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T H IS paper compares E astern and Western concepts of self w ithin the context 
of the healing process. I draw upon the work of Sudhir Kakar and H einz Kohut 
to illustrate differences in how m ental illness is expressed and treated in India  
and the U nited States. I propose that cultural variances in the way that illness  
is expressed and treated relate to  differences in culturally determined “m yth s” 
of the self. In India, where Kakar lives and works, the self is conceived as fluid  
and interdependent; in the West, the self is conceived as more solid and autono­
mous. The therapeutic m ethods em ployed by the Western-trained psychoana­
ly st and psychotherapist make use of the W estern m yth  of self. Likewise, in 
India the sham an heals in accordance w ith the m yths available to him. No  
m atter w hat our cultural background, such m yths lend coherence to our experi­
ence and influence the way in which we solve our problems, including the 
problem of “mental illn ess” Finally, I suggest that these “myths" of self are not 
sta tic  and point out ways in which the Western m yth  of self is evolving. A s  
these m yths change, so do our m ethods of treating m ental illness.

Much has been w ritten on the d istinc­
tion between the Western and Eastern  
views of self (Marsella et al. 1985; Shwe- 
der and LeVine 1984). Broadly speaking, 
the Western self has been described as 
m ore au tonom ou s and d ifferen tiated , 
while the E astern self is more relational 
and interdependent. M cK im  M arriott 
(Kakar 1982) has suggested  that in the 
West the person is conceived of as an indi­
v id u a l  (indivisible): a d iscrete  e n tity  
which is '‘enduring, closed, and has an in­
ternally hom ogenous structure” (p. 274). 
In India the person is regarded as a d iv i­

dual (divisible): a fluctuating com posite of 
his/her relationsh ips, con tex tu a lly  de­
fined, and open to  outside influences. Ka­
kar warns against m aking too much of the  
distinction  between in d ividu al and d iv i­
dual. H e su ggests  that W esterners are 
less individuated and Easterners are less  
interdependent than m ost cross-cultural 
psychologists and anthropologists would  
lead us to believe.

In th is paper I hope to articulate som e­
thing about why differences in the defini­
tion of self are important, particularly 
from the perspective of a clinician, and
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som ething about how too much em phasis 
on such differences can lead us to become 
theoretically entangled in the m ythologi­
cal aspects o f illness. The clinician is al­
m ost always caught between using some 
aspects of h is culture to  help heal his pa­
tien t and p ro tectin g  h is p a tien t from  
those aspects of his culture that are con­
tributing to the illness. I am interested in 
the relationship between definitions of 
self, illness, and the healing process. In 
th is paper I will d iscuss sham anism  and 
psychoanalysis w ith  an eye toward clar­
ify ing  the nature of th is relationship.

One of the benefits of exam ining thera­
peutic m ethods cross-culturally is that it  
helps us to  becom e aware of our own 
m yths. W hile we cannot escape these  
m yths, because they are ingrained in who 
we are, such an exam ination perm its us to 
see their lim itations. Recognizing our own 
culturally determined lim itations is help­
ful in understanding both how these limi­
tations im pact upon our patients and the 
m ythic nature of our cures.

M ental health implies som e degree of 
balance in one’s sense of continuity and 
discontinuity  betw een self and environ­
m ent. This balance requires that the “nor­
mal" lines of com m unication between indi­
vidual and culture be relatively free of 
obstructions. The individual’s subjective 
experience of self m ust be som ewhat con­
tiguous w ith  how that individual is objec­
tively  perceived. How he chooses to ex­
press him self m ust make sense within the  
context of his culture. For an individual to 
be “healthy,” there m ust be som e overlap 
betw een personal m eaning and shared  
m eaning. The degree to which a person  
feels connected w ith or separate from his 
world depends upon how well he is per­
ceptually and affectively attuned to his 
environment.

The basis upon which this sense of con­
tin u ity /d iscon tin u ity  is established de­
pends on how we define ourselves in rela­
tion to our environment. For example, I 
define m y sense of continuity in term s of 
the degree to  which I am able to express 
m yself freely and act as an independent 
agent, unfettered by the dem ands of oth­

ers. In other words, I am more assim ila­
tive than accom modative, and if som e­
th ing needs to bend, I more or less expect 
m y environment to do the bending. In 
fact, I spend a great deal of m y tim e try­
ing to  g et the world to  conform to m y way 
of seeing things. For me, the balance is 
heavily weighted in favor of individual 
freedom and the open expression of feel­
ings. Ironically, I was raised to  think and 
behave as such, so to a large extent m y 
penchant for rugged individualism  is cul­
turally determined. If I were suddenly  
transported to a different culture, where 
the balance is weighted toward communi­
ty  concerns, I would be under som e pres­
sure to  redefine m y sense of self. It is like­
ly  that m y sense of continuity would shift 
and I would become more accom m odat­
ing.

