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  This book is dedicated to the many patients and students from whom I have learned so much.




  Preface




  

    A Structural, Object Relational Approach to Clinical Theory and Practice


  




  In my clinical work, teaching, and consultation, my emphasis is on understanding psychological behavior and clinical symptoms in terms of the patient’s underlying character structure. The impact of the patient’s early experiences, the meaning of behavior, particularly the nature of interpersonal relationships, and the function of the defenses can all be understood in structural terms. For example, we must distinguish between obsessive behavior that functions to hold together a fragile, inadequately integrated self, and obsessive behavior that defends against awareness of impulses that generate guilt or interpersonal anxiety. In discussing a patient’s history and the particular trauma to which he was subjected, I will wonder: Who was the child to whom this trauma happened? Was this person a well-integrated and well-differentiated 7-year-old, or a borderline child already at risk because of failures of the primary caretaker in the first three years of life? And where was this individual along the developmental continuum at the time of this historical event? The implications of these facts are critical for the patient’s treatment.




  Psychic structure refers to an enduring organization of psychological elements, enduring being the salient word here. The structure we refer to as the self ideally encompasses all aspects of the psychophysiological self: somatic experience, affect, impulse, perception, and thought. The development of the mental structures we call the self and object representations takes place in the context of the primary caretaking relationship, as well as in the context of built-in schedules of maturation. What was first interpersonal becomes intrapsychic—that is, structured—and what is then intrapsychic is expressed interpersonally. The term object relations is a structural concept, referring to the inner mental structure of the self and object representations and their dynamic interplay, along with associated characteristic feelings, wishes, and fears. These mental representations develop in a manner outlined by Piaget in his description of the evolution of cognitive schemata (1934). The object relational situation, the inner psychological structure, becomes manifest in interpersonal relationships, the transference being one that is of particular interest to the therapist.




  Sandler (1981) notes that every wish comes to include a representation of the person’s own self and a representation of the object who has a role to play in the fulfillment of the wish. That is, the wish contains representations of both self and object in interaction. What is wished for is a specific interaction. By the same token, there may be a feared interaction that is warded off by a variety of defenses or strategies. The individual may attempt to make the wished-for interaction real either in fantasy or vis-à-vis the other, particularly the therapist. I have defined transference resistance as a way of managing the therapeutic relationship so as to bring about a wished-for interaction or to prevent a feared one.




  My personal bent is an integrative one, which may be one reason I was drawn to object relations theory. The object relational perspective enables a theoretical integration of major principles of self psychology, drive theory, and ego psychology. It also clarifies the link between the family relational system and the intrapsychic makeup of the individual.




  I see the view of those self psychologists who consider the object only in terms of its function as seriously limited. Stolorow and colleagues (1987) reject the notion that borderline personality disorder is a manifestation of pathological structure when they define “borderline” as an iatrogenic myth based on therapists’ failures to function as an adequate selfobject with severely narcissistically vulnerable patients.




  The importance of the object, or primary caretaker, goes far beyond the selfobject function as just described, although the holding, containing, affect-modulating, and mirroring functions certainly are an important aspect of the primary relationship. The primary caretaker is also a specific person with whom identifications will be made, who may be internalized as an unassimilated introject, or with respect to whom certain specific adaptations or modifications of the self will be made to secure the relationship. One of these adaptations is that of the false self, as first described by Winnicott (1965), which characteristically coexists with a split-off true self. All of these arrangements are set down in structure as central to the enduring organization of the mind, and they will be expressed in one way or another throughout life.




  The primary caretaker is also the individual into whom the child will project its own impulses and feelings, as when a 5-year-old boy says to his mother, “You don’t like me,” when indeed, it is he who angrily denies his own love. The mother will also be confronted with the child’s conflicted wishes, so evident in the 4-year-old boy who both yearns for and rejects his own passive—dependent attachment to her, who pushes away from her in the service of his individuation and sense of maleness. The view that development will go smoothly given a willing selfobject denies what I see as conflict that is intrinsic to the developmental process itself. It also denies how the child, with its cognitive limitations and primitive mental mechanisms, will participate in the creation of its own internal world, a world that is an amalgam of actual experience and perception. We need always remind ourselves of the distinction between narrative truth and historical truth.




  The unique quality of the primary relationship will leave its mark on the individual’s psyche. The shadow of this relationship will be manifest in all future significant interpersonal relationships. What is at first interpersonal becomes structured as the enduring organization of the mind—that is, it becomes intrapsychic—and then what has become intrapsychic once again becomes expressed in the interpersonal situation. An object relations approach is inevitably an interpersonal approach, and in the clinical situation it will be expressed in the form of transference and countertransference. Attention to the interpersonal process is part of the object relations approach, in my view. Research findings indicate that patients benefit most from psychotherapy when the therapist correctly identifies their core relationship problem regardless of the presenting problem (Lubarsky et al. 1988). This identification is enhanced by the therapist’s understanding of the underlying structural situation in object relations terms. As such, interpretations formulated around wishes, fears, feelings, or impulses in the interpersonal context have a ring of truth for the patient inasmuch as he has experienced them even though he is unable to articulate them.




