing appreciation of how attention to the analyst’s feelings and fantasies can enlighten what is occurring unconsciously between the patient and the analyst, as well as what is transpiring within the patient. Dr. Siegel’s pioneering study about the use of countertransference somatic reactions will assist other therapists in developing this new method.

Some persons may be skeptical of the reconstructions Dr. Siegel has made about the preoedipal conflicts and early traumatic relationships of her patients. Scientists both within and outside psychoanalysis question whether the psychoanalytic method can provide objective and veridical data from the preoedipal period. Philosophers of science disagree about whether hypotheses about early childhood can be tested by the psychoanalysis of adults.

Though it is problematic to what extent the psychoanalytic method can be used to objectively and faithfully reproduce the historical past, psychoanalysts can observe and accurately interpret the remnants of past experiences that have survived and have been replicated in primary-process functioning. The primary process is timeless, and embedded within it are the representations of early parent–child relations. Past experience is active and present in such derivations of primary-process activity as metaphors and affects. Even very early traumatic parent–child relations of the kind described by Dr. Siegel that have been defended against persist with such freshness and affective strength because they have been blocked from the normal wearing-away processes by which past events are normally and permanently forgotten. We can explain this persistence by what we know about the fate of early traumatic experiences that are defended against. Defense prevents immediate access to unconscious content, but it also preserves it for later expression.

Because my remarks have focused on the important contributions Dr. Siegel has made to our understanding and psychoanalytic treatment of female homosexuals, I have not had space to write about her engaging case studies. The heart of this book is two eminently readable chapters devoted to clinical case studies, and in these chapters, Dr. Siegel’s understanding and empathy for these deeply disturbed women emerges from her case descriptions and accounts of their treatment.
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Chapter 1 Introduction
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Early Female Sexual Development and the Issue of Homosexuality: Current Theories

Much has been written about Freud’s (1905, 1925a, b, 1931, 1933, 1938a, b) phallocentric view of female sexual development. But, as he foresaw, ongoing clinical observation, experience, and expanding knowledge about human development have opened the way for revision and expansion of cherished, often useful, psychoanalytic assumptions. Consensus has not entirely been reached. Some newer formulations provoke as much controversy as did Freud’s (1933) view of woman as castrated and inherently male through the phallic phase. As a matter of fact, approaching the study of female sexuality by way of research into male sexuality has to slant the outcome of such studies in the direction of overvaluing the male genital (Chasseguet-Smirgel, 1976). Many analysts now agree that an acceptable theoretical framework must encompass equally the gender development of both male and female. Interestingly, this assumption is frequently supported by formulations about what female sexual development is not. For instance: (a) Femininity is not achieved via a primary detour through masculinity (Stoller, 1977; Fast, 1984). (b) Although penis envy is as ubiquitous, and clinically demonstrable, as ever, it is not necessarily a developmental step in the way Freud first recognized it (Galenson and Roiphe, 1971; Roiphe and Galenson, 1981). (c) The wish for motherhood does not always constitute a wish for replacement of a lost phallus (Kohut, 1975; Kestenberg, 1982; Glover and Mendell, 1982; Siegel, 1984). (d) Competition as a character trait in women cannot always be traced to penis envy or the wish to castrate (Grossman and Stewart, 1977; Karmé, 1981). (e) The so-called feminine inferiority complex, masochism, and passivity are not at all part and parcel of the character in nonneurotic women (Tyson, 1982, 1984).

Given this preamble as an indication of the views about female sexual development I subscribe to, I will delineate stages and phases as they revealed themselves in the treatment of my patients, along with some formulations indicating findings different from the mainstream of present-day, liberalized psychoanalytic thinking. An ego developmental and object-relational perspective will be adhered to throughout. In addition, conducting the analysis of the women whose histories are presented in this book convinced me of the necessity for including the emanations of the preverbal, perhaps even presymbolic, past in my interpretive work. Infant research, and the work of such analysts as Ferenczi (1924), Searles (1965), Spitz (1965), Kohut (1971), Socarides (1978), McDougall (1979, Kernberg (1980, 1984), Lichtenberg (1983), and others provided the theoretical base from which I constructed such interventions.