In the West, children are raised to stand  
on their own. In the field of psychology, 
the internalization of object representa­
tions and the achievement of “object per­
m an en ce’'—w hich  enable th e child to  
becom e increasingly self-reliant —are con­
sidered the m ost significant developmen­
tal m ilestones. Once the developm ent of 
the psychic structure is com plete, the in­
dividual is no longer quite so open to envi­
ronmental influences, or so helpless and 
dependent on others. In the West, “nor­
mal” development is  a process leading  
from a sta te  of being psychologically  
merged w ith  m other to states of greater 
and greater degrees of autonomy. The im ­
portance of the individual’s capacity to  
m aintain a proper distance from his envi­
ronment is underscored by Freud’s com ­
m ent that “P rotection  aga in st stim uli is 
an alm ost more important function for 
the liv in g  organism  than recep tion  of 
stim uli” (Freud 1920, p. 27). True to the 
W estern m yth of self, the psychoanalytic  
literature (Landis 1970) tends to define 
ego boundaries as barriers or ditches pro­
tectin g  the psychic structure. Solid ego 
boundaries are considered “healthy,” while 
loose and permeable ego boundaries are 
considered pathological (Polster 1983).

In India and China, where there is less  
em phasis on the autonom y of the individ-
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ual, there is more fluidity between self 
and other. Psychoanalytically speaking, 
the internalized object representations are 
less static (and less stable?). The Indian's 
p sychic structure rem ains p lastic  and 
more open to external influence. Cross- 
cultural differences in “body im agery” 
help to  clarify the d istinctions that ex ist 
between the Eastern and W estern view s 
of self. Kakar writes:

The Indian body Linage stresses an unremit­
ting interchange taking place w ith  the envi­
ronm ent, sim u ltan eou sly  accom panied by 
ceaseless change within the body. A s Frank 
Zimmermann writes, “There is no map nor to­
pography of the body but only an economy, 
that is to say fluids going in or com ing out, 
residing in som e asrya (recipient) or flowing 
through some sratas (channels)" It is the im­
agery from the vegetable kingdom, such as the 
plant’s drawing of nourishm ent through the 
roots, the rising of the sap, and the milky exu­
dation of the resinous trees, that provides 
m odels for the im age in Ayurveda. Indeed, as 
Wendy O’Flaherty has shown in her discussion  
of som e Vedic and post-Vedic m yths, fluidity  
and the transactions of fluids — between hu­
mans, between gods and between humans and 
gods — are central Hindu preoccupations, [p. 
2 3 4 ]

The differences in how the self is de­
fined are reflected in the variety of treat­
m ent m odalities th a t ex ist across cul­
tures. H ow people become ill, and what 
they do to g et well, is  determined at least 
in part by their cultural belief system s. 
The nature of illness is defined in terms of 
how the patient feels, how the patient ex­
presses his affective experience, and how 
the healer enacts a cure. In different ther­
apeutic m odalities, affect is  expressed and 
handled in radically different ways. The 
goal of all therapy is to  facilitate healing; 
however, the term s by which health and 
illness are defined vary from culture to 
culture, from system  to system . For ex­
ample, in the U nited States, a person who 
is  confronted with tremendous stress and 
significant loss may be likely to become 
“depressed” and complain about disturbed  
sleep patterns, loss of appetite, feelings of 
hopelessness, em ptiness and despair. In

China, under similar circum stances, a per­
son is more likely to develop som atic com­
plaints and be diagnosed w ith neurasthe­
nia. Kleinman (1980, 1986) explains thio 
discrepancy in how “depression” is experi­
enced and expressed in China and in the 
W est in terms of fundam ental cultural dif­
ferences. In China, where psychological 
illness is highly stigm atized and a source 
of tremendous pain and sham e to one’s 
family, the expression of depressive affect 
poses a greater threat to one’s intim ate 
relations. Neurasthenia is a more accepta­
ble “explanatory model” because its  impli­
cations are less insidious than those of de­
p ressio n , w h ich  is  ex p er ien ced  deep  
w ithin the self and threatens to cut the 
patiejit off from his surroundings. W ithin 
the context of Chinese culture, it  “makes 
sense*' to  so m a tic ize  on e’s em otional 
distress.

The goal of treatm ent in India is to  rees­
tablish harmony w ithin the family, while 
in the W est the goal of treatm ent is great­
er autonom y and freedom for the individ­
ual (Kakar). A lthough this d istinction  in 
therapeutic goals is not absolute, it  is 
helpful in understanding differences in 
how the sense of balance between self and 
other is achieved in different contexts. In 
a society  that is relationally oriented, re­
establish ing continuity between patient 
and environment requires that the illness 
be made understandable and acceptable 
to the patient’s family. The expression of 
illness and the explanation of its  cause 
m ust fit within the cultural context. In 
traditional cultures such as those of India, 
China and J ap an —where the individual is 
more firmly embedded in the social envi­
ronm ent—the direct expression of nega­
tive social affect is experienced as a threat 
to the social fabric. However, as I shall 
describe in the following case study, in In­
dia there are culturally prescribed w ays of 
safely expressing unacceptable em otions.

