INTERVIEW

20

Interview

From the time Davanloo developed his model of ISTDP, he also
experimented with different ways of passing his method on to students.
Around the mid-8os, he developed the core training format. Alongside it,
he ran traditional supervision groups and held his yearly metapsychology
conferences in Montreal. It appears, however, that Davanloo found his
method difficult to teach. By the beginning of the 2000s, Davanloo had
come to recognize that the major barriers to learning ISTDP encountered
by his students stemmed from their own unresolved neuroses.
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To address thisissue, Davanloo developed his “Montreal Training
Workshops in Mobilization of the Unconscious,” also known as the
“Closed-Circuit Training Workshops,” which he ran from 2007 until 2020,
when cOVID-19 forced him to retire. In these workshops, Davanloo and a
small group of students would engage in an experimental combination of
supervision and therapy specifically designed to identify and overcome

his students’ emotional obstacles to the practice of ISTDP. Unfortunately,
however, the exact nature of what transpired during these workshopsis
not described in any considerable detail in the literature on ISTDP.
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The few notable exceptions that do shed some light on the topic are
Cathrine Hickey’s Understanding Davanloos 1sTDP (2018) and Angela
Schmitt’s Davanloo’s Psychotherapeutic Technigues: Notes from Montreal
(2024). In this interview, Jody Clarke, who attended the Mobilization
Workshops for many years, offers a detailed description of the course of
these workshops and discusses the profound impact they have had on his
and his colleagues’ work. Clarke is a Professor of Pastoral Theology at the
Atlantic School of Theology in Halifax, Nova Scotia, Canada.
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A good place to start here today is if you would like to just
say a few words about yourself and what you do profes-
sionally — you have an interesting background.

—Thank you, that is a great place to begin. My name is Jody
Clarke.'m aProfessor of Pastoral Theology at Atlantic School
of Theology in Halifax. The focus of my interest as an educator
and researcher is on trauma, loss, grief, and bereavement. My
doctoral work was in parental bereavement. In addition to my
academic work, I have a small therapeutic practice.

In order to understand and appreciate grief, it is critical to
understand attachment-based psychological modalities. So,
for many years, I studied and worked with object relations
theories and self-psychology, primarily the work of Heinz
Kohut. And then, by virtue of a set of interesting circum-
stances, I encountered a psychiatrist who wasin training with
Dr. Davanloo.

At the time, there was a very active community of psycho-
therapists in Atlantic Canada who were closely following the
work of Dr. Davanloo. After aseries of conversations, the group
decided to invite Dr. Davanloo to Halifax and host a one-day
symposium. The venue for this event was the campus of the
AtlanticSchool of Theology, which isa pretty little campus sit-
uated ontheedge ofthe Atlantic Ocean. Thatis whereIfirst met
Dr. Davanloo. This was also my first introduction to Davanloo’s
Intensive Short-Term Dynamic Psychotherapy (ISTDP).

Shortly after that event one of the psychiatrists who orga-
nized the symposium offered to serve as my supervisor as I
began to import some of Dr. Davanloo’s theories into my own
clinical practice. A few monthslater, Iwasinvited to Dr. Davan-
loo’s Metapsychology Symposium in Montreal. That was well
over twenty years ago. That experience was mind-blowing.

And so that’s what really brought me to the work of Dr.
Davanloo. And I found Dr. Davanloo’s work to be resonant
with what I practiced and how I saw the therapeutic jour-
ney. Patients of mine, prior to any introduction to ISTDP,
responded well when I moved directly toward the issue or
point of suffering. When I worked as a Spiritual Care practi-
tioner or chaplain, the patients often expressed their gratitude
when we addressed matters noone else was willing to talk with
them about. This was particularly true when spending time
with people who had a terminal diagnosis. They would say, “I
really like it when you treat me like I am alive, like my issues
matter. Most people are too gentle, too saccharine, too sweet.”
In my experience, people appreciate deep, meaningful conver-
sations. The people thatI worked with were the great teachers.

So, when I encountered Dr. Davanloo, I thought, “Here is
a man who has constructed an entire theory around honest
engagement with patients. And more importantly, he does not
believeinwasting the time of either the patient or the therapist.”
Isay thisbecause, at the time, [ knew alot of therapists who chit
chat with the patient rather than working with their suffering.

We’re here because you made a presentation for the

Scandinavian ISTDP Academy, which I facilitated. Before
your presentation, you and I had an interesting conver-
sation about your experiences with Dr. Davanloo and

the Montreal Training Workshops in Mobilization of the
Unconscious, and I would like to continue that conver-
sation here today. Maybe you could start by describing
that workshop and how it differs from Davanloo’s yearly
“Metapsychology Conference”?

—Well, Mikkel, there were three types of gatherings, at least
three of whichIam familiar [with]. There was the large Meta-
psychology gathering that took place every October in Mon-
treal. This was a week-long symposium. There were usually
between one hundred and one hundred and fifty therapists
from around the world in attendance. Dr. Davanloo would
lecture and present video content that addressed a particular
theme over a five or six-day period. Attendees would see the
actual interviews, many of which were featured in his books.
The symposium would also consist of panels and guest lec-
turers. But ninety percent of the event revolved around Dr.
Davanloo. It wasa very rich environment and a great privilege
to meet so many wonderful therapists from all over the world.

Then, for many years, Dr. Davanloo offered a supervisory
group. Dr. Davanloo would meet with about twenty thera-
pistsfor five or six days and review their clinical work. And that
would be the kind of classical supervisory model. Each clini-
cian would have two hours with him, we reviewed tapes, every-
one would observe, no one else could comment. It would just be
Dr. Davanloo working with the individual therapist or super-
visee. And he'd do some analysis, some teaching. The attendees
would have a chance to see about forty hours of videotape of
our colleagues and hear Dr. Davanloo comment on their work.

Then, in 2007, Dr. Davanloo shifted his focus radically. He
abandoned the supervisory project and worked exclusively
with the Closed Circuit Training Workshops (ccTw) for-
mat. This was the most intense of all learning experiences.
Dr. Davanloo would bring together about fifteen therapists.
Everyone would gather for five or six days, and there, we
would begin a process of interviewing each other. The inter-
views would be videotaped and then reviewed by Dr. Davanloo
within the context ofa plenary group. And Mikkel, thisis what
I'think you are most interested in.

And would there be several groups? Or would this be the
same group that got together each year?

—Again, areally good question. It was, by and large, the core
group that consisted of about a dozen regular trainees. And
the other five or six would filter in and filter out depending
on their schedules. We got together four or five times a year
for a weeklong session. The last one was convened just before
CcoVID hitin February of 2020.

