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A Series of Books Edited
By

David E. Scharff and Jill Savege Scharff

Object relations theories of human interaction and
development provide an expanding, increasingly useful body of
theory for the understanding of individual development and
pathology, for generating theories of human interaction, and for
offering new avenues of treatment. They apply across the realms of
human experience from the internal world of the individual to the
human community, and from the clinical situation to everyday life.
They inform clinical technique in every format from individual
psychoanalysis and psychotherapy, through group therapy, to couple
and family therapy.

The Library of Object Relations aims to
introduce works that approach psychodynamic theory and therapy from
an object relations point of view. It includes works from
established and new writers who employ diverse aspects of British,
American, and international object relations theory in helping
individuals, families, couples, and groups. It features books that
stress integration of psychoanalytic approaches with marital,
family, and group therapy, as well as those centered on individual
psychotherapy and psychoanalysis.
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For Chandler, Keeley, and
Caitlin

the loves of my life

and

Madeleine Turgeon
McCormack

(1918-1997)

who in the grace with
which

she lived her life and
death

taught all who knew her

the importance of living
well







What I am trying to say is hard to tell and hard to
understand…

unless, unless…

you have been yourself at the edge of the Deep Canyon
and have come

back unharmed.

Maybe it all depends on something within
yourself—

whether you are trying to see the Watersnake or the
sacred Cornflower,

whether you go out to meet death or to Seek
Life.

Shaman: The Paintings of Susan
Seddon Boulet (1989)


 


 Contents

Prologue

Acknowledgments

I.
The Therapist

1.
The Therapist's Resistance to Understanding

2.
The Trauma of Treating a Borderline Couple

II.
The Borderline Couple

3.
The Borderline Level of Organization

4.
The Borderline Marriage and the Role of Projective
Identification

5.
The Borderline Marriage as a Primitive Self-Object
Relationship

6.
Development as Diachronic and Synchronic

7.
The Autistic-Contiguous Mode

8.
The Paranoid-Schizoid Mode of Organization and The Development of
Psychic Structure

9.
Perceiving and Relating in the Paranoid-Schizoid
Mode

10.
The Depressive Mode

III. Treatment

11.
Treatment Overview

12.
The Creation of the Holding Environment in Treatment: Being versus
Reacting

13.
Containment: Ego Support versus Impingement or
Neglect

14.
Thirdness

15.
Transference and Countertransference

16.
The Capacity for Reparation

17.
Treatment as a Recurring Process

18.
Conclusion: What If? by Ron Zuskin

Epilogue

References


Prologue

In October 1974, after eschewing a
short-lived career in business, I entered a masters program in
psychology and volunteered at Sheppard and Enoch Pratt Hospital in
Baltimore to gain firsthand experience in working with
psychologically troubled individuals. Now, in the winter of 1999, I
am still on the grounds of Sheppard-Pratt, having come full circle,
renting an office in the building in which I was first employed. In
essence, I have lived most of my adult years on these grounds.

In October 1982, after much consideration
about whether or not I wanted to treat chronically ill patients, I
decided to work on B-2, a psychoanalytically oriented long-term
inpatient unit. Although my previous years of exposure to treating
individuals suffering from major psychopathology had deepened me
substantially, the changes I was about to undergo paled the others
in comparison. My basic assumptions about how to treat people
clinically, largely influenced by training in structural and
strategic family therapy, were to be thrown open to extensive
review.

To understand the extent of my
metamorphosis, the reader should know that at the time of this
transition I was in the middle of a three-and-a-half-year in-vivo
training program in structural and strategic family therapy. I read
the literature extensively and was well versed in paradoxical and
directive interventions. I believed in their promise of empowerment
of the therapist and their resulting effectiveness. Isn't it a
wonderful idea, that if the patients' behavior can be changed, the
psyche (if there is any such thing) will follow. How much simpler
than going through all the complexity and ethereal notions that
seemed to be so much a part of insight-oriented therapy.

However, to my chagrin, I discovered that
these approaches, at least in relation to the treatment of major
psychopathology, led to short-term gain or none at all, often
followed by marked regression. I began to feel that I was doing
more harm than good. In the midst of this personal struggle, the
trainer, frustrated with the family I was presenting, informed me,
"These are not good training cases." I was puzzled. There seemed to
be some lack of integrity, if this were the case. How could a
renowned treatment approach not apply to major psychopathology? It
was in the treatment of seriously ill patients, struggling with
life-and-death issues, that I needed help. B-2 received referrals
from around the world, treating the most ill of the ill.

