
2014 Division 39 Section V Invited Panel:  Judy Roth, Susan Kraemer, Zina 
Steinberg, Maureen O’Reilly Landry, Lynne Kwalwasser, and Mark Sossin 
describe individual projects applying psychoanalytic practices and techniques 
in extreme circumstances.  Heather-Ayn Indelicato introduces the panel. 

 

Flexibility and Frame: 

Applying Psychoanalytic Practices and Techniques in Extreme 
Circumstances 

  

The psychoanalytic frame holds and preserves boundaries and limits, movement 
and stillness. We experience emotional proximity, the nearness and distance from pain 
in our attempt to make meaning of terrifying life circumstances.  Cixous (1994) writes: 
“In extremis we are born and enjoy the strange things that can happen during such a 
dangerous, magnificent, and cruel experience as losing a relative while still in the 
freshness of childhood or youth. This is the joy of being alive”(p.89).  The Section V 
invited panel at the 2014 Division 39 spring meeting in New York included presentations 
by clinicians and researchers whose work exposes them to the dangerous, cruel, and 
magnificent experiences to which Cixous refers. 

The panelists describe working in specific clinical contexts where dramatic shifts 
in practice settings and populations, driven by remarkable life circumstances, push the 
boundaries of reflective space. Stories range from mothers living through war or 
widowed by acts of terrorism, to parents clinging to hope in the NICU, to persons who 
are terminally ill or struggling with chronic disease and discovering the relational 
implications involved in modern medicine. Questions arise about how a clinician can 
help a patient navigate the dangerously magnificent and cruel contours of lived 
experience and survive; about what constitutes ‘help’, and if the answers to these 
questions can inform other areas of psychoanalytic practice. 

Coordinating this panel has helped me to understand the choices we make as 
clinicians when we bear witness to tragedy.  Exceptional circumstances necessitate a 
fluid and flexible approach to psychoanalytic work when we carefully attend to 
experiences that extend far beyond a conventionally defined frame. Despite the varied 
patient populations they are treating, the panelists face the task of making meaning 
when the extremes of life and death appear to defy meaning -- innocents facing 
terrorism, infants whose futures are in question with each breath, family members 
building relationships and connections against a backdrop of inexplicable loss, and the 
dying finding meaning as a final act of letting go. 

Participating in this panel seemed to highlight my own clinical struggles while 



working with medical students. Often holding intense emotions in relation to their 
choices to become physicians, the students presented with extreme positions on 
suffering.  They questioned their own ability to hold tragedy and pain; they wondered 
where they would locate themselves in proximity to life and death; and, they constantly 
measured their ability to cross over from omnipotent fantasy to reality as they learned 
the art of healing and prolonging life itself.  Clinically, I found myself tasked with holding 
the impossibility of the extremes; shifting towards a thoughtfully persistent or ‘fixed’ 
flexibility. I wondered how seasoned analytic clinicians held boundaries, navigated the 
“tough” work, the feelings of helplessness, the pain. The speakers on this panel 
demonstrated a rich and complicated process as they worked without a clear set of 
parameters or an intrapsychic GPS. 

The invigorating quality of these clinicians’ work is striking. I am pleased to have 
been a part of this project; and, delighted to have been included in the lively discussion 
that followed our panel. I hope that more clinically focused pieces address the extreme 
positions that are felt when navigating life’s most dire experiences. These essays invite 
us to push personal and professional limits of imagination and expectations related to 
psychoanalytically informed practices. I have been honored to be included in this 
process.  

  

Heather Ayn Indelicato, Psy.D. Moderator 
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  Zooming in and Radiating out:  

  From Testimonies, to Human Rights Advocacy, to a Field of Radical 
Conviction 

Judy Roth, Ph.D. 

  

  Stories from mothers living with war are precious and profound and yet toxic 
and disorienting. What tools can psychoanalysts offer to “accompany” mothers and their 
testimonies?  And, what tools do we offer those hearing these stories, as they learn 
about realities that are “necessarily” discombobulating and contaminating, threatening a 
trust in the basic lawfulness of the world?  And, is it possible to “hear” without shooting 
the messenger or diluting the message, knowing that the message itself contains that 
which is unthinkable and unbearable and yet the very essence of what needs to be 
conveyed?  



I’ve had the privilege to hear and “hold” stories from mothers living with political 
violence, witnesses to the ongoing dangers facing Palestinian children, families, and 
communities in East Jerusalem and the West Bank.   I will reflect on joint attempts to 
build bridges from these mothers to outside others, to create “concentric circles of 
witnessing” by minding, amplifying, and “accompanying” stories that capture their 
desperate maternal claim for civility.  Ideally, these witnessing circles might be 
leveraged for advocacy by rippling out to more remote others able to redress the 
injustices. 

            Psychoanalytic understandings about trauma and vicarious traumatization, 
place us in a particularly unique position to do this work, to strengthen and soften 
human rights advocacy, which begins with the taking of testimonies from 
survivors.   Often efforts fall on deaf ears, galvanize for short periods of time, or leave 
people with little sense of “what to do” or “how to be” with the news that is saturated 
with perversions of humanity and a depth of anguish that defy symbolization, challenge 
core beliefs and identity, and rattle trust in humanity. Unless “accompanied”, really 
hearing threatens to “exile” people from real and imagined home communities. 

            Doing this work requires pursuing an analytic stance that invokes an “ethical” 
and spiritual dimension to witnessing, which maps a “stepping into the world” and a 
“stepping out of violence”.  A psychoanalytic lens that registers trauma as necessarily 
devastating without also minding the “radical conviction” and hope that live alongside 
these mothers’ terror, is dangerously dehumanizing.  Partnering with clergy, artists, and 
attorneys has been invaluable in this pursuit. 