  From this interpersonal, object relations perspective we can come to understand sometimes puzzling behaviors or symptoms. For example, a woman noted that when she was alone on weekends, she would become involved in a litany of self-criticism. One might be hard pressed to find the interpersonal wish in this report, yet exploration revealed that her mother’s criticism of her was the most familiar and emotionally salient aspect of their relationship. By reenacting this interaction in her own mind, she in effect brought her mother to her and then felt less alone. This reminds us of Fairbairn’s dictum that the child is object seeking rather than gratification seeking. In therapy, relinquishing the negative interaction, whether in fantasy or in fact, is likely to be accompanied by the experience of object loss. The apparent resistance to change may be a defense against that loss and an underlying depression; as one woman put it, “There would only be blackness and emptiness.” The pathological attachment cannot be relinquished until a healthy one has been established. This, of course, is often the most critical aspect of the therapeutic relationship. Healthy, depression-free individuation requires a structured good object, a loving internal presence.




  Looking for the embedded interpersonal metaphor frees us from unproductively joining the patient in obsessional thinking or behavior. I see bulimia as essentially a manifestation of a failed schizoid defense, a situation in which the pull of the exciting objects—the intensely needed but disappointing preoedipal mother and the overly sexual oedipal father of many female patients—is countered by the coexisting danger of moving in either direction. The obsession with food and weight, like any other obsession, serves to divert and bind the anxiety that belongs elsewhere—in this case, in a highly conflicted and intensely ambivalent interpersonal situation. One such patient noted at the outset of treatment that she didn’t want me to matter too much because she was sure I would disappoint her, and then she would be so angry that she might tear my office apart. We observe the object hunger and the attempted schizoid defense against its dangers not only of intrusion, but also of abandonment rage and incestuous sexuality. The symptoms can be understood in terms of the underlying character structure and the double approach–avoidance conflict and its dynamics.




  Other examples of the structural, object relations approach to understanding symptoms would be instances in which patients believe that they have been poisoned or that they are possessed, where this belief is a manifestation of the patients’ experiences of having been made the container of maternal projections, of one or more of the mother’s disavowed self or hated object representations. It is difficult for the child to establish boundaries between the self and those projections and identifications with what was projected. One woman described herself as the “family garbage pail,” into which both parents projected hated aspects of self; they then attempted to eradicate these projections in the patient. Dreams of overflowing toilets may also represent the individual’s sense of holding what parents have projected of their own internal world.




  Projective identification is an object relations concept. It entails projecting one part of a split representational world—one or more self representations or one or more object representations—into the other and then relating to that person as though she were, in fact, the projected self or the projected object. My patient’s father projected into her his own hated and shamed fearful self, sadistically placing her in dangerous or frightening situations, demanding that she be brave, and then ridiculing her for her fear. Another parent with a problem of low self-esteem may simultaneously project into a child both the hated helpless self and a grandiose self, with ensuing double-bind communications to the child. Children who have become the containers and personifications of these parental projections have difficulty developing their own identity and feel frightened and mystified as to what is real about them and what is not. They increasingly turn to others to define reality for them, making themselves susceptible to becoming the container for projections in later relationships. One has to be careful about making interpretations that then become for patients yet another external definition of who they are. The self psychology concept of failures of parental empathy, although valid, is of little help in understanding and working with the specific and idiosyncratic nature of the patient’s internalizations and identifications.




  Although I do not believe that we can ignore the drives, I do not view. them as prime movers unless there has been a failure to structure them within a cohesive self in early development. Instinctual drive is one aspect of experience that must be integrated within the self along with other aspects of experience, both internal and external. The capacity for control of the drives—one of the functions of the ego from an ego psychology perspective—is an outcome of this integration. Failure to achieve control of instinctual drive suggests a failure of the organizing processes that lead to the structuring of the self. The structuring of drive, or the structuring of affect, relates to their integration within a cohesive, object related self representation. It marks the difference between the individual who indiscriminately shoots down everyone in sight and the person who can say, for example, “I hate my father because he hurt my feelings.”




