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(13) Then the process focused on her paternal grandmother, who was 
substitute mother for her. We saw the transformation of a pathological 
mourning to acute grief, and the focus then was on her unresolved mourning 
in relation to her grandmother. 

(14) Now that the direct view of the multifoci core neurotic structure 
by both therapist and patient had become possible, the process moved into a 
direct interpretation of the patient's core pathology, and finally handling 
residual transference feelings bringing the interview to a close and setting up 
psychotherapeutic planning. 

In conclusion, as I have indicated before our extensive clinical research 
data emphasize the immense importance of the punitive superego in the 
causation and maintenance of neurosis. In all these cases the punitive super-
ego has eroded the patient's ego functioning with major impoverishment of 
the ego structure. Another point, which again we see in this patient, is the 
issue of the superego and the compulsion to repeat. What emerges from our 
clinical data is that repetition compulsion is one of the clinical manifesta-
tions of superego pathology. In closing, clinicians who are working with this 
technique should take into consideration that the major unlocking of the 
unconscious requires that the patient enter treatment without a waiting list. 
In the technique of major or massive de-repression of the unconscious, the 
patient should enter treatment immediately. This applies to the present 
patient. The clinical picture of massive de-repression of the unconscious will 
be the subject of another article in this journal. 
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Intensive Short-Term Dynamic 
Psychotherapy in the Treatment 
of Chemical Dependency. Part I 

DAVID M. DAVIS* 
University of California, Irvine Medical Center, Orange, California 

Alcohol and drug dependency are major problems throughout the world. In general, there is 
agreement that intensive psychotherapy, designed to expose and interpret unconscious material with 
chemically dependent patients, is usually more deleterious than helpful. Davanloo's system of IS-TDP 
may be an exception to this guideline for chemically dependent neurotic patients without ego fragil-
ity. Edited transcript material from a trial therapy evaluation is presented to demonstrate treatment 
techniques of IS-TDP and its potential use for a specific subset of patients with this illness. 

I. Introduction 

Chemical dependency, in light of its morbidity as contrasted to mortal-
ity, is probably the number one health problem in the United States (Gill, 
1987; Selzer, 1980). Treatment of these patients is difficult and expensive. 
Poor motivation creates a high initial dropout rate. Unfortunately, there is 
also a high rate of recidivism for patients who are able to achieve abstinence 
(Smart, 1978). 

Since chemical dependence is a term encompassing a heterogenous set of 
conditions and treatment population, no single treatment protocol or theo-
retical perspective has yet been designed that integrates the numerous facets 
and interactions involved. The importance of behavioral, learning, pharmaco-
logic, psychodynamic, biologic, and environmental influences has been sub-
stantiated, although debate over primacy fruitlessly continues. 

Given the multiple factors that play a role in the causes of chemical de-
pendency, it is not surprising that no treatment modality yields successful 
treatment results. Clinical trials showed that a combination of two or more 
treatment modalities substantially increased the number of patients with a 
favorable outcome (Selzer, 1980). Hence, we have seen the development of 
multimodal treatment approaches, which include a combination of individ-
ual and group psychotherapy, medication, and self-help groups. Psycho-
analytically-oriented psychotherapy has either been ineffective or detrimen-
tal in the treatment of this illness (Woody et aL, 1986). 
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II. Characteristics of the Chemically Dependent Population 

Physicians, including psychiatrists, are frequently criticized for their re-
luctance to treat chemically dependent patients. A study at a university 
hospital revealed that many physicians were unwilling to be concerned with 
the diagnosis and treatment of alcoholism (Westermeyr et al., 1978). A 
survey of physicians showed that one-third of all practitioners viewed alco-
holism as a hopeless condition (Abbott et al., 1974). This phenomenon is 
related to the incompatibilities which are usually present between the per-
sonality of the chemically dependent patient on the one hand, and the value 
system and treatment goals of the provider on the other. 

There are five typical psychological deviations prevalent in the chemi-
cally dependent treatment population. These are dependency, egocentricity 
and narcissistic vulnerability, depression, hostility, and deficits in self-care 
(Selzer, 1967; Khantzian et al., 1983). 

A. Dependency 

Chemically dependent patients are satisfied with the passive role, and 
seek ways to put the problem in the therapist's lap. Their demands are subtle 
and often nonverbal. Nevertheless, they exert continuous pressure on the 
therapist. The patient's persistent orientation to the therapist as an omni-
potent source of something which he is unable to provide mobilizes anger in 
the therapist. This anger is not entirely a function of counter-transference. 
Can any human being remain free of irritation in the face of constant de-
mand and dissatisfaction (Selzer, 1967)? 

B. Egocentricity and Narcissistic Vulnerability 

The chemically dependent patient is typically selfish and self-centered 
(Korman et a!., 1961 ). There is a vulnerability in self-esteem associated par-
ticularly with heavy reliance on narcissistic protectiveness and incompletely 
integrated inner self and object images. 

C. Depression 

These patients are self-destructive and can be suicidal for protracted 
periods of time. Treating seriously suicidal outpatients mobilizes anxiety 
within therapists, which can gradually erode their enthusiasm and interest 
in treatment of this group. 

D. Hostility 

Usually too fearful to express their anger directly, these patients resort 
to the use of primitive defenses, such as splitting and projective identifica-
tion, unconsciously designed to enrage and provoke retaliation by the 
therapist. 
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E. Deficits in Self-Care 

Chemically dependent persons ignore and deny the dangerous nature of 
their drug involvement. Khantzian and Mack (1983) have coined the term 
"self-care deficit" to describe the repeated pattern of failure of addicts to be 
able to anticipate harm and avoid danger due to the adverse physical effects 
of the drug as well as the destructive lifestyle it entails (Khantzian et a!., 
1983). Along with flagrant denial about the dangers of their drug use, chem-
ically dependent individuals make prominent use of the defense mechanism 
of externalization. Wurmser (1977) considers their tendency to seek "magi-
cal, omnipotent control over the uncontrollable" to be a fundamental and 
specific factor causing a predisposition to drug dependency. 

Although these developmental deviations are characteristics, there is 
variability among the chemically dependent population in the degree of 
disturbance in each of the areas described, as well as in the specific conflicts 
and defenses that are utilized by each patient. People with these five charac-
terological difficulties have a psychological predisposition to chemical de-
pendency because the psychotropic effects of their drugs are syntonic with 
existing modes of defense, adaptation, and self-concept. 

Despite their lack of appeal to therapists, the fact remains that chemi-
cally dependent patients have many psychiatric disorders that are seen in 
nonchemically dependent individuals. At least theoretically, their depres-
sion, anxiety, interpersonal relationship difficulties, character pathology, 
and dependence on mind-altering substances, could respond favorably to 
psychodynamic psychotherapy. 