Modern Psychoanalytic Views of Female Psychology

Kleeman (1976), Galenson and Roiphe (1971, 1977, 1979), among others, have reported the existence of vaginal awareness between 14 and 24 months, contributing to gender identity formation and a sense of femaleness in preoedipal times. Stoller (1964) offered the concept of a core gender identity, meaning a sense of femaleness or maleness that predates awareness of the genitals. In 1977 he enlarged this view to postulate a primary femininity from birth. Certainly my patients knew that they were females although they were threatened by certain feminine functions.

As early as 1932, Brierley noted clinical evidence that females have sensations in the vagina at an early age, a finding expanded in 1935. Greenacre’s (1950a, b) pathbreaking findings pointed in the same direction. Kestenberg’s (1956a, 1962, 1968, 1982) research substantiated early vaginal sensations and postulated an innergenital phase at approximately two to four years of age for females. In 1982, she delineated the properties of the prephallic, preoedipal inner-genital phase as follows:

The inner-genital phase begins with a disequilibrium in which pregenital and early genital drives and derivative ego functions vie with one another. The ensuing integration of pregenital and phallic drives and applied ego functions under the aegis of inner genitality is aided by the child’s identification with the mother, who acts as an external organizer, reinforcing and guiding inner genitality, the internal organizer at the time. Externalization of inner genital impulses is the mechanism which underlies their sublimation into maternal behavior and the wish to be a mother. The former dyadic relationship is now replaced by a triangular “girl-baby-mother” relationship [p. 84].


Kestenberg believes that the inner-genital phase deeply influences each developmental phase and is the basis for later maternal behavior and for the vaginal, slow-spreading type of sensual excitation. But since, in essence, the inner-genital phase is one of disequilibrium, the developmental task has to be the integration of tensions, excitations, urges, and impulses then vaguely perceived. But, Kestenberg feels, inner-genital sensations yield no product. Therefore, they need to be externalized and made into a living link with mother. Kestenberg sees such integration as taking place in the externalization of kinesthetic and visual memories in playing. Doll play is seen by her as the principal outlet. In my group of patients, such games were conspicuously absent (Siegel, 1986). They could not recall ever really playing. Instead, there was a lot of running, shrieking, breathholding, and other means of possibly releasing inner tensions. Not being able to let sufficient narcissism flow toward their self-representations, they stayed locked in a sexually undifferentiated mode (Fast, 1984), which also allowed infantile omnipotence to stay intact. Insufficient cathexis of their inner spaces prevented them from finding the shapes, designs, and colors to represent feelings inside their bodies. Glover and Mendell (1982) corroborated Kestenberg’s findings by reporting illustrative reconstructions from the analysis of six adult women.

But it was not only the inability to cathect and to own their complete bodily selves, including their inner genital spaces, that plagued my patients. There was also an omnipotent triumph involved in not acknowledging the difference between the sexes. It allowed them to stay locked into the idea of having all possibilities of both sexes open to them, to imagine being anything and everything, although the female “anything and everything” was for them shrouded in mystery and subject to all sorts of experimentation. Assuming short-lived phallic properties seemed easier than relinquishing omnipotence but invariably led to disappointment and despair. They tried to preserve themselves from the loss reaction implicit in all castration anxiety, which also manifests itself strongly during early castration reactions (Roiphe and Galenson, 1981).

Discovery of the anatomical difference between the sexes does result in penis envy but this is a developmental phenomenon that is reworked during subsequent phases of adequate psychological growth. While little girls indeed have the phase-specific envy reaction, they soon come to know and value what they themselves possess and are thus able to give up envy of what is not theirs.

Clearly, my patients were unable to take this crucial step. But penis envy is a complex issue in the treatment of less severely afflicted women as well. It serves many defensive functions and reflects particular versions of self- and object representations (Karmé, 1981).