  It is useful to map, so to speak, the specific set-up of the self and object relational world in order to understand shifting ego states within the treatment hour. For each state there is a self representation/predominant affect/and object representation gestalt. The evoking of any aspect of the gestalt is likely to evoke its counterparts. An example of one patient’s complex intrapsychic arrangement is as follows, in the order of downward, regressive movement:




  	inadequate false self/insecure, dependent/superadequate object




    	unhappy self/missing, yearning and angry/unattainable object




    	the true self/overwhelming sadness/amorphous object




    	paranoid, undifferentiated bad self/hate, fear/bad object




    	autistic self/anaclitic depression/no object


  
The major defensive structure was that of a split-off schizoid self, a state which this patient found intolerable. The patient’s closest relationship with his actual mother is as the container of her inadequacy as well as of her grandiosity—that is, through a false self. When she becomes unavailable, he cannot sustain the connection apart from their interaction. First he yearns for her, and then he denies that he wants her as a defense against the intolerable pain and to ward off anger. The denial leads to the experience of object loss and the overwhelming sadness, a state he reports as feeling most real. If reparation is not made by the other at this point, there is a split between the good and bad object, and the patient is left with his rage at the bad, abandoning object. His rage annihilates the object altogether, and he sinks into an anaclitic, vegetative depression, with no sense of an object of any kind. The malignant regression would occur as a result of the therapist’s failure to discern the emergence of the sad, true self and to connect empathically.




  The major therapeutic task is to establish a positive attachment with the true self—to join the patient in his sadness—and to interpret when the observing ego is available. This patient is, in effect, a well-functioning individual in the outer world.




  If we view the self as developing within the context of the mother–child matrix—and this includes all facets of that self, including the way it controls its impulses, uses its potential intellect, or structures reality—then we can expect to find a correspondence between disturbances of that psychological self and the nature of the relationship with the primary mothering person or persons. This will be manifest in the patient’s developmental history, in the nature of his inner representational world, in the quality of present-day relationships and functioning, and in the quality of his relationship with the therapist.




  In the treatment of character disorders, the therapeutic matrix can be viewed as analogous to that provided by the good-enough mother of the early years. It is a relationship within which repair of an impaired structure may take place. Within the therapeutic interpersonal matrix, various split-off aspects of self can be experienced, expressed, and integrated. The treatment relationship facilitates the attachment process, which will eventually provide the basis for the internalization of maternal–therapist functions and interactions and for the further integration of the self within a context of human relatedness. The therapeutic matrix facilitates differentiation, the structuring of the boundaries of the self, the achievement of identity coupled with the achievement of object constancy, and the structuring of a guiding and loving superego. With structural repair and growth, the archaic images of self and object, which were theretofore played out in interpersonal relationships in the here and now, will loosen their grip on the patient’s life and fade into the realm of the archaic unconscious, perhaps to reappear in dreams or artistic creation.




  The chapters in this volume were selected from a larger group of papers that were written over the past twenty years. They were selected for this book because the issue of structure was clearly relevant in each. Inevitably, there will be some repetition of ideas as they are reworked and expanded over time, sometimes with changes that evolve by virtue of clinical experience. Long-term treatments afford us the opportunity to observe the process of structural change and the concomitant changes in the patient’s way of being in the world. Psychoanalytic theory is an ever-evolving system of concepts that becomes richer as new insights are integrated and old ones modified.




  In Part I, “Development of Character,” I have included the following material:




  Chapter 1, “Stages and Processes in the Development of Early Object Relations and Their Associated Pathologies,” became the nucleus for my book Object Relations and the Developing Ego in Therapy (1979). It marks my continuing attempt to understand psychopathology in structural, object relational terms. There were some modifications in my thinking by the time I wrote that book, and the original diagram has been replaced here by a later one from the book.




  In Chapter 2, “Object Relations Theory and the Primacy of Structure,” I explore patients’ awareness of structural aspects of the self and its deficiencies.




  Chapter 3, “The Roots of Anxiety, Character Structure, and Psychoanalytic Treatment,” approaches the question of anxiety from a structural point of view.




  Chapter 4, “Refusal to Identify: Developmental Impasse,” examines the structural and characterological implications of a defense against identification with the mother.




  In Chapter 5, “The Idealization and Sexualization of the Power Attributed to the Male Figure,” I note that love, as a combination of intense positive affect and emotional attachment, is experienced at every level of development. Its quality in the transference will depend on the patient’s level of development in structural terms.




  Chapter 6, “From Attachment to Identification: The Female Analyst and the Female Patient,” discusses problems associated with the conflicted identifications of some female patients vis-à-vis the oedipal and postoedipal mother as well as the father. In these instances we see how conflict interferes with structure, with the ultimate consolidation of ego and superego identifications.