III. Is Psychotherapy Helpful? 
Two pioneers of short-term psychotherapy, Sifneos (1972) and Malan 

(1963), attempted, with mixed results, to help these difficult patients with 
an analytically-oriented focal approach. Woody et al. (1986) found that a 
positive therapeutic alliance was necessary to provide the basis on which 
psychological techniques could potentially be effectively applied. Unfortu-
nately, a large percentage of alcoholics and drug dependent patients have 
either a developmental disorder or a fragile ego-structure. They have a low 
ego-adaptive capacity to experience and tolerate anxiety. Their intolerance 
of anxiety frequently results in dropping out and/ or acting out. Since psy-
chodynamic psychotherapy mobilizes anxiety, this form of treatment has 
not been found useful (Selzer, 1980). 

The results of the numerous studies done to date on the general question 
"Is psychotherapy helpful?" suggest that this question needs to be made 
more specific. Two specific points of interest to the writer are: ( 1) Can In-
tensive Short-Term Dynamic Psychotherapy be useful for distinguishing 
chemically dependent individuals with structural neurosis from those with 
developmental disorder, and (2) can these patients benefit from Intensive 
Short-Term Dynamic Psychotherapy, if they experience a breakthrough into 
the unconscious during the trial therapy evaluation? 
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IV. Advantages of a Trial Therapy Evaluation 
in Patients with Chemical Dependency 

The trial therapy model of initial interview is an extremely accurate psy-
chodiagnostic tool (Davanloo, 1988c). Using a descriptive, dynamic, phe-
nomenological approach, the evaluator is able to detect the presence of a 
developmental disorder, or ego-fragility. If neither is present, the patient has 
the capacity to withstand the impact of painful feelings from the uncon-
scious. 

The patient's "deficits in self-care" are a clinical manifestation of super-
ego pathology. Four clinical manifestations of superego pathology described 
by Davanloo (198 7c) are: (1) self-destructive or self-punitive behavior, (2) 
violent underlying impulses, (3) guilt and grief, (4) impoverished personality. 
����patient's habitual use of a damaging addictive chemical can be conceptu-
altzed as due to unconscious guilt from the superego, forcing the patient to 
punish himself and cripple his life. The potential for radically altering the 
psychological forces within the chemically dependent patient quickly, by 
"unlocking the unconscious and liberating the crippled paralyzed ego from 
the tyranny of the superego," and simultaneously developing an "uncon-
scious therapeutic alliance" with an ego that can be a collaborator in the 
treatment process during the trial therapy, may radically alter the initial 
dropout rate. The unconscious therapeutic alliance created after a "break-
��������into ����unconscious" creates a bond between patient and therapist 
that rs an effectrve foundation for future collaborative work. 

Davanloo ( 1988b) has discussed in a two-part article his procedure for 
unlocking the unconscious. For convenience, the summary of the "Central 
Dynamic Sequence" is reproduced here. 

Phase (I) 
(a) Inquiry, exploring the patient's difficulties; initial ability 

to respond. 
(b) Rapid identification and clarification of the patient's 

defenses. 
Phase (2) Pressure, Leading to Resistance in the Form of a Series of 

Defenses. 
Phase (3) Clarification of Defenses 

(a) Clarification, challenge to defenses, leading to rising trans-
ference and increased resistance. 

(b) Challenge directed against the defenses; recapitulation of 
the defenses and casting doubt on the defenses. 

(c) Challenge directed toward the therapeutic alliance. 
(d) Making the patient acquainted with his defenses so that he 

can see that they have paralyzed his functioning. 
(e) To turn the patient against his own defenses. 

Phase ( 4) Transference Resistance 
(a) Clarification and challenge to transference resistance. 
(b) Head-on collision with the transference resistance with 

special reference to that maintained by the superego. 

ISTDP AND CHEMICAL DEPENDENCY. I 71 

(c) Exhaustion of resistance and communication from the uti-
conscious therapeutic alliance. 

Phase (5) Intrapsychic Crisis 
(a) High rise in the complex transference feeling, break-

through of the complex transference feeling- the trigger-
ing mechanism for unlocking the unconscious. 

(b) Interpretative phase. 
(c) The first direct view of the multifoci core neurotic struc-

ture. 
Phase (6) Systematic Analysis of the Transference Leading to Resolution 

of the Residual Resistance with Partial or Major De-repression 
of Current and Recent Past Conflicts (C) and Distant Past Con-
flicts (P). 

Phase (7) Inquiry, Completing Dynamic Phenomenological Approach to 
Patient's Psychopathology, Medical, Psychiatric, and Social 
History, and Developmental History. 

Phase (8) Direct View of the Multifocal Core Neurotic Structure and Its 
Relation to Patients' Symptom and Character Disturbances 
and Psychotherapeutic Plan. 

If one follows this procedure without significant technical problems, 
eventually an intrapsychic crisis develops, mobilizing complex transference 
feelings past a critical threshold, which activates the "triggering mechanism" 
for unlocking the unconscious. This results in a de-repression of painful 
expe,riences from the past, allowing the therapist a direct view of a portion 
of the patient's core neurotic structure. The process of de-repression has 
been described by Davanloo (1986a,b; 1987a,b) and others (Davis, 1987a,b; 
Drury, 1987a,b) in training. For example, "The Butterman" (Davis, 1987b) 
was using alcohol daily at the time of the initial evaluation. As of a 27-
month follow-up, he remains abstinent. 

After a successful trial therapy evaluation with a chemically dependent 
patient with the ego-adaptive capacity to tolerate a rapid uncovering of the 
unconscious, a viable unconscious and conscious therapeutic alliance with 
the therapist will have been obtained. The forces within the patient to 
cripple and sabotage his life will have been dramatically lessened. This 
change in the psychological equilibrium of the patient theoretically should 
improve the chance of the patient remaining in therapy, and also reduce tHe 
rate of recidivism due to the lack of the need within the patient to punish 
himself due to unconscious guilt from repressed murderous impulses. Since 
therapy is completed within a year, it would not require exceptional will 
power for a patient to devote the time necessary to resolve his core con-
flicts. 

V. The Case of the Pipeman 
Let us now turn our attention to a clinical example that demonstrates 

the treatment techniques of IS-TDP in a patient with alcoholism. 
The patient was referred to the writer by a family physician, who had 



72 DAVIS 

become concerned about the patient's break in a five-year period of absti-
nence shortly before the Christmas Holidays. He took several drinks a day 
for a two-week period prior to regaining control of his drinking. The physi-
cian was concerned that the patient would begin drinking again on a regular 
basis. It was the author's hope that a trial therapy evaluation, with a break-
through into the unconscious, would dramatically reduce the likelihood of 
the patient's returning to alcohol in the future. 

The patient was a 42-year old architect, whose chief complaint was 
anxiety and anger at work. The patient had an interpersonal conflict with 
his supervisor, Ralph. The patient experienced his anxiety physiologically 
as cold hands. He also said he had difficulty with his memory while anxious, 
and it was hard for him to find the right words. His past history of alcohol 
use was extensive. He drank heavily for eight years and he had become absti-
nent five years ago. He had attended Alcoholics Anonymous (AA) meetings 
weekly for the past five years. At his peak, he was drinking approximately 
one and one-half pints of vodka daily. He had mild to moderate chronic 
obstructive airway disease from smoking two and one-half packages of 
cigarettes a day for over 20 years. The patient was troubled by tension head-
aches and pain in his right ankle. He stated his headaches developed when he 
was under stress at work, and his ankle pain was a residual from an automo-
bile accident in 1982. He had difficulties with regulation of self-esteem. He 
had a chronic sense of inferiority and he was very sensitive to criticism. The 
patient denied psychosomatic disorders, functional disorder, or affective 
disorder. Characterologically, he was emotionally distant. He had a slightly 
effeminate voice. He alternated between defiance and compliance in relation 
to his wife and his boss. 

