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Summary
The second part of my memoir deals with the evolution, over 
three decades of the turbulent last half of the 20th century, 
of two major aspects of my study of the human mind, psy-
chodynamic psychotherapy (psychoanalytically oriented psy-
chotherapy) and the treatment of the so-called borderline pa-
tient. I outline here the development of principles of psychody-
namic therapy as I attempted to move from the research lab-
oratory out into the field of human endeavor, which led me to 
a series of publications on the subject. At the same time psy-
chodynamic psychotherapy shifted from being the central en-
deavor of psychiatrists to a very secondary occupation now 
mainly practiced by non-physicians. The same is true for the 
psychodynamic psychotherapy of the borderline patient that I 
had to learn how to do the hard way in order to survive and 
provide for my family, and that remains a very controversial 
subject even today.

“A sort of general atavism has set in; western man 
is in danger of relapsing to an earlier level of devel-
opment which he has never properly overcome: crass, 
unfettered egoism is raising its grinning head and its 
fist, drawing irresistible strength from primitive hab-
its, is reaching for the abandoned helm of our ship.” 

Erwin Shrodinger [1, p.106]

I. Psychodynamic psychotherapy 1966–1996

So, George, I now began the full-time practice 
of psychodynamic psychotherapy and even-
tually psychoanalysis, averaging about 42 pa-
tient hours a week and almost always finishing 
in time to have dinner with my family and play 
with my children afterwards and on weekends, 
a matter I considered to be of prime importance 
to all of us. I taught residents at Evanston Hos-
pital, at that time a branch of Northwestern Uni-
versity Medical School, and on the Chicago cam-
pus of that school, for a couple of afternoons a 
week for about 50 years. Later I supervised cas-
es at the Center for Psychoanalytic Study in Chi-
cago and conducted training analyses from there 
in my office. I began writing my thoughts and 

teachings on what I called “intensive psycho-
therapy” that today would be called psychody-
namic psychotherapy. In this second part of my 
Apologia I am going to review my work in the 
two areas on which I set out at that time, what I 
consider to be my contributions to the practice 
of psychodynamic psychotherapy and to the as 
yet unsolved problem of the so-called borderline 
personality disorder.

“What on earth is that?” asked George. I ex-
plained that my investigations of borderline pa-
tients catalyzed my thinking about psychody-
namic psychotherapy over and over again. Bor-
derline patients intently scrutinize the therapist 
and what he or she is overtly or covertly, con-
sciously or unconsciously, communicating and 
attempting. So my publications in these two ar-
eas of our field came pari passu into being. But 
for clarity, and so that you can understand my 
approach to borderline patients, let me begin 
with reviewing my contributions to the yet un-
settled field of psychodynamic psychotherapy, 
emphasizing both the technique and the dangers 
to the psychotherapist from just the kind of pro-
longed immersion in the practice that I was ex-
periencing at the time.

For example, in 1978 I [2] discussed what I 
called the sad soul of the psychiatrist, dealing 
with the loneliness of the psychotherapist’s pro-
fession and the high incidence of depression 
among those who practice psychodynamic psy-
chotherapy and among psychiatrists in gener-
al. I argued that these issues have not been suf-
ficiently addressed by those of us in the profes-
sion. I also addressed these concerns to members 
of the ministry who were doing pastoral care. 
In a talk to the American Association of Pastoral 
Counselors [3] I argued that no person should 
be allowed to take the title of psychotherapist, 
whether a psychiatrist, a social worker, a psy-
chologist or a minister unless they have accom-
plished three tasks. First, a thorough intensive 
psychotherapy or even better, a personal psy-
choanalysis that is successful, followed by inter-
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views by experienced professionals to satisfacto-
rily indicate that structural change has occurred 
and a reasonable degree of personal maturity has 
been accomplished. Second, a thorough training 
in the technique or craft of psychotherapy in an 
apprenticeship system where careful supervi-
sion takes place. This assumes the presence of a 
training program staffed by mature and experi-
enced supervisors. Finally, a series of courses af-
fording familiarity with a large body of knowl-
edge of clinical psychology and psychiatry. 

So, as Freud said, it is not a matter of first mag-
nitude whether the professional psychotherapist 
is a psychiatrist, minister, social worker or psy-
chologist. What is essential is the kind of train-
ing the therapist receives as a psychotherapist 
and above all, the personal, intensive, uncover-
ing treatment of the therapist. I tried to defend 
this point of view in some detail to the pastoral 
counselors and in this paper I pulled together a 
number of my interests, including philosophy 
and creativity, and I tried to reinforce the differ-
ence between inspirational therapy and what I 
called psychoanalytically informed psychothera-
py, currently referred to as psychodynamic psy-
chotherapy to make it more palatable to Ameri-
can psychiatrists. In inspirational therapy there 
is the active establishment of object relations and 
massive identifications, whereas psychoanalyt-
ically informed psychotherapy works through 
spontaneous establishment of transferences and 
the minute tedious processes over a long period 
of time, of what I called at that time transmut-
ing micro-internalizations, borrowing this from 
Kohut [4-6].

 As the years passed I have become increas-
ingly discouraged about the training of people 
who are daring to practice psychodynamic psy-
chotherapy. I considered this rashly titled pa-
per to the ministers one of my best papers even 
though it met with little response and appeared 
in a journal that most psychotherapists do not 
read. In a way it sums up a lot of my thinking on 
the whole topic of psychotherapy, who should 
do it, and how. Of course I wrote at length about 
this in a series of books and taped lecture series 
which were published between 1969 and 1985. 
In the first of the books [7] I tried to summarize 
my basic approach to the subject, covering the 
artistic and scientific aspects of the conduct of 
psychodynamic psychotherapy, the fundamen-

tal concepts of transference, resistance, insight, 
interpretation, the working alliance and the ter-
mination phases along with clinical vignettes. In 
the sequel to this book [8] I investigated failure 
in psychotherapy, focusing on the psychic field 
of the therapist and how to train and optimal-
ly prepare that field to be open to the patient in 
the consulting room. I gave two long taped cas-
es to illustrate the many mistakes the beginner 
tends to make as a result of the inadequate im-
mersion of his or her psychic field in the arts 
as well as the sciences, and I offered a curricu-
lum quite unlike the one used today. For exam-
ple, I could not resist another look back on Ezra 
Pound (see Apologia: Part One) [9]. I thought 
that the work of Yates, Eliot and Pound, and per-
haps some of the contemporary confessional po-
ets’, could contribute greatly to the psychiatrist’s 
insight and sharpen his or her tools of communi-
cation. I discussed each of these poets separate-
ly in an attempt to show what we might be able 
to learn from a study of their work. 

“This seems very idealistic,” interposed 
George, “How many psychiatrists do you know 
who ever read or studied poetry, or for that mat-
ter how many of today’s doctors have ever done 
so, or had the time to do so? Certainly not in 
professional training!” 

“I tried to combine science and the humani-
ties in the field of psychodynamic psychother-
apy and in the discipline of psychiatry in gen-
eral,” I replied, “And this has been a long-term 
goal of mine as manifest or implicit in many of 
my presentations and publications. I must ad-
mit it was completely undermined by the great 
psychopharmacological revolution in psychia-
try.” George looked troubled as he was having a 
hard time understanding why with all my train-
ing and experience I was not swept up the psy-
chopharmacological revolution and the oppor-
tunities it offered to do clinical research. 

Going along with my attempt to hook together 
science and the humanities in the spirit of Freud, 
this was followed by my more technical and up-
dated formal presentation about the technique 
and practice of intensive psychotherapy [10], a 
book that has been reprinted a couple of times, 
and the introduction of therapists to the great 
ideas in psychotherapy presented by famous 
artists, thinkers, philosophers, and psychoana-
lysts, my most popular and unique book, first 
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printed in 1977 [11]. As I moved into philoso-
phy, I added Freud Teaches Psychotherapy [95] 
to the list, presenting the many suggestions and 
ideas Freud offered for the practice of psycho-
analytically informed psychotherapy, and plac-
ing Freud in the Kantian tradition in philosophy, 
as well as a little book introducing psychothera-
pists to the thought of Nietzsche [12].

Later [13], I described the technique and prac-
tice of listening in intensive psychotherapy, 
centering on psychotic, borderline, neurotic, nar-
cissistic, and difficult patients. I suggested how 
to learn to listen and introduced my five-chan-
nel approach to psychoanalytic listening, which 
I will discuss in a later part of this Apologia, for 
by that time I was practicing psychoanalysis. Fi-
nally in my series of books on psychodynamic 
psychotherapy, I published a dictionary for psy-
chotherapists [14], and, as an experiment, I im-
itated Galileo’s famous treatise “Dialogue Con-
cerning the Two Chief World Systems,” juxta-
posing a teacher, with a psychodynamically ori-
ented resident and with a biologically oriented 
resident [15]. “That last one would be me,” said 
George, “but why on earth did you do all this re-
dundant writing on the topic?” 

Remember, George, that I was doing a great 
deal of teaching and full-time practicing psy-
choanalytically oriented psychotherapy during 
those years. These books were generated out of 
the challenges I experienced from patients and 
students to clarify just what constituted psy-
chodynamic psychotherapy. One of my greatest 
disappointments was that my little book on the 
topic modeled on the work of Galileo [15] was 
often overlooked, because by that time the psy-
chodynamic approach was moving out of psy-
chiatry. I thought it would have much appeal to 
residents and novice psychotherapists, but the 
blossoming of psychotherapy and psychoanal-
ysis was over. 

As I moved on I realized the premises of this 
work needed exploration and so I earned a PhD 
in philosophy in 1977 stimulated by a study of 
Freud, and shifted my practice more and more 
into psychoanalytic depth psychology. Here I 
was influenced by one of my most helpful and 
encouraging teachers, Franz Alexander, who did 
not see any basic difference between psychoa-
nalysis and psychoanalytically oriented psycho-
therapy (psychodynamic psychotherapy). This is 

in great contrast to the trend today to move the 
latter farther and farther away from the former 
so as to make it more palatable to American 
psychiatrists and, above all, to payment-by-in-
surance companies, who have a choke-hold on 
us all. This is a colossal difference from when 
I started out; psychoanalysis was then consid-
ered the basic science of psychiatry and insur-
ance companies paid for long and difficult psy-
choanalyses without complaint. 