  

Judyroth.012@gmail.com 

A Decade of Consultation in a Neonatal Intensive Care Unit 

Susan Kraemer, PhD 

 

I came first to see the old unit, just weeks before the transition to a spanking new 
up-to-date facility.  Everything was worn; the grim look of an urban 
hospital.  Crowded.  No privacy.  No place to draw a curtain to pump breast milk, to 
hear devastating news, or to cry. Parents and nurses stood back to back, crowded 
around the babies in their isolettes-as incubators are now called. 

There was no place for one’s things—no closets for coats, pocket books, 
computer bags, or even for one’s physical self--there were few chairs; several parents 



were sitting on the floor in a hallway, one sobbing quietly.  A jarring panoply of sights 
and sounds: grateful parents, smiling bravely, saying their goodbyes as they prepared 
to take their newborn home after a lengthy stay while a few feet away alarms sound and 
staff rush to resuscitate a fragile tiny preemie.  A mother in a hospital gown wheeled in 
to see her triplets for the first time after an emergency delivery while in the next isolette 
a neonatal fellow struggles to thread an IV through a micro-preemie baby’s filament thin 
veins.  I wondered how there could possibly be room for psychic space in this urgent 
care setting.  What would I be able to offer? 

            By the time I got my hospital privileges and began my consultations with staff 
and families, the NICU had moved to the new hospital wing.  It is spacious and light 
filled, with chairs and closets and family meeting rooms and computers.   Overall there 
is a greater sense of containment.  But my eyes rest on the empty spaces; I notice now 
the many parents who stay away--and I think and try not to think-- about the babies 
lying alone untouched hour after hour.    I see the parents who retreat into their phones, 
or those staff who become too absorbed in their computers or conversations with one 
another and worry about the pull to mindlessness. 

            Parents, of course, are still grievously dislocated.   Their babies are being taken 
care of—being kept alive-- by expert others.  Parents may wait weeks to touch, let 
alone hold, their babies.  Many say they feel like imposters, “not like a real mother (or 
father)” and that their babies feel alien to them.  The tiny bird-like preemie is hardly the 
baby parents dreamed and imagined.  Fears about survival and uncertainty about the 
baby’s developmental future can make attachment feel perilous.  Grief, loss, guilt and 
shame are ever present, lending enormous strain to every interaction and each 
communication.  Some parents are highly reactive, others shut down into a more 
dissociative state.  Everyone comes with the layered complexities of the context of their 
lives both current and past, including loss and trauma, which reverberates through this 
experience.  Parents range in age from 14 to 65, from every walk of life and every faith; 
from the extended metropolitan area, from every part of the world. 

            I recognized quickly that holding all this (and more) in mind is the task: holding 
the parents and their experience in my mind so that they can begin to hold their babies 
in their minds, even if not yet in their arms.   And to hold the staff who hold these 
families and their babies. This is tough in an intensive medical setting which is 
necessarily a culture of action, far more than one of reflection.  My professional identity 
has been upended and I am also far from my familiar ‘home.’    My agency, my 
authority, what I value, the questions I privilege, my ways of understanding -- all strain 
to accommodate to, but also to find expression in, this alien environment. 

            The frame is gone.  I don’t have an office or generally even set 
appointments.  Parents don’t usually self refer and many aren’t eager to meet a 
psychologist, at least not initially.  I circle the unit, taping letters of introduction onto 
isolettes making sure to tell each parent I meet that the “psychologists meet ALL 
parents in the NICU as we understand how difficult it is to be here”.  I want to mitigate 
any concerns parents may have about being singled out.  This is extremely important 



as most parents already suffer feelings of having failed in so many ways. 

There are no set beginnings or certain endings to these encounters.  Some parents are 
so grateful to speak that they draw me into lengthy conversation; others dismiss me 
with a bright smile or curt nod.  Conversations are often interrupted.  In some instances, 
there is no guarantee we will meet again, while other consultations stretch over months. 

To better bring these consultations to life, I share a brief vignette about Mrs. S, 
whose son Jake was born at 24 weeks weighing less than 2 lbs.  Nurses let me know 
that they were concerned about her:  “She is ‘too’ anxious, pestering everyone with 
questions.  Can you speak with her?” 

Hello, I say, it is so nice to meet you and your baby, he’s beautiful.  Mrs. S 
smiled broadly, her dark eyes luminous, but her face was creased with anxiety. We 
looked at Jake together, exclaiming over his exquisitely tiny body, wondering what he 
would look like if his face weren’t so scrunched by the breathing apparatus.  “He’s my 
rainbow baby,” she tells me.  “The storm has passed but I don’t believe it, I am so 
frightened.” 

As I invite her to tell me more, her words tumbled out and I realize I am hearing 
two stories.  The story of this pregnancy and another of a twin pregnancy that ended 
less than a year ago in a stillbirth at 25 weeks.  After her cervix shortened and she went 
on 4 weeks of bedrest, the twin babies were suddenly still.  “This time when my cervix 
shortened again, well, you can imagine I was a nervous wreck.  I guess I still am.”  I 
noticed her eyeing me, as if waiting, gauging my response. 

“Of course,” I said.  “So much has already happened; you can’t help but brace for 
the worst.  You’re holding your breath; it is so hard to escape what came before.”  “I 
wish you would tell that to my mother, she doesn’t get it that I don’t want to tell anyone 
about Jake being born.  And I can’t stop thinking about my twins but my mother says to 
put it out of my mind; that worrying so much is bad for Jake.  And maybe it is the reason 
I can’t get enough breast milk.   And he’s so tiny; if he ever can breast feed (baby is 
currently tube fed) what if he isn’t able to latch on?”  She reached for a tube of skin 
lotion and I noticed the tiny footprints and date and name tattooed onto her 
forearms.  For the stillborn twins.   As she rubbed in the lotion she spoke about her 
“slippery skin,” so silky her husband jokes, she is almost too slippery to hold.  She 
smiled as she spoke but a shadow crossed her face and I thought about the ways she 
felt un-held and about the pregnancies she was unable to hold.  When I learn that she 
has barely held her baby and not been offered the opportunity to hold Jake “skin to 
skin” I do what I can to facilitate this.  I know he is stable enough and wonder about 
possible factors colluding here to keep this baby out of his mother’s arms. 