VI. Phase (1) Inquiry and Rapid Identification and 
Clarification of the Patient's Defenses 

We will begin the edited transcript material with the first few minutes of 
the evaluation. 

TH: Can you tell me what seems to be the problem? 
PT: I should probably give you background on me. 
TH: I prefer to know what the problem is first, and then we can get to 

the background later. 

The first five to ten minutes are critically important in the inquiry phase 
of the trial therapy. The patient was asked "What seemed to be the prob-
lem," which is the standard procedure for starting inquiry. The patient re-
sponds with two tactical defenses. He uses the word "probably" and wants 
to give background on himself rather than describe what is his immediate 
problem. Classical technique would allow the patient to start giving back-
ground and see where it led. The dynamic, descriptive, phenomenological 
phase of inquiry is more active and structured. The evaluator requests that 
the patient talk about the acute problem which brought him into the office. 
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If the resistance to talking about the problem is low, the patient will respond 
to this intervention and talk about the acute problem. However, if resistance 
is high, the patient will not talk specifically about his acute symptoms. This 
patient did not have high resistance to talking about his current problems, 
and no further intervention was required. 

PT: Anxiety and things related to that. 
TH: Are you anxious all the time or intermittently? 
PT: No, it would be more related to work. 
TH: There is an anxiety at work. Any particular person around whom 

you ... 
PT: Definitely my supervisor. (Patient smiles.) 
TH: What is his first name? 
PT: Ralph. 
TH: When you are anxious around Ralph, can you describe physically 

what you notice when you become anxious? 
PT: It is generally anger. I get angry and cannot do anything about it. 
TH: So when you are around Ralph, you become angry and that links 

with the anxiety? 
PT: Yes. 

The patient declared that the main problem that brought him into the 
office was anxiety related to his supervisor Ralph. He was also able to 
realize that there was a relationship between his anger and his anxiety with 
Ralph. The patient indicated by these statements that he had some aware-
ness and intuitive understanding of the triangle of conflict. The therapist 
reinforced the patient's intuitive understanding of the triangle of conflict by 
saying "you become angry and that links with anxiety." The patient con-
firmed that this is the way he understood it by saying "yes." This "yes" of 
the patient is an important positive response. This technique is termed the 
"cognitive highlighting" of the triangle of conflict (Davanloo, 1988c ). It is 
an important step in evaluating the ego-adaptive capacity of the patient. The 
evaluator must assess, within the first I 0 to 15 minutes, whether the patient 
needs a cognitive restructuring of the triangle of conflict before challenge 
and pressure to the defenses, or whether challenges and pressure of the 
patient's defenses can start after phenomenology is completed. 

TH: When you become anxious, can you describe what you notice 
physically? 

PT: My hands get cold. I feel/ike I can't think. 
TH: Your thinking processes get disrupted? 
PT: Yes. 

One of the danger signals of low ego-adaptive capacity, a fragile ego-
structure or a developmental disor.der, is the disruption of cognitive proces-
ses with anxiety. Thus, this symptom is a "red light." The therapist needs to 
focus on the patient's experience of his cognitive disturbance to evaluate the 
severity of this symptom. 
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TH: Can you describe the kind of thinking that gbes wrong. 
PT: My memory quite often gets worse. It will take me time to find the 

right word. 
TH: Do you lose your train of thought? 
PT: Yes. 
TH: Any other things you notice when you are anxious in addition to 

cold hands and thinking difficulties? 
PT: Not really. Similar to anxiety attack-type symptonts but not fear. 
TH: If you monitored your body physically, describe what you notice? 

You notice your hands are cold. 
PT: Yes. 
TH: If you look at all your body together, what changes when you be-

come anxious? What do you notice that is different from when you 
are calm. 

PT: That's really about it. I don't shake or anything like that; 
TH: Do you notice any change in your breathing? 
PT: No. 
TH: Any tension anywhere in your muscles? 
PT: Oh, yes. Up in my neck and shoulders. I get knots the size of wal-

nuts. I also get tension headaches. 
TH: Can you describe those? What are those like? 
PT: Pretty typical. Back of the head, up in here. (Patient moves his 

hands over the sides of his head.) 
TH: Are they expecially linked with you and Ralph, or do you get them 

at other times? 
PT: I get them occasionally other than at work but not often. 
TH: So one area, if we could look at it, is the interpersonal conflict with 

Ralph. WJien you are around him, it mobilizes anger and anxiety. 
PT: Yes. 

The therapist explores the phenomenology of the patient's experience of 
anxiety. The patient's high physiological and psychological concomitants of 
anxiety, as well as his cognitive disruption when anxious, indicate that he 
has a reduced ego-adaptive capacity. However, a significant portion of his 
anxiety is distributed into the voluntary muscles. Skeletal muscle tension is 
a sign that the unconscious impulses and feelings that are activating the 
anxiety are potentially accessible. The patient's intuitive understanding that 
anger and anxiety are related, as well as his ability to describe his anxiety 
physically, indicate that there is, at this point in the interview, no contraindi-
cation to a rapid uncovering of the unconscious, despite his minimal memory 
impairment when he is very anxious. However, the patient's acknowledge-
ment that when his anxiety is high, his thoughts can become disrupted, ������
cates that the evaluator will need to vigilantly monitor the level of anxiety 
when challenge and pressure of his defenses begin, to make sure that the 
patient's reduced ego-adaptive capacity is not overwhelmed. The therapist 
now turns his attention to other problems to get all the areas of disturbance 
highlighted. 
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TH: Is there any other area you would like help with? 
PT: Outside of work? 
TH: Is there any other difficulty in your life? 
PT: Yes, I am an alcoholic. 
TH: I see. Are you aware that you are smiling when you say that to me? 
PT: I just became aware of it when you said that. 
TH: You did not notice that before? 
PT: No. 
TH: How long have you been drinking? 
PT: How long have I been drinking? Up until five years ago, I drank 

alcohol for probably 18 years. 
TH: Approximately 18 years. And you are how old now? 
PT: I am 42. 
TH: You had not been abusing substances prior to that time? 
PT: No, my drug of choice was alcohol. 
TH: When you were at the peak of your alcohol use, what did you 

drink, how much? 
PT: I drank anywhere from a pint to a pint and a half or a quart of 

vodka a day. Every day. 
TH: Have you stopped drinking entirely? 
PT: Yes. I had one recurrence in December. I drank periodically for 

about two weeks. Then I stopped again. 