  In Part II, “Character Pathology,” I have included the following:




  Chapter 7, “Early Object Relations and the Concept of Depression,” is an attempt to understand the symptom of depression from an object relations point of view. In the current climate of biological emphasis and pharmaceutical treatment, it is important that we not forget about the earliest developmental situation that sets into motion the depressive process and the characterological aspects of depression. We know that just as the physical state can affect the mind, so can one’s mental state exert a profound effect on one’s physiology. When the only way a child can connect with its depressed mother is to join with the mother in her predominant mood, we will miss the structural implications if we treat the mood alone without understanding and psychological treatment of the characterological pathology.




  Chapter 8, “Bulimia: A Complex Compromise Formation,” addresses the subject of bulimia as a failed schizoid defense. The presence of a grandiose self is also considered.




  In “Pathology of Gender Identity Development,” Chapter 9, I discuss gender identity development as an aspect of the early structuring of the self representation.




  In Chapter 10, “Pseudoschizoid Development: The Little Boy’s Dilemma,” I make the distinction between the schizoid personality and schizoid-like defenses of the healthier male patient.




  Chapter 11, “The Double Approach–Avoidance Conflict and Obsessive Disorders,” notes that obsessive disorders may manifest a double approach–avoidance conflict at various structural levels. Stage-appropriate interpretations of the underlying developmental dilemma lead to a resolution of the developmental impasse and an abatement of the obsessive symptoms.




  Chapter 12, “Creativity and Pathological Solutions,” explores a number of variations of pathology of the structure of the self: the false self (Winnicott), the as-if personality (Deutsch), the constructed self (Horner), the self-effacing personality (Horney), and the factitious disorders (DSM-III).




  In Part III, “Treatment of Character Pathology,” the following material is covered:




  Chapter 13, “The Creative Alliance,” speaks to the importance of the integration of the various psychoanalytic theories for the full understanding of the individual and his character structure, and for doing the work of psychoanalytic treatment.




  Chapter 14, “Ego Boundaries and Resistance,” notes how structural pathology and the need to defend against its associated vulnerabilities stand as a source of resistance in the treatment situation.




  “A Characterological Contraindication for Group Psychotherapy,” Chapter 15, was written at a time (1975) when many group psychotherapists were failing to address the growing body of theory concerning character disorders. Many patients with narcissistic personality disorders were referred to group treatment on the basis of a need for confrontation—a situation that often proved to be nonproductive for the patient at best, and destructive for both the patient and the group at worst.




  In Chapter 16, “Object Relations, the Self, and the Therapeutic Matrix,” I specify the need to relate the treatment to the underlying character structure. That is, an accurate assessment of character strengths and vulnerabilities must inform the treatment.




  Chapter 17, “Innovative Techniques in Work with Character Disorders,” encourages the therapist to be creative in the treatment situation but notes the importance of that creativity’s being informed by and appropriate to the patient’s specific needs.




  “Will, Transcendence, and Change,” Chapter 18, discusses the concept of will and its relation to structural pathology.




  Chapter 19, “The ‘Real’ Relationship and Analytic Neutrality,” discusses the importance of the patient’s relationship with the therapist insofar as it serves as an alternative to the childhood relationships that were structured in early development. This alternative then becomes the basis for new identifications and structural change.




  In Chapter 20, “Object Relations and Transference Resistance,” I directly address the effect of structural pathology on the therapeutic process. “Resistance” may function to preserve the self.




  Chapter 21, “The Oedipus Complex,” is included here in the interest of following the early developmental process along with its structural implications through this critical phase, which overlaps with the rapprochement phase of the separation–individuation process.




  Finally, Chapter 22, “Preoedipal Factors in Selection for Brief Psychotherapy,” considers the use of brief-psychotherapy techniques in patients with structural deficit.




  PART ONE





  

    Development of Character


  




  1





  

    Stages and Processes in the Development of Early Object Relations and Their Associated Pathologies


  




  In its attempt to understand and classify the psychological disorders of childhood, taking into account the many psychosomatic, developmental, and psychosocial factors that may be operative, the Group for the Advancement of Psychiatry (1966) observes that “no classification can as yet be made of childhood psychological disorders in relation to specific pathogenic characteristics of the parent–child relationship” (p. 200).




  Although this may be true with respect to certain child-rearing behaviors, we can say that we most certainly can make such a classification if we have as our focus the development of object relations along the continuum from the normal autism at birth, through the process of attachment to the mothering object, and from this point through the process of psychological individuation from the object and establishment of the self as a separate, yet related, individual. It is my contention that specific kinds of disturbances will be associated with either maternal failure and/or inability of the child to respond to normal mothering at any of these developmental stages or during the transitional processes that lead from one stage to the next.




  The ego psychologists, as represented by Hartmann, define the ego in terms of its functions. These are as follows: (1) relation to reality, (2) regulation and control of instinctual drives, (3) object relations, (4) thought processes, (5) defense functions, (6) autonomous functions, and (7) synthetic function (Beres 1956).