I’lljust tell you quickly, anecdotally, about that. At the time,
Dr. Davanloo was in his early 9os. That particular five-day
CCTW began first thing on a Wednesday morning, and we
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went until about five, 5:30 that day. He is the supervisor. He’s
in complete command of the ship. ’'m notkidding. Heisaware
of everything that is going on consciously and unconsciously
in the room. It is quite extraordinary.

Then, on the second day, we went from about 9:30 in the
morning until six oclock in the evening. On the third day, Fri-
day, we wenttoabout 6.30. Onthe Saturday, the CCTW went until
almost 8:00. And the man with the most energy in the room was
Dr. Davanloo. And then on Sunday, I think we went until about
six o’clock. It was quite extraordinary, the total force of a man
in his early 9os was wonderfully evident. It was really remark-
able. And for me, as a theologian, it was a Spiritual experience.

Yeah, yeah, let’s talk about that. But let’s just get the
structure of this thing totally in place. So when you get
together, what’s the setup? Is it like a closed-circuit setup?
Or is it a group setting? Or how does it work?

-It’sacompletely closed-circuit format. The group gathersin
oneroom with Dr. Davanloo. This wasthe plenary group. Then,
in an adjacent room, there would be two chairs set up with a
camera facing each chair. One on the interviewer and one on
the interviewee. Dr. Davanloo may give the interviewer a few
suggestions. And once they areboth settled, the session begins.

But before the entire process starts, and this is a wonder-
ful dimension of Dr. Davanloo’s brilliant pedagogy, he would
review some of these classical tapes with usor a few tapes from
previous Workshops. This review work accomplishes several
things: it reminds us about our task, and it also served to ani-
mate or mobilize the unconscious of the participants.

Dr. Davanloo would share with the group what he was think-
ing, what he was seeing and also what he sensed the cCTwW
should explore or examine. Inthis way, the CCTW wasaventure
inexperimentation, innovation, and the expansion of his the-
ories. Toward the end of that first day—after reviewing a few
tapes—he would invite two therapists to go into the adjacent
room and begin a process. He would suggest a twenty-minute
interview. It basically starts out with what we classically think
of as the central dynamic sequence, no big surprise there.

The other thing that is critically important is that everyone
in the room acknowledges that there are things in our own
unconscious that need to be adjusted or dealt with. And as we
all know, within the world of therapy, some of the most highly
resistant people are therapists.

The interviewer and interviewee, selected by Dr. Davan-
loo, would begin. Despite the fact that all the participants had
explicitly stated that our “wills” are firmly in place, resistance
would inevitably make its presence known. The interviewer
would work with the resistance either with a head-on-col-
lision, with a composite form of the HOC, with rhetorical
questions to the unconscious, or a total blockade of the resis-
tances. A couple of things happened during that period: if the
resistances had malignant features or were for some reason
entrenched, Dr. Davanloo might send in a note to the inter-

viewer. It might read something as simple as, “Go back to the
feelings.” Or, “Go back to the feelings toward the mother.”

Andyoucanseeitonthevideotape, Dr. Davanloo’s question
inevitably turns the interview in the correct direction. And
we’ll see with that intervention and the subsequent impact it
had on the flow of the interview. And you can see it probably;
I mean, the beauty of the unconscious is [that] it has physi-
cal manifestations. We can see the anxiety go up, or see the
murderous rage come through, or observe the physiological
response to the animating line of inquiry.

On occasion, Dr. Davanloo might send a note into the room
and ask the interviewer to suspend the session for a few min-
utes and be invited to return to the plenary group. There, Dr.
Davanloo would offer some instruction and a little coaching,
make a couple of recommendations, and then send the inter-
viewer backin. And it’s all recorded, right? We can all analyze
it. So, not only does Dr. Davanloo do analytical work on it, but
we do work on it, too. And that’s a lot of material.

If both the interviewer and interviewee are struggling, Dr.
Davanloo might enter the interview and take over from the
struggling interviewer. I saw less and less of this as the years
progressed. In great humility, Dr. Davanloo consistently noted
that such an intervention—namely, his intervention—was
predicated on the work of the previous interviewer. He would
also graciously ask both parties if it was alright for him to sit
in the shoes of the interviewer. Please know no one objected!

So, just to be clear, he would write a note, and then he
would go in with it? Or have someone do that?

—No, soone ofus, one of the group members, one of the train-
eeswould gointothe room,justtohandittothetherapist.Ifhe
went into the room, it was to pick up the interview. Before he
did this, he would ask permission from both the interviewer
and the interviewee. But essentially, he might make a sug-
gestion and allow the interviewer and interviewee to proceed
with their work.

Soyou’d go on for 20 minutes or something, and then
what?

—Yes, two or three things would happen. Either the resistance
would be really firm, you could see the resistance, and nothing
happened. Or you might have a very powerful breakthrough
intotheunconscious. Asaninterviewee, I had numerousbreak-
throughsintheunconscious, extraordinary material. So, I can’t
say enough about my colleagues and the level of vulnerability
thatIexperienced myself, butalso their competence in working
with this material. So, just a phenomenal experience.

Twenty or thirty minutes may seem to be a relatively short
period of time, but remember, the entire CCTW isitselfa mobi-
lizing experience.

But after the 20-25 minutes, the interviewer and interviewee
would then go back into the plenary session; they would sit
directlyin front of Dr. Davanloo. And then Dr. Davanloo would
just look at them and say, “So what happened? What’s your
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experience? How are you feeling? What did yousee?” And then
we'd analyze the tape together. Dr. Davanloo might pause the
tape and point something out. He might ask either the inter-
viewer or interviewee how they were feeling at certain points
duringtheinterview, “What are you experiencing here?” So, it
really was a workshop, we really did work on things asa group.
And he’ll say, “You notice this, you see this here.”

Thereistheimmediacy of Dr. Davanloo saying. “Dr. Clarke,
what were you experiencing at this moment?” And the
moment he is referring to took place only a few minutes ear-
lier. The proximity to the actual experience offers an acuity to
thelearning event thatisunrivaled. Asaresult, the amount of
data that was garnered from that kind of pedagogy, that kind
of workshop format is massive.

Others can ask questions of either the interviewer or inter-
viewee or Dr. Davanloo. And because the unconscious of both
the interviewee and interviewer is so fluid, the responses are
clear and wonderfully honest, containing little to no anxiety.

And thenDr. Davanloo would say, now, two more people will
go in. Or he might send the same two back in, only this time
they are equipped with greater clarity. It was fascinating.

So, you would work in these relatively short blocks and
then take a break. How long would you spend analyzing
what had happened before you proceeded?

-Itdependson what took place during the interview; it may
just be a clean and clear, good, solid breakthrough, no need
for comment, just a really good application of the technique.
Good, solid work. Dr. Davanloo would inquire about the expe-
rience, point out very briefly how and why it was effective, and
then move on to two other participants. And he might review
the tape the next day or come back to it a few days later. But it
can vary; it really depends on what’s going on in the uncon-
scious of the various participants. Fascinating.