I sought out the nurses to hear more: “She frets about everything but doesn’t 
seem able to really pay attention to her baby.”   They are concerned but there is an air 
of judgment.  There is no real explanation as to why she has not held him more 
regularly, yet they express concern that she “unloads” on them when she arrives each 



day instead of turning immediately to Jake.  Like her mother they urge her to keep her 
anxiety in check. “Look at him while you hold him, not the monitors; stop worrying about 
your milk, we can always supplement with formula.” She is angry about their 
reaction.  “They keep telling me to stop thinking so much about the babies who died 
and think about Jake.  But doesn’t anyone want to know what I have gone through?” It 
is hard for staff to hold in mind her prior losses, her shame about her body failing her, 
her uncertainty about what she has to offer.  Striking too the unexplained delay about 
putting the baby in her arms, and I note my own frustration.  But I have also noted her 
“busyness” around the baby and wonder what more I can do to still more of her 
anxiety.  This typifies the ordinary challenge of these consultations: holding loss and 
terror, the judgments of others as well as my own, minding the anxieties of the staff and 
the strain of all that they carry, while working to connect staff to mother and mother to 
her baby. 

  

Sukraemer99@gmail.com 

  

Code Blue for Psychic Space: 

Being a Psychologist in the Neonatal Intensive Care Unit  

Zina Steinberg, Ed.D. 

 

Even on quiet days, the unit is saturated with a sense of trauma.   

There are 70+ babies who were quickly rushed from delivery room to NICU, 
sometimes without having been held or even touched by their parents.  There are 200+ 
nurses who work 12 hour shifts, many of whom have been there for more than a 
decade – or even two.  These nurses are the gatekeepers – they can either make a 
parent feel mightily important or they can make this same parent feel ‘in the way’ and 
lost. 

I have begun to call the nurse the ‘emotional umbilical cord’ as she has the 
capacity to connect mom and baby in a life preserving, relationship-cementing way.   

In addition there are scores of doctors – residents, fellows, neonatologists and 
specialists in cardiology, gastroenterology, neurology, genetics, opthamology, 
nephrology, etc – all of whom walk assuredly in and out of the unit, bringing news to 



parents, if they happen to see them. 

And there are 3 full-time social workers, several physical and occupational 
therapists, respiratory therapists, feeding specialists, child life specialists, and lactation 
consultants and chaplains.  With one glance, it is busy and intense; with another look it 
is controlled, steady and everyday-ish.    

In this saturated critical care setting all focus is on the acute and immediate 
medical need of the infant.  The parent is an information receiver, a processor of this 
oft-times complex information and the ultimate decision maker about procedures and 
even life and death determinations.  There is very little room for psychic space – for 
parents and medical staff alike. 

Twelve years ago when I commenced this project to provide psychological 
services in the NICU, I was focused on an interest of mine:  the formation of families in 
extremis.  Within weeks of being on the unit I became equally fascinated by the staff, 
the role they play in helping or hindering this couple become a family, their reasons for 
choosing a NICU specialty and their emotional responses to the joys and griefs of NICU 
work.  Susan Kraemer joined the project, substantially enriching my thinking about 
these and other themes. 

For some families, giving birth to a baby that needs critical care is 
traumatic.  Perhaps there are constitutional reasons; quite often they have experienced 
earlier trauma and are less resilient.  For others, maybe almost all, it is a potentially 
traumatic event and we view our interventions at the very least, as preventative.  We 
find that when parents can construct a narrative of their experience, they begin to find 
meaning and agency.   

Most parents, in shock, cannot think systematically, have difficulty regulating 
emotions, have trouble understanding the mental state of self or other, have a severely 
affected sense of time and place and can blur boundaries between fantasy and reality. 
They find themselves highly vigilant and suspicious of communications – both with 
friends and family and with medical caregivers. 

And normal primary maternal preoccupation (a la Winnicott) is derailed as it is so 
difficult to become preoccupied with one’s baby when the baby is also the traumatizing 
object/event.  This can lead to perverse manifestations of primary maternal 
preoccupation, e.g. mindlessness, absence or ‘non-presence’ on one hand or 
obsessive vigilance and questioning on the other.  

In the NICU, as in medical settings more broadly, everything is structured toward 



keeping relationships, communication and even knowledge fragmented and dispersed 
(Menzies, 1970). Social defense mechanisms in hospitals are designed to manage 
anxiety, guilt, doubt and uncertainty.  For example, doctor and nurse rotations – in 
particular, nurse rotations can mean that a nurse may not have the same baby each 
time she works, making for anonymity and a lack of familiarity with the social history of 
the family; it denies the significance of the individual.   This lack of connection may also 
lead to secondary and vicarious traumatization- a burn-out that doesn’t necessarily lead 
a nurse to leave her job, but more often it will lead to a robotic fulfillment of duty, a 
distance and apathy.   

Our work then with families and staff seeks to increase tolerance for 
mentalization/reflective functioning.  We wish to create a “circle of thought” around the 
baby and to foster relationships in a climate where suspicion, depression, anxiety and 
isolation breed.  We work on the premise that the baby is embedded in a system of 
social relationships and that the NICU itself is a web of ‘minds-in-relation’.  I use the 
image of a series of interconnected Russian dolls. To have an effect on the baby we 
need to have an effect on the web of relationships that cradle the baby.  Longitudinal 
outcome studies strongly suggest that family factors play a significant role on the 
developmental achievements of the baby. 