VII. Phase (2) Pressure Leading to Resistance in the Form 
of a Series of Defenses 

The patient, although talking specifically about his problems, _has ����
sented with a high level of emotional detachment from the therapist. Esti-
mating the degree of a patient's distancing in the transference is a skill one 
acquires with experience, much as one gets a sense of the "praecox ����������
After many of these interviews, one uses the way a patient interacts dunng a 
major breakthrough as the reference point for high emotional involvement 
in the transference. One compares this reference point to the level of emo-
tional involvement when the patient starts the interview. As long as the 
patient is emotionally detached from the therapist, it will be imp_ossible ���
help the patient to experience intense complex transference feehngs while 
working in a triangle of conflict. Thus, it becomes necessary to re?uce the 
resistances to emotional closeness in the transference (RECT). This can be 
done simultaneously while taking a descriptive phenomenology during 
Phase I (B) of the trial therapy (Davanloo, 1988b ). In this case, the therapist 
learns that the patient is an alcoholic, which is a potential "red light" for 
rapid uncovering of the unconscious. His history of alcohol use nee?s to b.e 
explored. Concomitantly, the therapist starts to clarify to the _patient his 
nonverbal defenses in the transference by pointing out to the patient that he 
is smiling. The patient's lack of awareness that he was smiling ����������that 
the smile was ego-syntonic rather than ego-dystonic. The ����������?egms. to 
to get a sense, at this point in time, as to whether the patient s distancmg 
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in the transference is primarily ego-syntonic or ego-dystonic. The more ego-
syntonic the patient's distancing, the greater the use of clarification and 
elaboration of the patient's defenses, and the longer and more gradual the 
challenge and pressure on the resistances to emotional closeness will be. In 
addition, the time that will be required to create a sufficient rise in complex 
transference feelings necessary for a major breakthrough into the uncon-
scious will be longer. 

After exploring the patient's history of alcohol use, the evaluator com-
pletes phases one and two of the trial therapy evaluation. All the areas of 
disturbance are highlighted, and there has been an identification and clarifi-
cation of the patient's presenting defenses, as well as reflection and clarifica-
tion of the patient's distancing in the transference. 

One of the important fundamentals of Davanloo's system is that the 
patient must have significant emotional involvement in the transference in 
order for challenge and pressure of the (D) vertex of the triangle of conflict, 
either in C or T, to create a rise in complex transference feelings of sufficient 
intensity to activate the "triggering mechanism" to unlock the unconscious. 
Thus, the first priority of the evaluator is to get the patient emotionally in-
volved. The RECT must be worked through prior to pressure of the patient's 
defenses against experiencing impulse/feeling in the transference. 

The patient admitted that he was aware of being emotionally distant, 
which indicated that his distancing was not extremely ego-syntonic. Patients 
with extreme ego-syntonic distancing will have no awareness that they are 
distant and detached. 

VIII. Phase (3) Clarification, Elaboration, 
and Challenge of Defenses 

TH: Do you feel emotionally involved? What are your feelings towards 
me right now? 

PT: A little threatened. (Cover word) (Davanloo, 1988b) 
TH: Describe threatened physically. 
PT: What? 
TH: How you feel physically when you say threatened. Threatened is a 

word. What are you feeling physically? You say a little threatened. 
PT: A little . .. I use the word uncomfortable but that does not . .. 
TH: Are you anxious now? 
PT: Yes. 
TH: What do you notice physically? 
PT: My neck has tightened up a lot. 
TH: Your neck has tightened up since you have been here? 
PT: Yes, a little bit. 
TH: What feeling is under the anxiety towards me? We know that anx-

iety is one of the feelings here. What feeling do you have towards 
me under the anxiety? 

PT: I really don't know how to explain it. I have really been out of 
touch lately. 
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The patient used the cover word "threatened" but what he actually ex-
perienced was anxiety. The patient experienced his anxiety as skeletal 
muscle tightening in his neck. This is a positive sign that the anxiety is near 
emerging from unconscious sources, and is a "green light" to increase pres-
sure upon the patient. Thus, the therapist challenged and asked "What feel-
ing is under the anxiety." If a patient had given symptoms of anxiety in-the 
autonomic nervous system, rather than in the skeletal musculature, the ap-
proach would have been different. For example, if the patient described 
stomach churning, the therapist would have explored physiological signs of 
anxiety more thoroughly to help alleviate the anxiety. The challenge and 
pressure on impulse and feelings would precede at a lower dosage and at a 
slower pace if the patient's ego-adaptive capacity to experience anxiety was 
lower, as manifested by symptoms of autonomic anxiety in the involuntary 
organs rather than voluntary skeletal muscle anxiety. 

The patient was unable to experience his impulse/feelings in the transfer-
ence, which indicated that his lack of emotional involvement required a 
more forceful challenge to the RECT. The intervention to challenge the 
RECT is the use of Davanloo's technique of "Head-On Collision (HOC) with 
the character resistances" (Phase 3-b-c ). The patient has ego-syntonic dis-
tancing, but this is part of his character pathology. He is not doing it specifi-
cally as a way of dealing with impulses and feelings mobilized by the thera-
pist since the evaluation started. However, the HOC with the character re-
sistances will mobilize (F) in T. The patient will start to elaborate a new set 
of defenses in response to this intervention by the therapist. These new 
defenses will be the manifestation of transference resistance. The new set of 
defenses, comprising the transference resistance, must be challenged force-
fully as a group in what Davanloo calls the "Head-On Collision with the 
transference resistance" (Phase 4). The success of the HOC with the transfer-
ence resistance depends upon the systematic clarification. elaboration, and 
precision of the HOC with the character resistances. The HOC with the char-
acter resistances must be done slowly and precisely, in order to educate the 
patient about his ego-syntonic defenses. A major purpose of this interven-
tion is to separate the ego from its defense mechanisms, which enables the 
patient to separate his "self' from the forces of the resistance. Once the 
patient is able to distinguish between his wish for help and the collaborative 
relationship with the therapist on one side, and the forces of the resistance 
and the characterological defenses on the other side, and he agrees that he 
wants to "give up his crippled life," increased challenge and pressure on the 
patient's transference resistance can proceed. Usually, the pace of the HOC 
with the transference resistance needs to be quicker than that of the HOC 
with the character resistances because a slow pace retards the rise of com-
plex transference feelings. However, if one proceeds at too rapid a pace 
during the HOC with the character resistances, prior to systematic elabora-
tion and clarification of the patient's entire defensive characterological 
system and prior to the patient agreeing that he does not want these defenses 
to cripple his life anymore, an intensive challenge and pressure, with rapid 
pace to the transference resistance, will result in confusion and a therapeutic 
misalliance. Even if the unconscious becomes unlocked, residual resistances 
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will be mobilized and "clamp" the therapist in the unconscious (Davanloo, 
1988c). If this occurs, the evaluator will not be able to widen his entry into 
the unconscious to expose more of the core neurotic structure and the 
unconscious therapeutic alliance will be tenuous. 