Let me take a step back. You know, there are lots of ques-
tions about this kind of learning, you know, because it’s a
workshop, and we all understand ourselves as learners, but
there is a highly charged therapeutic dimension to the entire
ethos. That cannot be undervalued or understated. It must be
acknowledged. And I think it’s incumbent upon us as thera-
pists to really get in touch with those blocks, internal blocks
that we have. And I think that the cCTW is one mechanism for
doingthat. To enter into a therapeutic process ourselves. But I
think working in this collective format provides an incredibly
powerful learning environment.

You know, my understanding is that over the years, if
you look at Davanloo’s articles, his way of teaching his
method changes. He narrows in more and more on cer-
tain aspects of the technique, for instance, emphasizing
sustained pressure to feeling. Reading the articles, one
is left with the impression that he struggled with find-
ing an adequate way to help his students integrate his
technique, not just to understand it, but also to be able to

practice it. When he started the mobilization workshops,
it seems that he finally accepted that in order to be able to
do this work, therapists need to work through their own
emotional blockages. It’s as though that fact couldn’t be
ignored anymore. It seems that he had been trying to get
his students to work in the way that he did for many, many
years. And then he reaches a point where he says okay,
now we need to try something new here. How does that
sound to you?

-Ithink that’s spot on, you know, I’ll go back to my earlier
experiences when I would sit in the supervisory sessions, you
know, and, and I’ll be watching one of my colleagues present a
tape and think, “Why aren’t you moving to transference?” or
“Why did you move into the transference without the resis-
tance?” The block that was impeding the therapeutic process
belonged unmistakably to the therapist. Please know Iam not
claiming any super-knowledge; we all have blocks. The key is
to get at them and eliminate them from our lives. There is no
doubtin my mind that Dr. Davanloo saw this phenomenon and
decided to do something about it.

To build on what I am suggesting, Dr. Davanloo realized he
had to find a different kind of process for the elimination of
those unconscious structures in the therapist that can harm
and hurt patients. What Dr. Davanloo came up with was a
process in which the therapists can work at eliminating those
internal structuresthat cripple their lives and their work while
learning about how to embody his therapeutictheories. Ithink
that’s certainly a factor for Dr. Davanloo.

Itdefinitely resonates for me. We have all had the experience
of critiquing our own videotapes and reflectively asking our-
selves, “Why am I not doing what is so obviously called for? I
havelearned the technique, Ican see the defenses, Iknow what
I'should be doing, but I am not doing it.” We can have all the
knowledge in the world, but if our own unconscious is laden
with superego pathology, transference neurosis, moral mas-
ochism, aneed to perpetuate our own suffering, then our work
will be flawed.

To practice the theory is demanding, but the great obstacle
is our unconscious material. Working at learning the princi-
plesand then integrating them into our lives is the strength of
the cCcTw—breakingthatbarrier that enablesthe practitioner
to apply the technique. And it’s repeat and repeat and repeat,
you know, again, you know, the interesting pedagogy for Dr.
Davanloo is repeat, repeat, repeat, repeat.

And it sounds so strange because, you know, we are all a
product of a Western liberal education. One in which we learn
atheory and apply it. But as long as we have an unconscious,
that has to be trained as well. And the only way to deal with
that is to move into it and understand it, but then just repeat,
so it becomes almost second nature. Davanloo’s theory has to
become embodied; it needs to seep into the muscle memory
of the unconscious.
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In2007, Dr. Davanloo started the closed-circuit video work-
shops meeting four or five times a year. From there, he begins
todo more work with the themes that emerge from within the
group. These issues can be examined and closely monitored
over time, such as projective anxiety in the therapist, superego
resistance, transference neurosis, and the intergenerational
transmission of psychopathology.

And Mikkel, you asked a wonderful question about the rep-
etition of the phrase, “What have you done?” That question
elicits guilt but also addresses the projective anxiety. “What
have you done? What have you done?” It is a very animating
question, but only when the resistance is glaringly obvious. As
a group, we spent a lot of time looking at projective anxiety.
The other thing I think he became more acutely aware of in
the therapists, this is important, I think, for us, is the degree
of transference neurosis. There are two primary sources: one
is our families or history, which we are aware of, but also the
transference neurosis we pickup from previous therapistsand
sometimes supervisors. So, and again, that’s where classically
Freud began to talk about it. He was concerned with Jung and
transference neurosis, that’s where the term originated. Of
course, Dr. Davanloo’s understanding of it is very different
from Freud’s understanding of it. But that’s such a brilliant,
brilliant move, you know, so he began to see these themes in
us, in the interviewees and interviewers.

Within the context of the cCTW, we explored Superego
Resistance. According to Dr. Davanloo, projective anxiety
resides at the center of superego pathology; by removing the
projective anxiety, the punitive superego dies away.

So this is interesting. Based on the experiences he had
in the mobilization workshops, he would then develop his
metapsychology and take some of the experiences there
back to the metapsychology conference. So it was also like
an empirical laboratory? He developed istdp further on
the basis of these workshops?

—Yes. Dr. Davanloo used numerous interviews from the
ccTw asaway of illustrating his emerging theories within the
context ofthelarger Metapsychology Symposium. Atleastone
or two of mine were used for such a purpose. My unconscious
is exposed in front of one hundred and fifty colleagues, but it
is never demeaning or embarrassing; we all have a common
cause, namely the advancement of closeness and intimacy
while eliminating those forces that cripple the human spirit.
We are there to create healing environments and optimize our
capacity to care for those who suffer.

Solet’s get back to that because that sounds quite over-
whelming. It sounds like a very intimate experience in the
closed circuit workshop, in contrast to the Symposium. So
Iwonder - you joined your first cycle in 2007?

-TIjoined in 2008. So, I was actually resistant.

Why? Can you tell me about that?

—Well, probably because Iwasresistant. Like,Iwas happyto

be hidden in the supervisor group. In 2007, Dr. Davanloo had
the two going simultaneously. He had the supervisory group,
of whichIwasa part, and he had the ccTw. It was alot safer to
stay in the supervisory group.

Really, who in your right mind wants to do that? But then, I
would talk with my friends whowere inthe cCTw, and Idid my
owninternal head-on collisionand ayearlater Iasked ifI could
join, and Dr. Davanloo was kind enough to extend an invitation.

ButIwonder, what were your reservations? Was it just
fear, or were you also skeptical of the format?

—No, no, Iwasn’t skeptical, actually, I thinkit’s a really good
format. Spiritual care education places agreat deal of emphasis
on self-awareness. As a result, I was familiar with this kind of
format, though not with thislevel of intensity. My reservations
allhad todo with my own unconscious material, my own resis-
tances saying, “Youdon’t want to dig me up! Youdon’t want to
openyour own family tomb! You can’t handle the truth, better
tokeepit all buried!”