Upon my arrival on B-2, I was soon
participating in numerous team meetings and countless hallway and
nursing-station discussions. In contrast to structural and
strategic orientations, the emphasis was on the pursuit of
understanding rather than on doing. Within six to nine months, my
need to "do something" frustrated, I was going crazy. "Process,
process, process, and more process. Let's do something!" was how I
felt. I seriously considered leaving. However, despite my
discomfort, something kept me there: partly stubborn persistence,
but even more, fascination with the question, "Why do some people
who fall into the abyss manage to climb out, while others do not?"
I sensed that somewhere in this madness lay the answer. Although I
was not familiar with the psychoanalytic language of the staff, I
sensed that these seasoned professionals knew far more than I about
something that I wanted to know, although I could not define what
that was. Ironically, I learned years later, it turned out to be
the capacity to value "not-knowing," which stood in such contrast
to the active "knowing" of the directive approaches.

I began extensive reading of the
psychoanalytic literature in an attempt to come to better
understand my team members, the patients, and my relationship to
them. Simultaneously, I observed that the Service Chief, Dr. Maria
Klement, seemed to remain calm no matter how tumultuous or
crisis-ridden the situation. Though the urge to do something was
quaking within me, she rarely directed staff decisions. All she
seemed to do was quietly and thoughtfully ask questions that sooner
or later led to deepening discussions. At times the staff seemed in
danger of being torn apart by internal conflicts, the lines of
division often demarcated by professional orientation. The
firm-limit setters, often the nursing staff who had to deal with
the patients on a daily basis, fought mightily with the
psychiatrists, who, more removed from the situation, seemed to
pursue ephemeral discussions without regard to any limit setting at
all. The social workers, advocating for family concerns and often
required to explain treatment decisions to the family, might fight
with either group. Occupational, movement, art, and vocational
therapists had their own concerns.

Gradually, I realized that parallels emerged
between the conflicts within the staff and those within the patient
and between the patient and the family. Dr. Klement was using the
conflicts within the treatment team and its various
countertransference reactions toward the patient and the family as
a parallel transference, that is, to better experience and think
through the patient's intrapsychic and interpersonal conflicts. Dr.
Klement and the structure of frequent team meetings (not unlike
therapy sessions) provided a forum that "held" the staff in the
midst of sometimes highly intense conflicts and impeded staff
attempts to abort the painful experience of uncertainty through
acting out, often manifested in the impulse "to do." Once an
environment was created in which each team member could express his
or her point of view, the fragmentation and splitting of the staff
was gradually processed and converted to integration. This process
could take weeks, sometimes months. However, as the staffs
conflicts subsided, the patient's often did as well. It seemed
apparent that, as the treatment team internalized the patient's
conflicts and then healed itself, it was better able to help the
patient learn from his or her own experience.

By the end of my second year on the unit, I
realized that many patients who had previously been labeled
hopeless cases, were markedly improving. Because the treatment
focus was on understanding rather than on behavior or symptom
alleviation, the genesis of the symptoms was slowly revealed. As
the staff could better identify with the seeming craziness of the
patients' psychological situation, the staff became increasingly
able to help the patients understand and manage their own
experience. This is not to say that all the patients benefited, but
many did. Seemingly hopeless cases could begin to build or rebuild
their lives.

In 1988, the dismantling of long-term
inpatient services by the effects of managed care was just
beginning. In response, I wrote an article (McCormack 1989) on the
treatment of personality-disordered marriages. My intent was to
capture some of what I had learned and apply it to outpatient
therapy, where the need would be growing. This book is an extension
of that article and that desire. In many ways, it is the story of
my own journey of failures and successes. The former taught me what
I know; the latter nourished me along the way. Both continue to
happen.
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 I. The Therapist







1. The Therapist's
Resistance to Understanding

When personality-disordered individuals are
considered by clinicians, there is a tendency to fall into a "we"
and "they" mentality, as if the plight of these individuals were
alien from our own. This tendency is somewhat natural given the
structure of language; however, it also suggests the therapist's
resistance to identifying with personality-disordered patients.
Since as human beings we all share broad developmental needs and
are more alike than different, we must wonder at our readiness to
distance ourselves and to perceive personality-disordered
functioning as so foreign from our own. Therapists who might take
issue with me could argue that personality disorder represents a
fixation in development, so that the ways these individuals
perceive and relate is divergent. Though in part true, this is not
a compelling argument in that development is not a once-and-for-all
achievement but a dynamically oscillating process between more
differentiated and mature ego states and more undifferentiated and
infantile ones (Bion 1962a, Ogden 1989, Stern 1985).

The reality is that we are all more alike
than different. We are all vulnerable to regression and primitive
functioning. Indeed, it is this very vulnerability that allows
personality-disordered patients to get under the skin of the
therapist. The evidence for this is entailed in our own experience,
apparent in the lives we live, at least from time to time, behind
closed doors. Who of us is not ashamed of ways they have misbehaved
in an argument? Alternatively, who feels they have never over- or
underreacted in irrational, "all-or-nothing" ways with children,
mate, siblings, friends, or parents? Given an alignment between
stressful circumstances and personal vulnerabilities, we are all
capable of regression to more primitive ways of perceiving and
reacting. What differentiates normal/neurotic from borderline
functioning is that while normal/neurotics may visit borderline
states, personality-disordered individuals dwell there.