In brief, we work with individual mothers and fathers, with the couple, extended 
family and with groups of families in a weekly parent group.  We also have continual 
consultations with staff, helping them gain increased understanding of the family needs 
and their own reactions.  I am also now sitting on a National Perinatal Association Task 
Force that will make recommendations on the provision of mental health services in 
NICUs around the country.  We want to offset the fragmentation that threatens the 
individual parent’s psyche just as fragmentation threatens medicine with its increasingly 
siloed disciplines.   

Susan Kraemer gave a lovely example of her meeting with a mom and I will give 
an example from one of the weekly parent groups.  We do not have time to talk about 
the way we weave in work with staff or work with couples.  But first, I’d like to tell you 
about the very first consultation I had with a mother that left me most unsure of myself. 

Ms. K was sitting by her baby’s isolette.  Her baby was born 3 weeks ago at 25 
weeks. I introduce myself and ask her about her baby, when was she born, how mom is 
feeling and how things are going now in the NICU for her.  She barely answers my 
questions, indeed barely makes eye contact.  I ask her if she would introduce me to her 
baby and that does seem to enliven her a bit.  We go over to the isolette and look at her 
very tiny infant covered with wires, probes and breathing apparatus.  But like most of 
these preemie babies, her fingers are miraculously articulated and lovely and I notice 



them.  I congratulate her on her first baby and she tells me that she had an 18 week 
miscarriage and then had twins that were still born at 22 weeks and now this baby at 25 
weeks.  She said that no one congratulates her and there was no baby shower and she 
never really felt the baby even kick.  She says that the only people who understand 
what she is going thru are the people in the chat room she frequents on the web.  I ask 
a bit about that and then her next thoughts seemed to pour out.  “My mother-in-law 
doesn’t like girl babies.  She even left her two daughters in Puerto Rico.  My husband 
and I are fighting a lot because I am so angry at his mother.  She won’t visit because 
this baby is a girl”.  Then her phone rings and she turns to the caller and I sense that 
she will not return to our conversation.  I signal to her that I was glad to meet and will 
return another day. 

When I return home that night I go online to the chatroom Ms. K talked 
about.  There was a posting from her.  “A psychologist lady came to see me today.  I 
don’t need a psychologist.  I need a baby!” I felt unsteady and disoriented and thought 
hard about how we could be useful to moms like Ms. K.  I learned that some encounters 
would be very short but that over time we could prove ourselves constant and 
consistent enough to be seen as a valuable ally.  We also learned that most parents are 
suspicious if you say that you are a psychologist as they so don’t want to be singled out 
as disruptive, disturbed, depressed or inappropriate in any way.  So we now emphasize 
that as psychologists we meet ALL the parents as the unit recognizes how difficult it is 
to have a baby in the NICU.  Normalizing helps as do things like getting them water, 
making change for the parking meter and helping them negotiate a concern with a 
nurse or doctor. 

The particular parent group I am going to tell you about took place on a winter 
Thursday afternoon.  I never know who will show up for the group – sometimes I know 
some or all of the attendees and sometimes I know no one.  Sometimes there are 10 
people there and sometimes just two or three.  I am always anxious before the 
group.  This time there are 5 moms, a set of grandparents, an aunt, one dad and Peter 
Fair, the nurse who co-facilitates the group with me. 

We go around to briefly introduce ourselves.  A teenage mom says that she has 
been in the NICU for 10 weeks and will take her baby home tomorrow.  She is very 
scared.  She wanted to get home and waited and waited and now is not at all sure what 
it will be like.  Others also introduce themselves, sometimes making some connection 
with the people who spoke before.   

Ms. V is last: “I had 24 week twins and one of them didn’t make it.  Now Sam is 
finally 1 kilo!  Another mom asks, “when did the twin die?” and I know that she is 
thinking – ‘was it right away?  Does the fact that my baby is older mean that he won’t 



die?’   

Ms. V says that Jonah died two days after birth “even though he was the bigger 
baby”.  They each weighed less than one pound at birth.  Ms. V starts to cry, “But I 
believe that though Jonah is not here, he’s not gone.  I picked up his ashes last 
weekend; I just couldn’t do it before.  It was so weird.  We don’t know what to do with 
them.” 

There is silence around the circle.  After a few moments, I say that by letting us 
know about Jonah, you help us know Sam and your whole family better and you also 
give everyone the courage to talk about what every parent in the NICU fears – the 
unsayable worry about death. 

This leads to many stories about anxieties and especially the statistics told to 
them either during pregnancy (to convince them to terminate, they say) or during long 
stretches on bedrest. 

Another mom:  I had premonitions that my baby would die.  She was so tiny, less 
than a pound when born and when I saw her swaddled, I had images of a dead baby 
wrapped.  Now I can say this.  But I remember the first time I told someone this I was so 
scared that God would hear me and think I didn’t believe in my baby.  I feel so many 
things at once. 

Mr. V (father of Sam and Jonah): I can’t be in the NICU now.  I don’t want to 
come and that makes things between me and my wife tense.  But I’m afraid of what will 
happen next.  I look at the monitors etc. and they beep and I can’t stand it.  My wife told 
me that you had this group and that you told her that often moms and dads feel different 
things and it didn’t mean that someone didn’t care.  So I decided to come today.  I have 
a deep faith.  I’m a preacher, but how can God do all this.  He’s testing my faith. 

Ms. H: We feel that too.  Everyone tells us to pray and we do, but sometimes I 
am scared of what I feel.  I mean who is this God?  I said that to my grandmother and 
she got angry at me.  They say that God has a plan.  What kind of plan is this?  Just 
look around this NICU. 

Several minutes of comments on faith, belief, dealing with uncertainty. 

Ms. M: Do you all blame yourself for all this?  I do.  My husband has two older 
kids and they’re OK so this must be my fault.   