T h e  T e m p l e  o f  B a l a j i

In Sham ans, M y s tic s  and D octors, Ka­
kar describes the tem ple of the god Balaji, 
a shrine of healing well known for its  effec-
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tiveness in treating cases of spirit posses­
sion. A  decision to  go to Balaji is a big  
step, an open adm ission by the patient 
and his fam ily that som ething is seriously  
wrong; such a decision indicates a strong  
em otional investm ent in finding a solu­
tion. The journey itself is  a way of psycho­
logically preparing the patient and family 
for w hat is  to come. Once the fam ily ar­
rives, they are absorbed into the temple 
community, which helps to raise hopes 
and ex p ec ta tio n s . The com m u n ity  is 
made up of other patients and their fami­
lies, plus ex-patients and supplicants to 
the deity. M any ex-patients return to the 
tem ple on a regular basis to pay homage 
to the healing god and fortify them selves  
against a relapse. Before the treatm ent 
begins, the patient is required to purify 
herself/him self by abstaining from any 
impure activities and refraining from eat­
ing impure foods.

In essence, the healing process involves 
a direct attack on the p ossessin g  spirit. 
First, the patient is given food, which has 
been empowered by the spirit of Balaji. 
This food (laddoos) is m eant to force the 
spirit to  make an appearance. W hen the 
spirit “appears,'' the patient goes into a 
trancelike sta te  of sem i-consciousness, ty ­
pified by rhythm ic swaying m otions of his 
upper body, shaking of his head, and beat­
ing of the floor w ith his hands. W hat usu­
ally follows is a struggle between the spir­
it  and the tem ple deities, played out as a 
struggle betw een patient and shaman. 
This struggle often includes the people in 
the temple, m ost notably the patient's 
family, who shout slogans in support of 
the deity, and who are often the v ictim s of 
the p ossessin g  spirit’s vicious verbal at­
tacks. This outpouring of intense em otion  
is in essence a cathartic experience. Kakar 
writes:

The torrent of aggressive abuse, especially 
when it  is issu ing out of the otherwise demure 
*nouths of frail young girls and women, leaves 
little doubt that we are w itnessing a convul­
sive release of pent-up aggression and a rare 
rebellion against the inhibiting norms and 
mores of a conservative H indu society  of

which its  gods are the more obvious represen­
tatives. [p. 67]

The shaman, who is the flesh-and-blood 
representative of the tem ple deity, sym ­
bolically beats the spirit into submission; 
in the end the spirit begs for forgiveness, 
prom ises to  leave the patient alone, and 
throws itse lf at the mercy of the god (Ka­
kar, p. 68).

A sha is a 26-year-old woman who came 
to the tem ple of Balaji w ith her mother 
and uncle. H er sym ptom s were m ostly so­
matic: severe headaches, v iolent stom ach  
aches, and periodic episodes in which she 
had the sensation of ants crawling over 
her body. She also experienced “bouts of 
gluttony and fits  of rage in which she 
would break objects and physically lash  
out at anyone who happened to be near 
her” (Kakar, p. 71). Previously, A sha had 
sought m edical treatm ent and consulted  
w ith an exorcist, all to no avail.

Throughout her childhood, A sha had 
been her father's favorite. W hen she was 
15, she fell in love w ith  a college student 
who had been em ployed as her tutor. Her 
father stron g ly  disapproved and sent 
A sha to live w ith  her aunt in another part 
of the country to put an end to the ro­
mance. After about a year her father be­
came ill and sent for Asha, as he wanted  
her to  be his nurse. She cared for him, and 
his health improved, but the subject of 
the tu tor w as never d iscu ssed . Three 
years later, A sha’s brother, w ith whom  
she w as close, married a wom an w ith  
whom  A sha didn't get along. A sha felt 
that since the marriage, her brother had 
becom e indifferent to her. A t around the 
sam e time, a man in the neighborhood de­
veloped an interest in A sha and openly  
declared h is love for her. H er father be­
came furious and w ent to speak to  the 
m an’s family. However, the man's m other 
convinced A sha’s father that A sha should  
marry the man's younger brother, and an 
engagem ent w as agreed upon. A sha was 
not at all p leased w ith th is arrangement, 
but her father became ill again, and she 
felt that she could not give voice to  her 
displeasure. She again nursed her father
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back to health, which required that she 
bathe him, including “holding and clean­
ing the organ which a girl never holds in 
her hand” (Kakar, p. 73). M eanw hile, 
A sha’s fiance's older brother continued to  
m ake sexual advances. It was in th is con­
te x t  th a t A sh a ’s array of sy m p to m s  
developed.

Shortly after com ing to the tem ple and 
b ein g  fed laddoos, A sha  w ent in to  a 
trance, fell to the floor, and revealed that 
she was possessed  by two spirits. The 
fir st  sp irit, w ho w as resp on sib le  for 
A sh a’s stom ach aches, claimed to be sent 
by Asha's sister-in-law. This particular 
ghost w as identified as the type that usu­
ally inhabits cem eteries and whose “spe­
cialty" is ea tin g  unborn babies in the  
womb. The second spirit, who claimed re­
sponsibility  for the sensation of crawling 
ants and A sha’s fits  of rage, revealed that  
it  had been sent by the elder brother of 
Asha's fianc6. A fter the two spirits ap­
peared and identified them selves, no more 
w as heard from them, and A sha took little  
interest in punishing her spirits. However, 
A sh a  co n tin u e d  to  ex p er ien ce  th e se  
trance-like states on a regular basis. She 
would emerge from these sta tes w ith a 
“feeling of heightened well being." In fact, 
it seem ed that she was beginning to rely 
on these trances, and if several days went 
by w ithout one occurring, she would expe­
rience intense discom fort.