Since most, if not all, of us have the
capacity to function at least fleetingly in what could be described
as borderline ways, why is it that we tend so readily toward a "we"
and "they" instead of an "us" kind of mentality? I think the answer
is that we do not want to acknowledge or remember such painful,
disquieting, and unsettling mental/emotional states. We resist
identification. Unfortunately, the disavowal of these traits within
us constitutes a dis-integrity within ourselves, occasioning the
use of splitting and denial that is both self-rejecting and
rejecting of the patient, fostering disintegration, rather than
integration, and limiting compassion for our patients and
ourselves.

My concern is that the primary resistance in
the treatment of personality disorder lies not with the patient but
in the therapist's defense against understanding. Until this
resistance is acknowledged the therapist's capacity to be useful to
such patients is limited. The therapist, to defend against the
emotional onslaught entailed in identifying with the patient's
tumultuous feelings, may be driven to relate concretely, in a
content-bound, solution-focused way, or with "dead certainty." As a
result, the therapist may superimpose upon the patient a "solution"
(i.e., a simple, concrete answer to complex human dilemmas) that is
not only beyond the patient's capacity but preempts or disrupts the
patient's internal process that is so necessary to the genuine
resolution of his intrapsychic conflicts and deficiencies in
development. When the "solution" does not work, it is replaced with
another and then another in an endless process of solution after
solution without resolution. Such an approach bolsters the
therapist's false sense of mastery and helps him maintain his
psychic equilibrium through distance and the illusion of
professional certainty or knowing.. Such knowing stands in welcome
contrast to the chaotic pull of the patient's feelings and defends
the therapist from the disquieting experience entailed in
personally identifying with them, the only way to truly know
them.

Tom, for example, had a history of being
unable to maintain an erection with anyone for whom he cared. This
affected his sexual relationship with his wife. A directive
therapist may instruct the couple to set aside time from busy
schedules with work and children. Unfortunately, such interventions
are often only temporarily useful, if at all. If the therapist
continues with such an approach to no avail, the spouses come to
feel that they have failed in therapy and that their situation is
hopeless. Alternatively, the therapist may label them as resistant
to treatment. The spouses' early history of relationships may go
unexplored, and the therapist may not discover that Tom had
experienced numerous losses of primary others in infancy and early
childhood that resulted in his unconsciously equating desire and
intimacy with loss. Nor would the directive therapist have
discovered that Peggy had lived an isolated childhood and failed to
internalize a primary other as a soothing presence. Consequently,
she was unable to tolerate aloneness or separateness and required
the concrete experience of sex on a nightly basis to calm herself
and to feel connected. Peggy's voracious need in relationship to
Tom's disabling fear exacerbated the condition of each, leading to
a total breakdown of the sexual relationship. It was only in
bringing to consciousness the emotional meaning of the sexual
relationship to each that Tom and Peggy were able to gradually
establish a mutually satisfying sexual relationship.

In the absence of personal insight, the
patient, in pursuit of miraculous solutions and out of an
inadequately developed sense of self, attempts to conform to the
"expert" therapist's artificial understanding and shaman pope
prescriptions, in the hope of being magically made whole. While a
chimera of progress may be created, the patient remains unable to
process or metabolize his experience, for genuine development has
not occurred. Repeatedly, the patient genuflects to the therapist's
assumptions, continuing the practice of a lifetime, attempting to
mold himself to external expectations without developing true
self-relations.

Unfortunately, personality-disordered
patients are all too willing to validate the therapist's
assumptions, thereby avoiding the travail of development, right up
to the point where they unmistakably invalidate them. Unable to
maintain his externally derived and internally bankrupt
self-economy, the patient ultimately fails. The patient's
false self organization (Winnicott
1960a), molded around the therapist's all-knowingness rather than
internally derived, stands in competition with the patient's
inchoate and struggling-to-emerge true
self, and begins to collapse. At this point, the
patient's ongoing sense of internal emptiness and lack of personal
meaning erodes and eventually undermines the illusion of
progress.

Typically, the patient's growing despair
spurs the therapist on to greater activity, much like the Dutch boy
frantically shoring up the dike in order to dam up the looming
flood of intolerable feelings. Eventually, both patient and
therapist reach exhaustion, each faced by an overriding sense of
impotence, threading its way like the trickle that becomes a
torrent through the thickest walls of their activity. The patient's
idealization of the therapist is then replaced with devaluation,
for the therapist has promised much but delivered little; he has
not fixed the patient. The therapist, in continuing defense against
the realization of impotence (ironically the ultimate
identification with the patient), arrives in exhaustion at the
defensive perception that the patient is untreatable: "It's the
patient, not me!" This is relief without resolution, and then only
superficially for the therapist, who, on some level, suspects his
self-deception.