At the annual meeting of the American Psychi-
atric Association in 1976 I presented a talk called 
“What Is Psychotherapy?” [16]. I tried to differ-
entiate between psychoanalysis and psycho-
therapy by introducing the issue of the develop-
ment of a workable transference. What I meant 
at that time was that the focus of psychodynam-
ic psychotherapy needs to be on the transfer-
ence whereas other forms of psychotherapy take 
whatever is there for granted and do not focus 
on it. So in the latter forms the psychotherapist 
presents educational techniques such as pacifi-
cation, unification and optimal disillusion, and 
functions as an artificial ego or an artificial par-
ent, whereas in psychoanalysis and psychoan-
alytically informed psychotherapy the shift is 
toward a primary use of transference, empathy 
and interpretations. 

As time passed my interest in philosophy 
grew. Already in 1982 I published a paper on 
Socrates as the first psychotherapist [17]. At this 
point I was already an adjunct professor of phi-
losophy at Loyola University of Chicago, hav-
ing expanded my PhD dissertation into a book 
Freud Teaches Psychotherapy [95]. The Socrates 
paper was the talk I gave as the Grinnell College 
Scholars Convocation Lecture in 1981. In gen-
eral, Socrates’ approach was that the eye of the 
mind is not blind, but in most people it is look-
ing the wrong way. To educate is to convert or 
turn it around, so that it looks in the right di-
rection. If this is accomplished we will always 
know how to conduct ourselves and how to live, 
regardless of the social pressures upon us and 
the situations in which we may find ourselves in 
the unpredictable future. 

George had listened to this quietly for some 
time and now he entered into the conversation. 
“What is this about philosophy?” he said, “How 
did you get into the quagmire of becoming a 
PhD in philosophy? What has this got to do with 
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medical practice? What on earth did you teach 
in the Loyola philosophy department?”

I replied, “I taught courses on Nietzsche (my 
notes were published as a book [12]), on Paul 
Ricoeur’s Freud and Philosophy and on the 
hermeneutics of suspicion, and Jürgen Haber-
mas’ Knowledge and Human Interests, among 
others. The unwobbling pivot of my interests, as 
Confucius translated by Ezra Pound might say, 
has been the mysterious leap from the brain to 
the mind, known as the hard mind-brain prob-
lem, which intrigued me as early as the time I 
was getting a Bachelor of Philosophy at the Uni-
versity of Chicago. Many of the courses there 
were quite philosophically oriented. One of the 
greatest regrets of my life is that I refused an in-
vitation to graduate with honors in mathemat-
ics by working with one of the mathematics pro-
fessors on number theory because the pressure 
to get top grades in the regular courses in order 
to get into medical school was so overwhelm-
ing I dared not spend any time on anything else. 
In my study of philosophy I had hoped that the 
study of the brain, its chemistry and electro-
physiology would throw light on that mysteri-
ous leap from the brain to the mind. But such 
studies did not seem to show much possibility, 
nor do I think they do today in spite of the great 
advances in brain research. Such practices as fo-
cusing on the amygdala to explain one’s anxie-
ty are committing a mereologic fallacy, as I have 
described it in a recent publication [18], one of 
my final contributions. 

A meticulous study of Freud informed me that 
he clearly straddled between the mind and the 
brain in his early thinking. Finally, he left the is-
sue of the brain entirely and it was that ingen-
ious move that led to the invention of psycho-
analysis. As you can see from the first part of 
these memoirs, I finally decided to follow the 
same path – from a study of the brain to a study 
of the mind. 

“I don’t see what the fuss is all about,” grum-
bled George, “Bertrand Russell [19], in one of my 
favorite books, written when you were a young 
college student, jumped over what you are call-
ing primarily an epistemological problem in his 
discussion of the limits of human knowledge.”

“A wonderful book, George, and I remember 
when we first encountered and discussed it. But 
over the years I have learned that it is not just 

an epistemological problem,” I said, “Because 
the whole treatment of mental illness depends 
on it. Consider: we are trying to alter the mind 
without knowing what the mind is! Or where 
it comes from! Or how it is generated! It is all 
speculation and mystery. Later I want to go into 
greater depth on these matters but right now I 
want to continue my discussion of psychody-
namic psychotherapy as I have learned to prac-
tice it over the years.” George grumbled but he 
politely waited until we later could get into the 
philosophical discussion. He was obviously un-
convinced by my response and not impressed 
that I had much knowledge of philosophy. I 
could see he was beginning to think of me as a 
sciolist.

I reviewed all the issues involving psychody-
namic psychotherapy up to that time [20]. I start-
ed giving some courses on the overlap between 
philosophy and psychoanalysis. I studied the 
situation of social polemics involving existen-
tial complaints of patients and the question of 
whether these complaints were generated by 
society. I discussed the training of psychother-
apists and fundamental philosophical issues in 
the field. I reviewed the choices that the thera-
pist would have to make, the delineation, meth-
odology and treatment of pre-oedipal disorders, 
and recent theoretical conflicts – areas that re-
main current issues in psychodynamic psycho-
therapy even today. I saw psychodynamic psy-
chotherapy as a thrust towards the development 
of the individual and as a humanistic discipline 
and I described the dehumanization of our cur-
rent dark age, which is even worse nowadays, as 
a powerful counter-thrust. The resident is caught 
in the dilemma between techniques stressing 
and promising “evidence-based” symptomatic 
relief and the possibilities of longer psychody-
namic therapy that stands in stark contrast to 
these techniques.

Fundamental philosophical choices on the 
part of every practitioner are required regard-
less of the type of therapy he or she uses be-
cause the basic philosophical assumptions be-
hind each of the various forms of psychotherapy 
regarding the mind and the brain are different 
and cannot be reconciled with each other. Fol-
lowing my teacher Franz Alexander, I attempted 
to delineate psychodynamic psychotherapy as a 
modified form of psychoanalysis, and so began 
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my focus in future work on the basic assump-
tions and clinical practice of psychoanalysis. I 
felt that the treatment of choice for pre-oedipal 
disorders, severe character disorders, borderline 
patients, and certain others, even some schizo-
phrenic patients, was psychodynamic psycho-
therapy and today I believe psychoanalysis is 
the treatment of choice if the patient can tolerate 
it. The saddest problem at that time and still to 
this very day is the collision between irreconcil-
able views of psychoanalytic practice that force 
further choices on the therapist which, I am sor-
ry to say, are always subdoxastic choices. 

I found [21] an extreme and rigorous exam-
ple of these assumptions in the views of Langs 
[22-29]. Langs tried to argue, in a series of books 
popular at that time, that we do not work in a 
vacuum simply with latent unconscious conflicts 
that show themselves through the patient’s free 
associative material. Interventions and the adap-
tive context or situations involving the patient’s 
life certainly do interfere with the production 
and nature of the patient’s material, and it is in-
cumbent upon us to keep these adaptive con-
texts in mind in order to properly listen to, and 
evaluate, what the patient has to say. He says 
embedded derivatives may be clues to this but 
because they are embedded, ambiguous and re-
quire decoding, they do not prove anything in 
the empirical sense.

“That is for sure,” said George. I ignored this 
remark and continued that there are a number 
of assumptions Langs made that have not been 
generally accepted, but his is a very careful and 
intellectually worked out theory and it is worth 
attention. Perhaps because Langs was so very 
strict and intellectual or perhaps because it is 
so difficult to definitely locate the derivatives of 
what the patient Langs says is trying to use to 
comment on the interactive field, his approach 
tended to become neglected. Still, I have found it 
useful when I began to feel that the therapy was 
encountering an impasse.

Consistent with what we have just discussed, I 
presented the case of a 48-year-old woman to il-
lustrate the dynamics frequently found in mid-
dle-life depressions that often form the basis for 
the so-called midlife crisis [30]. Drawing on no-
tions of the soul found in the writings of Plato 
and Aristotle, I argued that these concepts are 
particularly important in orienting both psycho-

therapist and patient to a vital perspective es-
pecially helpful in dealing with midlife issues. I 
proceeded to present a failure in the psychody-
namic psychotherapy of a schizophrenic patient 
[31]. The discussant of the case [32, p. 151] wrote, 
“Dr. Chessick certainly got further with this pa-
tient than did any of her previous therapists. He 
helped her complete college. He took quite a 
beating, allowing her rage against the bad moth-
er transferred to him. I believe, though, that by 
doing this, Dr. Chessick helped her maintain, 
perhaps, a steady psychosis with the delusion 
that her real mother was good, and her therapist 
as well as others – former therapists and her real 
father – were all wicked. This might keep the pa-
tient from becoming fragmented again and fear-
ful of a changing personality… In one sense, the 
case is not a complete failure, but a lesson in un-
derstanding the schizophrenic process.”

“You must have reached some kind of a dead 
end”, said George, “With all this writing on dy-
namic psychotherapy you seem to have repeat-
ed yourself again and again for different audi-
ences.”

“You don’t understand what the situation was 
at the time,” I told George. “Psychodynamic 
psychotherapy was going into an eclipse from 
which it has never recovered.” “And perhaps it 
never will,” interposed George. 

For example, when I presented my paper on 
the sad soul of the psychiatrist [12], dealing with 
the loneliness of psychotherapists’ profession 
and a high incidence of depression and burnout, 
at the Illinois Psychiatric Society, one of my col-
leagues raised his hand and stood up. He was a 
bright and mature classmate of mine in medical 
school at the University of Chicago so naturally 
I respected him most highly. He also happened 
to be an important official at that time in the Il-
linois Psychiatric Society in addition to being a 
successful clinical psychiatrist. He said, “Rich-
ard, I am disappointed. I came to this meeting 
hoping to hear about neurotransmitters, synaps-
es, and new psychopharmacological agents. This 
is the future for modern psychiatry, not the re-
introduction of ancient and obsolete philosoph-
ical notions of the soul.” 

I replied, “Dave, you suffer from a serious prej-
udice known to philosophers as belief in a mech-
anistic universe. This belief, the triumph of a sci-
entific mentality in our day which has brought 
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us the neutron bomb, is a modern superstition.” 
I quoted the physicist Heitler [33, p. 97], who 
wrote: “It leads to a general spiritual and moral 
drying-up which can easily lead to physical de-
struction. When once we have got to the stage of 
seeing in man merely a complex machine, what 
does it matter if we destroy him?” In the mas-
sive psychopharmacologic approach attempting 
to alter the mind through altering the brain, we 
tend to get into this mechanistic complication. 
If one is actually immersed in doing psychody-
namic therapy, one has a different experience 
than that of brain scientists in their laboratory. 
The modern psychotherapist engaging in con-
versation with therapeutic intent has an affinity 
with the ancient Socrates, which is why I have 
written a couple of papers [11, 34] on Socrates as 
a psychotherapist. In fact, there is a close paral-
lel between the intellectual goals and methods 
of modern psychotherapy and the fundamental 
premises of ancient Greek philosophy.