In terp erson a l/in trap sych ic  co n flic ts  
th a t m ight be experienced and under­
stood as “neurosis” in the W est are often  
treated as “spirit possession” in India (Ka­
kar). From a psychoanalytic perspective, 
the spirits are sym bolic representatives of 
Asha's unresolved conflicts. Kakar sug­
g ests  that “A sha was attem pting to ex ­
change her possession  sym ptom , a patho­
logical reaction to  an individual conflict, 
for the ritual trance. . . .  a socially sanc­
tioned psychological defense" {p. 72).

However, the sham an treats the spirits 
not as sym bols b u t as the actual cause of 
A sha’s problems. Kakar points out that 
the sham an approaches the problem from  
an entirely different angle than the ana­
ly st. W hile the analyst allows him self to  
be drawn into the patient's tex t and con­

cerns him self w ith decoding the sym bolic 
significance of the sym ptom s, the sham an  
is more concerned w ith  the con tex t of the 
patient's illness and directs h is healing ef­
forts toward reconnecting  th e p atien t  
w ith  “th e  so u r c e s  o f p s y c h o lo g ic a l  
strength available to  his or her life situa­
tion” (Kakar, p. 82).

In addition, the sham an helps first to 
purge and then to repress feelings of de­
spair, shame, guilt, confusion, and isola­
tion that interfere with the patient's rela­
tedness. The em phasis is  on resolving the 
patient's feelings of alienation from the 
social order, specifically his or her family. 
The rules of the tem ple are se t  up so that 
the healing process includes the patient's 
caretakers, usually his or her fam ily mem­
bers. M any of the rituals involve the ac­
tive participation of the patient's family. 
It is not uncom m on for the p ossessin g  
spirit to be temporarily transported into  
the body of a close relative, which under­
scores the tacit understanding that the 
patient’s illness is a collective problem. A s  
the family members are integrated into  
the healing process, the d istinction  be­
tween who is sick and who is  normal be­
gins to fade. In som e respects, like a 
structural fam ily therapist, the sham an  
tends to treat the patient’s illness as a 
sym ptom  of a larger system ic problem.

In sham anism , the affective experience 
of the individual is depersonalized. Both  
the patient's outward behavior and his 
subjective experience are explained in 
terms of invading spirits. The patient is  
thought to be a vessel in which hom eless 
spirits take up temporary residence. The 
sham an’s powers are derived from his 
close affiliation to a god or saint, and he is 
believed to be a receptacle through which 
the god speaks and acts. J u st as the pa­
tient is not directly responsible for his ill­
ness, so  the sham an is not directly respon­
sib le  for th e cure. B o th  p a tien t and  
sham an are merely vessels  —all signifi­
cant events are attributed to either the 
possessing  demon or the god.

This form of therapy helps the person to 
distance him self from his illness. In tradi­
tional India, the “unconscious” resides in 
the public domain. The “spirit world” ex-
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is ts  as an external entity that can either 
interfere w ith one’s sense of continuity, or 
help to cushion and protect one’s relation­
ships. E xternalizing the cause of illness is  
n ot sim ply a m eans of disclaim ing respon­
sibility: it  also helps the individual to feel 
less isolated  from his environment. He 
searches for an explanation to which oth­
ers can readily relate. H aving one's diffi­
cu lties explained in term s of cultural m o­
tifs  helps to bond the experience of self 
w ith the experience of others.

B oth  the sham an and psychoanalyst at­
tem pt to  give structure to the patient's 
experience. However, in the West the ther­
ap ist enters the m ythic world of the pa­
tient, w hile in India the patient enters the  
m ythic world of the shaman. Cure is the 
process of turning a m eaningless, painful 
experience into a m eaningful experience. 
In classical psychoanalysis, the therapist 
works w ith  the patient to bring uncon­
scious feelings into conscious awareness, 
the assum ption being that w hat lies be­
yond our conscious awareness is beyond  
our control. Similarly, as we saw in the  
case of A sha, the shaman uses his power 
to  force the p atien t’s spirits to make an 
“appearance.” In psychoanalysis, knowl­
edge of self leads to  greater control and 
u ltim a te ly  m ore freedom: where once  
there w as id, now there is ego (Freud 
1923).

In the following sections I d iscuss the 
shift in psychoanalytic technique from  
Freud's asocial, intrapsychically oriented 
approach to a more interpersonal, contex­
tually oriented understanding of psycho­
pathology. It is m y hope that th is d iscus­
sion  w ill shed som e ligh t on how the  
current "myth” of self in Western culture 
is  und ergoin g  a transform ation, away 
from an exclu sively  individualistic or­
ientation.

F r e u d  a n d  C l a s s i c a l  P s y c h o a n a l y s i s

A s Kakar points out, if one looks close­
ly  enough, m any of the patients at Balaji 
bear a remarkable resemblance to  the hys­
terics Freud treated in Vienna at the turn

of the century. D espite these sim ilarities, 
Freud had a radically different under­
standing of the cause of his patients' ill­
nesses and took a som ewhat different ap­
proach to their treatm ent.

