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The narcissistic personality disor-
der presents, clinically, at three 
levels of severity. The mildest 

cases, who appear “neurotic,” usually 
present indications for psychoanalysis. 
They typically do consult only because 
of a signifi cant symptom, which seems 
so linked to their character pathology 
that anything but the treatment of their 
personality disorder would seem inad-
equate. In contrast, other narcissistic pa-
tients at that level present symptoms that 
may be treated without an effort to mod-
ify or resolve their narcissistic personal-
ity structure. All of these patients seem 
to be functioning in general, except they 
typically present with signifi cant prob-
lems in long-term intimate relationships 
and in long-term professional or work 
interactions.

A second level of severity of illness 
of narcissistic personalities refl ects the 
typical syndrome with all the various 
clinical manifestations. These patients 
need treatment for their personality dis-
order, and here the alternative between 

standard psychoanalytic treatment and 
psychoanalytic psychotherapy depends 
on individualized indications and con-
traindications. A third level of sever-
ity of narcissistic personality disorder 
functions on an overt borderline level. 
In addition to all the typical manifesta-
tions of narcissistic personality disorder, 
the patient also presents general lack of 
anxiety tolerance, of impulse control, 
and a severe reduction in sublimatory 
functions (that is, in his capacity for 
productivity or creativity beyond gratifi -
cation of survival needs). These patients 
usually show severe and chronic failure 
in their work and profession, and chron-
ic failure in their efforts to establish 
or maintain intimate relations. At this 
same level of severity, another group of 
patients may not show overt borderline 
features, but present signifi cant antiso-
cial activity, which may place them in 
the same category as those who function 
on a borderline level.

All of these severely narcissistic pa-
tients may respond to a psychoanalytic, 

transference-focused psychotherapy, un-
less, for individualized reasons, this ap-
proach would seem contraindicated, in 
which case a more supportive approach 
or cognitive behavioral approach might 
be the treatment of choice.1 Patients 
whose antisocial behavior is predomi-
nantly passive and parasitic present less 
of a threat to themselves and to the ther-
apist than do those others who present 
severe suicidal and parasuicidal behav-
ior, or violent attacks against others. Ag-
gression against others or self is typical 
for antisocial behavior of the aggressive 
type, particularly when these patients 
fulfi ll the criteria for the syndrome of 
malignant narcissism. The syndrome of 
malignant narcissism includes, in addi-
tion to the narcissistic personality disor-
der, severe antisocial behavior, signifi -
cant paranoid trends, and self-directed 
or other-directed aggression.

Let us review the dominant features 
of the narcissistic personality disorder as 
typically represented particularly at the 
second or intermediate level of severity.2
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1. Pathology of the self. These pa-
tients show excessive self-centeredness, 
overdependency on admiration from 
others, prominence of fantasies of suc-
cess and grandiosity, avoidance of re-
alities that are contrary to their infl ated 
image of themselves, and bouts of inse-
curity disrupting their sense of grandios-
ity or specialness.

2. Pathology of the relationship 
with others. These patients suffer from 
inordinate envy, both conscious and un-
conscious. They show greediness and 
exploitation of others, entitlement, de-
valuation of others, and an incapacity to 
depend on them (in contrast with ongo-
ing need for admiration from others). 
They show a remarkable lack of em-
pathy with others, shallowness in their 
emotional life, and a lack of capacity for 
commitment to relationships or goals.

3. Pathology of the superego (con-
scious and unconscious internalized val-
ue systems). At a relatively milder level, 
patients evince a defi cit in their capacity 
for sadness and mourning. Their self es-
teem is regulated by severe mood swings 
rather than by limited, focused self criti-
cism; they appear to be determined by 
a “shame” culture rather by a “guilt” 
culture, and their values have a childlike 
quality. More severe superego pathol-
ogy, in addition to defective mourning, 
entails chronic antisocial behavior and 
signifi cant irresponsibility in all their re-
lationships. In their lack of consideration 
of others there is no capacity for guilt or 
remorse for such devaluing behavior. A 
particular syndrome, refl ecting severe 
superego pathology and characterized 
by the combination of narcissistic per-
sonality disorder, antisocial behavior, 
aggression (directed against self and/or 
others), and marked paranoid trends, is 
the syndrome of malignant narcissism.