  What is not taken into consideration here is the essentially hierarchical aspect of these functions. The synthetic function seems most clearly related to the innate competency of the organism itself, its ability to assimilate, organize, and integrate its experiences from the very start. Differences in the extent of this innate competency may well explain why one child can master, at least relatively successfully, unfavorable environmental factors, while another child cannot. When the ability to process experience in this way is impaired at the very outset because of innate limitations of the organism, we will expect to find grossly disturbed behavior and functioning at all levels of development.




  So far as the remaining functions are concerned, it seems equally clear that object relations development is primary, providing the matrix within which the other functions develop.




  In a study of language and communication disorders in children, Wyatt (1969) concludes that the




  

    optimum condition for successful language learning in early childhood is a continuous, undisrupted, and affectionate relationship between the mother and child, manifested in frequent and appropriate communication, both nonverbal and verbal. Such communication is appropriate for the child if the mother takes her cues from the child’s behavior and verbalizations and provides the child with corrective feedback. [p. 19]


  




  And further,




  

    We assume ... that for a young child languages are not abstract symbolic systems which can be interchanged at will; the meaning of language for the child ... and the learning of language is embedded in a concrete total relationship. [p. 39]


  




  By the same token, the development of the sense of reality takes place within and through the relationship with the mother; “... the most important transitory step in the adaptation to reality ...” is that step “in which the mother is gradually left outside the omnipotent orbit of the self.” Here Mahler (1952) is referring to individuation and separation out of the symbiotic merger with the mother.




  If we view the ego as a self that develops within the context of the mother–child matrix—and this includes any facet of that self (such as how it controls its impulses or uses its potential intellect, or structures reality, all defined by ego psychologists as functions of the ego)—then we can expect to find a correlation between disturbances of that psychological self or ego and the nature of the relationship with the mother. The problem has been to adequately conceptualize that relationship within a developmental framework to allow for the drawing of such connections.




  Guntrip (1971) traces the evolution of object relational thinking from early psychoanalytic theory and presents a view of what he calls the person-ego (which he characterizes as a psychodynamic view), as opposed to what he calls the system-ego (and characterizes as a structural approach). The latter is exemplified by Hartmann. Although he eschews the structural approach as essentially nonpersonal, he presents us with what is, in fact, another structural view, only this time it is the structure of the ego rather than of a departmental psyche. He expands Fairbairn’s differentiation of the libidinal ego, the antilibidinal ego, and the central ego to include what he describes as the regressed schizoid ego. These aspects of self bear a striking resemblance to Freud’s id, superego, and ego along with the concept of what Winnicott (1965) calls the “true self.” The only true departure from the essentially early analytic view is his discussion of how the structure is evolved. He sums this up, saying, “A human infant can only grow to be a person-ego, a self, out of his original state of total mergence in and identification with his mother ... [and] through the period of his separating out from her mentally” (Guntrip 1971, p. 124). But, in effect, he skims briefly over the vicissitudes of this critical process, focusing more on the outcome of that process. He then views pathology as a split (and conflict) between the separate aspects of self as reflected in external and internal object relations.




  Mahler has, perhaps more than anyone else, recognized that it is the vicissitudes of this developmental process that constitute the critical factor in the understanding of certain kinds of disturbaces (1952, 1971). A comprehensive theory of object relations must integrate both the developmental process and the resulting ego structure.




  In an earlier work (Horner 1974), I addressed the limitations of the disease entity model for the understanding of that which is labeled “depression.” I explained it from the vantage point of object relations theory in its developmental aspects and examined its relevance to the concept of libidinal object constancy. It is this developmental process itself which is too quickly dismissed by earlier object relational thinkers, despite Klein’s and Guntrip’s delineation of “positions.”




  Freud’s concept of fixation is still valuable when seen as a developmental impasse to be resolved in treatment. Even with individuals who appear to be well beyond the early attachment–individuation struggle, its derivatives are frequently still evident.




  A distinction must be made between what is essentially a description of process and its deviations, and statements about etiology. Whether we are talking about a failure to develop attachment to the object, an inability to differentiate self from object, or a failure to separate and individuate from the object with the con-comitant development of object constancy, causative contributions can be made by either the infant or the mother or both.




  There may be a biological incompetency on the part of the child, such as an organically based inability to process and integrate incoming perceptual data, or a failure of the mother to provide what Winnicott calls “good-enough mothering.” Whatever the etiology, a clear understanding of what has gone wrong in the developmental process is basic to an understanding of the individual, how he functions, how he relates, what goes on in therapy, and in some general way, how therapy should be conducted.