Freud began his inquiry into the psyche  
under the assum ption that m any of his 
patien ts’ troubles were due to  a strangula­
tio n  of th e  em o tio n s . T ogeth er w ith  
Breuer, Freud found that when in a hyp­
notic state, patients would relive past  
traumatic experiences that had been “for­
gotten.” The cathartic effect of remember­
in g  p u t an end to  —and confirm ed in  
Freud’s mind — the em otional root of men­
tal disorder. The success Freud had with  
hypnosis gave him  a window through  
which he could peer into the vast pools of 
unconscious feelings and forgotten events 
that seem ed to be the cause of his pa­
tients' suffering.

Freud ev en tu a lly  replaced  h yp n osis  
w ith  the techniques of free association, 
dream interpretation and eventually the  
analysis of transference. A s Freud be­
came more interested in why the mind 
blocks out and d istorts certain feelings 
and memories, he realized that by using  
hypnosis, he w as sidestepping the pa­
tient's psych ic conflict. H e w anted to  
know why the mind was keeping so  much 
of itself behind locked doors, and he be­
cam e interested  in th e m echanism  of 
“resistance.” Freud su ggests  that the re­
flective/critica l aspect of hum an con­
sciousness is som ewhat like a doorman at 
an exclusive club. It allows only a few se­
lective thoughts to pass into awareness, 
allows even fewer to  be expressed, and 
turns the rest away to seek entertainm ent 
elsewhere. It m ay be that our ability to 
think selectively is im portant to the main­
tenance of the civilized world, but Freud 
discovered that an overly critical mind 
could create a pathological rift w ithin the  
self. W ith free association and dream in­
terpretation, Freud hoped that he not on­
ly  could reveal the buried secrets of the  
unconscious but also could exam ine the  
process through which his patients d is­
torted and suppressed their unwelcome 
thoughts. Breaking down the patient's re­
sistances and discovering their m eaning
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seem s to be curative because it is cathar­
tic and helps to diffuse the internal con­
flict. Through analysis these hidden feel­
ings are expressed and reintegrated into  
the psyche.

The idea of the transference becam e 
central to the psychoanalytic treatm ent 
of m ental illness. Briefly stated, transfer  
ence is the process em anating from a bas­
ic human tendency to transfer or displace  
unconscious feelings about sign ificant  
persons in one's p ast onto one's current 
relationships, particularly one's therapeu­
tic relationship. U nderstanding the trans­
ference is  essentia l to the therapy because 
the patient’s fantasies about his/her ana­
ly st provide access to the patient's uncon­
scious conflicts. The relationship that de­
velops betw een patient and therapist will 
in part be a repetition of the patient’s past  
relationships and thus m ay reveal the  
cause of the disturbance.

Freud believed that the therapist would 
be m ost effective if he maintained a thor­
oughly “objective" position w ith  regard to 
his patients. The analyst was to serve as a 
“blank screen" onto which the patient’s 
unconscious conflicts were to  be “project­
ed.” Likening the work of the analyst to 
that of the surgeon, Freud argued that if 
the transference cure was to be effective, 
the therapist m ust m aintain his em otion­
al distance from his patients. A ny hint of 
a “countertransference" reaction on the 
part of the therapist would threaten to 
contam inate th e transference neurosis  
and undermine the therapeutic process. 
The attem pt to cast psychoanalysis in an 
objective, scientific mold led Freud and 
many of his followers to underemphasize 
the interpersonal com ponent of the treat­
m ent process.

Freud described his model of the mind 
in  terms of drives and structural com po­
nents. In m ental illness, he held, a conflict 
occurs between two or more com ponents 
of the self, b locking the normal discharge 
of psychic energy and preventing the in­
trapsychic m echanism  from functioning  
properly. In th is model of the mind, the 
individual is seen as a discrete entity. The 
individual’s attachm ent to other persons

(“objects”) is understood within the con­
tex t of drive satisfaction. In psychopath­
ology, an internal conflict prevents drive 
satisfaction from occurring, dammin g  the 
flow of psychic energy. W hile the individ­
ual variants of unconscious conflict are in­
numerable, what remains fairly constant 
is the structure of the psychic mecha­
nism . The analyst is able to use his under­
s ta n d in g  of th e  p sy ch ic  stru ctu re  to 
"make sense" of the patient’s sym ptom s. 
The analyst spells out the historical basis  
of the patient's conflict, bringing the con­
flict into consciousness. H e anticipates 
that once the m ythologic/pathologic com ­
ponent of the patient’s p ast is laid bare, 
there will be a release of the patient's 
pent-up em otions. Like Asha's spirits, the  
unveiled unconscious is forced to subm it 
itself to the ego. The analyst's interpreta­
tion is often enough to set th ings right. 
The work of the patient and analyst is ori­
ented toward resolving such an internal 
conflict; once th is has been achieved, it is 
hoped that one's “object relations" will be­
com e more satisfying.