Penis envy and the castration complex are simply not the turning point toward femininity. They can, of course, constitute the beginning of atypical development. Galenson and Roiphe’s (1979; Roiphe and Galenson, 1981) invaluable contributions are relevant here. They emphasize that Freud’s ideas about penis envy and the feminine castration complex are correct. But their research shows that these developments occur very much earlier than Freud believed. They found that

infants, usually between the 15th and 19th months, acquire a distinct awareness of their genitals. This genital awareness occurs with such regularity and exerts such a pervasive effect on all areas of functioning that we have designated it the early genital phase. One of the most conspicuous manifestations of the early genital phase is the … preoedipal castration anxiety [Roiphe and Galenson, 1981, p. 2].


Preoedipal castration anxiety can have formidable consequences if the little girl is not able to compensate for and integrate this blow to her self-perception. Both self- and object representations are still very unstable at such an early time, so that the child has to withstand not only the preoedipal castration reaction but fear of object loss and self dissolution; that is, three levels of anxiety need to be sustained.

In their 1979 paper on development of sexual identity, Galenson and Roiphe delineated some of the implications when all three levels of anxiety are strong.

Those girls who show unduly severe reactions during the period of early genital discovery appear to be destined for the development of an oedipal attachment of a negative type, in which the ambivalent attachment to the mother remains the primary libidinal tie. Masturbation is inhibited either entirely or to a large degree in these cases, in addition to inhibition in many other areas of development, including the symbolic function [p. 17].


The specific, observable areas of symbolic function affected are those in which words and labels for male/female differentiated things and people were already acquired and then lost during the onset of early castration anxiety. Play activity also became restricted and stereotyped, according to Galenson and Roiphe.

These formulations are entirely consistent with my own clinical findings. My patients reported never playing the usual games of dolls and family, substituting gross motor activities instead. What needs to be underscored in addition is that the early genital phase and attendant castration reaction in my patients was so fraught with danger because the practicing subphase (9–14 months) was still incomplete and insufficiently supported by an often traumatized differentiation subphase (5–9 months). The case histories describe this more fully. The concrete fact of incomplete body image, in particular lacking schematization of the genital region (Socarides, 1979; Siegel 1984) and concomitant lack of stable objectrelations, led to narcissistic injuries and cognitive arrests, as well as unconscious denial of the difference between the sexes. Therefore, only same-sex partners seemed acceptable to these women. Actually, entry into the oedipal phase is a distinctly feminine process. Parens (1976) and his co-workers have suggested that a psychobiological, gender-related force ushers in the oedipal phase.

But prior to the oedipal phase, the growing female child must deal with a host of other issues, such as penis envy and the formation of her superego. Instead of wishing for a penis, the little girl may want a baby. But the wish for a baby can occur prior to the penis envy reaction and is then an identification with the mother, as well as an inborn gender characteristic. Original preoedipal pregnancy wishes gradually mature and change to fantasies about father.

Superego formation is closely linked with these processes. An adequate superego has been found to be regularly present in women, as Schafer (1974), Blum (1976), Applegarth (1976), and others have pointed out. The female superego is similar in structure to that of the male but has a different contents, a fact some classical analysts like Greenacre (1948) were doubtful of.

As stated earlier, during various developmental phases there may be castration anxiety and penis envy. These influence the severity of the superego so that even during adequate development, the girl’s penis envy must be worked through again and again with the context of knowing her own valuable but different genital.

A woman whose body is her own, that is who has successfully integrated her sexual organ and her sexual self within her total inner self representation is able to meet a potential male partner without either resenting him or competing with his maleness. For the women I treated this was at first an insurmountable task because they had to acquire a more complete body image and sense of self. An appearance of exaggerated bisexuality (de Saussure, 1929; Brierley, 1935; Socarides, 1978, 1979) seemed to prevent them from becoming their biologically determined female selves. I am inclined to think, however, of bisexuality as a construct that is neither helpful nor proveable in developmental terms. Rather, I am following Fast’s (1984) alternative conceptualization of a gender differentiation process during which both sexes wish for, and think they possess, the attributes of each other. Infantile omnipotence allows the little girl to assume that she too will grow a penis, while the little boy assumes he can bear babies. Gradually, both boys and girls learn to differentiate and identify feminine and masculine attributes and possibilities. Probably around the second half of the second year, delimitation of possibilities inherent in sexual differences is accepted, along with recognition of anatomical sex differences.