With personality-disordered patients, the
therapist is called upon to contain chaotic and sometimes horrific
mental contents, including psychotic anxieties of disintegration
and annihilation of the self. To the extent the therapist is
attuned to the patient's experience, she is re-exposed to these
intensely unsettling sensory/ mental/emotional psychic states that
are at least fleeting moments of every childhood. Since primitive
states find their origin in fragments of infantile experience
shared by all children, whose survival at such times is totally in
doubt, these states represent a core threat to the sense of self.
Inevitably, the patient's anxieties stimulate the incompletely
resolved chaotic aspects of the therapist's own life experiences,
which linger as traces in the therapist's unconscious, and resonate
with the patient's fear of collapse.

The instinctive wish to flee, often via a
disavowal of and counteridentification with the patient, is
compelling. If the therapist acts upon this wish, the treatment
relationship becomes iatrogenic, re-creating the patient's earliest
relationship to a primary caregiver in which misidentification and
rejection were first experienced. In this circumstance, the patient
is literally and concretely mirrored in the eyes of the therapist
as an "it is" rather than as a person who "can be." Consequently,
the patient comes to feel invisible to self and therapist, as she
felt invisible to her primary others, relegated to a twilight
existence of psychological isolation that fosters alienation and an
inherent sense of badness. The therapeutic relationship, instead of
being transformative, becomes another reenactment of timeworn past
relationships, this time given professional confirmation.

Treating personality-disordered individuals
entails being revisited by the most repellent feeling states of
childhood. Particularly as children, but perhaps also as adults, we
have all experienced moments of feeling persecuted, deprived,
abandoned, unloved, and even hated. These mental states are evident
in pronounced feelings of hopelessness, helplessness, boredom,
anger, resentment, dread, rage, fear, panic, dissolution, and so
on. Given such experiences, there would be something perverse in
the therapist's wanting to identify with or re-experience such ego
states. However, for therapists, the issue is not of wanting to but
of being willing to tolerate such experiences toward a therapeutic
end.

Personality-disordered individuals are
infamous for their refractoriness to treatment efforts and for
their ability to get under the skin of the therapist. They present
tragic and seemingly insoluble cases of human pathos. While
normal/neurotic individuals are able to tolerate their fear and
pain, personality-disordered individuals often engage in ruthless
personal attacks upon their sense of self and that of their
therapist, mate, or children, when their fear or pain is not
readily ameliorated. They reactively act out in self- and other
destructive ways in order to evacuate their intolerable feelings,
often shaking the therapist and those close to them to the
core.

It is necessary that the underlying dynamics
and motivations of such acting out be brought to awareness, and
that therapy not add to the patient's burden by re-creating
relationship experiences of the past. To this end, it is of value
for the therapist to become well versed in understanding the
psychodynamics and modes of organization of personality-disordered
conditions. It is also important that the therapist resensitize
him- or herself to those parts of self-experience, the potentially
personality-disordered self within, that allow identification and
genuine relating to the quandary of the personality-disordered
patient. It is only through identification that the therapist can
empathize with, understand, and help the patient by entering into
accepting relationship to him (attuned responsiveness) , thereby
affording him the opportunity to enter more accepting relationship
to the disavowed aspects of himself and to others.


 


2. The Trauma of Treating
a Borderline Couple

Mark and Carol Ann, a middle-aged couple,
have been married for seventeen years. Mark is a successful and
handsome executive, extremely devoted, spending much time and money
on Carol Ann's psychiatric treatment. He is well mannered and
charming, though curiously he has no close friends. Carol Ann is an
attractive woman who suffers from alcoholism, major depression,
psychomotor agitation, insomnia, and self-mutilative and suicidal
behavior. She is hospitalized on a long-term inpatient unit. The
couple could not identify the precipitating event for the
hospital-ization or for those that preceded it. From their point of
view, such occurrences were like spontaneous ignitions, arising
without rhyme or reason, and in no way related to their own lives:
almost magical. Carol Ann is a voluptuous woman, sexually
attractive in a sultry way, with an immediate erotic impact.
However, the eroticism of her presence is immediately dispelled as
soon as she begins to speak. She turns to Mark and spits a diatribe
of words, beginning with: "You piece of worthless shit! You pompous
bastard! You're lower than whale shit at the bottom of the ocean!
Worthless wimp! Spineless dork!"

Carol Ann's outwardly directed rage is
palpable, a living presence of its own. Immediately, her sexual
aura, so present only a moment ago, is dissipated. As she continues
her tirade, the atmosphere in the room seems suffused with her
rage. I feel powerfully possessed by fear, nausea, and revulsion.
Distance from her suddenly becomes all that matters. Confusion
mounts, and thought becomes impossible, in spite of desperate
efforts to think, think, think: What can I
do? Fragments of questions flit, in bits and pieces,
through the paralyzed blankness of my mind, only occasionally
coalescing into complete thoughts, such as, Who
in the world would tolerate, much less want, a relationship with
this woman? How can my reactions to her change so suddenly? How can
I be inundated with such unattractive feelings of my
own? The wish to avoid her is stunning in its
completeness, creating a drive to leap out of my skin. Remaining in
the room, much less in therapeutic connection, feels impossible.
Prognostic hopes quickly erode. All this transpires within the
first three endless minutes of the "interview."