  Where the nature of the etiology is most significant, perhaps, is in the formulation of a prognosis. It would make sense to expect that the greater the contribution of organismic incompetency, the poorer the prognosis and the more limited the treatment goals. An exception to this would be environmental failures at certain early critical stages that, at this point of knowledge, produce irreversible personality damage. This would pertain, for instance, to children raised in institutional settings where the opportunity to attach to a single mothering figure was absent and the ability to attach at all was irrevocably lost. Mahler (1952) states:




  

    In cases of symbiotic infantile psychosis the development of individuation has been missed at a time when essential basic faculties of the ego are usually acquired within the somatopsychic matrix of the primal mother–infant unit. In our experience, if and when differentiation in this matrix, highly specific for promoting sound individuation, is missed, the ego remains irreparably warped, narcissistically vulnerable, unstructured, or fragmented. [p. 303]


  




  With respect to etiology, it is also important to consider that what was at one time a causative factor may no longer be operative—much as the polio virus which caused paralysis is no longer active. Where an early lag in neurological maturation interfered with optimal personality integration at the very outset, it does not make sense to direct therapy toward an organic factor that has ceased to be operative; its developmental residua need, instead, to be the focus of intervention.




  A criticism of the object relations school is its failure to take into account the contribution of the child (except for Melanie Klein, who makes the reverse error). But there is nothing inconsistent with a recognition of the child’s own givens and their contribution to the developmental process, and an object relational approach to the understanding of both normal and pathological development, for the potential of the autonomous functions requires, as stated earlier, the matrix of the object relationship in which to unfold and develop.




  I will touch upon a number of pathological developments as they relate to the developmental stages of the relationship of the self to the object in the progression from the normal autism at birth (referred to by Kohut as the stage of the fragmented self and by Freud as the stage of autoerotism), through the process of attachment to the stage of symbiosis; and from the stage of symbiosis through the process of separation and individuation to the stage of being a separate individual who has a firm sense of self and other, who is able to relate to others as whole persons rather than just as need-satisfiers, who can tolerate ambivalence without having to maintain a split into good and bad objects, and who has the ability to sustain his own narcissistic equilibrium, or good self-feeling, from resources within the self, which are the outcome of the achievement of libidinal object constancy.




  Again, in brief, these stages and their intervening processes are as follows:




  [image: image]




  It is hoped that this presentation will provide a paradigmatic framework for further conceptualization and for the understanding of psychopathology.




  AUTISM AND THE FAILURE TO ATTACH.




  The most clearly stage-related pathology is that of infantile autism, in which the child remains fixed at this earliest stage of development and makes no move toward attachment. Infant observation studies (Szurek 1973) show that attachment-seeking behavior is innate.




  

    The neonate has as its behavioral equipment, its early responses to people, such as its tendency to orient toward them, the head-turning and sucking (rooting), grasping, Clinging and reaching (the Moro response of embracing), and especially the development of smiling. [p. 205]


  




  When such attachment-seeking behavior is innately lacking, whatever is available as response or stimulation from the environment remains unassimilated.




  Rimland (1964) presents a convincing argument for understanding infantile autism as the result of a biologically based inability to think conceptually and thus to integrate experience into a comprehensible whole. The child cannot organize his pleasure experiences or his mother experiences into a meaningful gestalt, and, as Rimland concludes, is unable to build an organized and unitary “ego.” He points out, moreover, that autistic children are behaviorally unusual from the moment of birth, citing the absence of one particular form of attachment-seeking behavior—the adaptation of the body to that of the adult when being carried or held. Mahler (1952) too sees constitutional factors as operating in childhood autism and comments on the fact that there is no anticipatory posture at nursing, no reaching-out gestures, and no specific smiling response. What is lacking is attachment-seeking behavior, and thus the mother–child matrix, which fosters ego development, is nonexistent.




  When the response of the mother is inadequate or unpredictable, the child may retreat into secondary autism (Mahler 1952, p. 259). This kind of regression is also seen in older patients who have been unable to form a stable attachment because of the emotional unavailability of the mother. Later on they continue to behave in an attachment-seeking way, but since the environment cannot possibly respond in a way that is commensurate with their needs, they react to environmental failure with regression into an autistic shell.




  

    Sixteen-year-old Mary, a member of a girls’ therapy group, was described by the therapist as being “depressed” and apparently unable to become attached to the group or anyone in it, although she continued to come to the sessions. She would respond eagerly when her therapist reached out to her with an offer of an individual session. Mary ate poorly and was significantly malnourished. It was suggested that the group setting was inappropriate, since the facilitation of attachment had to be the immediate therapeutic goal, and her contact with the therapist was too dilute in the group setting.


  




  Later I will differentiate between symbiotic merger at the somatic level and at the psychic level. They are often combined as “somatopsychic” merger, but by differentiating the two aspects of attachment, we can understand why some patients can experience a cohesive body-self and thus not be prone to fragmentation under conditions of autistic regression.