4. A basic self state of these patients 
is a chronic sense of emptiness and bore-
dom, resulting in stimulus hunger and 
the wish for artifi cial stimulation of af-

fective response by means of drugs or 
alcohol that predisposes to substance 
abuse and dependency.

Patients with narcissistic personality 
disorder may present typical complica-
tions of this disorder, including sexual 
promiscuity or sexual inhibition, drug 
dependence and alcoholism, social para-
sitism, severe suicidality and parasui-
cidality, and, under conditions of severe 
stress and regression, the possibility of 
signifi cant paranoid developments and 
brief psychotic episodes.

TREATMENT OF THE NARCISSISTIC 
PERSONALITY DISORDER

The indications for various modali-
ties of psychoanalytic and other modali-
ties of treatment vary with the severity of 
the illness and the individual combina-
tion of particular symptoms and charac-
ter pathology. The general techniques of 
standard psychoanalysis and psychoana-
lytic psychotherapy have to be modifi ed 
or enriched by specifi c approaches to 
deal with the narcissistic transference/
countertranference binds.3

A core issue for narcissistic patients 
is their incapacity to depend on the 
therapist, because such dependency is 
experienced as humiliating. Such fear of 
dependency is defended against with at-
tempts to control the treatment.4,5 Clini-
cally, this takes the form of the patient’s 
efforts of “self analysis,” as opposed to 
a collaboration with the therapist lead-
ing to integration and refl ection. These 
patients treat the therapist as if he were 
a “vending machine” of interpretations, 
which they then appropriate as their 
own, at the same time being chronically 
disappointed for not receiving enough or 
not the right kind of interpretations, un-
consciously dismissing everything they 
might learn from him. For this reason, 
treatment often maintains a “fi rst ses-
sion” quality over an extended period of 
time. Narcissistic patients show them-
selves as intensely competitive with the 

therapist and are suspicious of what they 
consider his indifferent or exploitative 
attitude toward them.

Conversely, narcissistic patients may 
also show a defensive idealization of 
the therapist, considering him as “the 
greatest,” but such idealization is frail 
and can rapidly be shattered by devalu-
ation and contempt. It also may be part 
of omnipotent control, in that these pa-
tients unconsciously attempt to force 
the therapist to be always convincing 
and brilliant, as befi tting their grandi-
osity, but not superior to them, as that 
would generate envy. The patient needs 
the therapist to maintain his “brilliance” 
in order to be protected against the pa-
tient’s tendency to devalue him, which 
would leave him feeling totally lost and 
abandoned in the treatment.

A major feature involved in all these 
manifestations is the patient’s conscious 
and unconscious envy of the therapist, 
the patient’s consistent sense that there 
can only be one great person in the 
room, who necessarily will depreciate 
the other, inferior one, which motivates 
the patient to try to stay on top with the 
risk of feeling abandoned because of the 
loss of the devalued therapist. The envy 
of the therapist is an unending source of 
resentment of what the therapist has to 
give. This may take many forms. The 
most important one is the envy of the 
creativity of the therapist, of the fact 
that he can creatively understand the 
patient rather than providing him with 
pat, cliché answers that can be memo-
rized by the patient. Also, the capacity of 
the therapist to invest in a relationship, 
which the patient is aware he does not 
have, is envied. The most important con-
sequence of confl icts around envy are 
negative therapeutic reactions: typically, 
the patient feels worse following a situ-
ation in which he clearly acknowledged 
having been helped by the therapist. Act-
ing out of the envious resentment of the 
therapist may take many forms, such as 
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playing one therapist against another; an 
aggressive pseudo-identifi cation with 
the therapist by playing the therapist’s 
role in a destructive interaction with 
third parties, and the patient’s construct-
ing a view that it is he himself alone who 
is the cause of his progress.