W ithin the field of psychoanalytic p sy ­
chotherapy, there has been increasing em­
phasis on the “interpersonal" realm of the  
therapeutic experience (Greenberg and  
M itchell 1983; M itchell 1988). The “Inter- 
person alists"  (Sullivan , From m -Reich- 
mann), the “Object R elationists” (Winni- 
cott) and the “Self P sych olog ists” (Kohut) 
began to move away from the drive-orient­
ed , intrapsychic structural approach and 
focused more on the role of “the other" in 
the development of the self. This shift in 
em phasis was to some extent based on the 
recognition that the therapist’s capacity  
to cure depends not sim ply on his knowl­
edge of psychic structures and uncon­
scious processes but also on his ability to  
relate to his patients. In contrast to classi­
cal psychoanalysts, Kohut (1984) argues 
that while bringing unconscious m otives  
into conscious awareness is often a bypro­
duct of analysis, it is not a necessary in­
gredient. For Kohut, the success of the  
healing process rests upon the therapist's 
capacity to become and remain empathi- 
cally involved w ith the patient. Em pathy
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is defined as “the capacity to think and 
feel oneself into the inner life of another 
person" (Kohut 1984, p. 82). It is a “funda­
m ental m ode of human relatedness. . . . 
the recognition of the self in  the other. . . . 
th e accep tin g , confirm ing, and under­
standing hum an echo” (Kohut 1978, pp. 
704-05). If the cure is to take root, the 
therapist m u st adjust (and readjust) him ­
self — both affectively and cognitively — to 
the private world of the patient.

K o h u t  a n d  t h e  E m p a t h i c  A p p r o a c h

In H ow  D oes A n a lys is  Cure?, Kohut de­
scribes the case of a middle-aged man 
w ith a severe narcissistic personality d is­
order, who enters into treatm ent w ith the 
com plaint th a t he experiences chronic 
painful feelings of being unreal. Prior to 
entering treatm ent w ith  Kohut, th is man 
had begun treatm ent w ith several other 
therapists. According to the patient’s re­
port, past treatm ent had not been suc­
cessfu l because his former therapist had 
failed to understand him. H e made an ap­
pointm ent to  see Kohut after hearing him  
speak at a local university. (Kohut’s sta t­
ure at that tim e, as Chicago’s senior ana­
ly st, m akes a comparison with the sha­
man at Balaji all the more compelling.)

The treatm ent began in “an atmosphere 
of friendly cooperation,” which eventual­
ly —w ith  the developm ent of the transfer­
ence — gave way to a “searing blaze of at­
ta ck  s ” on K o h u t, “m ain ly , b u t  n o t  
exclusively, in the form of verbal repro­
aches” (Kohut 1984, p. 179). In the course 
of treatm ent, the patient developed severe 
headaches, which were m ost prominent 
before and during his sessions. A s these  
headaches worsened, the patient would 
fill the therapy hours w ith descriptions of 
the excruciating pain he was experienc­
ing. Kohut attem pted to interpret the pa­
tient’s deteriorating condition in term s of 
feelings of abandonm ent and deprivation, 
as Kohut had recently returned from a 
len g th y  vacation . T h is in terpretation  
failed to help and led to further remon- 
strations. H e then suggested  that “the

worsening of the patient’s condition was 
part and parcel of his improvement, that 
he had opened him self more to em otional 
interactions w ith the world. . . . and as a 
consequence of his increased courage and 
enterprise, ho now faced a variety of tasks  
that exposed him to  anxieties and ten­
sions from which he had formerly protect­
ed h im self’ (p. 181). This interpretation  
elicited an initially favorable response, 
which inspired Kohut to pursue it further. 
However, his further attem pts to explore 
the underlying dynam ic led nowhere. The 
success of the intervention waB short­
lived; the headaches and the com plaints 
intensified. In tim e a crucial shift took 
place, not in the patient's attitude toward 
therapy but rather in K ohut’s approach to 
the patient:

The patient, as I finally grasped, insisted — 
and had a right to insist -  that I learn to see 
things exclusively in his way and not at all in 
my way. And as we finally came to see —or 
rather I finally came to see, since the patient 
had seen it all along—the content of all my 
various interpretations had been cognitively 
correct but incomplete in a decisive direction. 
The patient had indeed reacted to my having 
been away; he had indeed felt overwhelmed by 
the traumatizations to which he was now ex­
posed by virtue of his expanding activities, 
and he continued to react with prolonged, in­
tense suffering as a result of remaining broad­
ly engaged with the world. What I had not 
seen, however, was that the patient had felt 
additionally traumatized by feeling that all 
these explanations on my part came only from 
the outside: that I did not fully feel what he 
felt, that 1 gave him words but not real under­
standing, and that I thereby repeated the es­
sential trauma of his early life. [p. 182]

In the above example, Kohut's attem pts  
to  make sense of the patient’s difficulties 
are unsuccessful because they  lack em pa­
thy. W hat Kohut learned from this pa­
tient is that before a change can take 
place in the patient, a change m ust occur 
in the therapist. Specifically, he m ust re­
move the “inner barriers that stand in his 
way of his em pathic grasp of the patient"  
(Kohut 1984, p. 182). Once the patient 
feels “em pathically grasped,” there is som e
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forward m ovem ent from the understand­
ing phase of therapy to  the explaining  
phase, in which the patient is  able to take 
a more objective approach to h is feelings, 
thoughts, and behavior. DevelopmentaUy, 
th is m arks a step  in the direction of great­
er cohesion and an increased sense of au­
tonomy. This is accom plished primarily 
because the therapist, as an em pathic 
se lf  object representation, has becom e  
internalized.