Again, lots of thoughts and questions about guilt and responsibility.  “I had an 



abortion when I was 20.  Is this my punishment? “   “I planned so much, wanted him so 
much.  If I had not cancelled that OB appointment would there be less kidney damage?” 

Ms. S:  I’m worried that my baby may need a kidney transplant after his cardiac 
surgery.  I’m 0- and he’s 0+, so I can’t give him a kidney.  Makes me feel really helpless 
and guilty. 

Someone turns the discussion to things that they can do to feel less helpless – 
i.e. holding their baby and doing skin-to-skin care.  

Ms. N:  I held him for the first time last week and suddenly I felt that I could do 
something good.   

Ms. O:  When you hold your baby, you’ll cry a different kind of cry.  It’s like the 
world becomes sunny.  It was so amazing.  I called all my friends that night. 

Ms. P:  My baby is doing well and will go home soon but I was terrified to hold 
her.  I made so many excuses but until I did, I didn’t feel like a mom. 

When I did skin-to-skin care, I even questioned why it felt good.  Was it 
me?  Does she even know me?  If a nurse held her skin-to-skin on her chest, would she 
have stayed so calm.   

I remember something funny, almost embarrassing.  When I was holding her on 
my chest she got some aspirate on me.  The nurse apologized and I thought to myself –  

“Are you kidding?  I waited so long to have my child’s vomit on me.  I didn’t even 
wash it off.  I wanted to have her smells. 

Mr. V:  (father of Sam/Jonah) – but what if something bad happens while you 
hold him.  (to his wife):  You do it first.  I’ll watch you.   

Everyone laughs. 

Ms. H.:  My husband said that too but now he’s comfortable.  It took me a long 
time to get comfortable. 

Ms. M:  I have some questions about discharge.  Someone said that I should use 
one of those carriers—that it would be a lot easier to get around and that my baby 
would like it. 

Ms. V: I won’t use those things.  What if he drops?  What if I slip and fall.  He’s 



safer in a stroller. 

We say that it is hard to imagine after all that has happened that you will ever be 
able to keep your babies safe.  But you will get more confident and we will help you. 

It is time to stop and we ask if there is something anyone wants to say before we 
end.  The grandmother speaks:  Being here helped me better understand what my 
daughter is feeling.  She is so irritable, jumpy and unhappy.  I now see that she might 
also be feeling so guilty.  When I look at her baby I see my daughter when she was a 
baby.  I remember how happy I was but how frightened and sad my daughter is now.   

You all are so brave. 

zina.steinberg@gmail.com 

  

The Psychoanalyst as Therapist and Consultant in the World of Modern 
Medicine  

Maureen O’Reilly-Landry, Ph.D. 

  

Twenty-first century medicine restores health and saves lives—often in very 
dramatic ways—and it can even create human life. People live longer, but often in a 
compromised state, prolonging our sense of anxiety, loss and grief.  So now patients, 
caregivers and medical practitioners find themselves inhabiting that transitional space 
between life and death, forcing us to confront our own vulnerability and mortality. The 
patients on chronic dialysis, for example, go into a dialysis center 3X/week to be 
attached to a machine that removes their blood, cleanses it and returns it to their 
bodies. This usually takes about 3-4 hours. They do this every week until they either get 
a kidney transplant or die, whichever comes first. Their non-dialysis days are often 
spent going to other doctors. I came to realize something early on in my work with 
dialysis patients—that they spend most of their time and energy in efforts to stay alive—
in order to be living lives they don’t want to be having. 

            Additionally, modern medicine has created new types of relationships that had 
never existed before. Novel and radical relationships have arisen between patients, 
machines, and people who donate their body parts. For example, with surrogate 
motherhood, it is now possible for a woman to bear a child that is the genetic offspring 



of people she has never met; with dialysis, a human being can depend on a machine to 
live and function; through organ transplantation, an individual can possess a healthy 
organ that only hours earlier was keeping someone else alive. 

So, advances in biomedical science and technology have brought medical 
personnel and institutions into our relational matrix more than ever before—at the same 
time, an ever-increasing need for caregivers for the chronically ill medicalizes many of 
our most intimate relationships.  And this has opened up new, uncharted territory for the 
relationally and interpersonally oriented psychoanalyst. 

Modern medicine has wreaked havoc on the doctor-patient relationship. In an 
earlier era, there was little a doctor could offer to a person with a serious illness other 
than comfort and connection. Medical science just wasn’t very advanced. But despite 
having so little to offer, doctors were revered. So I have been struck by the fact that 
now, when doctors can do so much to improve health and save lives, medical patients 
complain more about their doctors than ever before. Although I am sure the reasons for 
this are complex, I believe that one reason is that patients feel dehumanized and they 
are angry about that.  The modern doctor has more equipment, but less time to spend 
talking to the patient.  Physician and popular writer, Abraham Verghese (2008)  wrote 
that doctors have lost contact with the human being who is the patient—they no longer 
treat the person but rather the iPatient—which he says is a phantom composite of scan 
and test results that substitute for the human being. Through technology, the human 
body is seen with penetrating clarity, but the human being is left hidden in the shadows. 

In essence, what I am saying is that there has been a collapse of subjectivity, an 
absence of metalization, little attention to the relationship between doctor and patient. 
Enter the psychoanalyst. We have so much to bring to the world of modern medicine to 
try to soften the blow of the extreme emphasis on action, factual knowledge, objectivity, 
goal-orientation. I believe that the best use of a psychoanalyst is for us to be embedded 
in the medical milieu—-to be able to impart the psychoanalytic perspective as part of 
the multi-disciplinary team., to mentalize both patient, family caregiver and medical 
clinician. The biggest challenge for me, has been to hold onto the psychoanalytic voice, 
while accepting and respecting the necessity for the action orientation that results in 
saved lives.  
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Working with Terminally Ill and Dying Patients  

Lynne Kwalwasser, Ph.D. 