Goinginto those places, working through the layers of guilt
has had a huge impact on my life. I was in the CCTW process
while my father wasdying. There wasalot of destructive com-
petitiveness, a lot of superego pathology in our relationship
that goes back to the earliest year in my life. It was a difficult
relationship. As the guilt was drained, Iwas able to find peace
and love in the relationship. As my father died of cancer, I
would help shave him, and we shared a degree or a quality of
intimacy that we had never been before. For me, you know,
that’s worth a million dollars, right, or a billion dollars. It was
priceless. To be at peace with my father and being affectionate
and loving was remarkable and a great experience. It was not
perfect, but that is the beauty of it. Neither of us was crippled
during those last weeks of his life.

IwrotetoDr. Davanloo many times about thisand expressed
the debt I owe to him.

Soit has had areally significant impact on you person-
ally.

—Unequivocally.

What was it like to go there the first time?

—Well, incredibly anxiety-provoking. Dr. Davanloo would
never tell us beforehand who the pairing was going to be.
Thereisasmuch anxiety about beingthe interviewer asbeing
the interviewee, perhaps more! When I was first invited to be
the interviewee, I can say that the experience was incredibly
painful, and yet instantly one of the most important events
in my life.

As that initial interview unfolded, it was Dr. Davanloo
who guided me through my first breakthrough. It was in a
closed-circuit format. Thisis what I was avoiding: the murder-
ous feelings towards my father and then the subsequent guilt.
I had done some work on it before with a previous therapist,
but not to this degree. After all these years, I can rehearse the
session with Dr. Davanloo verbatim. It was quite remarkable;
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not only the passage by the volume of guilt-laden feelings but
the subsequent reliefand the way it began to shift my relation-
ship with my father was also incalculable.

The interview began with me being interviewed by another
therapist. He was doing a good job, and he did, in fact, remind
me consciously of my father. But there was an element of my
resistance that the original interviewer and I could not over-
come. So, Dr. Davanloo stepped in. He was very focused and
very gentle, and of course, this is what I longed for from my
father, gentleness and presence. Then he said, “Dr. Clarke, you
know you’re loaded with the emotion, you're loaded with the
emotion. Why do you not let yourself feel the fullness of this
emotion? Why do you need to continue to torture yourself?”
A nice rhetorical question to my unconscious. He continued,
“You know that you are full of rage; you are crippled, frozen,
why do you not bring the fullness of this rage toward me?”

The subsequent breakthrough was very graphic, very tor-
turous. The resulting portrait was ripe with guilt and finally,
love and affection for my father. Over the years, Dr. Davanloo
andIwould have anumber of these experiences. And T had sim-
ilar breakthroughs with many of my colleagues in the cCTW.

How did your relationship with your colleagues in the
group develop?

—Ithink two things took place. Both reside at the heart of
Davanloo’s teachings, greater intimacy and closeness. Within
the cCTW, there is a high degree of vulnerability. I’'m still in
touch with a number of them, and we connect periodically. I
would suggest that we have forged lifelong friendships. Iknow
if any one of them called me tomorrow and asked if I could
come, get on a plane and visit, I wouldn’t think twice about it,
you know, that kind of intimacy and an extraordinary level of
respect. There’s nobody in the workshop that I don’t respect
and have a great, great affection for.

And again, because we’re complicated people, some people
I resonate with more than others. But I deeply respect their
courage. Yeah, I think that the cCTw format undermines or
attacks destructive competitiveness, which we see, I think,
inside any kind of therapeutic modality where therapists can
attack each other, or theoreticians can undermine each other.
That’s our unconscious. I mean, that’s the mechanism inside
us. It’s okay to critique. But when the critique becomes an
attack and destructive, when we become punitive with each
other we lose sight of the metapsychology of the unconscious.

So you felt there was an openness to discussion and to
having opinions about each others’ work?

—Yeah. Yeah. First of all, we have to acknowledge that
Dr. Davanloo and the videotapes serve as great teachers. In
reviewing the tapes, we study the unconscious. What we are
exploring is obvious, it is in front of the entire group. So, the
suggestions are never accusatory, they are more like, “What
would have happened had you done this?” Or, “What do you
sense?” There is a major distinction between an accusatory

comment and an animating comment. So even to learn how
to work with each other, I think, is of paramount importance.

We could have a conversation with both the interviewer and
theinterviewee. And in the spirit of exploration, kindness and
curiosity ask, “What else could you have done here? How could
you have moved here? What were you experiencing at this
point?” We are committed to a real sense of inquiry, of trying
tounderstand, of investigation. And again, as we become more
open, the answers become more honest. And, of course, that’s
a part of the whole process, honesty. The invoking of honesty
always raises the specter of anxiety.

Iguess the core virtue of ISTDP is honesty, isn’t it?

—Honesty, and our capacity for intimacy and closeness.
Remember, thisis also a parameter that we’re monitoring. So,
there is closeness and intimacy, caring and affection. I think
this is really a vital piece of it not only for the dynamic within
the ccTw but also for our work as therapists.

Did you feel that Dr. Davanloo would calibrate the group
or take care of potential conflicts, or how would he handle
this? What would his role as supervisor be in this process?
Because, you know, when you hear about this, it sounds
like a kind of crazy format with a very flat structure.
Everyone’s the therapist, and everyone’s the patient, and
everyone’s the supervisor, and everyone’s the supervisee.
This breaks all the rules that you’re basically taught with
respect to mixing therapy and supervision and hierar-
chies. Some people will say there’s a reason we have these
structures — they are there to protect the participants
in the group. But when you talk about your experience,
it sounds like this flat structure actually facilitated the
development that was supposed to take place.

—~Well, Dr. Davanloo is clearly the captain. He’s in charge of
the ship. He is the supervisor. My sense is that what the entire
group really appreciated about him was his genuine curiosity.
Hehassome pretty strongopinions and pretty strong thoughts.
Don’t diminish that at all. But as I said, he was in charge of the
venture. And I think everyone else would be equal. I mean,
we’reallequal in the group. We may not always agree with each
other, but Ido not recall any conflicts within the group.

Periodically, Dr. Davanloo would check back with the group
and askif we were on point. By and large, the group didn’t kick
back.

He might have an idea about where to go next, but a mem-
ber of the group might approach him and ask to be interviewed
because the person had a sense that they were close to a break-
through. Andin myexperience, Dr. Davanloo would say, “Sure.”
It might not take place immediately, but it would happen.

Sothere would still be this sense of leadership, a sense of very
clearguidance. He’stheleader. The entire group wasinterested
in his perspective on things. He’s the leader.