  Yarrow (cited by Szurek [1973]) provides us with an operational definition of what Winnicott calls good-enough mothering, which is essential to the normal attachment process. On the basis of his research into infant development, he noted that:




  

    Significantly high correlations were found between the child’s ability to cope with frustration and stress and such characteristics of maternal behavior as: the amount of physical contact mother gave the infant; the degree of her holding the child [which] was adapted to his characteristic rhythms; the extent of the effectiveness of her soothing techniques, and [her] stimulating and encouraging him to respond socially to express his needs or to make developmental progress; ... by the provision of materials and experiences provided that were suitable to his individual potentialities; and finally the intensity and frequency of positive expressions of feelings toward him by mother, father, and others .... The highest coefficients of correlation, however, were found to be between the infant’s capacity to cope with stress and the degree of the mother’s adapting herself effectively to the infant’s rhythms and development. [p. 258]


  




  Bowlby (1969) emphasizes the degree to which an infant himself plays a part in determining his own environment. Certain kinds of babies who tend to be overreactive or unpredictable make it difficult for the mother to provide that good-enough mothering. But Bowlby concludes that the mother has a much larger role than the infant by the end of the first year in the determination of the quantity as well as the quality of the transactions that occur between them. When mothering is inadequate or unpredictable, the child may persist in his efforts to engage the mother, with alternating reaching out, angry disappointment, and defensive detachment.




  

    Bowlby (1969) describes separation distress which ... is characterized first by protest, then despair, and finally detachment. Although his conclusions were based on the observation of infants who had suffered a single traumatic separation from the mothering person, we can apply these conclusions in the context of what Khan (1963) refers to as “cumulative trauma.” This concept is relevant to the formation of characterological defences against the repeated experiences of separation distress by the infant... . The repeated nonresponsiveness of the mother is experienced as repeated abandonment. [Horner 1974, p. 337]


  




  Masterson (1972) sees the psychopathology of the sociopath as a manifestation of the use of detachment to deal with repeated separations from the mother. The inability of the sociopath to form attachments is well known, and it is striking to observe the intensity of the underlying despair in such an individual when it momentarily breaks through.




  If maternal failure during the process of attachment can be hypothesized as the significant factor in the formation of the sociopathic character, we might wonder why such a child is not instead plunged back into a reactive autism with fragmentation of the self. Perhaps this can be understood if we differentiate two separate aspects of symbiotic merger. Mahler (1952) refers to the demarcation of the body ego from the nonself as taking place within the stage of somatopsychic symbiosis. If we suppose that somatic symbiosis and psychic symbiosis are not necessarily tied to each other, although they ordinarily occur contemporaneously, then we can see how the infant can possibly assimilate and integrate body-self experiences and come to differentiate them from non-body-self without necessarily ever achieving affective attachment and, thus, psychic symbiosis. The greater the failure of the mother to provide those good-enough experiences in which she attunes herself to and responds to the child’s state of being, the less likely it is that affective attachment will develop. Again we must refer to the competency of the organism itself and the synthetic function of the ego as being the significant factor in deciding the outcome of a failure of the environment during the attachment process. When the innate givens are optimal, we can expect to find the establishment of a reality-delimited sense of self and nonself, albeit without libidinal attachment.




  SYMBIOSIS AND THE FAILURE TO INDIVIDUATE




  A disturbance or failure of the stage of symbiosis represents either failure at the inception of the stage with disturbances of attachment, or a disturbance toward the end of the stage in the form of an inability to move toward or complete the process of separation and individuation. Mahler’s work (1968) on the symbiotic infantile psychosis addresses itself to the latter. She describes children in whom constitutional factors seem preeminent, as well as those in which the extrinsic factor, parental psychopathology, is prominent. “In these ... symbiotic cases the adult partner very often seems to be able to accept the child only as long as it belongs as a quasi-vegetative being, an appendage, to her or his body” (1952, p. 293). This type of severe disturbance




  

    becomes apparent either gradually or fulminantly at such crossroads of personality development at which maturational function of the ego would usually effect separation from the mother... . As soon as ego differentiation and psychosexual development confront the child and thus challenge him with a measure of separation from and independence of the mother, the illusion of the symbiotic omnipotence is threatened and severe panic reactions occur. [Mahler 1952, p. 292]




    Any pressure in the direction of sudden separate functioning must be cautiously avoided in the symbiotic child. If the ego of the symbiotic type is overrated and expected to be able to cope with reality without continuous ego infusions from the therapist who substitutes for the mother, the panic reactions and acute hallucinations may cause regressions and withdrawal into stuporously autistic states or hebephrenic deterioration. [Mahler 1952, p. 303]


  




  These observations not only apply to children but are also seen to occur in adult patients who have managed a precarious adjustment for many years until life changes precipitate just the kind of break Mahler describes.