I believe that in our society [35], as in many 
other cultures before us, two of the greatest char-
acter defects that interfere with living a life de-
voted to the disinterested pursuit of knowledge 
are greed and vanity. These are essentially deriv-
atives of a narcissistic personality problem and 
obviously lead to pretentious and ineffective 
psychotherapeutic work. The patient is no long-
er heard and responded to as a human being 
but as an object for the aggrandizement of the 
therapist, a selfobject, as Kohut [5] would say. 
There are no shortcuts. The unavoidable task of 
rebuilding and restructuring the personality is a 
tedious working-through, requiring a long peri-
od of exposure of the patient’s damaged person-
ality patterns to the hopefully healthier thera-
pist’s patterns over and over again. 

Psychiatry and psychotherapy demand a large 
body of clinical knowledge. Psychotherapy is 
no longer an emerging and primitive discipline. 
The psychotherapist who mucks about in peo-
ples’ lives without his or her own proper inten-
sive psychotherapy and training is analogous 
to the barber who attempts brain surgery, and 
that therapist is every bit as dangerous to the 
patient. It is indeed a curious modern fact that a 
procedure with such far-reaching consequences 
for the whole life of a person as well as the per-
son’s family is undertaken by the untreated and 
untrained therapist with such a casual attitude, 

whereas the same therapist will tremble with 
fear at the very thought of picking up a scalpel 
and cutting into the brain of the same patient. 
Yet the consequences can be equally as lethal, 
and over many years I have experienced numer-
ous clinical examples where there have been dis-
astrous consequences with so-called therapists 
attempting to work with fragile patients.

I have seen a number of student therapists as 
well as some successful practicing professionals 
who have never really asked themselves, “What 
is a mental disorder? What is a patient? Why 
is the patient coming to me at this time? What 
curative fantasy does the patient bring into the 
treatment? What is my curative fantasy for this 
patient?” It is human narcissism that constant-
ly throws everything off in our thinking and 
this discovery represents the fourth great blow 
to our human self-centered position of thought. 
The first blow was from the discovery that the 
earth is not the center of the universe, the sec-
ond from the discovery that we are descended 
from the animals and are animals ourselves, and 
the third was from Freud’s discovery that we are 
governed primarily and relentlessly by uncon-
scious mental processes from our childhood. 

We now know that all our mentation is some 
kind of phase of brain function from which it 
emerges. It is the appearance of mentation in the 
universe that represents what is really impor-
tant and amazing. We know that when a sys-
tem such as the human nervous system reach-
es a certain critical point, new and unexpected 
possibilities appear, such as conscious menta-
tion, the emergence and development of which 
cannot be predicted on the basis of the previous 
more primitive states. These new states become 
self-enhancing and they even follow different 
natural laws. Copper [36] explains what he calls 
the concept of the third world, a vast system of 
organized thought and its products such as li-
braries, microfilm knowledge (and now com-
puters and iClouds) in which men now must 
move and have their being. In depth psycholo-
gy a complex mental state is unthinkable with-
out our ability to know via empathy what the 
inner life of man is and what we ourselves and 
what others think and feel, where we are going 
and where we hope to go. 

“I am sorry for you,” said George, “because 
the mechanistic explanations and the histochem-
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ical studies that I have indulged in are so simple 
compared to the immense complexity of what 
you are tackling here. I am beginning to under-
stand why you are objecting so much to the ef-
fect of the culture and the faith in science and 
mechanisms that have an interference with un-
derstanding of mentally ill patients. But Rich-
ard, isn’t there an element of greed and vani-
ty in your tackling subjects of this magnitude 
that have puzzled philosophers for thousands 
of years?”

“There undoubtedly is,” I said, “But we must 
all follow our star, the star consisting of the ear-
ly compromise formations that formed our per-
sonality.” George was not at all satisfied with 
this answer, but out of politeness deigned not to 
press the matter further.

I have suggested there is a background, a basic 
generally accepted structure that nobody ques-
tions, in which people present themselves and 
live their brief lives, all too soon to be forgot-
ten. Here I have been much influenced by care-
fully reading and writing about Heidegger [37-
55]. This generally assumed or taken for granted 
background really has a profound influence on 
the foreground and, as Heidegger pointed out, 
even the future influences the present. Translat-
ed into the psychoanalytic process, the intrapsy-
chic fantasies and compromises that the patient 
brings determine both what the patient says and 
what he or she hears the therapist say and there-
fore profoundly affects the intervention or inter-
pretation, no matter how well intended. Techni-
cal interaction, therapist statements and office 
ambience form the foreground which falls on the 
patient’s unique intrapsychic background that 
cannot be taken for granted. If, through proper 
listening to the patient, that background has not 
been carefully investigated, then it is impossi-
ble to understand why the patient may respond 
so paradoxically to what appears to be a sim-
ple rational intelligent statement made to that 
patient. 

The response of the patient simply makes no 
sense unless the therapist becomes aware of 
background aspects that are ordinarily not at-
tended to. In opposition to those who deval-
ue psychoanalysis as a science, the patient’s re-
sponses are actually quite predictable much of 
the time, and with this knowledge of the back-
ground such predictions no longer appear to be 

magic. The problem for the teacher of psychody-
namic psychotherapy is to jar the student out of 
assuming that the simple background of an ordi-
nary doctor–patient interaction is going on and 
to call attention to everything he or she can think 
about aspects of the intrapsychic background of 
both participants. Background practices are not 
based on the empirical sciences but rather un-
derlie them! If the student cannot be jarred out 
of the blind cultural background worship of the 
scientific approach, he or she will never under-
stand each patient as constituting what with 
Foucault we might call a transcendental/empir-
ical double and will therefore never really devel-
op empathy with patients. I explained Foucault’s 
notion that the human seen as a set of facts to be 
studied is also the human who forms the tran-
scendental condition of knowledge for any cul-
ture at the time of the study [53]. So if we re-
duce the human to the empirical, we cannot be-
come clear about how to obtain knowledge. This 
is because the question “Where do the assump-
tions about the validity of empirical knowledge 
come from?” cannot be answered by empirical 
study. As I wrote [56], the true effectiveness of 
the teacher is to get the student therapist to lis-
ten to people in a way he or she has not listened 
to them before. The real expertise of the psychi-
atric professional shows in a two-person rela-
tionship where he or she can actually hear what 
another person is trying to communicate in the 
midst of background practices, intrapsychic pre-
occupations, self-states and interpersonal rela-
tions, and in addition to this, the scientific and 
empirical and mechanistic aspects of the pa-
tient’s mentation. 

“What is the point of all this amorphous pon-
dering? Why not work with man as a chemi-
cal and physiological organism and interfere 
with his various disorders by the introduction 
of chemicals, electroshock, and so on?” asked 
George, who was by now running out of pa-
tience. “Let’s use a decent sensible approach 
with these difficult people, let’s use common 
sense therapy, explanation, education, cognitive 
therapy, behavioral modification, rational thera-
py, and medications and appeal to man’s reason. 
These are amenable to ordinary scientific valida-
tion or non-validation and can be touted as ‘ev-
idence-based’. Don’t you remember what Abe 
Wikler told you in the first part of this memoir? 
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There was a true scientist, even in the muddy 
field of psychiatry!” 

“George,” I replied, “In psychoanalytically 
oriented psychotherapy we attempt to reach a 
depth beyond the level of symptoms. Your sug-
gestions are aimed at symptom removal but they 
do not primarily affect the underlying disorder 
and personality structure. In order to enter the 
world of another person to such an extent that 
we can actually alter the way that person has 
learned to perceive and subsequently deal with 
the world, we have to be able to listen to the pa-
tient at what I call ‘transcendental’ or empathic 
[56] as well as at an empirical level.” 

“Where is all this going to lead?” asked George 
irritably, “You are immersed in a culture of sci-
entific background practices and trying to rise 
out of it into something rather ethereal it seems 
to me.” 

“I believe that the two most important papers 
that I wrote on this subject are the one with the 
sardonic title I mentioned before [3], and my 
much more modern “The frantic retreat from 
the mind to the brain: American Psychiatry in 
Mauvaise Foi [57].”

“Don’t you realize that you are going in the 
opposite direction from modern neuroscience?” 
asked George. “They would not interpret the 
move from the mind to the brain as a retreat but 
rather as an advance!”

“This is probably the crucial issue in my writ-
ings on this topic,” I replied. “And my complaint 
is that the movement from the mind to the brain 
results in a mechanistic view of human menta-
tion and behavior that loses sight, as Husserl 
would put it, of the lived life of man. There is 
simply no agreement on this topic but I would 
agree with you George that the massive move-
ment at present is away from continental philos-
ophy and the notions of ciphers and souls, and 
towards an increasingly simplistic and mecha-
nistic model of human emotions and intellectu-
al functioning. Much of this of course has been 
stimulated by the spectacular success of compu-
ter science. There is a strong contingent of psy-
chiatrists and neuroscientists that would like to 
look on the brain as a computer, although there 
are powerful arguments against that idea. The 
fact that the computer can beat the world cham-
pion chess player does not imply that the com-
puter thinks the way the world champion chess 

player thinks or even as you or I think, and this 
is the danger of anthropomorphizing these im-
plements.”

I carried this more into the ethical and phil-
osophical area in the publication mentioned 
above [57]. In this rather sweeping paper I have 
noted that the higher income that accrues to the 
practitioner of reductionist biological psychia-
try compensates him or her for any fleeting sus-
picions of inauthenticity. And so I maintain that 
the final question is an ethical one. Should the 
leaders of American psychiatry embrace the bi-
ological paradigm that will make certification 
and testing easier and more quantifiable, and re-
ward us with the material things of this world, 
or should psychiatry press forward as a revolu-
tionary and humanizing force calling attention to 
inequities, racism, sexism, and all the innumera-
ble ills of which society is capable, at the risk of 
political opprobrium, financial loss, and even in 
some dictatorship-led countries, brutal repres-
sion? Should the leaders of American psychia-
try commit our profession to an amelioration of 
those psychological and sociological factors that 
enter into the very fabric of society, or should 
they constrain our discipline so that it wears the 
trappings of internal medicine and thus gains 
respectability in a culture where drugs are used 
for everything, to the ecstatic joy of the giant in-
ternational pharmaceutical corporations that sat-
urate our advertising media and even our pro-
fessional journals and meetings with their sim-
plistic sales messages?

“This is really very idealistic, almost foolishly 
so” said George, struggling to stay polite. “What 
has it got to do with helping patients on an eve-
ryday basis and practicing psychodynamic psy-
chotherapy, and who on earth do you think will 
listen to this kind of talk, except a small fringe of 
socially conscious intellectuals? These kinds of 
problems did not arise in my research because 
we took biological reductionism for granted; 
there was no arguing with the appearance of his-
tochemical stains. I think you have gone into an 
area that may be of philosophical interest to you 
but it is obvious from history and today’s culture 
that it is not of real interest to anybody else or at 
least to very few people.” 