Chronic suicidal tendencies of nar-
cissistic patients have a premeditated, 
calculated, coldly sadistic quality, which 
differs from the impulsive, “momen-
tarily decided upon” suicidality of ordi-
nary borderline patients.6 The projection 
of persecutory object representations 
onto the therapist in the form of severe 
paranoid transferences also may become 
predominant, as well as a form of nar-
cissistic rage that expresses the patient’s 
sense of entitlement as well as his en-
vious resentment. “Stealing” from the 
therapist may take the form of learning 
his language in order to apply it to others 
rather than to the patient himself, as well 
as the syndrome of perversity, which is 
refl ected in the use of what is received 
from the therapist as an expression of his 
concern and commitment and as a way 
of expressing aggression against others. 
In other words, perversity is a malignant 
transformation of what the patient re-
ceived from the therapist.

Narcissistic entitlement and greedy 
incorporation of what the patient feels is 
denied to him may take the form of ap-
parently erotic transferences, demands 
to be loved by the therapist, or even ef-
forts to seduce the therapist as part a gen-
eral effort to destroy his role. These are 
severe complications and are different 
from the erotic transferences of higher-
level, neurotic patients.

When improvement occurs typi-
cally, the severe envy diminishes, and 
the capacity for gratitude gradually 
emerges both in the transference and in 
extratransferential relations, particularly 
in the relationship with intimate sexual 
partners. Envy of the other gender is a 
dominant unconscious confl ict of narcis-

sistic personalities. The decrease of the 
envy of the other sex permits a decrease 
of unconscious devaluing attitudes to-
ward intimate partners and the capacity 
for maintained love relations improves. 
Narcissistic patients may become more 
tolerant of their own feelings of envy 
without having to act them out, and, 
with increased awareness, tendencies 
toward defensive devaluation gradually 
decrease in this process. The develop-
ment of more mature feelings of guilt 
and concern over their aggressive and 
exploitive attitudes indicates the con-
solidation of the superego, as well as the 
deepening of their object relations. At 
times, however, that integration may im-
ply such a severity of the now integrated 
but sadistic superego that these patients 
may experience severe depression at a 
point where improvement of their char-
acter pathology is evident.

Under optimal conditions, patients 
who had experienced dominant psycho-
pathic transferences (their conviction of 
the therapist’s dishonesty, or the direct 
expression of conscious dishonesty and 
deceptiveness on these patients’ part) 
over an extended period of time may 
shift into paranoid transferences against 
which the psychopathic transferences 
had been a defense. Such paranoid 
transferences (related to the projection 
of persecutory object representations 
and superego precursors onto the thera-
pist) may shift into depressive transfer-
ences, as the patient becomes able to 
tolerate ambivalent feelings and rec-
ognize his experience of both intense 
positive and negative feelings toward 
the same object.7

Perhaps the transference develop-
ment most diffi cult to manage is that 
of patients with an extreme intensity of 
aggression, which may present itself in 
the form of almost uncontrollable sui-
cidal and parasuicidal behavior outside 
the sessions and in chronic sadomas-
ochistic transferences in the sessions. In 

the latter, the patient sadistically attacks 
the therapist over an extended period of 
time, clearly attempting to provoke him 
to respond, in his countertransference, 
in the same way, only to then accuse 
the therapist of being aggressive and de-
structive. In all of this, the patient experi-
ences himself as the therapist’s helpless 
victim. This development of a secondary 
masochistic relation to the therapist may 
be followed in turn by self-directed ag-
gression in which the patient accuses 
himself exaggeratedly of his “badness,” 
only eventually to revert again to an 
extremely sadistic behavior toward the 
therapist, thus re-initiating the cycle. 
Here the technical approach involves 
pointing out to the patient these patterns 
of experiencing self and other as either 
an aggressor or his victim in the transfer-
ence, with frequent role reversals.

Another manifestation of severe ag-
gression in the transference is the syn-
drome of arrogance, quite frequently 
present in narcissistic personalities 
functioning on an overt borderline level: 
the combination of intense arrogant be-
havior, an extreme curiosity about the 
therapist and his life, but little curiosity 
about himself, and “pseudo-stupidity.”8 
The latter symptom consists in a lack of 
capacity to accept any logical, rational 
argument: the main defensive purpose 
of this entire syndrome, on the patient’s 
part, is to protect himself against the 
awareness of the intense aggression that 
controls him.