  

    A 35-year-old woman patient, a brilliant graduate student, had managed a marginal social adjustment by means of a circum-scribed delusional system which contained the nucleus of the symbiotic merger with her schizophrenic mother, a mother who was able to accept her only as long as she continued to function as a quasi-vegetative being, an appendage “to her... body.” For this reason, the delusional material itself was not dealt with directly or confronted. in treatment. Rather, work focused on the issue of separation and loss with respect to the mother, with an attempt to establish a substitute relationship in the transference. At the beginning of summer, the patient was confronted with the termination of her studies, the termination of her period of training, and the vacation of this therapist all at the same time. Realizing the panic that this was sure to produce, I made it possible for her to both see and call me during the four weeks I would be away from my office. However, she experienced this offer as an “insult,” a blow to her precarious self-esteem, and as a threat to her determination to become independent. The latter push toward growth also constituted the main source of resistance to establishing the therapeutically necessary attachment to me. Within two weeks she was hospitalized with a fulminant psychosis. Her release was obtained by a relative, who brought her to see me. By this time there was no observing ego, and I had become incorporated within the delusional system. Despite the intensity of her struggle to individuate, the severity of the separation panic precipitated a regressive merger with the mother and a reentry into the mother’s delusional world.


  




  In the symbiotic stage, the mother is experienced as part of the self. Since experience of both self and other must emerge from this stage through the process of separation and individuation, it is logical to assume that a disturbance of the symbiotic relationship will lay the groundwork for difficulties in the process of separation–individuation.




  According to the theory of unconscious object relations, as developed by Klein and Fairbairn:




  

    Object relations exist within the personality as well as between the personality and the external world, [and] the inner world of object relations determines in a fundamental way the individu al’s relations with people in the external world. This inner world of objects—more strictly object relations—is basically the residue of the individual’s relations with people upon whom he was dependent for the satisfactions of primitive needs in infancy and during early stages of maturation... . The first simple technique of maintaining a good relationship with the object by incorporating the “good’ and rejecting the “bad” according to whether it is a satisfying or a frustrating object are differentiated pari passu with the development of the ego capacities of the individual. [Phillipson 1955, p. 7]


  




  I will offer here an alternative explanation for what is called the introjection of the good or bad object, and splitting of the object as a defensive maneuver to protect the good object from the anger toward the bad.




  The development of object relations depends upon the ability of the infant to process stimuli coming from both the internal and the external environments. This process will involve the ability to receive stimuli, to differentiate one stimulus from another, to recognize patterns and relationships of these stimuli, and to form meaningful associations between these patterns—in short, to achieve some kind of meaningful gestalt from a body of discrete experiences. A deficiency of the organism in any of these abilities will necessarily interfere with the most rudimentary steps in the development of a cohesive sense of self and of normal object relations. It is not surprising that we frequently find evidence of organic factors in psychotic children. Mark, a 12-year-old psychotic boy, showed both positive findings upon neurological examination and severe deficiencies on the Illinois Test of Psycholinguistic Abilities in those sensory and associational processes that involve meaning. His unusually good memory and imitativeness enabled him to develop a social facade and an apparent brightness that, for a time, obscured the diagnostic picture.




  The environment may also contribute to a disturbance of this early process, and we can see how what eventuates in what is seen as object splitting has its origins here.




  Piaget (Phillips 1969) refers to the development toward the end of the first year of life of symbolic meaning and causality, and describes how “more and more stimulus patterns are assimilated, with coordination of various schemata as functional relationships are developed among them” (p. 19).




  Pleasurable experiences become organized into one gestalt; displeasure experiences into another. What comes to be the good object is part of the first gestalt; what comes to be the bad object is part of the second. Where mothering is, for the most part, good enough, and where displeasure experiences do not attain significant salience, they will not be organized out as a significant constellation of experience (or vice versa—i.e., pleasure experiences). An attitude of basic trust (or distrust) will also emerge from these early constellations. Where self and object merger experiences are significantly discrepant, usually reflecting maternal ambivalence, synthesizing them is a task too monumental for the infantile ego, and both kinds of experience will acquire a compelling salience. The infant will then organize all aspects of experience, including the perceptual, kinesthetic, and physiological, into two discrete categories, good and bad. Thus there will be, during the symbiotic stage, a self–good object merger based on good mothering experiences, and a self–bad object merger based on unsatisfactory mothering experiences. The origins of the split in the relationship with the object, and thus in the self, arise from the disparity of experience, which is too extensive for the child to form into an integrated, single, self–other experience. To separate out of the dual symbiosis would require two parallel processes, since integration at this stage of perceptual-cognitive development is impossible.
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