“I’m well aware of that George,” I said, “but I 
learned a lesson from the history of psychiatry as 
it was taught by Zilboorg. How many residents 



 Apologia Pro Vita Mea: An Intellectual Odyssey 97

Archives of Psychiatry and Psychotherapy, 2015; 3: 64–111

read his book any more [58]? I still remember the 
conversation when he took a group of us as res-
idents to dinner. Regardless of some of the per-
sonal difficulties he got into later, there is a les-
son here for senior psychoanalysts and psycho-
therapists about just how important it is to take 
a group of beginners to dinner and converse in-
formally with them; they much need idealization 
figures while they are in training, and human in-
teraction with their professors, not just lectures. 
Here is what Zilboorg [58, p. 524-5] teaches us:

“The whole course of the history of medical 
psychology is punctuated by the medical man’s 
struggle to ride above the prejudices of all ages 
in order to identify himself with the psycholog-
ical realities of his patients. Every time such an 
identification was achieved the medical man be-
came a psychiatrist. The history of psychiatry is 
essentially the history of humanism. Every time 
humanism has diminished or degenerated into 
mere philanthropic sentimentality, psychiatry 
has entered a new ebb. Every time the spirit of 
humanism has arisen a new contribution to psy-
chiatry has been made.” 

“Richard, you are riding off again in too many 
directions,” said George. “When will you set-
tle down and go intensively into one area of re-
search and study? Now you are going off into 
the sociology of psychiatry!”

“I did try to put a lot of this together George, 
for example in my third paper [59] on psycho-
analytic listening. This is an attempt to pull to-
gether the various theories about psychoanalyt-
ic listening and the competing models of those 
factors central in bringing about change in psy-
choanalytic treatment. We know these models 
are epistemologically incompatible and yet all 
are useful so we are in the situation that existed 
in physics when there were competing wave and 
corpuscular theories of light. In our postmod-
ern situation it is recognized that no one of these 
models can be determined to be definitively the 
correct model; some thinkers even argue that in 
principle there will always be competing and ir-
reconcilable theories in the human sciences.

five-channel theory of psychoanalytic listening

So this is where I introduced my five-channel 
theory of psychoanalytic listening that I have re-

vised repeatedly in subsequent publications. Al-
though no attention has been paid to it, I come 
back to this theory again and again. The attempt 
to listen to patient material from five different 
channels, approaches, stances or models which 
are not compatible with each other requires a 
discontinuous jump in the mind of the therapist 
from one channel to the other. I begin with the 
drive/conflict/defense model of Freud, attempt-
ing to identify derivatives of the core infantile 
fantasy life of the adult that generates conflicts, 
the transference, and the compulsion to repeat. 
At the same time, as the material of the patient 
suggests it, one remains open to viewing the 
material, both verbal and nonverbal, of the psy-
chotherapeutic process from an object relations 
point of view, from a phenomenological point 
of view, from the self-psychology point of view, 
and from the loosely defined interactive point of 
view. These imply different incompatible stanc-
es or approaches of listening to the patient and 
generate different kinds of interventions and in-
terpretations. 

“My hope is that as the patient experiences the 
therapist’s understanding and communication 
at a level he or she finds meaningful, trust is in-
creased, and the ego is strengthened, allowing 
the patient eventually to communicate more de-
rivatives of the infantile fantasy life and achieve 
greater depth of psychoanalytic understanding, 
because increasingly the therapist can employ 
Freud’s drive/conflict/defense/listening stance 
and approach the psychoanalytic ideal of prop-
er transference interpretations.” 

George: “This is pushing now into the actual 
area of psychoanalysis and is a step beyond psy-
chodynamic psychotherapy, is it not?” 

“Yes George, it is, but there is a continuum 
in my opinion between psychodynamic psy-
chotherapy and so-called pure psychoanalysis, 
which depends primarily on the transference 
and countertransference interaction and whether 
this is addressed as a central issue in the therapy 
or not.” In 1968 the final part of my experimental 
work at the Veterans Administration Research 
Hospital was published [60]. In our laboratory 
Bassan and I found a number of areas of posi-
tive physiological correlations between patient 
and therapist that might be termed “physiologi-
cal empathy”. Using this definition we were able 
to demonstrate an increase of physiological em-
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pathy with time over each session and over the 
whole therapy process in long-term cases. There 
is also some indication that the evaporation of 
physiological empathy was related to the con-
sistent bombardment of the therapist by primi-
tive devouring demands from the patient. That 
is to say, there was a rated decrease in the thera-
pist’s attentiveness, intellectual understanding, 
gentleness and permissiveness over the therapy 
process with patients who were rude, uncooper-
ative and obstructionistic even though the thera-
pist was still trying to understand and interpret 
what was going on. 

As I moved into the area of philosophy and the 
background foundations of psychiatry, I pointed 
out that the basic stance of postmodern thinking 
constitutes a challenge to what is called founda-
tionalism, which dominated scientific and phil-
osophical thought until recently [61]. In answer 
to such luminaries as Derrida, Rorty, Foucault 
and Lyotard, who questioned the possibility 
of whether any form of interpretation can be 
thought of as related to reality or the truth, my 
point of view is that an intermediate position 
is necessary rather than a binary opposition be-
tween nihilism and foundationalism or, more 
specifically, between postmodern and tradition-
al psychodynamic psychotherapy. I believe that 
careful attention to the patient’s material follow-
ing an interpretation can provide clues about the 
validity of our conception at the time but the ho-
rizons and historicity that we have discovered 
delimit all truth reduce the authority of the stat-
ure of the analyst and make him or her less of 
an arbiter of what is reality. But the notion of so-
cial constructions as constituting the psychoan-
alytic process suffers from the lack of sufficient 
attention to the historical determinants of how 
a given individual reacts in given situations. A 
patient will react differently to different thera-
pists, depending on the transference or projec-
tive identification that the patient brings to the 
treatment, regardless of the interpersonal inter-
action and the personality of the therapist.

I described the dangers of postmodern thought 
disintegrating into nihilism and surely all of this 
has a meaning and application to the clinical 
practice of psychodynamic psychotherapy be-
cause of the unresolved issue of whether these 
procedures represent science or hermeneutics. 
If postmodernists are to be believed, the human 

sciences, to whatever extent they rely on texts or 
narratives that arise in the psychoanalytic situ-
ation, are subject to deconstruction and contin-
uing reinterpretation. In this sense it is no long-
er possible to speak of truth or reality as Freud 
once did when he repeatedly presented psycho-
analysis as uncovering “scientific facts.” But in 
one of my final publications I tried extensively to 
establish that psychoanalysis is indeed a science 
with its own methods, its own area of investiga-
tion, different from any other science today [18]. 
I referred to Aristotle [62, p. 535], who began De 
Anima with: “To attain any assured knowledge 
about the soul is one of the most difficult things 
in the world… If there is no such single and gen-
eral method for solving the question of essence, 
our task becomes still more difficult; in the case 
of each different subject we shall have to deter-
mine the appropriate process of investigation.” 

This paper [18], which was given by invita-
tion as the keynote address at the 58th annual 
meeting of the American Academy of Psycho-
analysis and Dynamic Psychiatry in New York 
on May 2, 2014 to a disappointingly small audi-
ence and generated very little discussion, con-
stitutes my final words on the status of psycho-
analysis and psychodynamic psychotherapy. It 
apparently incensed the editors of the journal so 
much that the three of them published their dis-
agreement in a paper that appeared right after 
mine. I guess I was lucky my paper was accept-
ed for publication; I had spent a full year work-
ing on that one paper as my farewell to the field. 
They felt apparently that my view (and Freud’s 
and Franz Alexander’s) on the subject of psy-
chodynamic psychotherapy was now obsolete 
and they hope to integrate it with neuroscienc-
es, research, Kraeplinean descriptive psychiatry, 
and so on, a view that I am sure is much more 
acceptable to the American Psychiatric Associa-
tion. For example, I taught an all-day course at 
the annual meeting of the American Psychiatric 
Association for about 11 consecutive years, re-
turning each year because of the popularity of 
the course. The result was my book What Consti-
tutes the Patient in Psychotherapy: Alternatives 
to Understanding [53]. But when some years lat-
er I offered a symposium to the American Psy-
chiatric Association meeting on Heidegger’s con-
tribution to psychotherapy, having as a member 
of the Heidegger Circle rounded up three Ger-



 Apologia Pro Vita Mea: An Intellectual Odyssey 99

Archives of Psychiatry and Psychotherapy, 2015; 3: 64–111

man professors of philosophy and two from the 
United States, all of whom were noted experts 
on the work of Heidegger, it was turned down. 
No reason was given and I was shocked and em-
barrassed in front of my colleagues. 

“Well I can tell you the reason,” said George, 
“Psychiatrists are not considered scientists in 
the medical profession and they are trying very 
hard to shape their discipline so it resembles 
other branches of medicine. There is no room 
for Heidegger in that. Don’t you remember in 
part one of this memoir how the dean of your 
medical school responded when you told him 
you were going into psychiatry?” 

In “The silence of Socrates” [34] I emphasized 
the humanistic and phenomenological approach 
to the mind and contrasted it to the era of the 
brain that is so idealized by psychiatry today. 
I outlined the debate between those who ex-
pect science to explain everything sooner or lat-
er and those who believe there are certain es-
sential aspects of the world such as the qualia of 
consciousness that cannot be reduced to materi-
al factors. I concluded as follows: 

“In our age Socrates is essentially silent. The 
great dialogues of Plato, in which Socrates em-
ploys the maieutic method in a never ending 
quest to approach the central truths, eternal 
forms, and the essential self, have been replaced 
in our time. Ours is the era of the brain, the ori-
entation of Timaeus in the Platonic dialogue of 
that name that concentrates on craftsmanship, 
technology, and hence in our days pragmatism, 
and symptom removal… The roads of herme-
neutics and science all eventually lead to two 
mysteries. These are about the inexplicable and 
unique presence of human consciousness and 
about how the ‘singularity’ that apparently ex-
isted led to the creation of the universe. It is en-
tirely possible to argue that the answers to these 
two mysteries are beyond our human capacities 
just as one cannot expect a dog to master cal-
culus. But should we give up the struggle and 
sink into a nihilistic materialism? Must the 21st 
century be like the 20th century? Must we stay 
in the cave or can we emerge, as Plato thought, 
guided by philosophy and the humanistic disci-
plines?” [34, p. 418-9]

To illustrate the clinical importance of long-
term psychodynamic psychotherapy, I present-
ed a treatment of 15 years in which the thera-

py essentially enabled the patient to function for 
all that time [63]. It illustrated the deep, partly 
conscious and partly unconscious interaction be-
tween a patient and her analyst over many years 
of treatment and the profound effect this has had 
on the outcome. It underscores the importance 
of patients being allowed to heal in their own 
way and in their own time without intrusion or 
interference from the analyst or from insurance 
companies. I tried to demonstrate the crucial im-
portance of long-term psychodynamic psycho-
therapy as a lifesaving procedure in cases where 
it is appropriate in spite of the great amount of 
time and expense involved. 