Although these transference develop-
ments may evolve in any treatment mo-
dality, the advantage of psychodynamic 
psychotherapies and psychoanalysis is 
that they may permit resolution of these 
transference manifestations by means 
of the interpretative focus. In contrast, 
supportive and cognitive behavioral 
treatments may control and reduce the 
most severe effects of these transference 
developments on the relationship with 
the therapist, but their continued uncon-
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scious control of the patient’s life con-
tinues to be a major problem. Support-
ive and cognitive behavioral approaches 
may reduce, by educational means com-
bined with a general supportive attitude, 
the inappropriate nature of the patient’s 
interactions at work, or in a profession. 
However, work at this level is not suf-
fi cient to modify the incapacity of these 
patients to establish signifi cant love rela-
tions in depth and to maintain gratifying 
intimate relations in general. Also, the 
diffi cult transference developments may 
undermine supportive or cognitive be-
havioral approaches.

There are references in the psycho-
analytic literature, particularly within 
the Kleinian approach, which indicate 
successful treatment with non-modifi ed 
analytic approaches of some severely 
ill narcissistic patients.8-11 The work of 
Steiner refers to the analysis of narcissis-
tic patients, whom he designates as pre-
senting a “pathological organization.” 
Hinshelwood12 points to the use of this 
term within Kleinian literature for “in-
accessible personalities.” One problem, 
however, is that the overall description 
of such patients in that literature usually 
lacks suffi ciently detailed information 
about their general symptomatology and 
personality characteristics. In addition, 
the subtle and convincing descriptions 
in the Kleinian literature of particular in-
terpretations of the transference of these 
patients conveys a sense of effectiveness 
of these interventions that leave open, 
however, the overall question of the long 
range effectiveness of the treatment, of 
indications, and contraindications.

TYPICAL PRESENTATION OF 
‘IMPOSSIBLE’ PATIENTS

Usually, negative prognostic features 
become evident during the initial evalu-
ation of patients. Despite careful history 
taking and assessment, important data 
emerge only after treatment has begun, 
altering our initial diagnostic and prog-

nostic impressions. There are, however, 
typical manifestations of what may 
eventually prove as insurmountable ob-
stacles to the treatment, which may be 
identifi ed in the initial evaluation.

Chronic Work Failure in Contrast 
with High Educational Background 
and Capacity

These are patients who have worked 
for many years below their level of 
training or capacity and often drift into 
a “disabled” status so that they must be 
cared for by their families (if they are 
wealthy) or the public social support 
system. Such a chronic dependency on 
the family or on a social support system 
represents a major secondary gain of ill-
ness, one of the principal causes of treat-
ment failure. These patients are high 
consumers of therapeutic and social ser-
vices. However, were they to get well, 
they would no longer qualify for the 
supports that maintain their existence. 
These patients come to treatment not be-
cause they are interested in improving, 
but to demonstrate to the social system 
their incapacity to improve and, there-
fore, their need for ongoing social sup-
port. Because they are usually required 
to be in some kind of treatment in order 
to get supportive housing, Social Securi-
ty benefi ts, disability benefi ts, etc., they 
go from program to program, therapist 
to therapist. Michael Stone, a senior 
member of our Personality Disorders 
Institute at Cornell, has concluded that 
if a patient were potentially able to earn 
by working at least 1.5 times the amount 
of money that he is receiving from social 
support systems, there may be a chance 
that eventually he will be motivated to 
work again.13

This condition of work failure may 
merge with grandiose fantasies of ca-
pacities and success that remain un-
challenged as long as the patient does 
not become part of the work force. The 
rationalization of this pattern of social 

parasitism may include a fantasized 
profession or talent the patient has and 
that nobody has recognized as yet: the 
unknown painter, the inhibited author, 
the revolutionary musician. Often such a 
patient is perfectly willing to enter treat-
ment as long as somebody else pays for 
the treatment, and will abandon it the 
day when payment is no longer avail-
able, even if there existed the possibility 
of continuing the treatment if the patient 
were willing to take on employment.