Iremember thelast workshop. Itbegan on a Wednesday and
ran through until Sunday, which was February 17, 2020. On
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the Saturday before the last Sunday, we went until nearly 8:00
in the evening. Everyone was hungry and tired, exhausted,
wanting to put up our hands and say, “we surrender, we need
abreak.” But Dr. Davanloo is still pressing. He’s still pressing.
Yet, despite our fatigue, we were all in the room, and we’re all
paying attention; we all knew that we were in the presence of
greatness. Heisstill offering insights, and we are drinking him
in. We all deeply admire Dr. Davanloo’s energy, vitality, and
willingness to lead by example.

You mentioned chaos in your question; at no time was it
chaotic. It was always systematic and focused. And highly
professional.

When it comes to someone trying to duplicate the process,
someone would have to be in charge, or a small group of ther-
apists would have to provide some kind of containment.

Remember, this is clearly a program that works with the
unconscious of a group of therapists, but it is also an experi-
ment, a journey of discovery. You know, Dr Davanloo would
use old video. He would use previous tapes just to illustrate
points. If he saw things that needed to be underlined, he'd
underline them in the group. We were all riveted because he
was so precise. He often saw things that might take group
membersseveral takes before we could properly appreciate the
point that he was trying to make. He might play a tape from a
session two years prior. And then again and again, with each
review, we would see things differently. He had the capacity to
tease out invaluable insights.

For example, he might review one of my old tapes and say
“LookatDr. Clarke two yearsago; lookat Dr. Clarke now to see
the distinction.” And again, this is the beauty of videotaping.
AndTknow many therapists with their patients say, look, thisis
your first tape and here’s your last tape, right? And the patient
can see their own difference, which is really quite remarkable.
Are you saying that Dr. Davanloo would basically remem-
ber all the sessions? Would he be able to remember what
transpired a few years before?

—Well, that’s the extraordinary thing about him. He would,
he would go back, he keeps all the tapes and then he would
bringbackatape froma previoussession ifit facilitated the col-
lective learning. He might even replay one of his original tapes
if it served to advance our learning. Dr. Davanloo carries with
him a huge briefcase full of video cassettes. And he’d come back
after a break or sometimes during the workshop and replay
arelated tape that may be two days, five years, or forty years
old. And the captured vignette underscored exactly what we
arelooking at: projection, transference neurosis, destructive-
ness, masochismin the unconscious. It’sremarkable. And he’s
taking notes too. He is paying attention.

And because the group members know each other, it’s not
like we’re starting [at] ground zero. He might ask me to inter-
view someone I have interviewed six or seven times. And I
begin with, “So here we are again now. I remember our last

session.” So we pickup themes that we’ve encountered already
in our colleagues.

How do you feel that your own work developed over the
course of those years? Your own work outside the work-
shop?

—Ithink it went from two or three miles an hour to about a
thousand miles an hour. I like to think that I was reasonably
competent before. Anditisnotaboutspeed, itisabout becom-
ing familiar with my own unconscious and repeatedly familiar
with the unconscious of others.

In practice the difference was significant. I can’t say enough
about the way it’s impacted my practice. It’s just been astro-
nomical. And even my life, you know, intimacy and closeness,
resistance, being able to work with my own anxieties, being
able to work with the anxieties of others, you know, it’s had a
remarkable shift.

The other thing, and I say this a lot to people, when I made
notes during the ccTw, I noticed Dr. Davanloo’s tone of voice
because it is not just the words; it is how they are said.

One of the major critiques of ISTDPis that it can be perceived
as being harsh, confrontational, even abrupt. And remember,
we are going after the resistance. So, you know, it’s a tough
battle, particularly when the resistance is malignant or really
debilitating. But I noted his voice and tone of voice. He is often
very gentle or very firm, never barking, abrupt or harsh, never
condescending or confrontational. And I find some of our
early trainees would often speak harshly to patients, using a
very demonstrative voice. And I noticed in myself and look-
ing at my videotapes that I'm too activated, you know, that is
my own unconscious stuff. Watching Dr. Davanloo helped me
dial that back.

AsIbecame more familiar with the importance of closeness,
I became more gentle and more focused. It could be some-
thing very simple like, “So, how do you feel here with me as
we move toward this material? You know, I noticed that you
want to avoid me. So how do you feel here toward me?” Said
very gently. That underscores the transference component of
the resistance. You notice this resistance here. Now, that has
implications for the feelings buried in the transference. You
begin to head-on collide with a very gentle but firm voice. And
Ithink that is very powerful and penetrating. And I know Dr.
Davanloo did that frequently. The movement into the heart of
darkness is graceful, not forced or abrupt.

This is one of the things, when I see your work and I read
Cathrine Hickey’s book and some of the other published
material on post-closed circuit workshop- ISTDP, it leans
quite heavily on the head-on collision. I get the impres-
sion that the whole session is one long head-on collision.
The session seems to lean heavily on a metapsychologi-
callevel of communication. Going back to what we talked
about earlier, this seems to be one of the areas where the
workshop has impacted the practice of 1ISTDP. Within
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the closed circuit workshop, where everyone is familiar
with ISTDP, its language, and the therapeutic process,
this makes sense. There’s an openness to this kind of high
degree of metapsychological communication. But can you
take that kind of approach and apply it to, you know, gar-
den variety patients? Do you find that feasible?

—Yes, absolutely. Every so often, a patient will say to me,
“We’re moving too fast!” Because we are bringing important
material to the surface in a relatively short period of time. But
then they also say, “This isn’t like any therapy I've ever had
before. We are actually getting places!” In my experience, the
resistance begins to formulate fairly quickly. As practitioners,
we are trained to move toward it. We are asking them to actu-
ally sit with what they are actually feeling and allow it to build.
Who else asks this of a patient? Since we live in a world domi-

You know, what are you not used to? The feelings, all the things
that you want to avoid.” And they can get there fairly quickly.

Thekeyistohave tremendous respect for the patient. Iloved
your comment earlier, you know, that there’s a structure to
Davanloo’s understanding of how we should approach adam-
aged unconscious, you know. And one of the things I appreci-
ate about it is that the structure is egalitarian. As therapists,
we can’t go anywhere unless the patient wants to take thejour-
ney. And I often use the analogy of climbing a mountain, which
seems to resonate well with patients. Iam constantly remind-
ing them that it is their mountain that we’re climbing. I am
climbing it with you. But it is your mountain.

Atthe end of the day, and I think Dr. Davanloo has said this
too, the patient takes the final ascent. This is very moving, the
patient’s final press for freedom. It is driven by their desire

“Iwasinthe CCTW process while my father was dying.
There was a lot of destructive competitiveness, a lot
of superego pathology in our relationship that goes
back to the earliestyearin my life. It was a difficult
relationship. As the guilt was drained, Iwas able to

find peace and love in the relationship. As my father
died of cancer, Iwould help shave him, and we shared
a degree or a quality of intimacy that we had never
been before. For me, you know, that’s worth a million
dollars, right, or a billion dollars.”

nated by a culture of avoidance, what we do can be disconcert-
ing for patients.