“Well that does it,” said George, “You have 
certainly managed to swim against the tide of 
current economic, sociologic, political and psy-
chiatric thought.”

II. Intensive psychotherapy of the borderline  
patient 1966-1996

At this point, George, I would like to go on to 
discuss the type of patient that I worked with 
the most in psychodynamic therapy, the patient 
with the so-called borderline personality disor-
der that sometimes was called pseudoneurot-
ic schizophrenia and at other times ambulato-
ry schizophrenia, but is now given a Kraeplin-
ean description in DSM-5 [64] as displaying a 
pervasive pattern of instability in interpersonal 
relationships, self-image and emotions, as well 
as marked impulsivity. This disorder usually 
is quite marked, sometimes beginning in early 
adulthood. Such patients make frantic efforts to 
avoid real or imagined abandonment, and suf-
fer through unstable and intense interpersonal 
relationships. They manifest an identity distur-
bance with sudden dramatic shifts and have a 
precarious sense of self. Above all they show im-
pulsivity in areas that are potentially self-dam-
aging, sometimes recent suicidal behavior ges-
tures, threats or self-mutilating behavior, affec-
tive instability, and often complain of a chronic 
feeling of emptiness. What makes them espe-
cially difficult people is their inappropriate, in-
tense anger, difficulty controlling it, and some-
times transient paranoid ideation, but they do 
not have schizophrenia. 
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“They sound like the kind of patients nobody 
wants,” remarked George.

“This is very true,” I replied, “Because when 
I started out in my practice and I went around 
with my hat in my hand begging for referrals, 
everyone sent me the patients they did not want 
and sure enough, these turned out to a large ex-
tent to be borderline patients. Whether I would 
starve or not therefore depended on whether I 
could work satisfactorily with such patients, and 
so I had to learn, and I allowed them to teach 
me the hard way. And teach me they did, be-
cause such patients are extremely sensitive to 
any failings or mistakes or absences of the ther-
apist, complaining bitterly and being quite man-
ifestly angry and demeaning in their response, 
which they continue for a long time.”

My first major paper [65] was based on face-to-
face psychodynamic therapy over 5 years [1960-
1965] of 15 patients who had received various 
forms of treatment with no noticeable results. At 
that point I called them “borderland patients” 
because they seemed to lie on the periphery of 
patients amenable to psychiatry, on the periph-
ery of schizophrenia, on the periphery of society, 
and on the periphery of penology. Some of them 
had been in and out of prisons as well as mental 
hospitals. Although the symptoms of these pa-
tients were many, variegated and fluctuating, the 
dynamics were similar. They all had been sub-
jected to severe damage in the so-called moth-
er–child symbiosis during the first year of life. In 
my view the initial and basic repair of this pre-
verbal disaster arises out of the eventual build-
ing of a symbiotic relationship with the psychi-
atrist. If this can be established, the psychiatrist 
can become a bridge to true object relations by 
helping the patient to give up the sense of nar-
cissistic entitlement and of living around secret 
narcissistic consolation fantasies, exchanging 
these for adult gratifications are true object re-
lations and living in a mature realistic object re-
lated way. 

A long period of working through is necessary 
for the extrusion of archaic and malevolent pa-
rental introjects from the ego and the superego. 
I emphasized the dreadful loneliness which per-
vades the lives of borderland patients. I worried 
about the effect of a psychotherapist’s greed and 
vanity on the patient, especially these very dis-
turbed patients [66]. The patient receives a dou-

ble message from such therapists. On the one 
hand, there is lip service to the classical Socratic 
ideal of the disinterested pursuit of understand-
ing the patient. On the other hand, the life pat-
terns of the therapist can demonstrate an entire-
ly different set of values. I was amazed at how 
quickly even the sickest patient catches on to the 
life patterns of the therapist regardless of his or 
her effort to maintain “neutrality” or “anonym-
ity.” There are of course unavoidable personali-
ty traits of any therapist and unfortunately bor-
derline patients, for example, detect any trace 
of therapist greed and vanity and, because such 
patients are so needy and grasping, they tend to 
stir up a countertransference of defensiveness 
and loss of neutrality. I have consulted on cases 
where the therapist became so enraged at a bor-
derline patient that he literally chased him out of 
his office. Only being in a continuous, disinter-
ested, lifelong striving for understanding him-
self or herself can the therapist attain the state 
of unselfconscious alertness required for empa-
thy with patients and the ability to really listen. 
Unanalyzed psychotherapists have tended to get 
into serious trouble, especially in enactments in-
volving borderline patients.

In a second major article on “borderland” pa-
tients I attempted to identify the crucial dilemma 
the therapist has to confront in their psychody-
namic therapy [67]. Every psychodynamic ther-
apist has to walk a tightrope in this “crucial di-
lemma” in the treatment of borderline patients. 
On the one hand, it is clear that direct minis-
tering to the patient’s needs, such as caressing 
or feeding or giving gifts to the patient, consti-
tutes a form of “acting in” and is undesirable 
except in the most minor and socially accepta-
ble forms because it prevents ego expansion by 
fixing the patient on the omnipotence and be-
neficence of the therapist. On the other hand, a 
therapy without parameters [68] in my experi-
ence cannot hold the patient in treatment. The 
crucial dilemma that the therapist always faces 
with such patients is where to draw the line. The 
therapist soon finds himself or herself facing this 
crucial dilemma, the choice from session to ses-
sion between staying with the strict technique 
of psychodynamic psychotherapy, or following 
an inner attitude which may even at times re-
sult in temporary abandonment of previously 
learned techniques of psychotherapy. There is a 
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great deal of disagreement in the literature as to 
how strict one should stay with techniques rath-
er than following one’s intuition. The latter car-
ries great danger of sliding down the slippery 
slope of destructive enactments, but at times it 
makes all the difference.

For example, I offered a case report that indi-
cates great care should be taken in diagnosing 
“hysterical blindness”, especially in severely dis-
turbed patients, for these patients come with all 
kinds of symptoms and complaints that can ex-
haust the therapist [69]. The appearance of any 
visual disturbance in psychotherapy should call 
for immediate careful ophthalmological exami-
nation, since if angiospasm has taken place with 
the resultant infiltration of serum into surround-
ing tissues, the patient deserves the trial admin-
istration of prednisone and tranquilizers under 
carefully controlled medical conditions in order 
to prevent permanent tissue damage as much 
as possible. Winnicott [70] speaks of the border-
line patient as breaking through the barriers of 
the analyst’s technique and professional attitude 
and forcing a direct relationship of a primitive 
kind even to the extent of merging. In his view, 
holding by the therapist is presented primarily 
by interpretations with empathic understanding 
and soothing terminology and by a consistent 
and reliable psychotherapeutic setting in which 
the therapist behaves himself or herself. Without 
these factors, treatment of the borderline patient 
is impossible.

In another case presentation [71], I described 
at length how everything depended on the rec-
ognition by the therapist of the insidious and all-
pervasive externalization unfolding itself under-
neath the patient’s repeated claims of existential 
despair. The outcome hinged on a race between 
the patient’s capacity to develop an observing 
ego and check the externalization and other de-
fenses against affectual contact, and the patient’s 
profound anxiety and fear of human closeness. 
The greatest problem is again the therapist’s 
frustration and temptation to do more and more 
that is tangible and touchable for the patient. In 
this case, perhaps because of my empathy with 
her overwhelming needs so common in border-
line patients, I was able to sit with this patient 
through countless hours of complaining and rag-
ing, patiently interpreting again and again how 
the process of externalization was at work in her 

setting up the situation in the consulting room 
and in many aspects of her life. 

“This is all pretty foggy”, said George. “And 
what do you mean by externalization?” I ex-
plained that it is one of the common defensive 
systems used by borderline patients, a combi-
nation of projection, followed by selective per-
ception and manipulation of other people for 
the purpose of verifying the initial projection. 
Other people are experienced wholly in terms 
of their value in verifying the initial projection 
and only those aspects of other people which 
have this value are perceived at all. So the most 
benign therapist approaching the borderline pa-
tient finds himself or herself transformed into a 
horrible monster very quickly by the patient’s 
selective perception. We hope that the therapist 
is aware of this danger, since he or she is nor-
mally inclined either to retaliate or to quarrel 
with the patient’s extremely unflattering image, 
which usually contains a kernel of truth and is a 
direct assault on the therapist’s narcissistic self-
conception as a benevolent physician. 

Borderline patients often expect and bring 
about their own failure, and adapt to life by 
feeling beaten in an unpredictable and ungiving 
world. When the therapist presents the patient 
with a consistently benign environment, the pa-
tient cannot trust the lack of frustration. Instead 
of risking the inevitable disappointment that he 
or she expects, the patient prefers relating in a 
setting in which he or she has learned to adjust. 
If the analyst is mature and benign, the patient’s 
psychic balance is upset. This leads the patient 
to make every effort to reconstitute ego equilib-
rium by repeatedly attempting to make the an-
alyst just another representative of the alleged-
ly hostile and ungiving world that is familiar to 
the patient. 

George complained, “You are using too many 
words and I suspect you created too many pub-
lications on this subject too. For example, what 
does ‘parameter’ or ‘introject’ mean? I get the 
general idea, but there is a lot of ‘psychoanal-
ese’ here, if I may use that term.” I suggested to 
George that if he wanted details he could consult 
my Dictionary for Psychotherapists [14], where 
these terms are carefully spelled out in response 
to many queries. But George said he was not in-
terested in the details. He pointed out that our 
conversation is not a textbook of psychoanalysis 
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but an inquiry into my intellectual career since 
he had passed away with hopes for my future as 
a scientist, perhaps in his laboratory as a succes-
sor. He was shocked and disappointed but cour-
teously tried to keep this to himself. Neverthe-
less, it popped out from time to time.