In the compelling push to think, think, I ask myself, How
can she be so awful toward her husband when he appears so loyal and
devoted to her? How can she be so bitter in this apparently
mismatched marriage in which she seems the only
beneficiary? Yet Carol Ann is without fear, unbending
and unashamed. In fact, she is totally blaming and accusatory,
spilling over with conviction born of righteous anger.
Is she psychotic or does she know secrets that
remain a mystery about her husband? The answer is not
apparent. She rants and rages ad nauseam, but her complaints are
not specific or graspable. They are more like fragmentation
grenades that explode upon the scene. Nonetheless, through the ink
cloud of her invectives at least one theme becomes discernable: She
is incensed by her husband's martyred look on the one hand and what
she perceives with absolute certitude as his sadistic unwillingness
to meet her needs on the other. She feels trapped, damned if she
does and damned if she doesn't. She feels betrayed and deprived.
Swallowed up by her unfocused fury, she further martyrs her husband
and presents herself in the worst possible light. Although feeling
the victim, she appears the victim-izer.

The supercharged atmosphere, the absence of
specific complaints, and the effort to discern themes all combine
to overwhelm my capacity to think thoughts and to feel feelings.
The session and I are in shambles. Nothing makes sense. I think,
Mark seems to do everything right. He is
patient under Carol Ann's onslaught and does not respond in kind.
Occasionally he tries to soothe her but is unable to appease her in
any way. Understandably, aside from a few frail attempts he soon
becomes completely passive, bowed under the weight of her
accusations.

The thought, this poor
man does not invite me to intervene. I am afraid to
intervene. I realize I am concerned with my own survival, anxiously
thinking, What will happen if I become the
target of Carol Ann's displeasure and she turns her wrath upon
me? Fear, uncertainty, and doubt roil through my mind,
eroding the boundaries between myself and the couple. Without
warning, I suddenly wonder whether I am dangerous to the couple—
Is couples
therapy too intrusive or too traumatizing for Carol
Ann?—and then abruptly question, Are
they dangerous to me? Will I be criticized for upsetting the
patient? Will she engage in suicidal behavior during or after the
session? If she does, am I responsible? Will she escalate to the
point of physically assaulting her husband or me? Is Carol Ann's
illness simply too threatening for me and beyond my capacity to
handle? Might a different therapist handle this situation much
better? Mark's timidity, not Carol Ann's power, rockets
into consciousness.

Suddenly, I feel disgust for Mark.
He doesn't defend himself and must have been
putting up with this for years. Rather than standing up to her, he
is a whipping boy, leaving me to manage her and to make sense of
this situation as if he has no investment of his
own.

Carol Ann's sadistic attacks upon Mark are
most specific in the disparaging comments she makes concerning
their lack of a sexual relationship. She attacks his impotence, as
if it stood (or did not stand) in isolation from their
relationship. You can't even get it up! What
kind of man are you? Why couldn't I be married to a real
man! Instantaneously, a pressing panic to get away from
this woman fills me again. Yet I feel paralyzed, movement and
speech are impossible, and I feel shriveled with fear in my chair.
Detumescent, I have taken in and embodied the couple's
impotence.

As the session continues, despite, or
perhaps because of, the overwhelming nature of these myriad
pressures, the sense of crisis this couple engenders slowly abates.
Despite the threatening behavior, nothing has happened. With this
realization, some perspective is gained, and Carol Ann's harangues,
rather than foreshadowing violence, gradually become understood as
an ever-repeating song. The lyrics change, but the melody remains
the same. Serendipi-tously, I discover that as I attend to the
melody rather than to the lyrics, the complexity and overwhelming
nature of the situation are simplified. Unexpectedly, there is
space and time to feel and to think. It is only now, upon its
recovery, that I realize how much I had lost touch with myself. The
sensation is that of a drowning man who becomes hope-filled as he
discovers a glint of light promising the water's surface.

In this space for thinking and feeling, my
wonder about Mark's tolerance of Carol Ann's abusive treatment of
him begins to stir. Are her complaints simply
evidence of her madness, or do they represent knowledge of him
achievable only in the privacy of their relationship? How am I to
understand the fact that, despite the animosity in their
relationship, they have stayed together by both their accounts for
seventeen miserable years? I wonder how they would answer this
question. Neither Mark nor Carol Ann is clear about what
attracted them to each other, nor are they clear about what keeps
them together. Yet together they remain.