Here, the success of the curative pro­
cess depends on the patient's capacity to 
experience em otional attunem ent and op­
tim al frustration w ithin the therapeutic 
setting. First, the therapist m ust be re­
ceptive to the patient's mode of expres­
sion. B y  understanding and em pathizing  
w ith the patient’s affective experience, he 
helps to create a situation in which the 
patient feels continuous w ith his environ­
m ent. Eventually, an em pathic failure will 
occur, and the patient will be forced to 
com e to term s w ith  his separateness from  
the therapist. From a self-psychology per­
spective the sen se  of continuity between  
th era p is t  and p a tien t is e s ta b lish e d  
through the use of empathy, while the 
sense of d iscontinuity (separateness) is es­
tablished through the inevitable failures 
of em pathy that occur in therapy. To pre­
v en t th is  sen se  of separateness from  
traum atizing the patient and destroying  
the therapeutic relationship, the therapist 
m ust be aware of and attem pt to  empa­
thize w ith  the patient's feelings of disap­
pointm ent and narcissistic rage at not be­
in g  perfectly understood. Kohut explains 
how the com bination of em pathy and 
frustration leads to  the internalization of 
a more adaptive psychic structure:

The psychoanalytic situation sets in motion a 
process which, via the optimal frustrations to 
which the analyst exposes the patient through  
more or lesa accurate and tim ely interpreta­
tions, leads to the transm uting internalization  
of the seifobject analyst and his functions and 
thus to the acquisition of a psychic structure. 
[1984, p. 172]

Kohut’s use of em pathy as a m ethod of 
cure fits  w ith  the Western m yth  of the in­

dividual, because the analyst’s role is  to 
totally  accom m odate him self to  the pa­
tient. The patient's experience is seen as 
unique; understanding it  requires that the 
therapist becom e totally absorbed in the 
patient’s way of seeing things. A t the 
sam e time, however, Kohut's em phasis on 
the importance of em pathy is a departure 
from classical psychoanalysis. H is use of 
em pathy as “cure” is a step  away from the 
m yth  of the individual because the m eth­
od is essentially  “relational” It requires 
that the analyst temporarily extend him­
self beyond his own boundaries. If we rec­
ognize em pathy as an im portant human 
function, then we are forced to reassess 
the psychoanalytic view that a healthy in­
d ividual has solid , nonperm eable ego  
boundaries. If the capacity to experience 
em pathy is an im portant part of being hu­
man, then we are more relationally orient­
ed than classical psychoanalytic theory 
had supposed.

Recognizing the importance of empa­
thy, both in the therapeutic context (Ko­
hut 1984) and in the normal developmen­
tal context (Hoffman 1978), requires not 
only that we redefine our understanding  
of ego boundaries (Jordan 1984) but also 
that we reappraise our idealization of the  
autonom ous self. In the ecosystem ic mod­
el advocated by Wilden (1972) and B ate­
son (1972), boundary is conceptualized as 
the area of com m unication and exchange 
between self and environment, belonging  
to neither one nor the other. E go bounda­
ry is defined both as a barrier to  and the  
facilitator of com m unication between self 
and other. The boundary becom es more or 
less permeable depending on the contex­
tual conditions (Polster 1983). Boundaries 
between humans, as am ong nations, are 
constantly being renegotiated. The prob­
lem w ith conceptualizing the m ind as a 
structure and individuals as closed sy s ­
tem s is that in doing so we fail to address 
the relational-interpersonal quality  of hu­
m an experience. Sarah Polster writes,

Such emphasis on entities, whether they be 
structures or pools of energy, renders discus­
sion of relationships (which is what “bounda-
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ry” describes) secondary. Relationships are 
seen as functions of the Bgo. Boundaries in 
th is m odel becom e derivatives of entities. 
They becom e th ings between things, and their 
constitutive, assim ilative and adaptive roles 
cannot be described in such terms.

Such "entity” language facilitates descrip­
tion of the barrier aspect of the ego bounda­
r y —an im portant aspect, certainly, but one 
that is incom plete and ultim ately of lim ited  
usefulness in describing the subtleties of a per­
son’s discourse w ith self and world. Such lan­
guage does n ot facilitate description of com ­
m u n ic a tio n  or ex c h a n g e . W h ile  q u ite  
appropriate for the discussion of entities and 
structure, it is not appropriate for discussion  
of system  and context. [1983, p, 249]

Recent research into em pathy su ggests  
there are two lines of developm ent {Jordan 
1984): the developm ent of the autono­
m ous self and the developm ent of the rela­
tional self. From th is perspective, the self 
is capable of being sim ultaneously dis­
tinct from and merged w ith the other. In 
em pathy, th e  relational self-representa­
tion and autonom ous self-representation  
c o -ex ist harm oniously. Ju d ith  Jordan  
explains:

In order to empathize, one m ust have a well- 
differentiated sense of self, in addition to an 
appreciation for the differentness and sam e­
ness of the other. Em pathy always involves 
surrender to feelings and active cognitive  
structuring; in order for em pathy to occur, 
self-boundaries m ust be flexible. Experiential­
ly, em pathy begins w ith some general m otiva­
tion for interpersonal relatedness which allows 
for the perception of the other’s affective cues 
(both verbal and nonverbal) followed by sur­
render to affective arousal in oneself. This in­
volves temporary identification w ith the oth­
er’s sta te  during which one is aware that the  
source of affeet is in the other. In the final 
resolution period the affect subsides and one's 
self feels more separate; therapeutically, the 
final step involves m aking use of this experi­
ence to help the patient understand his/her in­
ner world better. fl984, p. 3]

The recent em phasis on contextual/inter­
personal factors in understanding normal 
developm ent and in the treatm ent of the 
m entally ill marks a shift away from the

m yth of the individuated, autonom ous 
self. Perhaps in th is sh ift psychoanalysis  
is m oving closer to  an understanding of 
the universal substratum  that lies below  
its  culturally determ ined structuralist 
orientation.