Thus, the notion of bisexuality becomes a question of developmental arrests and infantile assumptions of overinclusiveness retained into adulthood.


Classic Psychoanalytic Assumptions About Female Psychologic Development

In the preceding pages, I have focused on developmental issues and conceptualizations that helped me to understand my patients more fully. Contrasting early psychoanalytic views with current thinking in the profession about expectable female psychologic development will further clarify how my patients were different from heterosexual females.

Freud (1905) saw little girls as perceiving themselves as essentially male; then as castrated males (the castration complex); and not until puberty gaining a sense of vaginal awareness. Later, Freud (1923b) spoke of infantile and adult genital organization as virtually identical with regard to the object and asserted that until puberty male and female are synonymous with phallic and castrated. Interestingly, my patients did not “know” their vaginas in that they were not able to include their genitals in their body image but used this incompleteness defensively to ward off any number of cognitive awarenesses and interpersonal happenings. I will focus on this phenomenon in detail later, in the case histories.

In 1924, Freud again wrote of the vagina’s exclusion from the awareness of both boys and girls. He maintained that appropriate genital structure takes place only during puberty. Although the boy’s oedipal conflict dissolves with the castration complex, he is said to have no wish to penetrate his mother’s vagina; he simply is not aware of it. The little girl, on the other hand, does not enter the oedipal phase until her castration complex is brought about by the sight of a penis. This is seen as making her turn to her father in an effort to gain a penis for herself through the desire for a child. But for her the Oedipus complex does not end there. Disappointment makes her turn from her father, and since she is already castrated, she does not fear castration. The important part these processes play in the formation of the superego are well known, with the woman, because of her lack of castration fear, forming a less severe superego.

Freud (1925a) further postulated that in girls the Oedipus complex is a secondary formation. At first the girl desires her mother, then a penis, then a child by her father. But the wish to have a child is merely a coverup for the wish to have a penis. Therefore, loving one’s father is only the consequence of penis envy.

In my patients, retaining mother as a love object could indeed be seen as a developmental arrest because neither the desire for father nor the desire for a child was present at first—although some of the analysands, under societal and familial pressures, had become mothers themselves. Nevertheless, in these women the Oedipus complex remained vestigial at best, with little or no acknowledgment of the desire to “have” father, his penis, or a baby.

Freud also wondered if the discovery of the clitoris were not linked with the loss of the maternal breast in an attempt to substitute one type of pleasure for another. Little boys were accorded masturbatory pleasures without oedipal desire; the Oedipus complex was seen to arise in connection with observation of parental intercourse. But for girls the crucial moment remained the discovery of a genital “superior” to her own that she wished to possess. Her penis envy remained with her, making her resent her mother for not providing the coveted organ and forcing her to give up masturbation because she is disappointed in her clitoris. She would eventually turn to femininity by wanting a child from her father and set up mother as a rival.

By and large, my patients, never having reached the oedipal phase, were disappointed in their parents who were both seen as withholding love. Mother was simultaneously ardently loved and desperately feared; father was a somewhat hazy figure who hardly mattered. When the penis was acknowledged as present in males at all, it was viewed either defensively as insignificant or with disgust. Penis awe was uncovered during treatment, the awe expressing the fear of something foreign and unacceptable.

According to Freud (1905, 1914, 1931) many feminine characteristics are due to “original sexual inferiority,” women’s “genital deficiency,” and the need to overcome these inherent facts or to cover them up. The woman can reach completion only if she gives birth to a son, who will compensate her for her pervasive feeling of inferiority.

My patients, however, compensated for their obviously deepseated but denied and defended-against feelings of inferiority in a different way. Rather than seeking a real or imagined phallus, or even being envious of a penis, they tried to heal their defective body images by seeking others like themselves, who could at least temporarily put them in possession of what they so ardently but unconsciously sought—their vaginas. (Gillespie, 1956)

Many analysts followed in Freud’s path. Lampl-de Groot (1933), for instance, identified femininity entirely with passivity, and masculinity with activity. Deutsch (1944) linked female genitality to orality, with the mouth seen as the psychological prototype of the vagina. But, again, the vagina was presumed unknown territory until the penis awakened it during coitus. Orgasm was the male’s prerogative. Women, to be truly feminine, used their vaginas for procreation and the clitoris for pleasure (Deutsch, 1944; Bonaparte, 1953). This line of thinking prevailed until Horney (1933) spoke of the denial of the vagina as the result of the little girl’s fear of injury to the inside of her body. Early vaginal impulses were repressed and transferred defensively to the outside, to the clitoris.