The first task for the therapist during the HOC with the character re-
sistances, is to clarify to the patient his behavior in the transference, that 
demonstrates emotional distancing. The therapist also needs to make the 
patient aware of what the end result of his distancing will be. This interven-
tion is addressing the resistance stemming from the super-ego to sabotage 
and defeat the psychotherapeutic interaction. It is important that the patient 
understand that the stakes are extremely high. What is at stake is the pa-
tient's freedom and happiness for the rest of his life, which depends on his 
ability to risk intense emotional involvement with the therapist. The pa-
tient must understand that this something he must do if he wants inner-
freedom. 

TH: I have a sense that you are totally detached in terms of me. You are 
keeping a tremendous emotional barrier with me. You are not 
allowing me to get close to your pain, inside. You said before, "If 
I wasn't smiling, I would be crying." I think there must be tremen-
dous painful feelings inside, that in some way the anger is a way of 
dealing with that. You don't really allow yourself to become close 
to me emotionally for me to help you. Do you see what I mean by 
a barrier emotionally? 

PT: I see what you are saying. 
TH: The way you talk now, there is no emotional involvement in your 

voice. You are totally detached from me. If I am on one side of 
this barrier and you are on the other side of the barrier, will we be 
be able to understand what the real core of the problem is, that is 
deep down since you were a child? Will we be able to get to that if 
you do not allow me to get close to you and understand your 
vulnerability? 

PT: I guess it is hard for me to let other people get next to me or under-
stand me . .. 

TH: You say you guess. 
PT: Understand the pain that I have had. 
TH: So it is difficult for you? Let's look to you and me and not other 

people. Is it hard for you to allow me to share your intimate 
thoughts and feelings? 

PT: Yes, It is something that is difficult for me. 
TH: Yes, I understand that it is difficult for you with me, that you do 

this with everyone. But if you keep up this barrier, so that we 
cannot collaboratively work together and get to the core of the 
problem, then what happens after today? If this barrier stays in 
operation, with me on one side of the barrier and you on the other 
side of the barrier, we will not be able to get to the core of the 
problem, which will mean that at the end of this time, you will 
keep the difficulties with you. If you do not let me get close to 
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you and help you with them, then I am useless. Although I try my 
best to help, you stay behind the wall, and leave with all the same 
crippling symptoms that you came with. That would be sad to me 
because I want to help but I cannot succeed every time. But you 
have to go on with this potential sabotage and this rage inside that 
erupts very quickly. Perhaps you have more vulnerability to return 
to drinking if things get out of hand. So where does it leave you if 
you keep the barrier up? What would be the end result? 

PT: I see what you mean. 
TH: What would be the end result if you keep the barrier up with me 

now? 
PT: There would probably be no change or help for me. 
TH: Probably no change? 
PT: No change in my situation. 
TH: No change, right? To me that is evidence of selfsabotage right now 

with me. We know that there are times in your life previously that 
you sabotaged yourself But if you come here with a goal to get to 
the core of the problem, take a look, change your life for the bet-
ter. If this wall sabotages my capacity to be of use to you and 
makes me useless, and you leave without the benefit of my help, 
then you are defeating the purpose for which you came here. 

PT: Yes. 
TH: What are we going to do about this sabotaging that is going on now? 

Do you want to work with me on this barrier? 
PT: Yes. 

Initially, the patient had difficulty grasping how important it was �����
he become emotionally involved. He tries to minimize the damage that h1s 
emotional distancing might cause. He says "There would probably be no 
change or help for me." The therapist much challenge this tactical defense. 
The patient must face the truth that he will be condemning himself to <;! life 
of misery if he does not get emotionally involved. The therapist connects his 
lack of emotional involvement in the transference with his sabotaging him-
self in his life. The evidence for forces from the superego, creating a need 
within the patient to punish himself and make himself miserable, is ample 
from his disastrous life while under the slavery of alcohol addiction. The 
patient declares that he is willing to work with the therapist on his emotional 
barrier. This indicates that the patient is now able to separate his need to 
create an emotional barrier, crippling the psychotherapeutic process, from 
his observing ego and self, which is agreeing to work collaboratively with the 
therapist on working through his resistances to emotional closeness in the 
transference. This is the positive signal that allows Phase 4 to begin. 

IX. Phase ( 4) Transference Resistance 

PT: I'm not sure it is something you can do. I am sure it is me. I do have 
a fear of being hurt. 
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TH: Look at it as a fear of closeness with me. You are terrified to let me 
get close to you. You do not look at me a lot of the time. What are 
we going to do about this barrier which is related to fears of inti-
macy and closeness. Again you avoid my eyes. You continue to 
avoid my eyes. And now the smile comes again. 

The patient starts to verbalize his fear of being hurt if he allows himself 
to get emotionally involved with the therapist. All patients with conflicts 
concerning intimacy and closeness have been previously disappointed when 
they were emotionally involved, and they fear the same disastrous results 
will occur if they get close to the therapist. The therapist clarifies and chal-
lenges the patient's nonverbal behavior that indicate a fear of intimacy and 
closeness. Inability to maintain eye contact is a behavioral reflection of a 
conflict with closeness and intimacy. 

As Phase 4 continues, the patient manifests transference resistance in 
response to the challenge and pressure to RECT with a limp body, silence, 
and increasing psychomotor retardation. Eventually the continued challenge 
of the patient's transference resistance mobilized anger in the patient. The 
therapist then added to the stations of RECT, nonverbal defenses and super-
ego resistances, the station of challenge and pressure on the resistances to 
experience impulse in the transference (REIT). As the level of anxiety in 
the patient increased, the evaluator appealed to the unconscious therapeutic 
alliance to come into operation by asking the patient why he would want to 
live the rest of his life in a crippled fashion. Eventually the relentless chal-
lenge and pressure to the patient's RECT, nonverbal defenses, tactile de-
fenses, superego resistances, and REIT bear fruit. His defenses become ex-
hausted. The patient becomes aware of physiological rage in the transfer-
ence. We pick up the interview with the breakthrough of impulse in the 
transference (Phase Sa). 

X. Phase (5) Intrapsychic Crises 

TH: If the full fury came out at me, what could you do, if you are 
honest? 

PT: I could kill you right where you sit, and the thought scares me. 
TH: Let us look together at the thoughts. I understand you want to pro-

tect me and not lose control. But let's look at the thought anyway. 
How would you go at it. Be honest. Do not minimize. 

PT: I would come out of the chair and kick you in the throat probably. 
TH: Which foot? 
PT: My right foot. 
TH: Right here? 
PT: Across the trachea. 
TH: Across my trachea, and then what happens to me then? 
PT: You suffocate. 
TH: How does that go? 
PT: Very poorly. It is a horrible way to die. 
TH: Describe what happens to me. 
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PT: You try to gasp. Your chest heaves. Not a pretty way to die. 
TH: I try to gasp. How do my eyes look? 
PT: Bad. 
TH: How am I lying. Am I still in the chair? 
PT: No, you can't be. 
TH: How do I fall? 
PT: You fall right straight out of the chair, if the kick did not break 
· your neck. 
TH: Do I struggle for breath? 
PT: It is a horrible way to die. 
TH: It is very painful. Am I able to say anything? What do my eyes say 

to you? 
PT: Nothing. 
TH: And then I finally die. 
PT: That's the way it goes. 
TH: How do you feel? 
PT: I'm not sure. 