I mentioned two publications in Medikon, 
published by the European Press in Belgium 
[72-73]. In the second of these, I reviewed the 
whole concept of the borderline patient again 
and in the first I tried to discuss the ego weak-
ness of borderline patients. The predominance 
of higher- or lower-level, primitive or less prim-
itive sets of ego operations, the capacity for mo-
bility along an ego axis and the remarkable ca-
pacity of borderline patients to shift back and 
forth from very regressed states to adult auton-
omous ego functioning are described. But the ca-
pacity of the patient for autonomous ego func-
tioning has to be carefully distinguished from re-
instinctualized situations in which the ego func-
tioning is apparently autonomous but actually 
in the service of resistance; the relative presence 
or absence of intrasystemic conflicts eventually 
may determine an actual or potential disintegra-
tion of the personality. Evidence from the treat-
ment of borderline patients clarifies and defines 
four different and vital ways to approach the as-
sessment of so-called ego weakness or ego defect 
in every patient: (1) the predominance of higher- 
or lower-level (primitive or less primitive) sets 
of ego operations; (2) the remarkable capacity to 
shift back and forth from very regressed states 
to autonomous ego functioning; (3) the distinc-
tion between autonomous ego functioning and 
re-instinctualized situations in which ego func-
tioning is apparently autonomous but actually 
in the service of resistance; (4) the relative pres-
ence or absence of intrasystemic conflicts that 
contain the capacity for disintegration or at best 
identity diffusion. 

Borderline patients can manipulate and tor-
ment their therapists in many ways. I discussed 
the so-called countertransference crises that typ-
ically come up in the treatment of such patients 
[74]. This clouds the therapist’s consciousness 
and often blurs sound clinical judgement. The 
most difficult problems to deal with are the ero-
tization and seduction of the therapist and the 
acute or chronic rage characterized by attacks 
on the narcissism of the therapist. These are the 

most stressful because of the extreme intensity 
of the feelings hurled at the therapist and be-
cause often they are in an unconscious fashion 
calculated and parceled out in small amounts so 
they are not obvious and overt. Borderline and 
narcissistic patients suffuse relationships with 
intense pregenital aggression to which the ther-
apist, despite his level of training or self-under-
standing, is not totally immune. Even their se-
ductive maneuvers are in the service of aggres-
sion and narcissism, not genuine object related-
ness. In one case I heard of, when the patient 
successfully seduced and had an affair with her 
psychiatrist, she remarked triumphantly, “I al-
ways wanted to get a psychiatrist to f-k me!” 
Therefore acute vigilance against repetitive sad-
omasochistic interactions is a necessity in such 
therapeutic processes with borderline patients. 
The simplest rule of thumb is “Do not do what 
you would not have known.”

Perhaps the most difficult to manage is the 
chronic rage against the therapist because he or 
she cannot provide all the gratification of the pa-
tient’s infantile wishes from the ideal parent. It 
requires great fortitude to tolerate the constant 
little pricklings that the patient produces hour 
after hour when he or she spots the minor narcis-
sistic weaknesses of the therapist. This can easily 
begin to shift the unwitting therapist’s benign at-
titude toward the patient into a countertransfer-
ence that becomes increasingly aggressive and 
sadistic. It is often at this point that the therapist 
begins to react argumentatively, force interpre-
tations, exhort, advise, sermonize, or reach for a 
prescription pad. This critical period can have a 
more lethal outcome if the therapist actually be-
gins to manipulate to get rid of the patient!

The manner in which the therapist establish-
es and maintains the basic rules of the therapy 
and the boundaries of the therapeutic relation-
ship is an important manifestation of the ther-
apist’s identity, the state of his or her ego func-
tioning and for the therapist managing his or her 
own intrapsychic conflicts, including handling 
the stirrings within one’s self evoked by the pa-
tient, and for avoiding pathogenic interaction.

“This all seems pretty self-evident to me,” said 
George, “I don’t understand why so much fuss 
is being made about it.” 

I answered, “Because in the day-to-day deal-
ings with patients such as these there is an insid-
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ious development of countertransference prob-
lems which, unless the therapist is well aware 
of them, can slide the therapy into a pathologi-
cal interaction and failure. You have to experi-
ence this sort of thing, George, to actually grasp 
what it is like to go on with somebody day af-
ter day who is very hostile, critical, silent, seduc-
tive and self-centered, efficiently and effective-
ly producing many hours of what appear to be 
a lack of progress.” 

“It must be very hard on the life of the psycho-
therapist to have to deal with patients of this in-
tensity and unpredictability”, said George.

“Yes it is, and as I worked with these patients, 
I began to concentrate more and more on the 
quality of the physician’s life [75]. I felt that it 
was very important for physicians, especially 
those who are under a lot of stress, to be warned. 
We are all unduly caught up in the world of pro-
duction and consumption and a clue to the un-
derstanding of our patients with psychosomat-
ic disorders who are similarly immersed comes 
from this. It is clear that leisure time must be al-
located for the purpose of cultivation of what is 
truly human in us. The three basic aspects of this 
are keeping up with and contributing to scien-
tific progress, contemplation of the humanities, 
and thoughts about the first principles of things. 
I felt this leisure was necessary in addition to lib-
eral amounts of loving interaction with friends 
and family and that a lack of it indicates a gap in 
the maturity of the individual at the very least, 
and a danger.”

“Now you are sermonizing,” said George, “I 
led a much more simple life I had no children, 
married late in life, had very few possessions, 
not even a car, and spent most of my waking 
life in the laboratory. On the other hand I was 
quite gregarious, had many friends, was gener-
ous, and even lent you the money to begin your 
training psychoanalysis, and, above all, I did not 
complain.” 

“And you died of a coronary occlusion at the 
age of 51, at the height of your career,” I replied, 
“And we will take that up in the next part when 
we discuss psychosomatic medicine.” George 
was getting so irritated now he could not resist 
a final thrust: “At least I kept up to date with 
my scientific knowledge in medicine and histo-
chemistry,” he responded, “And it is clear you 
are not au courant with psychoanalysis since 

you still rely on a one-person psychology, the 
so-called ego psychology school in which you 
were trained, and you have not made the popu-
lar fashionable shift to the two-person psychol-
ogy and relativism that pervade psychoanalyt-
ic thinking today.” 

“I will take that up in the final part of this 
memoir,” I said, “But let me continue please.” 
My excited discovery and reading of Heidegger 
helped me to understand the defective ego feel-
ing and the quest for being in the borderline pa-
tient [76]. Borderline patients typically complain 
of the meaninglessness of life and a vague sense 
of being “alive but not alive” often relieved by 
tactile contact or drugs and nothing else – this 
produces an enormous challenge to the resourc-
es of the psychotherapist. The intense suffering 
of these patients becomes more intelligible and 
less puzzling when one reviews the dramat-
ic and lifelong preoccupation with Being of the 
philosopher Heidegger, even though he was per-
sonally a very flawed and repugnant man. “He 
couldn’t have been more different than Bertrand 
Russell, my favorite thinker,” added George 
firmly, “And I think his Nazi sympathies dis-
qualify him as a philosopher.”

In psychodynamic terminology borderline 
complaints are traced to the lack of good-enough 
holding in infancy, resulting in what Federn [77] 
described as a defective ego feeling. The obses-
sive quest for Being or of “meaning” in life and 
the vague sense of inner deadness are symptoms 
of defective ego feeling. This defect also feeds 
into the classical difficulty of borderline patients, 
their deficient sense of relating to both the hu-
man and non-human environments in spite of 
apparent superficial efficiency of ego function. 
Federn introduced his concept of ego feeling, the 
capacity to develop a secure relationship to the 
non-human environment as well as an I-thou re-
latedness that is grounded on a healthy ego feel-
ing. It is this healthy ego feeling that is lacking 
in the borderline patient. Because the cause for 
this disturbance can be traced clinically to a lack 
of good enough-holding in infancy, the physical 
sensation of holding at an extremely primitive 
level offers a temporary sense of relatedness to 
the patient. Ego feeling that is basically missing 
cannot be replaced with any kind of intellectu-
al or verbal exchange. Giving in to the patient’s 
wish to be held, as all too often happens, is use-
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less. It produces temporary relief but contributes 
to fixing the patient on primary process gratifi-
cations and avoids the working through of eti-
ologic factors and, in my clinical experience, in-
creases the patient’s rage. Patients suffering from 
defective ego feeling are uniquely sensitive to 
countertransference manifestations in the ther-
apist, especially when they involve a lack of psy-
chological presence or of “being there” with the 
patient. It is the experience of the therapist’s per-
sonality and the encounter with the therapist as 
a human being who is truly present, rather than 
any verbal exchange that makes the fundamen-
tal difference in therapy of such patients.

Ego feeling is difficult to define clearly. It has 
to do with the feeling that one has of one’s own 
self, a kind of subjective experience, the sen-
sation of one’s ego. The ego, says Federn, is 
more inclusive than the sum total of the usu-
al ego functions that psychoanalysts talk about. 
It includes the subjective psychic experiences of 
these functions with a characteristic sensation. 
As long as the ego functions normally one may 
ignore or be unaware of its functioning just as 
normally there is no more awareness of the ego 
than the air one breathes. Only when respira-
tion becomes burdensome is the lack of air rec-
ognized. The subjective ego experience includes 
the feeling of unity, contiguity and causality in 
the experience of the individual. In waking life 
the sensation of one’s own ego is omnipresent, 
but it undergoes continuous changes in quality 
and intensity.

“Aren’t you taking a rather long leap there?” 
asked George. “To take a jump from Heidegger’s 
quest for Being to Federn’s ego feeling seems to 
me a jump that would not be approved of by 
Heidegger. It is difficult to assess Heidegger’s 
thinking because his writing is very confusing, 
his thinking is muddled, and it is all infested 
with his Nazi and anti-Semitic sympathies. This 
is especially clear in the recent publications of 
his Black Notebooks. So let us go back to your 
clinical work and try not to bring Heidegger into 
the discussion.”

I replied, “It is true there are many complaints 
about Heidegger’s thinking and personality, and 
I would be the first to agree with them but he 
did have a startling idea here, although it is very 
difficult to pin down. I do think he was on to 
something extraordinary [11, p. 405-26] and that 

it does relate to Federn’s notion of ego feeling. I 
hope to discuss this later, along with Winnicott’s 
[70, p. 54] remarks and his others on the ‘conti-
nuity of being’.” 

Around this time, my book the Intensive Psy-
chotherapy of the Borderline Patient was pub-
lished [78], offering in detail what I have sum-
marized here and including case presentations. I 
went on to publish three papers on the practical 
aspects of the psychodynamic psychotherapy of 
borderline patients. The first of these [79] was a 
straightforward description of my work, which 
then had lasted over 15 years, on the diagnosis 
and treatment of the borderline patient with spe-
cial emphasis on the problem of transferences, 
the middle phase and so on. The ordinary prac-
ticing psychotherapist tends to be confused by 
the number of conflicting theoretical formula-
tions regarding the so-called borderline patient. 
As a general rule of thumb, intensive psychody-
namic psychotherapy with such patients begins 
with a working alliance and prevention of dan-
gerous acting out. In the proper atmosphere with 
an uncovering stance, a working alliance forms, 
and characteristically narcissistic transferences, 
transitional object transferences and certain dis-
ruptive affect-laden transferences appear. Care-
ful handling of these contributes to the uncover-
ing of the patient’s childhood disappointments, 
profound rage and consolation fantasies.