The therapeutic approach to such 
cases needs to include the reduction or 
elimination of the secondary gain of 
illness. Clinically, I would point out to 
the patient that an active involvement in 
work and its related interactional expe-
riences and/or accepting conceptual-re-
sponsibility for fi nancing the treatment 
are essential for the treatment to help the 
patient, and that such an engagement is a 
precondition for the possibility of carry-
ing out a psychoanalytic psychotherapy. 

Depending on the situation, I might 
give the patient a period of time to 
achieve this goal, with a clear under-
standing that should it not be possible to 
achieve it, treatment will be interrupted 
at that point. This condition constitutes a 
limit setting that will become part of the 
treatment frame, and therefore, require 
interpretation as part of its transference 
implications from the beginning of the 
treatment. These interpretations may 
focus on the unconscious motivation 
for the refusal of work, the importance 
of the gratifi cation of secondary gain, 
the resentment the patient may experi-
ence toward the therapist’s threat to the 
patient’s equilibrium, and the self-de-
feating aspects of the patient implied 
in his denying himself the possibility 
of well being, success, self respect, and 
enrichment of life linked to a potentially 
successful and creative engagement in a 
work or a profession.

[continued on p. 164]
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Pervasive Arrogance
This symptom may dominate in pa-

tients who, while recognizing that they 
have signifi cant diffi culties or symp-
toms, obtain unconscious secondary 
gain of illness by demonstrating the in-
competence and incapacity of the men-
tal health professions to alleviate such 
symptoms. They become experts in the 
fi eld of their suffering, diligently re-
search the internet, check out therapists 
for their background and orientation, 
compare their merits and shortcomings, 
present themselves for treatment “to give 
the therapist a chance,” but consistently 
obtain an unconscious degree of satisfac-
tion in defeating the helping profession. 
They may suffer from symptoms such as 
chronic marital confl icts, bouts of intense 
depression when threatened with failures 
at work or profession, anxiety, and even 
chronic depression. Such severe, chronic 
depressions respond only “partially” to 
whatever psychopharmacological treat-
ment they receive (and even to electro-
convulsive treatment, which sometimes, 
is questionably recommended for pa-
tients with chronic and severe character-
ological depression). The combination 
of a psychotherapeutic treatment with 
psychopharmacological treatment may 
temporarily leads to a surprising im-
provement, which in these patients’ view 
is due to “the medication alone”; the psy-
chotherapeutic treatment is not helpful 
and becomes unnecessary (the medica-
tion “does not work anymore”) later.

The sudden shift from frail idealiza-
tion to complete devaluation of the thera-
pist may occur at any point. Sometimes, 
a treatment of many months’ duration 
that seemed to be progressing satisfacto-
rily is unexpectedly disrupted because of 
an intense onslaught of envy of the thera-
pist, which triggers a radical devaluation 
of him. The initial evaluation of these 
patients usually reveals an arrogance, 

which may evolve into grossly inap-
propriate behavior and rudeness in some 
cases, or be thinly masked by a surface 
facade of appropriate tactfulness, in oth-
ers. This arrogance has to be differenti-
ated from the syndrome of arrogance,8 
which coincides with intense affect 
storms in the transference and which, in 
the context of a psychoanalytic psycho-
therapy where the patient’s relationship 
with the therapist is fi rmly established, 
has a better prognosis.

The technical approach to these pa-
tients must include a tactful confrontation 
and systematic analysis of the defensive 
functions of arrogance in the transfer-
ence, pointing out to the patient in the 
process, which given his emotional dis-
position, there is a risk that the treatment 
will end prematurely because of the de-
valuation of the therapist. Typically, the 
patient fears, by projective identifi cation, 
that the therapist has a similar deprecia-
tory disposition toward the patient, and 
therefore, if the patent’s superiority is 
challenged or destroyed, he will be sub-
ject to a humiliating devaluation by the 
therapist. Whenever possible, it is very 
helpful to interpret the unconscious iden-
tifi cation of the patient with a grandiose 
parental object, which often is at the bot-
tom of this characterological disposition. 
The identifi cation with such a grandiose 
and sadistic object seems to bolster the 
patient’s self-esteem by protecting the 
patient’s sense of superiority and gran-
diosity. However, the patient is actually 
submitting to an internalized object that 
stands against any real involvement in 
a relationship with somebody else that 
might be helpful and is profoundly hos-
tile to the dependent and true relational 
needs of the patient.