Itisnot a matter of speed; it is a question of discipline. Mov-
ing with the patient and inviting them to challenge their old
way of being. And if we do it smoothly and with precision, then
it’sasharp scalpel we’re using, not adull knife. That can be dis-
concerting for people.

But again, you know, I’ve had lots of patients who've had a
breakthrough in their first session. People who are brand new
tothe technique, people who don’t know anything about what
we’re doing. But I explain to them as we proceed and then we
talk about it afterwards. So I think you can apply it and move
much more rapidly than we thought possible. You know, again,
the limiting factor may be our anxiety as therapists.

I have had patients that have said, “We’re moving too
quickly.” And Isay, “Tell me more about that. Like, what is it?

for health that undermines the development of transference
neurosis. It undermines the idea of the omnipotent therapist,
which is very deadly and cancerous in our practice.

So we take the incredible respect that we engender in each
other through the brilliance of Dr. Davanloo’s cCCTW and then
bring this to bear in our work with our patients and in the way
we try to live our lives as human beings. This is a sacred trust.

That makes sense to me. I wonder, though, if we can
draw a distinction between a “new format” of ISTDP
developed around Davanloo’s discoveries in the closed cir-
cuit workshop, and a “traditional form” of 1STDP, which,
Iguess, was developed in the late 70s? It feels like the tra-
ditional 1STDP, which most of us who haven’t gone to the
mobilization workshops use, takes off more from a con-
scious level. There’s a process of building a conscious level
of understanding of things such as: what are the issues?
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How does this defense work? What do I want out of ther-
apy? It’s more of a gradual process, whereas, in the newer
format, you move straight to an unconscious level. For
instance, interventions like “What have you done?” are
right in the foreground very early in the process. Would
you agree there is a difference between these two types of
ISTDP? And if so, how do you manage to avoid things like
compliance, for instance, where the patient doesn’t quite
consciously comprehend what’s going on but follows the
process based on faith?

—Theclassical workhasnotbeen abandoned; the framework
is still there. A naming of the problem, a commitment on the
part of both parties to move toward the problem, the anima-
tion of the will. And at that point of the initial interview, there
isgenerally some anxiety. If it is a new patient with no experi-
ence of Davanloo’s work, I ask a little about any previous ther-
apies, only because I want to monitor the possible presence
of any transference neurosis. We then explore how the stated
problem is active in the patient’s life. As I said at the outset,
we don’t indulge in chit-chat, but move with care and preci-
sion to the heart of the matter. What we have also discovered
isthat people are much more robust than we give them credit
for. Remember, Dr. Davanloo has consistently emphasized the
importance of respecting the patient while having no respect
for the resistance.

Asthe patient begins to reference feelings, we move toward
the experience of feelings. This line of inquiry invites inti-
macy within the therapeutic relationship while challenging
the patient to do something that seems virtually impossible,
namely the experience of actual emotion. Almost instantly, the
patient offers up a series of tactical defenses; they may even
move to more malignant or regressive defenses. The therapist
gently but firmly points out this dynamic to the patient. Here,
we monitor how much pressure the patient can tolerate and
then either gradually increase their ability to tolerate a higher
degree of pressure with an understanding that we are moving
forward together asa team.

The resistance is in play. The key is resistance. This is
pointed out to the patient. They need tounderstand how their
unconsciousisoperatingand how itisfailing them. Resistance
alwaysindicatesthe presence of negative feelingsin the trans-
ference. Again, thisdynamic needstobe communicated tothe
patient. The process must center around feelings in the trans-
ference. For new patients, this may not make sense to them at
aconsciouslevel, but again, the therapist’s responsibility is to
assist the patient in becoming familiar with their resistances.
The presence of a negative or hostile feeling can’t be denied,
and the therapistisinviting the patient to experience, perhaps
for the first time, the full manifestation of thislong-buried but
undeniably present feeling in the transference. It has to be in
the transference. Anything else will miss the mark.

My first breakthrough with Dr. Davanloo was one of pure

rage; at a meta-conscious level, I was thinking, “How dare
you try to get close to me, how dare you encourage me! I hate
you!” and bang, a massive breakthrough into the unconscious.
Iwanted to feel the feeling, and T hated the presence of the feel -
inginmylife. Inall honesty, I did not know that the feeling was
directed at my father until I was asked to look into Dr. Davan-
loo’s eyes. Instantly, I saw the blue eyes of my father. To make
matters worse, my attack began with an assault on his ocular
nerves, and while my father was dying of cancer, he was also
going blind. I can still recall the way my stomach constricted
with that first wave of guilt.

Butreturningtoyour question, the other benefit of the cCTW
isrepetition. It is like muscle memory in the unconscious. The
spirit of repetition permeatesthe therapeuticjourney, too. The
repetition of phrases such as “What have you done?” servesas
whatDr. Davanlooreferstoas “anechoin theunconscious.” He
even suggested that members of the CCTW ask this question to
themselvesregularly in order to avoid the trap of self-delusion.

That’s interesting. Clearly the closed circuit workshop
is a spectacular training opportunity, and it sounds like
it has been invaluable for you. But when many of my
colleagues who do ISTDP hear about it, they have the same
reaction to it, namely “Oh my god, you can’t do that!”
Actually, it’s a similar reaction to one we often get from
people who don’t do 1ISTDP when they are first introduced
to it: “Oh my god, you can’t do that”, or even worse, “I
could never do that with my patients, they are way too
sensitive.” Have you experienced that reaction?

-Igetinklings of it every so often.

You know, people say, is it ethical to move this quickly with
patients. Freud was accused of being unethical. Dr. Davanloo,
you know, in the early years of 1STDP, was accused of being too
invasive. Any time you have avanguard, any time there are those
peoplelike Dr. Davanloo who push the science, they are going to
bump into those questions, and those are good questions.

My suggestion to the skeptics is not to criticize until you’ve
doneit. Once you've doneit, then come backand critique it. So,
you know, I can’t say enough about the benefits in my life and
the impact it’s had on my patients.

In Davanloo’s work, there are multiple checks and balances.
The stating of the problem, the animation of the patient’s will,
the physical concomitant of anxiety, the inevitable crystalliza-
tion of resistance, then resistance in the transference, inviting
the patient to feel the full magnitude of their primitive mur-
derous feelings, the monitoring of the cordial and subcortical
system of the brain in the expression of the rage. Throughout
thisentire process, the therapist hastowalk beside the patient,
consistently checking to ensure that the patient sees the con-
nection between their issue, the subsequent resistances, and
the impact this has on their lives. These messages are all con-
tained within a well-constructed head-on collision. We check
regularly to see if we are moving in the right direction; this
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checking serves to inoculate the process against the presence
of transference neurosis because we are clearly following the
path of the patient and not that of the therapist. Moreover, it
increases the patient’s capacity to move into the unknown.