Nothing changes. From the first session
onward, the couple argues endlessly, each session marked by Carol
Ann's escalating accusations and aggressive affects of varying hues
of envy, jealousy, greed, hate, sadism, and despair, while Mark
sinks into growing apathy and indifference. Highly personal
assaults rule the relationship. As Mark endures in silence and
without curiosity, I realize that his investment in sorting through
anything is as limited as Carol Ann's. He is prepared to maintain
the relationship in its current form. Carol Ann continues to be
inflamed, ignited in part by her inability to reach him. Logical
thinking having been abandoned some time ago, images abound. At
times, I see Carol Ann as she might see herself, as a witch burning
at the stake of her self-abhorrence, all the while defiantly
spitting out her hatred in an attempt to put out the flames that
engulf her.

Each session endlessly repeats old themes,
the victimizer finding her victim by whom she herself feels
victimized. Eventually, Mark and Carol Ann no longer appear as two
separate individuals but as opposite poles of a single psychic
entity, a human projective accelerator that only amplifies the
incoherent accusations of each. Each holds the other as the cause
of all that was and is wrong in life. I can identify with this, for
when I am with them they are irrefutably all that is wrong in
mine.

Though charged with energy, the sessions,
like the marriage, feel sterile, a recycling process of fission
(breaking into parts) and fusion (merging of parts) that consumes
and releases great energy but results in stasis rather than change.
The fragmenting aspect of their cycle of interaction occurs as
Carol Ann's angry accusations reach critical mass. As Mark remains
unmoved, she collapses in a state of exhaustion, hopelessness,
helplessness, and depression. After this meltdown occurs, in which
they are joined in the immutability of their situation, the end of
one cycle and the beginning of the next are marked. The therapy,
like the marriage, becomes another timeworn, ever-repeating,
corrosive dance to the same old song.

Out of all this only one thing is clear:
neither Mark nor Carol Ann seems able to be with the other, nor are
they able to "be" apart. They feel that their destructive and
schismatic union is essential to their existence.

Treating borderline marriages is daunting.
These couples are infamous for their oppositionalism, ruthless
aggression, ability to get under the skin of the therapist, and
refractoriness to treatment efforts. In addition, via their
reliance on primitive defenses, they also attack the therapist's
capacity to think and feel. Consequently, they cannot be treated
from a distance. Indeed, the therapist comes to feel personally
involved and often personally attacked. Feelings of confusion and
of being overwhelmed are prominent. She may soon conclude that the
relationship is untreatable.

The pessimism toward working therapeutically
with personality-disordered couples is changing. Over the last five
decades, the psychoanalytic object relations study of preoedipal
conditions, including borderline and psychotic states, along with
advances in self psychology and developmental theory, have resulted
in a deepening understanding of personality-disordered ways of
perceiving and relating.

A more collaboratively oriented treatment
approach has evolved, where the therapist-patient relationship is
emphasized over the previous view of the therapist working upon the
patient. The ascension of the mother-infant relationship as a
metaphor for marriage and the treatment relationship, the
understanding of such concepts as the good-enough mother (Winnicott 1960a) and the
holding environment (Winnicott
1960b), and the recognition of the importance of the therapist's
personally felt responses (countertransference) that arise in
relationship with the couple add to our understanding of and
capacity to treat such patients. With these insights, rather than
being simply alienating, the behavior of personality disordered
individuals takes on meaning and a poignant and recognizable
psycho-logic of its own.

The mutual ground of borderline
relationships is located in the unrelenting effort of each spouse
to master unresolved traumas of the past and resultant
developmental deficits. The word trauma is not necessarily meant to imply a specific
event or repressed memory: It refers more frequently to the
cumulative intolerable frustration of the need for empathic
attachment. A single traumatic event can be generative, deepening
relationship to self and other, or degenerative, resulting in a
breakdown or fixation in the development of the self. What makes
trauma degenerative is not only the event itself, but the nature of
the relationships that permitted the traumatic event to occur in it
and allowed the significance or impact of the event upon the victim
to go unrecognized, unacknowledged, and without amends. As a
result, the totality of the traumatic experience, including the
relationships in which it occurred, remains embedded in
indigestible form in the pathological world of self and object
relationships. A distortion in the development of the self, which
is personality disorder, results, manifested in (1) an internal
world of pathological relationships, (2) identity diffusion, (3) an
idiosyncratic relationship to reality, and (4) primitive
defenses.

In that the traumatic event(s) and the
relationships in which they occurred have been internalized in
undigested form, the personality-disordered individual is impelled
to repeatedly regurgitate the trauma perceptually and
experientially in an attempt to defend against it. Splitting,
denial, and primitive projective-identificatory processes are used
to this end. The result is the creation of polarized and
complementary two-role relationships in which each spouse perceives
him- or herself in the role of protagonist to the other as
antagonist: child to parent, victim to victimizer, neglected to
neglec-tor, and so on. At this point, the problem is no longer felt
to be within the individual, but outside the individual, located in
the other, where it can be controlled. In this way, each spouse
uses the other as a repository for one or the other pole of the
polarized and conflicting internal part-self and part-object
relationships. This process has a singular but powerful
reinforcement: As the internal world of each spouse takes over the
external reality of the marriage, a decrease in the experience of
intrapsychic conflict results.