The Expression of Dominant, 
Unconscious, Self-destruction

This group of patients includes what 
even the experienced clinician as ex-
tremely grave conditions. These are 

patients with severe, repetitive, suicidal 
attempts of an almost lethal nature, sui-
cidal attempts that happened “out of the 
clear sky,” often carefully prepared over 
a period of time, and even engineered 
under the eyes of concerned therapists. 
Chronic self-destruction may also mani-
fest itself, in addition to such suicidal 
attempts, by self-destructive behavior 
in what potentially might become grati-
fying love relations, a promising work 
situation, and the opportunity for pro-
fessional advancement. At times, these 
patients are seen in early years of adoles-
cence or young adulthood, when many 
opportunities lay still ahead of them in 
life. Other cases come to the therapist’s 
attention much later, after many failed 
treatments, with a gradual deterioration 
of the patients’ life situation, and an ap-
parent search of treatment as a “last re-
sort,” which may induce a sense of hope-
fulness in the therapist, who believes the 
patient’s life may still change. At times, 
the patient may very openly state that he 
or she is committed to death by suicide, 
defi antly challenging the therapist to see 
whether he can do anything about it. 
Sometimes this defi ant challenge comes 
to a head early, at the time of setting up 
of the treatment contract, with the patient 
refusing to commit himself to such con-
tractual arrangements. Usually the fam-
ily background of these patients evinces 
severe and chronic trauma, including 
sexual or physical abuse, an unusual 
degree of family chaos, or a practically 
symbiotic relationship with an extremely 
aggressive parental fi gure.

If antisocial features complicate the 
picture, the patient may be deceptive 
about suicidal tendencies, and the chron-
ic lack of honesty and a psychopathic 
type of transference may preclude any 
possibility to build up a helpful human 
relationship with a therapist. For exam-
ple, one of our patients would ingest rat 
poison for suicidal and parasuicidal pur-
poses. She was able to smuggle rat poison 
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into the hospital and developed internal 
hemorrhages. While steadfastly denying 
the ongoing consumption of rat poison 
to the therapist, her blood tests showed a 
continuous increase in the prothrombin 
time. Psychotherapeutic treatment had 
to be interrupted because of the obvious 
unwillingness or incapacity to adhere to 
the treatment contract that committed 
her to stop ingesting rat poison as a pre-
condition for ongoing psychotherapy. 
André Green14 has described, in con-
nection with the syndrome of the “dead 
mother,” the unconscious identifi cation 
with a psychologically dead parental 
object. The unconsciously fantasized 
union with this object justifi es and ra-
tionalizes the patient’s complete dis-
mantling of all relationships with psy-
chologically important objects. In fact, 
the onset of this patient’s ingestion of rat 
poison was coincident with a visit to her 
mother’s gravesite.

Unconsciously, the patient may deny 
the existence both of others and the 
self as meaningful entities. This radical 
dismantling of all object relations may 
constitute, at times, an insurmountable 
obstacle to treatment. In other cases, 
the self-destruction is more limited, be-
ing expressed not in suicidal behavior 
proper, but in severe self mutilation 
that repetitively punctures the psycho-
therapeutic treatment and signals the 
unconscious triumph of the forces in the 
patient that promote self-destruction as 
a major life goal. Such self-mutilation 
may lead to the loss of limbs or severely 
crippling fractures but stop short of the 
risk of immediate death.

This disposition may emerge in a 
patient’s relentless effort to provoke 
the therapist into an aggressive dispo-
sition or action against the patient, to 
transform the relationship into a sa-
domasochistic one. At the same time, 
this reaction usually is accompanied 
by efforts to transform the assumedly 
“bad” therapist into a “good” one, to 

transform the persecutory object into an 
ideal one, an effort that fails because of 
the relentless need to reenact this sado-
masochistic transference by repetition 
compulsion. In contrast with patients 
whose main motivation is a total dis-
mantling of the object relationship, here 
there is an implicit recognition that the 
therapist has attempted to be helpful: in 
fact, this experience is what triggers this 
particular negative therapeutic reaction. 
If the therapist is not provoked to an ex-
tent that may lead to a disruption of the 
treatment, the consistent interpretation 
of this fantasy and unconscious provo-
cation may resolve the impasse.