Sometimes, it is the therapist who wants to avoid the inten-
sity that comes with closeness, vulnerability, murderousrage,
grief, and guilt.

There seems to be a faithfulness and a generosity in
this format. And for me, it seems to resonate quite well
with the spirit of ISTDP, which is meeting the patient at
their highest level of capacity, right? You don’t meet them
according to how far they can regress into illness. You
meet them in terms of their highest capacity. And you
address them eye-to-eye as equals? Here, there seems to
be the same kind of faith in the trainees and a faith in each
other, which flows through the format. I think that sounds
very precious.

-Exactly, I thinkit’s really important.

Asyouknow, at theend of a classical session, we doabrief sum-
mation of the patient’s work, no interpretation, simply anal-
ysis. That is such an incredibly important part of the healing
process. Dr. Davanloo notesthat there are twothingsthatneed
tooccur simultaneously. Asimportant asitis for the patient to
move into the unconscious, move through their resistances to
work with the feelings in the transference, and drain the guilt-
ladenreservoir, they must alsounderstand what’s taking place.
It’sno good just to have abreakthrough in the unconsciousand
have them blubbering and crying. That’s facile. That’s noth-
ing. What'’s critical is they have the experience, but then they
have an opportunity to understand the experience. And the
two must be married together.

Early in my time with Dr. Davanloo, he said people need to
work through their problems. A bad outcome would be that
they might say, “I was treated by Dr. Clarke, or I was treated
by Dr. Davanloo.” No, that’s the worst outcome. What they
have to say is, “I had a therapeutic process. It was very good; I
climbed the mountain.” Thisisonly achieved when the patient
does their work and understands the nature and quality of
their journey.

Andevenwhenthe patientandIbringanend tothe therapeu-
tic relationship, it is critical that they leave because they have
climbed the mountain and know it. They have climbed their
mountain, not because Therapist X took them up the moun-
tain. The therapist has had the honor of accompanying them.
But if they believe that Jody Clarke took them up the moun-
tain, I failed. This would be the worst indictment against me
asahuman being and as a therapist. And that is unethical. But
if the patient, through the process, climbs the mountain, then
we have achieved something. And soit’s a powerful metaphor.

Your question, Mikkel, also pointsto the aspirational char-
acter of Davanloo’s work. We want the best for the patient. We
are interested in their liberation, their freedom. This spirit

very much permeates the cCCTW. We all want the best for each
other because this will have a direct bearing on the lives of
our patients.

How does that work? I mean, does it have the same
effect without Dr. Davanloo present? And do you recom-
mend doing that?

—Well, Dr. Davanloo can’t be replaced. The entire group
deferred to his wisdom and experience; it does not mean that
we always agreed, but there is no doubt that Dr. Davanloo’s
presence gave the process an incredible level of integrity.

Could we have a cCTw without Dr. Davanloo? Yes. But it
would require an aspirational spirit, a commitment to dis-
covery, and genuine curiosity. We must never lapse into a pro-
testing of our own understanding of orthodoxy or truth. Thave
seen Dr. Davanloo replay and replay a vignette in the inter-
est of making a new discovery or teasing out a hidden gem as
opposed to falling back into old assumptive patterns.

It is good that therapists seek treatment from other thera-
pists. I recommend it. It is something that we must do peri-
odically. Otherwise our unconscious will become labored and
encrusted with the residue of the material we encounter. Who
dowe, astherapists, goto for treatment? I thinkit’sincumbent
uponustodotreatment, but then, you know, at a certain level,
because of the nature of our resistances, we do require a very
skilled therapist.

The peer work that we are referencing is slightly different. If
you have a colleague that you feel comfortable with, one with
whom you are familiar, who is skilled, and a person who is
familiar with you, then the two of you can set up a closed-cir-
cuitvideo process. Mikkel, let’ssay youand Iagreed todo that,
and we will get together for two or three days. I treat you for
three or four hours. You treat me for three or four hours. T have
done this now several times, and on each occasion, the work
that we are doing on day three is qualitatively different; why?
Because the unconscious of both parties is becoming more
fluid. The safety net is the video work; the camera does not lie.

Given the sheer reality of what we do in therapy, where we
go, what we see, how else do we as compassionate, loving, and
theoretically sound therapists, stay clean? How else do we stay
fresh? How else do we stay sharp? We need to do that.

Overthe years, L have spoken with countless therapists, and
Iaminterested in hearing your thoughts about this matter. But
after a while, our unconscious gets heavy just because we’ve
seen so much tragedy and so much misery, somuch torture, so
much sadism, you know? We’ve seen horrorsthat other people
haven’t seen. So, how do we keep our own unconscious fluid?

This is a really important issue, for we are practitioners of
avery sacred art. Particularly because it’s ISTDP. And again,
I don’t want to be critical of other modalities. But they don’t
go into this, into that kind of depth. You know, the primitive
murderous rage, the betrayal of the parent, the betrayal of the
grandfather, the grandmother, the opening of the family tomb,
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the intergenerational transmission of psychopathology. Oh,
you know it’s pretty heavy stuff. We, astherapists, have to stay
fresh. Itisourethical obligation.Ithink thatis what Dr. Davan-
loo was onto with the development of the cCTw.

Most people would say that then we have to find a ther-
apist who is just a therapist. Is there a benefit to doing
mutual therapy with someone?

—Ithinkthereis.IthinkI'm open to experimentation, explo-
ration. Because it consists of two competent people who are
not compliant. If we were both compliant, then we would reaf-
firm unhealthy habits.

Asindividual therapists, we can do some analysis and sys-
tematic analysis of the work you’re doing. But the question
thatwearedealingwithinthisinterview and the big question
for our profession is how we can remain healthy and focused
as practitioners. This brings us back to the question that Dr.
Davanloo was asking nearly twenty years ago: how do thera-
pistsstay well? How do they improve? And from there, how do
they advance the science of what we’re trying to do?

Ithink Mikkel, you and I are wrestling with the same kind
of question: How do we continue todothat? Tobe frank,Idon’t
think anybody whois practicing ISTDP, and I always try to be
frank and honest, should do it unless they have visited their
own unconscious, and not just once, but many times.

If you have not visited that land, then you just don’t know;
you don’t know what it is to break into the unconscious. You
have no idea what the rise is like. You have no idea what
murderous, primitive murderous rage is like unless you’ve
accessed this yourself. You know, we can talk about it in the-
ory. But until you see it, until you understand how primitive
the resistances can be in yourself, in ourselves, and in our
patients, then we have no business taking them on this jour-
ney.Idon’tthink we can. Practitioners can do something they
thinkis ISTDP, but it is likely not.