  

I was talking to a friend who was describing her husband’s last two years of life 
to me. He had been a vigorous, generous professional who loved to sail and 
hike.  When he turned 80 he started developing symptoms that made it difficult for him 
to walk. Despite their visits to many doctors they never got a clear diagnosis He 
became sicker and weaker. He became increasingly depressed and angry, often 
lashing out at my friend.  She felt frightened by his deterioration and resentful of his 
demands and uncooperative behavior. She cared for him daily but removed herself 
emotionally. She was so withdrawn that she couldn’t get herself to comfort him on his 
deathbed.  He suffered in those last years not only from the loss of his physical 
wellbeing but also from the profound emotional loss of his wife. She became depressed 
and guilty about how removed she had become from him. It was a lonely death 
experience for both of them. 

So many of us die lonely deaths.  Sometimes we die in hospitals, sometimes 
without loved ones and sometimes we can be lonely in the midst of our families and 
friends. There has been so much studied about different developmental stages and the 
importance of strong, stable attachments during our life. However, there is little work 
done about, or with, terminally ill patients. Through an organization called Compassion 
and Choices I have been working with sick and dying patients. 

            Hearing, or sometimes even anticipating, that one has a terminal diagnosis can 
be experienced as a primitive assault on one’s ego.  It can be a time of disorganization 
and dissociation.  Death anxiety most often overwhelms. How does someone even 
begin to mourn the end of his own life?   These feelings can lead to a sense of loss of 
connection to the people in our lives.  A sense of isolation can make a very difficult 
situation even more unbearable. It is also true that this ego disruption can allow for 
profound change and the possibility for growth and reorganization if there is good 
analytic support available in this time of upheaval.  Analysts know that adolescence or 
new parenthood are often times of ego disruption when treatment can make a large 
impact.  If we begin to think of end of life as another developmental stage in the life 
cycle we may find an opportunity for meaningful work. Being seriously ill is a roller 
coaster ride and the capacity to better tolerate the losses, indignities, regrets and pain 
caused by this new illness is so important.  A strong solid holding environment allowing 
for the expression of feelings is as important at this time as any other. There has been 



an accepted platitude that sick and dying people need to withdraw from the world to 
accept dying.  Actually, the opposite is often true.  I have found that for some a strong 
attachment facilitates the possibility of recovering from the initial shock and 
disorganization. 

Although it is necessary to imagine a different frame which is much shorter with a 
narrower focus there is no reason to abandon our analytic goals. Winnicott emphasized 
the development of resilience and the capacity for repair. An important contribution to a 
terminally sick patient is to provide a relationship in which losses and recoveries can 
occur. As analysts we tend to think of recovery as getting better, resolving issues, 
finding and deepening ones sense of self.  Recovery in a treatment of a very sick 
person has more to do with the recovery of the sense of a self under the assault of the 
slings and arrows of so many emotional and physical losses.  In the case of these 
patients there may be so many insults and daily attacks on the ego. It is not unusual to 
be treated insensitively by someone on their medical team, or a well-meaning friend, to 
get bad news about one’s physical condition, to feel physical pain and in these 
moments recovery can be seen in the ability to become more able to tolerate these 
setbacks and losses without being swallowed by despair and disgust for long periods of 
time. As the quality of recovery improves there is a greater capacity to tolerate good 
feelings turning bad and bad feeling leading to good feelings. The more resilient the 
patient becomes the better the last phase of life will be. The more resilient the patient is 
the better the collaborative relationship in which the analyst and the patient can plan for 
the patient’s death.  There may be administrative details to attend to, relationships to 
mend and deepen.  Wishes, disappointments, and regrets need to be mourned.  

Another difference in the analytic frame involves inviting caregivers into the 
treatment.  A strong holding environment is often sorely needed by friends and family 
who are providing care for the patient.  They may need a place to discuss their own 
fears, losses, anger and sense of feeling overwhelmed about the patient’s illness.  It 
can be difficult to feel entitled to one’s own feelings when someone you care for is so 
sick.  Having the caregivers meet together with the patient to hear about how he wants 
to live his last days, how he wants to die and how to manage his death can help enrich 
the quality of life that is left for them together. 

In this work I struggle with my own denial. While I wish to be helpful I feel myself 
wanting to pull away, to avoid knowing what will soon happen to this patient and at 
some point to me. We, patient and analyst,  are both  facing and trying to survive the 
same traumatic anxieties about dying as we sit in the same room together.  There can 
be some moments of lightness that Robert Lipsyte in his book In the Country of Illness 
calls tumor humor when discussing his cancer.  Being able to share the indignities of 



illness with humor can be very healing.  When my mother-in-law was dying she decided 
to stop eating and drinking to have some control over the timing of her death. She was 
surrounded by family and had decided her time to die had arrived.  She said she felt 
good about her life and that her love would live on in all of us.  We, her children, 
grandchildren and great grandchildren were all moved.  We could see how tired and 
weak she was.  This woman who had been so strong willed had decided she had had 
enough.   She fasted for a few hours until a friend came in eating a pastrami 
sandwich.  My mother-in-law drawn by the smell, decided to temporarily suspend her 
fast and taste it. She continued to eat until her body started shutting down a few days 
later.  Sharing an appreciation of even the darkest humor helps carry us through this 
painful dying process. 

Although there is always pain in every analysis there is rarely a time when the 
analyst feels so alone as when we are working with a terminally ill patient.  There are 
moments when it is a challenge to create a holding environment when struggling with 
overwhelming anxiety.  How can I survive these feelings of death anxiety and be 
helpful? At these moments I am always trying to find the right balance of containing my 
feelings and simply sharing our humanity with the understanding that all of us who are 
living must die.  I search for ways to bridge my own aloneness with my patient's.  The 
demand on the analyst is to respect the true aloneness of a dying person while at the 
same time offering as much connection as the pair can tolerate. 
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Parent-Infant/Toddler Consultations in the Wake of Sudden Parent Loss:  

Psychoanalytically Informed Close Observation and  

Video-Feedback  

Mark Sossin, Ph.D.  