The technical approach to this entire 
group of patients implies to take seri-
ously the danger of the patient ending 
up destroying himself physically. The 
patient’s self-destruction is an ongoing 
threat to the treatment, making this dan-
ger a selected theme of the interpretive 
work from the very beginning of treat-
ment. The therapeutic contract that is 
negotiated with the patient is intended to 
establish the minimal preconditions that 
will assure that the treatment not be used 
as a “cover story” for providing the pa-
tient with further freedom or incentives 
for self-destructive action. This may 
not be an easy task as the therapist has 
to make it clear that the treatment will 
not proceed if these minimal conditions 
for assuring the patient’s survival are 
not met. Such conditions may include 
the patient’s commitment to immediate 
hospitalization if suicidal impulses are 
so strong that the patient believes he will 
not be able to control them, or the abso-
lute commitment to stop behaviors that 
threaten the continuation of treatment 
and/or the patient’s survival.

Antisocial Features
Here we are dealing with the ag-

gressive infi ltration of the pathological 
grandiose self, both in cases where this 
is expressed mostly in a passive/parasitic 

tendency and in cases where it takes an 
aggressive/paranoid form (in the syn-
drome of malignant narcissism). All 
cases of narcissistic personality disorder 
with signifi cant antisocial features have 
a relatively reserved prognosis. Patients 
with the syndrome of malignant nar-
cissism are at the limit of what we can 
reach with psychoanalytic approaches 
within the fi eld of pathological narcis-
sism. The next degree of severity of anti-
social pathology, the antisocial personal-
ity proper, has practically zero prognosis 
for any psychotherapeutic treatment.

Paradoxically, the very severity of the 
aggressive-paranoid behavior of patients 
with the syndrome of malignant narcis-
sism facilitates the interpretation of this 
behavior in the transference. Suicidal 
behavior, for example, (that is, self-di-
rected aggression), clearly represents a 
triumphant aggression toward the fam-
ily or the therapist, or a triumphant “dis-
missal” of a world that does not conform 
to the patient’s expectations; parasuicid-
al, self-mutilating behavior may indicate 
the patient’s triumph over all those oth-
ers who are afraid of pain, lesions, or 
bodily destruction.

FUTURE CONSIDERATIONS
We may summarize briefl y the ma-

jor negative prognostic features that 
emerge in this overall category of “al-
most untreatable” narcissistic patients as 
including the following: secondary gain 
of illness, including social parasitism; 
severe antisocial behavior; severity of 
primitive self-directed aggression; drug 
and alcohol abuse as chronic treatment 
problems; pervasive arrogance; general 
intolerance of a dependent object rela-
tion, and the most severe type of nega-
tive therapeutic reaction. The evaluation 
of these prognostic features is facilitated 
by a careful and detailed initial evalua-
tion of the patient.

For example, regarding the nature of 
antisocial behavior, it is important to elu-
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cidate the extent to which it corresponds 
to simple, isolated antisocial behavior in 
a narcissistic personality disorder without 
other major negative prognostic implica-
tions; or, to what extent it corresponds to 
severe, chronic, passive parasitic behav-
ior that augments the secondary gain of 
illness; or fi nally, and most importantly, 
if we are facing an antisocial personality 
proper, either of the passive parasitic or 
the aggressive type.

At times, antisocial behavior may be 
strictly limited to intimate relationships, 
where it expresses aggression and re-
vengefulness, particularly when accom-
panied by signifi cant paranoid features. 
This may be important when, in the 
transference, it is directed at the thera-
pist, because it may create such a high 
risk for the therapist that treatment under 
such circumstances might not be wise 
to attempt. This includes patients whose 
aggressive, revengeful acting out takes 
the form of litigious behavior against 
therapists, initiating a law suit against a 
fi rst therapist while idealizing a second 
one who is “recruited” into a treatment 
for the damage done by the fi rst one, in 
turn to be involved with a law suit initi-
ated by the patient while he transfers to 
a third therapist for help, and so on. It 
may be wise not to accept a patient of 
this kind for intensive psychotherapeutic 
treatment while legal procedures related 
to the involvement with another thera-
peutic situation is still going on.