Once the aggressive impulse in the transference emerges, it is important 
for the patient to specifically portrait his aggressive fantasy. The therapist 
must go over the aggressive act slowly and with detail. Elaborating in detail 
the patient's urge to kick the evaluator in the trachea leading to suffocation 
and death heightens the intensity of the experience of impulse in the trans-
ference. Beneath the aggressive impulse in the transference are buried painful 
feelings of guilt and grief. The therapist must look for the emergence of the 
grief and guilt-laden layer, which usually closely follows the emergence of 
the aggressive impulse in the transference. It is the grief and guilt-laden 
layer, and not the impulse, that unlocks the unconscious. The therapist must 
patiently wait after the breakthrough of impulse in the transference, in 
order to allow time for the guilt and grief-laden layer to emerge. If not, the 
evaluator can bypass the grief and guilt-laden layer, and the unconscious will 
not unlock. The therapist senses that the patient's eyes are moistening, indi-
cating the grief-laden layer is starting to surface. 

TH: I have a sense that there is a lot of painful feeling in you, if you 
would let me see it? How would you feel if you had lost control 
and kicked me in the trachea and I died of painful suffocation? 
Because this is the fear you have. You are terrified. And you pro-
tect me from this, which I appreciate. So there must be positive 
feelings towards me, too. Because you do not want to hurt me, you 
do not want to see this happen. But I sense a wave of painful 
feelings. 

PT: There is nothing I could do. 
TH: What would you do then? Would you stand by my side? Would you 

leave the room? What would you do next? 
PT: I don't know. 
TH: Let's examine your thoughts. 
PT: I would probably try to reestablish your trachea. 
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TH: Would you try to revive me? 
PT: Probably. I probably would if I didn't get so damn scared that I ran. 
TH: What would you try to do to revive me? 
PT: Reestablish an airway. 
TH: So you would try to reestablish the airway. If that qid not succeed, 

then what? Once you see no pulse, no life, then how would you 
feel? 

PT: How would I feel? I would feel horrible. 
TH: Any sadness? 
PT: Yes. 
TH: Let's look at your sad feelings. 
PT: I lost control and look what happened. 
TH: What are you feeling right now? I sense a wave of tears in your eyes. 

I sense you are holding back. 
PT: You're right. 
TH: Could we look. Because it is very important you share this grief 

with me. 
PT: I don't know. Maybe it's the little kid in me. (Signal that the un-

conscious therapeutic alliance is coming into operation). 
TH: Let the painful feeling come. Because we have a chance here. I sense 

the wave. Let yourself go and don't keep up the barrier. Let the 
wave of grief come. You are even fighting now to keep control? 

PT: No, I'm not. 
TH: You are letting yourself feel it? Are you feeling the grief inside? 

Can we look to the grief? 
PT: Maybe as a little kid. 
TH: What comes to mind? 
PT: What? 
TH: Any thought coming to mind? 
PT: (Patient nods yes.) My Dad. 

The therapist senses that in addition to aggressive impulses towards the 
therapist, the patient has positive feelings of gratitude and appreciation. The 
pfltient would be grief stricken and guilty if he had actually lost control and 
murdered the therapist. This grief and guilt is experienced in the transference 
concomitantly with the murderous rage. The "central dynamic sequence" 
has caused a rise of complex transference feelings in the therapeutic inter-
action past the critical threshold to activate the "triggering mechanism" that 
unlocks the unconscious. The signal that the unconscious is unlocking is 
given by the statement from the patient's unconscious "Maybe it's the little 
kid in me." This is a "neon sign" that the therapist should allow the patient 
to free associate. (This begins Phase 5b and 5c.) 

PT: When I was a kid, I never really (patient sobs) ... my father never 
treated me like a little kid. He always wanted me to be a mqn .. , 
be a little man. 

TH: I sense a lot of pain but you are fighting it. 
PT: I know. I guess I don't want to feel it. 
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TH: You say you guess. We need to go back and feel all of that pain 
right now. We have to clean it up. I can help you clean up this 
buried feeling inside that makes you get so angry. If you let me. If 
you don't keep me out. If you don't reject me I can help you with 
this pain. It is up to you. I can't do it by myself You have to feel 
those same painful feelings now. We have to go back and see what 
they truly were. If you do not want to lead a crippled life, this is 
the price you must pay. 

Once the unconscious begins its unlocking process, the therapist changes 
from challenge and pressure to experience impulse in the transference, to 
becoming passive and reflecting on the patient's de-repression of an impor-
tant memory with a figure from the P axis. The therapist encourages the pa-
tient to face the full intensity of his buried grief and guilt in relation to the 
father. The therapist senses that there is still residual resistance within the 
patient to experience the full intensity of his grief and guilt. Thus, the thera-
pist tells the patient how destructive it is if he keeps a wall up and does not 
let the therapist assist him with his painful feelings. 

PT: (Patient crying intensely) How could he ... treat a little kid the 
way he did? I remember all the rage at me. I needed someone to 
guide me. But I could never do anything right. 

TH: So what you are saying is that you tried yaur best to please your 
father, but somehow you could not do it? 

PT: I couldn't please my father. I could never do it. He told me I would 
never be anything when I grew up if I didn't straighten up. And I 
never could straighten up. I never knew how to. I tried my best. I 
tried so hard but I could never measure up. I don't think he ever 
liked me. (Patient sobs intensely.) Why? I was a good kid. 

TH: Understanding why does not change the feelings. You know even 
now you cover your eyes and don't look at me with this pain in 
your heart? Could you look at me. I think it is important that we 
share this. 

The therapist continues to assist the patient in re-experiencing the full 
impact of the painful feelings related to his being unable to have a close 
relationship with his father. 

PT: I feel it is my pain. 
TH: But you see, that keeps you alone, doesn't it. If you don't let me 

share this pain about your father. 
PT: I just can't imagine anyone wanting to share something that hurts 

like that. 
TH: Let's not look to anyone. That is what I am here for. 

The evaluator continues to reflect on the patient's resistances to emo-
tional closeness and his continuing to fight opening up completely with the 
therapist. 
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PT: Okay. I can't imagine you wanting to share that pain. 
TH: But I do. I want to help you with it. 
PT: I want to make it go away, forever. 
TH: The first step is that you have to face it. You are doing the first 

step, facing it. 
PT: I am trying. Isn't there an easier way. 
TH: I wish there was. I haven't found it. 

The therapist reflects on the patient's transference resistance to facing 
the remainder of his buried painful feelings. The therapist encourages the 
patient to deal with the painful feelings now, although he wishes to avoid 
them. 

The therapist has the sense that the wave of grief and guilt has now 
diminished, and it is time to turn the attention towards the experience of 
aggressive impulse towards the father, which must lie closely connected with 
the patient's disappointment over their disastrous relationship. (This begins 
Phase 5c.) 