 

Overwhelming States 



                        Development, be it in the strengthening of synapses (or their pruning), or 
in the emergence of an attachment organization, or in a set of preferred defenses, 
progresses substantially as influenced by what in one’s experience is predictable. 

                        Loss of predictability, or as some call it, loss of the “assumptive world,” is 
stressful, and potentially traumatic. Sudden illness or injury, for oneself, or a loved one, 
or death of a primary-other, birth of a disabled-child, or other trauma-inducing event, in 
which one is directly threatened, or bears witness--from war, to state-sponsored 
persecution, and to terrorism, as in 9-11, all rupture the assumptive world in which trust 
is anchored. When stress-tolerance is breached, more integrative and flexible thinking, 
including mentalizing and reflection, are diminished, even lost, as more reflexive modes 
of functioning take over. A formerly workable, reasonably reliable, manageably 
trustworthy, compass doesn’t function. Disorientation, and potentially, dissociation, 
emerge. 

                        States of hyperarousal, or even hypoarousal, take over. Porges’ 
polyvagal theory (Porges, 2011), interweavings of psychodynamics and body-kinesics 
(Sossin & Birklein, 2006), and numerous contributions in neuroscience and 
neuropsychoalysis, have greatly informed such understandings. In Trauma and the 
Body, Ogden, Minton, and Pain (2006) offer a useful starting-point frame for considering 
a “window of tolerance,” above which sensations increase, as reflected in 
hypervigilence and heightened emotional reactivity—an intrusive flow of perceptual and 
emotional experience-- and below which numbing, a lack of emotional responsivity, and 
a detachment from sensory experience (internal and external) become “protective” but 
disabling.  Within each of their extreme coping strategies, neither the hyperaroused nor 
hypoaroused individual can cognitively process, evaluate, appraise risk, or plan 
sequentially in useful ways. 

Moreover, neither parent nor child can interface with the oother in a 
readily attuned, “mirrored,” shared affective, joint-attentional, mind-to-mind manner. A 
parent, or a child—even a young infant--in such a disrupted, narrowed, and over-
determined state, challenges the dyad to function in a developmentally adaptive 
manner. 

In the new book Healing after Parent Loss in Childhood and Adolescence 
(Cohen, Sossin, & Ruth, 2014), Phyllis Cohen, Richard Ruth and I had the privilege of 
contributing to and editing a remarkable group of papers that considered how a 
psychoanalytic and developmentally-informed frame could lend coherence and the 
basis for therapeutic provision that would facilitate a meaningfully-integrated mourning 
process. Incomplete and ambivalent internalizations can so powerfully interrupt or 
complicate grief, leading to repetitive auto-triggerings  of loss-related affects, of themes 
of helplessness, of rescue, or of highly individualized-but-overdetermined fears or 
intentions. The case-rich chapters present an astonishing range of life-dilemmas rooted 
in new or old losses in which younger and older patients benefit from creative and 
integrative psychoanalytic scaffolding to move toward resolved states in which flexible 



thinking, emotional availability, and capacities for deep relations are recovered. 

A Psychoanalytically-Informed Primary-Prevention Project 

With this as backdrop, I would take note of the still-active 13 year primary 
prevention project, “Mothers, Infants and Young Children of September 11, 2001” that 
several of us have been invested in (including Beatrice Beebe, Phyllis Cohen, Anni 
Bergman, Rita Reiswig, Sally Moskowitz, Donna Demitri Friedman, and Suzi Tortora). 
The multiple facets of this project have been written about in a 2011 JICAP issue, 
republished as a Routledge book (Beebe, Cohen, Sossin, & Markese, 2012) 

 We were able to follow families in which the father died in the World 
Trade Center attacks, and for most project-families, this loss occurred while the mother 
was pregnant. We followed the child and mother, and all siblings, and by now, for many, 
new partners and children born thereof. 

There were, and are, many facets to the Project: including how, early on, 
analysts acted as co-therapists for mother-infant (then mother-toddler) dyad support 
groups, as well as our twice-per month regular meetings or Project therapists wherein 
we informed and supported each other. 

In the short time I have here, I’ll make points about two specific facets: the 
video-feedback consultation procedure, and the multiple-therapist model. 

Video-feedback:   

Having a mother-child dyad in Beatrice Beebe’s Columbia/NYSPI lab for split-
screen filming of face-to-face play (Sossin & Cohen, 2012), followed by the experience 
and observation of therapist-child play was a remarkable format. It offered the 
opportunity to carefully examine the mother-child nonverbal exchange, both in its 
encoding and decoding. We could consider quality of, and shifts in, gaze, gesture and 
posture of both child and mother, and of the system they co-constructed. We asked 
questions and attended to features, such as: 

·         What is modulating and regulating, within each individual, and in 
their dyadic interaction? 

·         Features garnering our attention included rhythmicity—e.g. of vocal 
tones, of turn-taking, of body-tension, and of body-contour changes. 
When and how are attunements and adjustments fostering the ongoing 
circles of communication? When are they interrupted or diverted? When is 
the child’s distress manifest, and how is it responded to? When are 
momentary-ruptures repaired? And when are they further ruptured and 
exacerbated by the hyper- or hypo-arousal referred to earlier, or by 
permeating anxieties? 



·         How did the parent-child interaction compare to the therapist-child 
interaction? What was the affective range exhibited? With age we 
observed how play-themes, referencing, engagement, and symbolic 
elaborations differed in the two contexts. 

We found that the video-feedback could greatly tool the mother to enhance 
methods of distress regulation, and it is our impression that it enhanced the mother’s 
ability to hold the child’s mind-in-mind. 