It is extremely important to differen-
tiate suicidal behavior that corresponds 
to the authentic severity of a depression 
from suicidal behavior “as a way of life,” 
not linked to depression, and typical for 
the borderline personality disorder as 
well as for the narcissistic personality 
disorder.6 Here, the differential nature of 
the suicidal attempts referred to before 
may be extremely helpful to diagnose 
the patient’s case.

The elimination or reduction of sec-
ondary gain of illness is one of the most 

important and often diffi cult aspects of 
the treatment, particularly in setting up 
the initial treatment contract and a viable 
treatment frame. The parameters of the 
treatment contract provide the assurance 
that the agreed-upon treatment frame 
will protect both parties (and the thera-
pist’s belongings and life situation) from 
patients’ acting out that may evolve in 
the course of the treatment. In the course 
of the psychoanalytic psychotherapy of 
all patients with borderline personality 
organization, the emergence of severe 
regression in the transference is practi-
cally unavoidable, and frequently takes 
the form of efforts to challenge and 
break the therapeutic frame. In any such 
challenge, the therapist’s physical, psy-
chological, professional, and legal safety 
takes precedence over the safety of the 
patient. This would seem obvious or triv-
ial, if it were not that so often therapists 
are seduced into a treatment situation in 
which their safety is at risk. Concrete 
conditions, relevant to each individual 
case, which clearly would indicate dis-
continuation of the treatment if not ful-
fi lled, must be spelled out, and, if nec-
essary, reiterated as part of the treatment 
arrangements, and then, as mentioned 
before, immediately interpreted regard-
ing their transference implications.

Summarizing the indications for 
differential treatment approaches, for 
the mildest cases of narcissistic psy-
chopathology a focused psychoanalytic 
psychotherapeutic approach or even a 
focal supportive psychotherapy may be 
the treatment of choice, and only if the 
severity of the corresponding character 
pathology warrants it, standard psy-
choanalysis. Standard psychoanalysis 
would be the treatment approach for the 
second or intermediate level of severity, 
and possibly for some cases of the severe 
spectrum of narcissistic patients func-
tioning on an overt borderline level who, 
for individual reason, may make such 
a treatment possible. For most cases of 

narcissistic pathology functioning on 
an overt borderline level or with severe 
antisocial pathology, the specialized psy-
choanalytic psychotherapy that we have 
developed at the Weill Cornell Medical 
College, namely, Transference Focused 
Psychotherapy (TFP) is recommended 
as the treatment of choice.1 When indi-
vidualized preconditions for treatment 
cannot be met in the initial contract set-
ting,15 a cognitive behavioral or a sup-
portive psychotherapeutic approach may 
be the treatment of choice.

In general, a supportive psychothera-
peutic modality based upon psycho-
analytic principles is indicated for cases 
where the patient’s need for “self-curing” 
is so intense that any dependency is pre-
cluded, and obtaining active counseling 
and advice in a supportive relationship 
may be much more acceptable to the 
patient.16 When severe secondary gain 
cannot be overcome, and the patient’s 
prognosis, therefore, would be severely 
limited with an analytic approach, a sup-
portive psychotherapy focused on the 
amelioration of predominant symptoms 
and behavioral manifestations may be 
helpful. In cases with severe antisocial 
features that require ongoing information 
from outside sources and social control, 
technical neutrality may be too affected 
to carry out an analytic approach, and a 
supportive one would appear preferable.

For patients who, as a consequence 
of their long-standing illness, already 
have suffered such severe regression into 
social incompetence, all their “ bridges 
burned” behind them, making a realistic 
adaptation to life much more diffi cult, a 
supportive psychotherapeutic approach 
may be preferable to a psychoanalytic 
modality of treatment. The latter one 
would have to face them with extremely 
painful recognition of having destroyed 
much of their lives: here the subtle and 
empathic judgment of the therapist re-
garding what the patient may be able to 
tolerate becomes very important.
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