In contrast, my clinical findings show that the classic view about the young female’s lacking awareness of her vagina is a pathological rather than normal development.


Some Further Contributions to the Literature

There are fewer reports about the psychoanalytic treatment of female homosexuals than of male homosexuals. In general, female homosexuals are considered to experience less superego anxiety than their male counterparts (Serota, cited in Socarides, 1962), which prevents them from seeking treatment. Clinical investigations of the etiology of female homosexuality have considered it to be the result of oedipal conflict, although all phases of development must at one time or another have been possible fixation points. Bacon (1956) was the first to consider a developmental theory. Freud wrote in 1917 that all sexual inverts change their sexual object. He noted that female homosexuals were not much interested in genital contact but substituted another organ, like the mouth, for the vagina. The infantile quality of this form of sexuality was evident. Nevertheless, the Oedipus complex and castration fear were the focus of his elucidations on both male and female homosexuality. Freud’s (1920) patient left treatment prematurely without working through her negative transference state. In 1931, he traced the development of some girls from recognition of their penisless state to a masculinity complex that manifested itself in the hope of acquiring a penis and stubborn adherence to masculine wishes to such an extent that homosexual object choice became imperative. Freud saw these girls as having to choose between father and femininity. Either the father or the vagina, including the pregenital vagina, had to be given up (Socarides, 1962, 1978).

Deutsch (1932a, b) was of the opinion that the more complex sexual development of the girl makes it possible for female homosexuality to be activated at any of the transitional periods of life. Aggression and murderous rage against the mother were always present.

Jones (1927) saw female homosexuality as caused by two crucial factors: intense oral erotism and unusually strong sadism. His sample of five female homosexual analysands provided him with data allowing for the formulation that female homosexuals experience aphanisis, that is, a threat of total and permanent extinction of sexual pleasure rather than only fear of castration when they lose their love objects. This pathbreaking formulation remains one of the cornerstones of the psychoanalytic treatment of female homosexuality. Jones believed that identification with the father was common to all female homosexuals.

De Saussure (1929) saw that homosexual fixation in women corresponds with the patients’ projections. A woman can project her feminity onto another woman, who is a mother substitute. She may become excessively narcissistic because she is thwarted in her own femininity and wishes to be mirrored by another woman, or she may choose as an ideal an aggressive woman who knows how to make men suffer. Lampl-de Groot (1933) noted homosexual women’s fantasies of coitus with the mother. Rado (1933) saw masochism as central: The homosexual woman flees from castration and thus unconsciously defends against her sense of inadequacy and inferiority. Bonaparte (1953) attempted to correlate types of homosexuality on the basis of the clinical observation that primary female genital impulses are present during the oral phase and are later associated with more mature vaginal activity. She saw as specific in female homosexuality the inability to achieve a balance between the drives.

Weiss, in a panel on female homosexuality reported by Socarides (1962), stressed the importance in analytic therapy of establishing a greater stability of distribution of male and female longings between the ego and chosen sexual objects. Kestenberg, on the same panel, emphasized her view that there was an identification of the vagina with the baby. She felt that it was impossible to understand female homosexuality without understanding this equation, which may be experienced as a threat by both sexes.

Khan (1963) presented an interesting case that he termed female homosexual despite the fact that homosexual activity was not the preferred mode of sexual gratification. Nevertheless, his patient’s developmental arrest and psychosexual disturbance shed new light on the nature and function of female homosexuality. The disturbed relationship between mother and child received special attention in his report and emphasized the contribution of the mother’s pathology to the etiology of female homosexuality. Homosexuality in adulthood was seen as an attempt to repeat and elaborate the conflicts of the archaic, collusive mother–child dyad. The effects of conflictual early object relationships on body-ego development, with special reference to difficulties about the discovery of the vagina and the establishment of its psychic representation were stressed.