The nature of the video-feedback process in this Project has been described by 
Cohen (2012) and Sossin, Cohen, & Beebe (2014), and generally follows a model of 
psychoanalytically-informed video microanalysis explicated by Beebe (2003). In brief, 
the mother would meet with three or more Project therapists for two hours, generally 
within a week following the lab-visit. Visits were sometimes six months apart, 
sometimes a year. The longitudinal nature of the follow-up strengthened the mutative 
power of the sessions, and we were continually impressed by how strong the link was 
between sessions (for the children in the lab, and for the mothers in the feedback 
sessions)—a remarkable degree of continuity was observed. In the feedback sessions, 
we followed the lead of the mother regarding current concerns and issues, variably and 
judiciously introducing video into the session to consider together. Family of origin and 
pre-child marital dynamics were discussed, and attachment-relations reflected upon. 
Analogous to our observation of the explicit and implicit communications in the 
observed interactions, our discussions with the mothers attended to her prioritized and 
conscious concerns, generally leading to an understanding of the most impelling of 
unconscious processes influencing the developing mother-child relationship. In doing 
video-feedback, while we did not code the films micro-analytically, our attention was 
often influenced by micro-analytic research attendant to subtle nonverbal aspects of 
turn-taking, affect-sharing, vocal-rhythms, pausing, and the like. 

We often observed a point in time when a particular theme of a child’s play, 
generally pertinent to loss of the father, perhaps representing of the death itself, of 
chaotic destruction, or of fantasized rescue or revenge, or sometimes representing the 
wish for the lost protector, when the mother would unwittingly interrupt the child’s play. 
Her own stress tolerance would impede the child’s effort to symbolize with her as play-
collaborator or –container. In such instances, the child’s play would frequently become 
more elaborative with the therapist, who was more able, and less personally impeded, 
in letting the themes or aggression and need play out. 

Video-feedback with the mother included watching of the therapist-child 
interaction during the earliest few years, after which the child’s communications were 
treated in an increasingly privileged way. Later, notable features of the child’s play, 
communication or emotion were summarized or more globally referenced for the 
mother. However, in watching her own interaction with the child, the combination of a 
high valence of interest and recognition along with a high degree of objective distance 
(i.e. the benefit of the video-feedback method), allowed the mother to re-process the 
child’s motivations, preoccupations, and symbolizations. When asked to reflect on her 



child’s feelings, as perceived, and her own feelings, as remembered and observed, the 
mother was often herself able to see that her limiting, diverting, or sometimes 
admonishing way had roots in her own anxiety or incomplete bereavement. We could 
bridge such newfound understandings of the mother to the child’s phase development, 
representational life, and separation-individuation processes.  With the therapists jointly 
working with her, links were made to those facets of experience, whether from her 9-11 
loss, or rooted in her own childhood, that became enlivened in play with her child. 

The multi-therapist model: 

As mentioned, video-feedback consultation occurred in the context of three or 
more therapists. In most sessions, I joined Drs. Beebe and Cohen in offering the two-
hour consultations. A Project therapist with a history of working with a particular mother 
might also be invited.  While the practicality of such psychodynamic multi-therapist 
consultations might seem low, we can nonetheless underscore the power the method 
seems to have in producing and sustaining therapeutic change despite long hiatuses 
between sessions.  

                Multiple therapists offer multiple perspectives. While sharing psychoanalytic 
theory, and knowledge about development and trauma as anchors, our differing lenses 
bring different features of the history shared or the video watched to the forefront. 
Working with respect for each other’s perspectives lends a model to the mother—for 
tolerating her own multiple and sometimes conflictual feelings, attitudes, and 
impressions with greater acceptance, and to increasingly tolerate and appreciate that 
her vantage point is not her child’s and vice versa. In other words, the therapists’ 
development of interactive manner of exchanging differences with each other with the 
mother present, fostered a heightening of mentalization on her part. 

 Cohen (2012) notably elaborates on complexities of the multiple-therapist 
model. She notes that a shared transference to the Project is engendered, with 
somewhat diminished or diffused individual transferences; and that this in turn 
heightens internalization of the therapists’ observations. Cohen also highlights our 
experience of the multiple therapist model in augmenting the mother’s observing ego, in 
“punctuating the conversation” (p. 138), in bringing coherence to the narrative, in 
empowering the group to keep the narrative from being derailed, and in moving toward 
integration. 

 In summary, in helping a mother psychologically tend to her own mourning 
process (after her husband was lost in the attack on the World Trade Center, leading to 
its collapse, on September 11, 2001, while she was pregnant), longitudinally-repeated 
video-feedback consultations were observed to enhance her sense-of-knowing her own 
child at various points in development, and thus enhance her ability to promote her 
child’s mourning process as well. The video-feedback procedure was embedded within 
broader consideration of the mother’s circumstances, state of mind, relationships, and 
history. This complex and comprehensive effort fostered notable understandings and 
insights pertinent to the evolving mother child relationship. The multiple-therapist model 



invites us to consider the particular mutative power of an approach involving periodic 
(regular but infrequent) and individually-long sessions driven and structured by a 
collaborative stance among therapists. This short presentation doesn’t permit the 
substantial consideration needed to attend to the sharing, reflectivity, and dynamics 
pertinent to effective teamwork among therapists employing such an approach. This 
deserves further attention (Cohen, 2012). The multiple-therapist method seems 
particularly potent in its capacity to “hold” a patient managing multiple stresses, 
including but not limited to parenting stresses, in addressing complications in the 
bereavement process, in addressing extreme coping efforts, in sustaining a 
representation of the lost loved-one, and in keeping the mother-child dyad and child’s 
mind in our minds. The manifold lenses multiple therapists bring to the complex video-
feedback process seem advantageous. This has seemed especially true in attending to 
the vulnerabilities of our Project mothers and families.  
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