With this overview, it is apparent that the
motivation of personality-disordered relationships is the pursuit
of survival, not fulfillment. For the spouses the issue is not "How
can I make the most of this relationship?" but "How is this
relationship keeping me alive or killing me off?" In this
persecutory form of relationship, the survival instinct runs amok,
as the ultimate aim of each spouse is the attainment of defensive
omnipotence. Each pursues relationship along the axis of dominance
and submission, rather than of affiliation and separateness. The
aim is not for genuine attachment, an experience unknown to either
spouse, but to hold the other in one's power, or at least not give
him the chance to inflict pain. The illusion of omnipotence offers
the promise of never having the exquisitely felt precariousness of
self-organization threatened again.

The personality-disordered marriage is thus
a defensive compromise involving the simultaneous desire of each
partner for merger and for murder. Each spouse carries the
infantile symbiotic wish that the other will magically meet all his
needs, without recognition that the wish is of another time, place,
and relationship and can never be fulfilled. Such wishes are
expressed in words, such as "If you loved me, you would know what I
need," or "If you loved me, you would do what I want." Conversely,
there is the desire to get rid of the other as a repository for all
that is wrong in one's own life. This is evident when traits in the
other are denied within oneself and when the other is treated with
contempt and aggression. Personality-disordered individuals thus
seek human relationship without identification, connection without
vulnerability. Ironically, the yearned-for sense of security eludes
them as they defensively deny aspects of internal world and
external reality, living in divided relationship to self and other.
The result is that neither spouse is able to "be with" the other,
nor are they able to "be" apart. Both feel that their destructive
and schismatic union is essential to their existence.

As Mark and Carol Ann's story unfolds in the
next chapter, it will become clearer how their sadomasochistic
relationship was a carryover from their childhoods, eventually
turning the marriage itself into a time capsule of early
experiences of relationship that are continued into the
present.


 


 II. The Borderline Couple



3. The Borderline Level of
Organization

Personality-disordered individuals suffer
from a disorder of the self, the general aspects of which are
outlined in Kernberg's (1967, 1975) description of the borderline
level of organization.1 Self-difficulty includes four
elements that, like the Four Horsemen of the Apocalypse, are
devastating in their impact. These are (1) an internal world of
pathological self and object relationships, (2) identity diffusion,
(3) an idiosyncratic relationship to reality, and (4) primitive
defenses. Together these elements interfere with learning from
experience. As development is thwarted, differentiation is impeded,
and confusion persists both within the self and between self and
other.

1. The use of the term borderline throughout the book, unless otherwise
noted, refers to Kernberg's notion of the borderline level of
organization and personality disorders in general.

THE INTERNAL WORLD OF PATHOLOGICAL OBJECT
RELATIONSHIPS

The internal world of pathological object
relationships is a dynamic presence that structures the
experience-near perceptions, sensations, feelings, images, and
cognitions of adulthood through the vector of repressed childhood
relationship experiences. Perhaps, when childhood was relatively
harmonious—optimally gratifying and frustrating—the unconscious can
be taken for granted. Given a good enough hold in childhood, the
need to repress is minimized and the maternal object is
internalized as a repository of not-clearly-remembered, yet known
"good enough"-ness. Subsequently, in health, the unconscious
functions more or less in concordance with consciousness.

However, to the degree our early and ongoing
family relationships were less than adequate, the unconscious
becomes the repository of powerful and unresolved pathological
relationships. These are internalized in the form of the governing
sensations, thoughts, feelings, and perceptions that were
encountered in the early perilous pursuit of object relationship.
In this circumstance, the need for defense and discharge, fostered
by needs going unmet, takes priority over development, influencing
our lives in ways often at odds with conscious wish. To the extent
the internal world remains unconscious, past is undifferentiated
from present and the unconscious makes itself known in the
day-to-day climate of our lives and relationships. To our
bewilderment, we become our own worst enemy. Indeed, we contain our
enemy, the exciting and need-rejecting object, swallowed whole and
taken to heart.

Mark

Mark, of Mark and Carol Ann, was an only child, the
offspring of physically and emotionally abusive alcoholic parents.
He managed his early life by absorption in school and church
activities. These served as safe havens from the neglects and
assaults of his family life, and as fragile tributaries to his
sense of self. In school, he performed well academically and in
extracurricular activities. Although never establishing close
friendships, he was respected and affirmed for his academic
excellence and school involvement. In church he was an altar boy
and volunteered his time whenever possible, driven by the dual need
to escape his home and for affirmation. As Mark later stated, "The
little I remember of home is of a dark and unhappy place. I'd
rather be at school or church. I was smart and did well, and the
teachers and priests liked me. I worked hard, because I liked
that." In contrast to the chaos and violence of Mark's home, school
and church were oases of structure and stability.