XI. Phase 5( c). The First Direct View of the Core 
Neurotic Stmcture 

TH: Was there ever a time that you felt hatred towards him? 
PT: Sure. 
TH: Can you tell me about that? Tell me about a time you remember 

hating him. 
PT: I remember once I was working on something down in the base-

ment. I was I 0 or II maybe. I was doing something with a rock. I 
remember him coming down and yelling at me. I didn't understand 
why he was angry. It was kind of his perennial state. What he was 
saying did not seem to make sense to me. I didn't know why he 
was yelling at me. I thought to myself "I really hate him." It was 
like all of a sudden a light bulb went on . .. puff . .. I hate him. 

TH: At that moment, if the hatred had come out onto him, what would 
it have been like? 

PT: I don't know. 
TH: Let's look now. In fantasy, if you were big enough, what would you 

have wanted to do? 
PT: I would have attacked him, sure. 
TH: How? 
PT: I would have physically attacked him. I would have tried to break 

his bones. 
TH: Describe how? 
PT: I probably would have picked something up and used that. 
TH: Like what? 
PT: Anything handy. Preferably long and heavy. A pipe would work 

well. 
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TH: Okay. And where would you have hit him with the pipe? 
PT: I probably would have killed him. I probably would have tried to 

crush his skull. I know I would have if I had been given the oppor-
tunity. I would have killed him a thousand times when I was grow-
ing up if I had had the opportunity. 

TH: You take the pipe, and what do you do with the pipe? 
PT: Smash him on the left side of his head. 
TH: What happens after you hit him there? 
PT: I don't know. 
TH: Imagine it. 
PT: He would fall over. 
TH: And then how many more times would you want to hit him? 
PT: I probably would have beat him for as long as I could have held the 

pipe. In fact, I know I would have. 
TH: What would he look like after you finished? 
PT: Pulp. 
TH: Describe the pulp? 
PT: Rather mushy, red. I would have beaten him until I had broken 

every bone in his body. 
TH: There is massive hatred towards your Dad. 
PT: Yes. 
TH: How would you feel when you saw your father as pulp? 
PT: I probably would have felt horrible. I know I would have felt 

horrible. I loved him and I hated him. At the same time. (Patient 
sobs very intensely.) 

The patient has de-repressed a painful memory in the P axis of the tri-
angle of persons concerning his wish to have beaten his father to death with 
a lead pipe in the basement while his father was in one of his drunken rages. 
One can see in this vignette confirmation of Davanloo's concepts concerning 
superego pathology and how it exacerbates and perpetuates human misery. 
This patient had the four clinical manifestations of superego pathology. 
During the years that he was taking alcohol on a regular basis, he lied, stole, 
was unemployed, and he was one of "the homeless." He had damaged his 
body physically and was continuing to do so via smoking cigarettes. There 
was an emergence of murderous impulses towards his father, and shortly 
after that, intense guilt and grief related to those murderous impulses. The 
patient's ego-syntonic detachment and distancing left his personality impov-
erished. One can conceive of the patient's need to take alcohol initially and 
his brief exacerbation of alcohol use a clinical manifestation of superego 
pathology, forcing the patient to punish himself to atone for the uncon-
scious murderous impulses towards his father. The patient's de-repression of 
the murderous impulses and his grief and guilt enables him to get a different 
perspective on the relationship with his father. This gives him the opportun-
ity to free his ego from the domination of his superego. As a consequence of 
that change in the psychological equilibrium, he has a chance to resolve the 
inner need to be self-destructive via the use of alcohol. 
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TH: Let's look now at how you would feel after you had exhausted 
yourself beating him with the pipe, and you see your father as pulp 
on the floor of the basement. How is he lying there. 

PT: Qrz his side, sprawled over onto his stomach. 
TH: And then what would you do next; You lost control of this rage 

towards your father. You expressed it. You killed him with the 
pipe. You turned him into pulp. The hatred is now dissipated. How 
do you feel? What do you want to do? 

PT: I guess I did that to him in a way. 
TH: What do you mean? 
PT: I guess I killed him in my mind? 
TH: You guess or you have? 
PT: I have. I can't understand why he treated me that way?. (Patient 

sobs intensely.) 

The therapist senses that the negative feelings towards the father and 
wave of rage have waned. Now the positive cathexis towards the father needs 
to be explored. 

Tl/: He must have been sober sometime because you have tender feel-
ings for him. Do you remember any nice moment with your Dad? 
Can we look to that? 

PT: When I was a little child we had a go-cart. We used to go down to 
the high school track. That's where I would drive this go-cart. I had 
a lot of fun with mY Dad. 

TH: How did you feel when you went in the go-c{lrt with him? How did 
you feel towards your Dad then? 

PT: We had a lot of fun. 
TH: There was love, too? (The patient nods yes and cries.) 

The unconscious therapeutic alliance brings forward the memory of the 
patient go-carting with his father. It is clear that there had been closeness 
with the father which was unfortunately lost. It is probable that a major 
portion of the patient's difficulties with closeness and intimacy relates to the 
disappointment he experienced when the closeness with his father was dis-
rupted. 

The therapist has seen a portion of the core neurotic structure. To com-
plete the trial therapy evaluation, after the wave of painful feelings subsides 
in the relationship with the father, the evaluator must perform a thorough 
systematic analysis of the transference, leading to resolution of residual 
resistances and strengthening the unconscious therapeutic alliance. After 
that, the therapist inquires about the patient's developmental history, which 
will widen the view of the core neurotic structure. Once the core conflicts 
have been assessed, the therapist can make a psychotherapeutic contract 
with the patient concerning IS-TDP treatment. 

XII. Conclusion 
There are many patients, in the United States and the world, whose lives 
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are being ruined by excessive use of alcohol and other addicting substances. 
These people are difficult to treat, and they also evoke dysphoric affects in 
therapists attempting to help them. To date, most of the research with 
dynamic psychotherapy has indicated that it is of little value in assisting 
these patients. However, Davanloo's system of Intensive Short-Term Dynam-
ic Psychotherapy may be an exception to this general rule, because of its 
ability to unlock the unconscious and quickly restructure the balance of 
forces within the psychic apparatus. His technique, by shrinking the super-
ego's sphere of influence, reduces the need within the patient to sabotage 
and destroy his life. 

A study attempting to discern the frequency of patients suitable for 
IS-TDP within this patient population, as well as their response to treatment 
in terms of freeing them from alcohol dependence or helping them to main-
tain abstinence, would be interesting. 

Part II and III of this article will review Davanloo's trial therapy evalua-
tion of an ex-heroin addict. Further principles of the trial therapy evaluation 
and treatment techniques of IS-TDP will be elucidated via the use of edited 
transcript material from that interview. 
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Intensive Short-Term Dynamic 
Psychotherapy in the Treatment of 
Chemical Dependency: Part II 

DAVID M. DAVIS* 
University of California, Irvine Medical Center, Orange, California 92668 

Part II of the present article explains further how to apply Davanloo's system of Intensive Short-
Term Dynamic Psychotherapy to certain patients with the diseases of alcoholism and chemical de-
pendency who also suffer from diffuse neurotic symptomatology and major character pathology. 
Exerpts from the trial therapy of a patient suffering from alcoholism are presented to highlight Davan-
loo's technique of "the unlocking of the unconscious." They demonstrate how, in a single interview, 
both patient and therapist have a direct view of the patient's core pathology. Qinical material indi-
cates that there are certain subsets of the alcoholic and chemically dependent population who respond 
well to Intensive Short-Term Dynamic Psychotherapy. 