“Easier said than done,” remarked George.
Most of the middle phase of treatment, howev-

er, is characterized by focus on problems of mis-
trust and adaptational failures as they appear in 
current life problems and as they developed at 
an earlier time of life. It is help with understand-
ing the origin of these problems and the subse-
quent formation of a stronger ego that is the cru-
cial task of treatment of these patients. At this 
point I felt that it was problematical whether the 
notion of borderline patient would ever become 
a theoretical or metapsychological entity. The 
value of the concept lies in the clinical descrip-
tive diagnosis of DSM-5 with the implications of 
poor ego structure and consequent requirements 
for the proper therapeutic approach.

I published a long case presentation [80] in 
which I illustrated some of the issues I have been 
talking about. I fully realize the existence of a 
whole literature by numerous authorities who 
disagree with each other and who also would 
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disagree with some of my contentions and ap-
proaches to the patient as presented in these pa-
pers. Part of the problem is due to the variety of 
patients characterized as borderline but I do not 
think that interpretations in the early phases of 
the therapy are as important as the actual hu-
man encounter between the patient and the con-
sistently unanxious therapist. I focused on the 
therapeutic alliance in which searches for object 
replication appear, and emphasized attunement 
as the basic technical tool [81]. I thought Fromm-
Reichmann [82] was correct when she said that 
the patient needs an experience not an explana-
tion. To provide such an experience and form a 
working alliance with such patients, regardless 
of the theoretical controversy over them, along 
with finding some effective procedure for lim-
iting the patient’s dangerous acting out, is the 
first task in the intensive psychotherapy of such 
patients, common sense tells us. I offer details 
of how this alliance can be formed: consistently 
and frequently being at the service of the patient, 
at a time arranged to suit mutual convenience; 
being reliably there, usually on time; for a con-
tracted period, keeping awake and being profes-
sionally preoccupied with the patient and noth-
ing else, such as note-taking, telephone calls, 
tape recorders, and so on; the expression of love 
in the positive interest taken and “hate,” as Win-
nicott [83] called it, in the strict start and finish 
and in the matter of fees; the sincere and ded-
icated attempt to get in touch with the mental 
processes of the patient, to understand the ma-
terial presented and where the patient is at, and 
to communicate this understanding by proper-
ly timed and formulated interpretations; the use 
of a method stressing a non-anxious approach of 
objective observation and scientific study with 
a sense of physicianly vocation; work done in a 
room that is quiet and not liable to sudden and 
unpredictable sounds, and yet not dead quiet; 
proper lighting in the room, not a light staring in 
the face and not a variable light; keeping out of 
the relationship both moral judgement and any 
introduction of details of the therapist’s person-
al life and ideas; staying, on the whole, free from 
temper tantrums, free from compulsive falling in 
love, and so on, and in general being neither hos-
tile and retaliatory nor exploitative toward the 
patient; maintaining a consistent clear distinc-
tion between fact and fantasy so that the ther-

apist is not hurt or offended by an aggressive 
dream or fantasy. All this adds up to the thera-
pist behaving himself or herself as a relatively 
mature adult and showing a realistic and con-
sistent dedication to the work of the treatment. 
Unanalysed acting out by the angry or narcis-
sistic therapist – so common these days when 
everybody claims to be a “therapist” – stirs up a 
veritable storm of trouble and emotion in a bor-
derline patient.

“Easier said than done,” said George again, “It 
does not seem to me that this is a technique that 
would reliably be successful, and I think you are 
again being very unrealistic.” It is not always 
successful; I went on to publish three papers giv-
ing examples of how it does not work out. The 
first of these [84] pointed out that the practical 
situation Greenson ran into by trying to treat 
Marilyn Monroe is similar to the practical situ-
ation we run into when treating narcissistic and 
borderline patients. If we are strict with the pa-
tient and insist on hospitalization for drug with-
drawal, for example, or for protection of the pa-
tient against self-destructive acting out, or even 
try to place some limitations on the patient’s be-
havior, the patient declares that we are not com-
patible and goes elsewhere. If the patient en-
counters a therapist who denies the seriousness 
of the situation and tries to treat him or her like 
a conflicted neurotic, the patient may remain in 
therapy for a while but nothing happens at all. 
Then there arises a gradual frustration on the 
part of the therapist with the danger of sliding 
into a therapeutic misalliance or countertransfer-
ence acting out. The patient is in a sense manip-
ulating the therapist as a selfobject in the service 
of a narcissistic disorder and refuses to tolerate 
even the minimal restrictions and the narcissistic 
disappointments incumbent on not having their 
way at all times. This must be interpreted to the 
patient and if the patient cannot accept this in-
sight he or she becomes by definition untreata-
ble by the method of psychoanalytically orient-
ed psychotherapy.

I do not know that Marilyn Monroe was such 
a patient because I never had the chance to con-
front her and I have no evidence that anybody 
ever did. Unfortunately, we have only very 
sketchy information about the details of any of 
her treatments. I do feel that the case of Marilyn 
Monroe demonstrates the power of the psychol-
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ogy of the self in explaining and bringing togeth-
er the diverse phenomena of severe narcissistic 
personality disorders, and it best explains why, 
in spite of the tremendous commercial and pop-
ular success of Marilyn Monroe, a state achieved 
by very few movie stars, she remained an emp-
ty depleted self who died of a regressive attempt 
to cure her central defect. Some of the behav-
ior of her analyst, a highly respected senior pro-
fessional, indicates what a tangle one can get 
into, such as taking the patient home with him 
to be with his family, cutting his vacation short 
when she was upset, and so on. I personally re-
member one instance when we were invited by 
a good friend, a senior psychoanalyst, for din-
ner at his home. When the family sat down at 
table, I noticed an individual there whom I had 
never seen before. It turned out he was a pa-
tient of the analyst whom the analyst brought 
home to live with his family. I did not really be-
lieve these things happened until that incident, 
although I did know of some cases where the an-
alyst divorced his wife and married one of his 
patients. But this seemed even more extraordi-
nary, although at the table the patient did not 
participate in the conversation. My guess is he 
was schizophrenic and the analyst was trying to 
maintain him in remission somehow. 

I moved on, perhaps stimulated by the ex-
perience at the analyst’s table, to discuss one 
of my favorites in the operatic literature, Rich-
ard Wagner’s Der Ring des Niebelungen [85]. In 
my opinion the relationships in the Ring, seen 
as a drama of pre-oedipal destruction, are as-
sociated with the kind of problems we run into 
with borderline patients. The drama of the Ring 
is not primarily associated with anything oedi-
pal or the subject of normal feminine sexuality 
and development. It lies in the deeper struggle 
that must be gone through in every pre-oedipal 
child, involving the eventual giving up of child-
hood narcissism and the acceptance of one’s lim-
itations without being consumed by narcissistic 
rage. Adults like Wotan, who have entered mid-
dle age immersed in fantasies of being all-know-
ing and all-powerful, usually end up like Wotan, 
with despair and depression. These are the mid-
dle-aged men who make wars that young men 
must fight. 

From the operatic literature I went on to study 
Strauss’s Elektra [86], and later Kundry in Parsi-

fal [87]. In the case of Elektra I tried to show that 
the unique and remarkable impact of the opera 
rests not only on its dramatic portrayal of the 
oedipal theme but also on an inspired expres-
sion of our archaic emotions, pre-logical thought 
and pre-oedipal concerns. It serves as a warning 
to clinicians confronted with manifest oedipal 
material to be sensitive to the diagnostic impli-
cations when the oedipal material is permeated 
with more primitive expressions and affects, pro-
ducing a curious and eerie ambiance and much 
disquiet in the therapist. The pre-oedipal disor-
der portrayed in Elektra is similar to the border-
line personality disorder and shows an oscilla-
tion between manifestations of madness, para-
noid pseudo-rationality, psychic fragmentation 
and organized paranoia, so the oedipal theme 
becomes suffused with archaic elements, mag-
ic thinking, ecstatic states, narcissistic rage, and 
primitive transitivism with blurred ego bounda-
ries. This produces a clinical picture and disrup-
tive ambiance quite different than that of a neu-
rotic patient with a nuclear Oedipus complex, in 
spite of the similarity of the manifest drama to 
the play of Sophocles’ Oedipus Rex. 

It is a good warning to psychotherapists that, 
when they feel disturbed by such patients, just as 
audiences were quite disturbed by Strauss’s op-
era, they ought to consider they might be deal-
ing with individuals suffering from pre-oedi-
pal disorders. The same is true about Wagner’s 
Kundry in Parsifal. The problems of feminine 
rage, feminine psychology and feminine self-de-
struction must be understood as multiply deter-
mined and not simply an appropriate manifes-
tation of social inequality in a male-dominated 
culture. This is illustrated by a study of patho-
logical and borderline women. Wagner’s female 
creation from Parsifal, Kundry, suffers from un-
resolved intrapsychic splitting, in which she os-
cillates from mature service to hatred, seduction 
and destruction of men. What is most empha-
sized is her misery and guilt, which are conse-
quences of her reality testing being sufficiently 
intact for her to be aware of this splitting and the 
consequences of it for her. She receives no un-
derstanding from the men around her. The fact 
that her guilt and conflict are emphasized has a 
hopeful prognosis for her imagined psychody-
namic therapy, as in the opera it makes her re-
demption possible. 
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“You are really getting far out,” said George, 
“and making some wide speculative generaliza-
tions which no scientist would dare to do.”

“Wait until you become acquainted with my 
next publication, George, ‘In the clutches of the 
devil’ [88].” Here I tried a different sort of exper-
iment in communicating with my colleagues. I 
was scheduled to give a regular presentation to 
the department of psychiatry at one of the lo-
cal hospitals and I decided to do it in a different 
way so they would remember it and not sleep 
through it as most people did at these presenta-
tions. I wrote a play that was later enacted at the 
1987 annual meeting of the American Psychiat-
ric Association and at a number of other profes-
sional meetings. It consists of a short and pre-
liminary attempt to weave together the themes 
of cultural pressures, individual life pressures 
and personal psychopathology impinging on a 
psychiatrist, all potentially leading ultimately to 
fragmentation in middle age. Because of his in-
ferior training and lack of personal psychoanal-
ysis the psychiatrist in this clinical example is 
unprepared and unable to cope with these dis-
integrating forces and succumbs to using a bor-
derline patient to treat himself. It also illustrates 
the phenomenological approach, letting the facts 
speak for themselves without classifications and 
formulations, in an attempt to generate a more 
genuine encounter with the patient, who in this 
play is the psychiatrist. Borderline patients are 
all too eager to get into tangles like this with 
their psychiatrist, which gives the patient a nar-
cissistic victory, demeans the professional man, 
and makes treatment impossible. They are also 
very skilled at it.