L6vi-Strauss (1963) su ggests  that while 
the content of m yth varies from culture to 
culture, the laws that govern the struc­
ture of m yth are essentia lly  the same. All 
m yth, whether it  be the product of the 
individual’s  unconscious or a product of 
his culture, is constructed according to a 
set of universal rules. This is im portant 
because it  helps to  explain w h y —despite  
the v ast differences between sham anism  
and psychoanalysis — there seem  to be so  
many im portant underlying sim ilarities in 
their respective m ethods. The power of 
m yth  lies in its  capacity to give som e 
structure to the patient’s chaotic experi­
ence. The rules that govern the shaman's 
rituals and that guide the therapist as he 
listen s to  and interprets h is patient's 
thoughts provide the patient w ith  a sense  
of continuity and order.

In all healing system s it is necessary for 
the afflicted individual to attach a cultur­
ally m eaningful label to  his personal prob­
lem s, to “undertake a culturally sanc­
tioned repattem ing of the unconscious 
materials" (Davidson and Day 1976, p. 
232). In traditional Indian society, the ex ­
perience of self is made m eaningful by 
placing it  w ithin a cultural/interpersonal 
context. The shaman's cure is effective be­
cause it  provides an avenue for the expres­
sion of an affective experience that would 
otherwise be unexpressible (Davidson and 
D ay 1976; L6vi-Strauss 1963). In sha­
manism , the patient is provided w ith a 
culturally constructed m yth.

The psychoanalyst, in contrast, helps 
the patient to construct an individual 
m yth based on the events of h is past. The 
p sych o a n a ly st is th e receptive agent, 
creating a situation in which the patient 
is encouraged to project his “self* and “ob­
ject'" representations onto the therapist. 
The relative anonym ity of the therapist 
allows the patient to express him self more 
freely and prevents the personality of the
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therapist from being superim posed upon  
the patient. In stark contrast to sha­
m anism , psychoanalysis treats disturb­
ances in the unconscious processes as pri­
vate affairs, unique to  the individual. The 
goal o f therapy is not primarily to help 
reestablish the individual's relationships 
with others but rather to m end the con­
flict w ithin him self and make him whole 
again. This individualistic approach to 
treatm ent is true to  the W estern m yth  of 
self, and in th is sense it  is as much a prod­
uct of the W estern culture as the Temple 
of Balaji is a product of Indian culture. 
Ij^vi-Strauss writes: “In the case of p sy ­
choanalysis, the m yth  that is recovered is 
an individual possession, whereas in the 
case o f sham anism , the m yth is received 
from a collective tradition” (1963, p. 202). 
It m a tter s  very  lit t le ,  he co n tin u es, 
whether one attacks the patient’s illness 
at the individual or cultural level: “W heth­
er the m yth  is re-created by the individual 
or borrowed from tradition, it  derives 
from its  sources — individual or collec­
t iv e -o n ly  the stock of representations 
w ith  which it operates. B ut the structure 
remains the same, and through it  the sym ­
bolic function is fulfilled” (p. 203). Sha­
m anism  and psychoanalysis do the sam e  
thing, in essence; their difference lies in 
the culturally determ ined m yth s they  
employ. ■

Cross-cultural differences in how the

self is defined have becom e bigger than 
life and have taken on a m ythic quality of 
their own. It seem s to me that the tenden­
cy to m ythologize the self is particularly 
evident in the psychoanalytic literature, 
where it  is w ritten that “normal” develop­
m ent leads to  greater autonomy, and that 
a healthy person is som eone w hose “self 
and object representations" are securely 
embedded in a stable psychic structure, 
protected by a sturdy set of ego bounda­
ries. We make use of such m yth s in every­
day life, as well as in the treatm ent of 
m ental illness. For example, the m yth  of 
internalization frees us from being depen­
dent on others. We carry our self and ob­
ject representations w ith us, while Indi­
ans and Chinese, w hose psychic structure 
is less well packaged, remain em bedded in 
and dependent on their fam ily structure 
and social milieu. The psychoanalyst’s 
tendency to explain spiritual possession  
in terms of “unconscious conflicts” re­
flects a w ish to view the individual as self­
contained. A s David Orlinsky once com­
m en ted , “T he u n c o n sc io u s  is  th e  
supernatural m oved indoors” (personal 
communication). Perhaps the idea of “the 
unconscious” became such a persuasive  
force in W estern forms of treatm ent be­
cause of our desire to explain everything  
in term s of a closed sy s te m —the individu­
a l—rather than in terms of an open sy s­
tem  — the cosmos.
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