I. Introduction 

Part I of this article addressed the treatment problems of patients with 
the medical illnesses of alcoholism and chemical dependency. As yet, no 
single treatment modality yields successful results, although self-help groups 
such as Alcoholics Anonymous and Narcotics Anonymous have demon-
strated efficacy in helping alcoholics and the chemically dependent to main-
tain abstinence (Selzer, 1967, 1980; Woody et al., 1986). Unfortunately, an 
abstinent person with this disease, who also has a neurotic illness with promi-
nent character pathology, will not be fulfilling his human potential because 
other important facets of his life remain handicapped. 

The chemically dependent are a diverse group. Despite their differences, 
they have five characteristic psychological deviations. These are: depend-
ency, egocentricity and narcissistic vulnerability, depression, hostility, and 
deficits in self-care (Selzer, 1967, 1980; Khantzian & Mack, 1983). 

Unfortunately, many patients with alcoholism or chemical dependency 
have a developmental disorder or severe ego fragility which may cause them 
to worsen when a psychodynamic approach is attempted (Selzer, 1967, 
1980). However, there are some patients with this illness with a sufficient 
ego adaptive capacity to tolerate a rapid uncovering of the unconscious. 
Although these patients potentially can resolve their neurotic problems, 
they usually have prominent superego pathology. The four major clinical 
manifestations of superego pathology are: (1) self-destructive or self-puni-
tive behavior, (2) violent underlying impulses, (3) guilt and grief, and ( 4) 
impoverished personality (Davanloo, 1987 c, 1988a). The probability of a 

*Please address reprint requests to: David M. Davis, M.D., Orange County Institute for Short-
Term Dynamic Psychotherapy, 1801 East Parkcourt Place, Bldg. G, Santa Ana, CA 92701-5097. 
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relapse in these individuals is enhanced by the superego's negative influence, 
forcing the patient to sabotage his life. 

With Davanloo's technique, by "unlocking the unconscious" and liber-
ating the crippled paralyzed ego from the tyranny of the superego, while 
simultaneously mobilizing an "unconscious therapeutic alliance" (Davanloo, 
1984, 1987 a) and creating an ego that can be a collaborator in the psycho-
therapeutic process, the drop-out rate of patients with a past history of 
alcoholism or chemical dependency may dramatically decrease. With a 
lessened need to sabotage and defeat himself, a patient could be expected 
to benefit more from any additional treatment modality designed to give 
him the tools to help him to become or remain abstinent. 

Davanloo has written in depth about his technique for unlocking the 
unconscious via the "Central Dynamic Sequence" (Davanloo, 1988b, c). The 
Case of the "Pipe Man" previously demonstrated that some patients with 
alcoholism also have a structural neurosis with the ego-adaptive capacity to 
tolerate the complex painful feelings that erupt from the unlocking of the 
unconscious (Davis, 1989). 

In this article, the author focuses on the trial therapy of a patient with 
the disease of alcoholism, whose symptoms, character pathology, and re-
sistances are different from the patient described in the previous publication. 
This article will discuss more comprehensively the technical features of the 
application of the Central Dynamic Sequence to exhaust the resistance. 

II. The Case of the Bank Manager 
The patient was a 38-year-old divorced black woman with the chief 

complaint of "messing up my life." She had been sober for eleven years 
prior to her interview, but she drank excessively for five years prior to be-
coming sober. She attended Alcoholics Anonymous meetings faithfully twice 
weekly. She was very bright, with an excellent sense of humor. She was a 
successful branch manager of a commercial bank. 

Despite the patient's intelligence, sense of humor, and career success, 
she had multiple neurotic symptoms including conflicts with men, sexual 
inhibition, a history of anorexia when she was in college, and chronic low 
self-esteem with feelings of inadequacy. She had two prior episodes of severe 
clinical depression, one of which was treated with tricyclic antidepressants. 
At the time of the interview she was not clinically depressed nor did she 
suffer from anorexia. She had been divorced for ten years after a four-year 
marriage characterized by a lack of intimacy, as well as her allowing herself 
to be exploited and emotionally neglected by her husband. She had the in-
sight to appreciate that she was repeating the same pattern in her current 
romantic relationship, but she could not bring herself to break up with her 
boyfriend. She was terrified of her dependent wishes. She put up a facade of 
pseudo-independence because she was afraid to become clingy. Charactero-
logically, she was emotionally detached. Although usually compliant and 
submissive, occasionally she was covertly defiant. 

Her previous psychotherapy had been unrewarding. She had seen two 
psychiatrists, a psychologist, and a social worker intermittently over the last 
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15 years. Although she understood a lot about herself her intellectual in-
sight was not enabling her to form a lasting relationship with a man or to 
maintain positive self-esteem. She was medically healthy without any evi-
dence of psychophysiologic or functional disorder. She was not taking any 
psychotropic medications at the time of the evaluation. 

Phase of Inquiry; Exploring Patient's Difficulties 

We will begin the edited transcript material with the first few minutes of 
the evaluation. 

TH: Can you tell me what seems to be the problem? 
PT: Basically. the problem is that I'm not changing I seem to repeat the 

same patterns in my life, again, and again, and again. The bottom 
line is that I think it might have something to do with number one, 
selfworth; but I think it probably has a lot to do with one of the 
reasons I can't change, spending a lifetime in therapy getting in-
sight into things, but insight doesn't equal changing 

TH: I .d.on 't know what the things are that you keep repeating. So, spe-
cifzcally what are the problems YC!u're having in your life? 

PT: Relationships are one of the problems I have. 

. One wants to get a comprehensive, descriptive, dynamic phenomeno-
��������approach to the patient's problems. Once the major symptoms are 
htghhghted, attention is directed to the resistances manifested in the trans-
ference. Some resistances are obvious, but some are subtle and will emerge 
?nly as one puts pressure on the patient to experience feelings. This patient 
IS able to clearly declare that she has a problem with relationships. 

TH: Can you give me an example? 
PT: An interpersonal relationship problem would be the men that I pick 

tend to be abusive. Emotionally abusive and physically abusive. 
TH: Are you involved with a man now? 
PT: Right. 
TH: What's his first name? 
PT: Glenn. 
TH: Does Glenn treat you in an abusive way? 
PT: Yes. 
TH: Okay, can you give me an example? 
PT: Of an abusive way I'm treated? ... We had a telephone conversa-

tion the other night, basically what he said is that what we are is 
'fucking friends" and that he's real happy with that and that's 
where the status of the relationship is. A piece of me gets very hurt 
by that because we've also had previous conversations about . .. 

TH: Let's slow up for a second. When you say "hurt," how do you ex-
perience the hurt? I assume this is just a casual sexual relationship. 
Is that what he means? 

PT: Today, that's what he says to me. 