“I do not understand,” said George, “Are you 
writing a play and acting in the play?”

“I hired an actor to take the role of the psy-
chiatrist and presented him to the audience as 
a visiting consultant on a particular case that he 
was going to present. During the case presenta-
tion he breaks down and reports that he has be-
come utterly enamored of the patient to the ex-
treme of throwing everything in his life away 
for her. This is not as rare as it sounds, for bor-
derline patients can be extremely seductive, and 
impaired therapists provide dramatic examples 
of what such patients can do. After the affair is 
over the psychiatrist is left in ruins and the pa-
tient brags she has seduced a psychiatrist and 

therefore all psychiatrists are simply men pre-
tending to be something more than they real-
ly are. I often have suggested to residents and 
therapists alike that they read the story Rain by 
Somerset Maugham, which is not so different 
from this play.” 

“Well, how was the play received?” asked 
George.

“It was hard to tell because the play was rath-
er shocking and something that had never been 
done before in any of the psychiatric grand 
round presentations, although one or two psy-
chiatrists remarked, ‘This is what you can expect 
from a presentation by Chessick,’ a statement 
that can be interpreted in several ways. Wheth-
er they got anything out of the play, I was real-
ly not convinced. I could see that the play pro-
duced a lot of anxiety in the audience of psy-
chiatrists; also a psychiatrist friend of mine was 
tipped off in advance and asked to observe the 
audience, and he agreed. It was an attempt to 
communicate in a different way with my col-
leagues about the problems in the treatment of 
borderline patients.”

I closed my series of papers on the psychody-
namic psychotherapy of borderline patients with 
a review of many of the aspects of the treatment 
that I have now discussed [89]. Whether this 
has a genetic or environmental origin, their pro-
found volatility and anger and their extraordi-
nary capacity for seductiveness produce what 
Kernberg [90] has labeled a global countertrans-
ference that he considers a diagnostic indicator 
of the condition. In contrast to Kernberg’s more 
technical and highly specific views of the dy-
namics involved, I argue there are no pathogno-
monic systems, no specific personality constel-
lations, and no compelling evidence for a defin-
itive stage in infant development when this dis-
order is fixed; all stages are involved, from faulty 
foundational to oedipal periods. Therapy is long, 
tedious, and requires our willingness to patient-
ly catalyze the patient’s resumed development 
and to endure the periodic and at times frighten-
ing disruptions – and they can be very frighten-
ing, such as threats of violence or suicide. Nar-
cissistic rage can become so overwhelming that 
a critical value is crossed; previous compromise 
formations such as obsessional rituals or maso-
chism are suddenly overshadowed by a massive 
projection and projective identification. This pro-
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duces an emergency and can break up the treat-
ment and it constitutes an ever present danger in 
the treatment no matter how long the treatment 
has been going on and how confident the ther-
apist might be that he or she has formed a good 
“working alliance” with the patient.

Continuing my study of borderline patients, 
the next step was experimenting with the use of 
the couch in the psychodynamic therapy of such 
patients, to get closer to the psychoanalytic situ-
ation. I found right away that three types of pa-
tients could not be placed on the couch under 
any circumstances: adolescents, borderline pa-
tients with obvious depressive, suicidal or par-
anoid tendencies, and severely affect-starved or 
anxious borderline patients [91]. In the series of 
14 patients that were transferred to the couch a 
definite improvement occurred in 6, no detect-
able change in 2, and a worsening in 4. Two of 
the patients left therapy. Some patients who im-
proved when switched to the couch seemed to 
be unbearably frightened by the closeness aspect 
of the face-to-face treatment and consequently 
were forced to retreat into silence, whereas on 
the couch they could speak more freely. Anoth-
er type of patient, overwhelmed by sexual and 
dependent longings in the face-to-face position, 
found that using the couch enabled them to relax 
and use the psychotherapy better. The increased 
distance between patient and therapist the couch 
seemed to produce by placing the therapist out 
of the line of vision led to the improvement. 

On the other hand, an immediate but reversi-
ble deterioration did occur in four patients, illus-
trating the dangers of the procedure. Some bor-
derline patients experienced the couch in terms 
of visual deprivation, which led to an increase 
in their already overwhelming affect hunger. 
The therapist has to determine, depending on 
the aims of the treatment and psychodynamics 
of the patient, when to use the chair or couch. 
In my experience the couch is a sophisticated 
tool which demands experience, good training, 
alertness and self-understanding, along with 
continual reassessment from the therapist, so it 
is not the couch but the therapist who uses it 
that counts.

After many years of doing psychodynamic 
psychotherapy with borderline patients, I be-
gan to place a number of them on the couch 
and approached a more formal psychoanalytic 

stance. With some I had success and with others 
I had failures, even though many of the patients 
whom I chose made progress. Already in mid-
career I was more and more impressed with the 
longing for the pre-oedipal mother which never 
goes away in borderline and addicted patients. 

Perhaps by looking very carefully at this, I 
thought, I could learn more about it from my 
patients. This defect manifests itself in longing, 
hunger, restlessness, depression and self-abne-
gation and is unanalysable in the sense that al-
though it can be painfully faced, it is not a con-
flict but rather a deficit inside. Many patients 
have to learn to live with it in some fashion that 
is not self-destructive. Discussing the more for-
mal psychoanalytic treatment of borderline pa-
tients I noted the controversy as to whether they 
can form therapeutic or “working” alliances [92], 
but I argued that the problem with borderline 
patients is not whether or not they can form a 
therapeutic alliance. Instead, the problem is 
how to get them to come 3 or 4 times weekly for 
psychoanalysis, since most of these patients are 
unsuccessful or even being supported by fam-
ily members and, in this age of managed care 
and unbelievably greedy and heartless insur-
ance companies, they receive little support from 
third-party, corporate, so-called healthcare pay-
ments. This is a catastrophe for a substantial seg-
ment of our patient population, since without in-
tensive long-term psychoanalytic treatment the 
life situation of borderline patients tends to de-
teriorate, lurching from crisis to crisis and often 
involving drug addiction, alcoholism, episodes 
of self-mutilation, and suicidal attempts that are 
sometimes successful. 

Our society is deliberately throwing these pa-
tients onto the trash heap, along with all the un-
fortunate occupants of our public mental hospi-
tals who have been ejected to live in our streets, 
alleys and doorways. Foucault was certainly cor-
rect when he said that every society should be 
judged by how it treats the poor, the sick, and 
the mad. Their capacity to be successfully ana-
lyzed is a function of what I called nothingness, 
meaninglessness, chaos, and the “black hole” 
in these patients, which I have also frequently 
observed in addicts [93]. The emergence of an 
unendurable state in these patients is often de-
scribed by them as a sense of nothingness, mean-
inglessness, chaos, or a “black hole,” a falling 
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through space into a void. Previous discussions 
in the literature have emphasized the relation-
ship of this to an infantile catastrophe, a failure 
in the initial nursing couple with all this implies 
for core psychoses or impaired ego functioning 
or a faulty sense of self. I concluded that the in-
teracting combination of parental failure and the 
child’s contribution, both in fantasy and from in-
nate biological factors, is followed by the esca-
lation of these failings into the formation of a 
closed system of horror. This central system of 
horror which the patients are trying to tell us 
about by invoking such phenomena as black 
holes, chaos, void, meaninglessness and so on, 
is extremely refractory to therapeutic influence 
because it is such a closed system, like a walled 
off abscess, around which the rest of the person-
ality defensively develops in pre-schizophrenic, 
borderline, addicted and other personality dis-
order patients. To breach this wall there is a dan-
ger of reopening the abscess with a flood or mi-
asma of malevolent elements drowning the ego. 
I offered some case presentations and discussed 
them mainly to illustrate that the emergence of 
such “black hole” material should not automat-
ically be attributed to any one underlying intra-
psychic situation but can have many meanings 
in one patient as well as a variety of different 
meanings in different patients. 

“Well, you have had a lot to say about border-
line patients,” said George, “But I don’t see how 
they are much amenable to improvement by the 
ordinary practicing therapist. As I understand 
it, these are very difficult patients and you have 
sort of painted yourself into a corner by running 
out of further recommendations and repeating 
yourself too much. In addition, there is total con-
troversy about the topic, what a borderline pa-
tient is, how one becomes a borderline patient, 
and how one treats a borderline patient, and 
there are no ways of producing reliable experi-
mental evidence about who is right and who is 
wrong. This is not my idea of research and it is 
more in the area of speculative philosophy. The 
only difference from philosophy is that these are 
patients who are suffering and need all the help 
they can get; it is not a matter for simply philo-
sophical discussion. To my mind you have left 
the area of scientific research entirely and you 
should resign your membership in the Sigma Xi 

research fraternity, which at one time you were 
so happy to obtain.”

I tried to point out to George and other tra-
ditional scientists that philosophers have long 
considered these matters [94]. The basic prob-
lem of 20th-century man has been presented by 
Kierkegaard as an anxiety or restlessness or an-
guish that increases as science demolishes sys-
tems of belief previously thought of as inviola-
ble. Man with his increased leisure remains un-
happy because successful creative and altruistic 
activity must occupy that leisure if psychogenic 
tensions are to be released. It is the task of mod-
ern psychiatry to point out these facts to mod-
ern philosophers but they very often do not do 
so. It is the paramount task of philosophers not 
to recommend regressive “leaps of faith” to us 
or to take refuge in mystical “systems”, but to 
help us examine human value systems in order 
to guide us toward those forms of humane activ-
ity that are most effective, most gratifying, and 
most beneficial to humans, both as individuals 
and as a species that I regard as now endanger-
ing its own existence. All my life I have won-
dered how it is that a species that can land a 
man on the moon, and even soon on Mars, is so 
completely unable to stop its members from kill-
ing other members, regardless of the rationaliza-
tions for the killing, which invariably are appall-
ingly stupid. I do not understand why as a spe-
cies we have been unable to conquer the “death 
instinct,” as Freud [95] described it, and to base 
all human activity everywhere in the world on 
a reverence for human life.

Forthcoming: part three will present parerga 
and paralipomena [with apologies to schopen-
hauer] to parts one and two. 
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