Mark thus lived in two worlds: the public
world of his institutional relationships to school and church,
where he could earn self-affirmations, and the nightmarish world of
his family, marked by parental indifference alternating with
seeming hatred of him. In Mark's words, "My parents drank a lot.
They would be angry with me, and I didn't know why. They yelled and
hit me and threw me in my room. Sometimes they forgot to feed me.
But this wasn't so bad. I know they loved me. I probably did make
mistakes that I just didn't understand at the time." In these
words, Mark both describes his early family situation and his
defense against it. He preserves the image necessary to the
survival of the child—that his parents love him—while defensively
internalizing the badness of the situation: "I probably did make
mistakes that I just didn't understand at the time."

His subsequent confusion over who is the
real Mark, the one persecuted by his parents or the one praised by
authority figures in the external world, was evident in a rare
acknowledgment: "I could never figure out who I was, this good
person or this bad person. I always worried that I was the bad
person even if people saw me as good. I felt they just didn't know
me." Mark's distress was soon undone, as he immediately followed
this statement with a disavowal: "I don't worry about these things
anymore." Despite his disavowal, we see the reason behind Mark's
absence of close relationships: his fear that to know him is to
despise him. Carol Ann is living proof.

Mark's internal world was comprised of the
persecutory and sadistic relationships of his family life, in which
he felt bad and thereby judged himself as bad. He used his public
life to defend against his feeling of badness. In adulthood, Mark
re-created this division between public and private. In the public
arena, he was perceived as a hardworking, active member of the
business community, a church leader, and a devoted husband.
However, behind the closed doors of his marriage, Mark maintained
the barbaric world of his childhood. Here, Carol Ann, like his
parents, drank continuously; was ruthless and unpredictably
hostile, contemptuous, and belittling; and held Mark responsible
for her own unhappy fate. Mark described his experience in
relationship to Carol Ann in much the same way he described his
childhood experience: "No matter what I do, I can't seem to make
things better."

Mark was defensively unable to recognize the
similarity between his present and his past. He feared his internal
world and, for the most part, avoided consideration of it. He lived
only in awareness of his relationship to the external world, where
"right living" was praised, earning him the esteem of all those
around. However, in relationship to those closest to him, "right
living" never saved him, either from his parents' sadism or from
Carol Ann's loathing. As Mark's family of origin was the evil side
of his childhood, so his marriage was the depraved side of his
adulthood.

Mark's internal world of self and object
relationships, defensively unidentified and unresolved, governed
his experience of self and other. The lack of differentiation
between his internal self and object representations was evident in
his ongoing conflict about his own goodness and in his avoidance of
close relationships. For him, closeness is associated not with
security but with danger. Thereby, the threat of closeness only
sounds alerts in the war room of his psyche.

We now begin to discern the genesis of
Mark's psychological dependence upon Carol Ann as a primitive self
object. By using Carol Ann as the external representation of his
internal endangering objects, Mark could interpersonalize his
intrapsychic conflict and stave off his underlying depression,
thereby maintaining his psychic equilibrium. For him, Carol Ann's
hostility and unbridled aggression accounted for any distress he
experienced. In his unconscious, Carol Ann and his parents were
indistinguishable, and through her he could reenact his unresolved
internal conflicts in relationship to them. On the one hand, he
could attempt to convert Carol Ann's view of him, to have her
affirm his goodness, thereby, in unconscious fantasy, magically
undoing the original trauma. On the other hand, he could blame the
badness he felt on Carol Ann's abusive behavior, thereby denying
that the darkness that preyed upon him was inside of him, a
perception that would have been refutable in a good relationship.
Instead of experiencing self-hatred from his internal rejecting
objects in the form of "I hate me," he experienced the rejecting
object as outside of himself in the form of "Carol Ann hates me and
this is only because she is sick." Once, in a rare moment of anger
and candor, Mark sternly told Carol Ann, "If it weren't for you, I
would be happy." Moreover, he asserted, "I married her for better
or for worse and I keep hoping she'll get better." In these
statements, Mark attributed the entirety of his personal and
relational difficulties to Carol Ann.

Mark's marriage to Carol Ann served multiple
functions: it was a repository for his depression, a container for
his inherent sense of badness, the justification of the emptiness
of his own life, and a support to his preferred self-image as a
saint in martyred relationship to a sinner. It also allowed him to
disavow his internal self-rejecting objects. In service of these
defensive needs, Mark was dependent on Carol Ann. As long as he
remained in undifferenti-ated relationship to her, his internal
world of persecutory relationships could be transposed to the
marriage. The virulence of his intrapsychic conflict was apparent
in the deeply toxic nature of their interpersonal conflict.

Via Mark's reliance upon primitive defenses,
his adult life was shaped, almost in its entirety, along the lines
and divisions of his childhood. His unconscious internal world of
pathological object relationships hid in plain sight yet lurked
outside
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