McDougall (1970, 1980) saw a different pattern. In her treatment of female homosexuals she conceptualized an attempt to unconsciously maintain paternal introjects that had been decathected as a libidinal object but were possessed symbolically through identification. This is seen as allowing a simultaneous detachment from the all powerful maternal introject.

More recently, Socarides (1978) constructed a theory of the preoedipal origin of certain forms of homosexuality that applies to both males and females. It rests on three pillars:

The homosexual has been unable to successfully traverse the separation-individuation phase of development. The second is the utilization of the Hanns Sachs (1923) mechanism of sexual perversion. The third is Spitz’s (1959) theory of synchronicity which must exist between maturational compliance and … developmental compliance … all preoedipal homosexuals have been unable to make the progression from the mother-child unity of earliest infancy to individuation. As a result, there exists in these individuals a fixation on, with the concomitant tendency to regression to, the earliest mother–child relationship [pp. 63, 64],


In 1979, Socarides sharpened his formulations in constructing a unitary theory of sexual perversions in which he specified the failure to traverse the separation-individuation phase, persistence of primary feminine identification, faulty gender identity, specific organizing trauma leading to the choice of perversion, and the increased castration anxiety, negative oedipal position, and specific ego and superego problems superimposed as preoedipal fixations. He identified distinct types of homosexuality: the oedipal form, the preoedipal form Type I, preoedipal Type II, and schizo-homosexuality, in which homosexuality exists along with schizophrenia. Neither the oedipal type nor schizo-homosexuality were found among the group of women presented in this book.

The preoedipal Type I patient manages to maintain object relationships that are only mildly impaired. The homosexual object stands for the self; that is, although it is a narcissistic object choice, it still constitutes an object relationship—that between mother and child. Although oedipal conflict is present, strong underlying preoedipal anxieties are also evident. Socarides saw the prognosis for recovery in these cases as good to excellent, with no need to modify psychoanalytic technique. The women described in chapter 4 appear to fall into this category.

Preoedipal Type II patients are similar to Type I, but several distinct differences warrant assigning them to a separate category. Socarides (1980b) concluded that preoedipal Type II patients suffer an earlier disturbance than preoedipal Type I individuals. A fixation on the practicing and the differentiating subphases of the separation-individuation process leads to abbreviation of ego and drive development, an ego developmental arrest characterized by a disruption of the slowly growing autonomous self, a resultant severe impairment in self-object differentiation, a deficiency in the self-representation with a marked tendency to develop grandiosity, freedom from internal conflict because of insufficient structuralization of the psyche and an abundance of predefenses.

The case histories comprising chapter 5 describe such patients.


Conflict in the Preoedipal Phase

The conflicts these women experienced could hardly be viewed from the tripartite, structural point of view. Exceedingly early fixation points produced conflicts that were object relational in nature. Modell (1968) and Gedo and Goldberg (1973) have described the lapses of logic in psychoanalytic clinical theory regarding psychic development prior to id-ego-superego differentiation. Freud (1923) assumed that the resolution of the Oedipus complex was a prerequisite for the formation and differentiation of the ego and superego structures. Neurotic symptoms are presumed to stem from conflicts among these structures. But many kinds of psychopathology are preoedipal in nature. Thus, application of the tripartite, structural conflict theory must lead to erroneous formulations. To fill the theoretical gap that is left, Dorpat (1976) argued convincingly that “the object relations class of conflict covers the phase of psychic development prior to id-ego-superego differentiation” (p. 873). The work of Jacobson (1964), Spitz (1965), Mahler, Pine, and Bergman (1975), Kernberg (1980, 1984), and Socarides (1978) has contributed to the formation of an American, as opposed to the English, object relations school, in which careful research and clinical examination of developmental phases is linked with failure to establish phase-appropriate objectrelationships and concomitant inner representations. But to speak of the preoedipal time as though it were a fully investigated and understood portion of everyone’s experience would be misleading and confusing.

Within the well-known psychosexual phases, Mahler and her coworkers identified, defined, and refined the conceptualizations of subphases that increase understanding not only of human development but also of regressive clinical phenomena.
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