Soit’s also on your part an invitation to colleagues to be
more bold in examining these areas in themselves, being
more open together, and having the courage to experi-
ment with the work?

—Yes, spot on. Experiment, explore, and ask questions in
the service of kindness, intimacy, and closeness, not in the
service of ego or our own omnipotent grandiosity. Be gentle,
humble, courageous, because our taskis to work with patients
that they work at eliminating suffering and pain and distress
from their own lives. And we must enable ourselves to do that
better, and Dr. Davanloo brilliantly developed and offered
the Closed-Circuit Training Workshop as a possible avenue
tofacilitate such maturation. Dr. Davanloo remained focused
and insightful throughout his entire life. We owe it to his leg-
acy totake care of ourselves and each other aswe attend to the
wounds of the world.

That sounds like a very good place to end our talk today.
Thank you!

Following the submission of the interview, the board of the
FCIwanted to expand on a few themes touched upon in it and
invited Fody to reflect on three follow-up questions. These
questions and Jody’s answers to them are as follows.

How would you respond to concerns that the cCTW, while
effective for some, could be seen as existing in an ethical
»gray zone” where the boundaries between ’supervisee,’
’trainee,’ and ’patient’ are blurred? Do you think the com-
mon professional role boundaries should change in order
to make psychotherapy training more effective?

—-As a person who participated in approximately fifty
Closed Circuit Training Workshops (CCTW) or roughly 4 per
year from 2008 — 2020 (the workshops began in 2007), T had
no sense of blurred boundaries between myself and the col-
leagues with whom I shared in the training process. Without
any equivocations, Dr. Davanloo was the supervisor, and the
participants were all co-equals. The learning atmosphere was
one predicated on respect and collegiality. My sense is that we
were—as a collective—dedicated to learning and growing.
The learning and growing came in multiple forms; annota-
tions and interventions by Dr. Davanloo throughout the pro-
cess, watching and learning from the interviewer and the
interviewee, and then occupying the experiential role aseither
theinterviewer or interviewee. And then there isthe matter of
the videotapes, a sacrosanct dimension of the world we occupy
aspractitioners of Intensive Short Term Dynamic Psychother-
apy (ISTDP). Once again, within the pedagogy of the cCTW, the
tapes were used for multiple purposes. Some interviews were
reviewed with arduous and painstaking frequency. On these
occasions, the goal was attaining a deeper understanding of
the unconscious.

Dr. Davanloo was very intentional about refraining from
referringtothe participants as “trainees or supervisees.” And
while those who knew Dr. Davanloo can attest to the fact that
he wasaman of formidable opinions, within the context of the
CCTW, he regularly sought the input of the group.

Unlike a purely therapeutic relationship, within which the
patient and therapist establish a therapeutic covenant, the
implied covenant within the CCTW was that of exploration,
practice, and discovery. The cCTW did not have the healing
arch found within the context of amore traditional therapeutic
relationship; that was not its purpose. Having said this, there
isno doubt that most—ifnot all—of the participants were able
to come to a much more profound appreciation of the uncon-
scious forces that can seriously compromise their lives.

With regard to the second question, allow me to respond
by noting the prevalence of transference neurosis within psy-
chotherapy as a practice and its educational model. I would
not suggest that this is true in all cases, but its prevalence is
something our discipline must take seriously. Transference
neurosis occurs when the neurotic structures of a therapist or
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clinical supervisor are passed onto the patient or supervisee.
Oneofthe strengths ofthe cCTw isthat it canisolate and elim-
inate the presence of transference neurosis in therapists—the
casein point Dr. Catherine Hickey’s Understanding Davanloo’s
Intensive Short-Term Dynamic Psychotherapy: A Clinician’s
Guide (2017)—while also creating a learning environment
that guards against its perpetuation.

Now, to directly address the second question, yes, Dr.
Davanloo’s development of the cCCTW was brilliant. If the ulti-
mate goal of psychotherapy is that of putting a dent in human
suffering caused by the presence of neurotic structures in the
unconscious, then we—as a discipline—are obligated to con-
sider new models of learning.

You mention that some practitioners believe they are
practicing ISTDP, but they are not. You seem to have a nar-
row definition of 1ISTDP, which naturally has its pros and

of the feeling, enabling the patient to see and appreciate the
way in which the resistances—and particularly the resistance
toemotional closeness—are working against the patient’sbest
interest, highlighting the transference implications and then
animatinga head-on collision with the forces of the resistance
inthetransference, isby far the clearest and safest path for the
patient (and the therapist). Thisbrings ustothe breakthrough
of murderous and often torturous feelings toward the thera-
pist. With the satiation of murderous rage and anxiety, the
patient fixes on the eyes of the genetic figure. From here, the
patient encounters a myriad of emotions, perhaps more rage,
but more frequently guilt, remorse, and feelings of tenderness.

This is only one part of the work; now that the therapist
and the patient are in the unconscious, without the presence
of anxiety and fortified by the actual experience of emotional
closeness with the genetic figure, the patient can explore deep

“Personally, Iwelcome conversations about
innovation. Ialso do not think that istdp has anything
to fear when in dialogue with other therapeutic
modalities. But Iwill offer a caution, if a therapist
is frightened of emotional closeness, and is unable
to work with the implicit intimacy found within
transferential feelings, then they would be wise to
explore their aversion to closeness.”

cons. How do you define 1STDP, and do you think there is
away to establish this definition clearly without causing
unnecessary division? There has been quite a bit of inno-
vation within ISTDP in the past decades, which in a way,
means that there’s an introduction of “non- ISTDP” ele-
ments to the mix. Do you think there’s a risk that a narrow
definition of ISTDP might stall the development of ISTDP?
—Over the past few years, I have had the honor of treating a
number of ISTDP-trained therapists. It is their voices that have
indicated to me that what they encounter in our treatment is
“different” from what they had been taught. What they have
shared with meisthe emphasis that our work puts on “feelings
inthe transference.” Please know that I make this observation
as a statement and not an evaluative comment on the efficacy
or orthodoxy of training programs; I simply attempt to follow
what I have been taught. Setting the therapeutic task, moving
into the phase of inquiry, monitoring the resistances, attend-
ing to the presence of anxiety, pressure to actual experience

dimensions within what Dr. Davanloo referred to asthe “fam-
ily tomb.” It iswithin this space that the patient can experience
the restructuring of the unconscious.

Atthe core,Ido not think that a practitioner can call them-
selves an ISTDP therapist if they are unable to work in the
transference. And if the measure of a successful treatment is
merely a “breakthrough into the unconscious” - the break-
through is simply the opening of a doorway. Yes, it is helpful
for the patient to become familiar with their resistances, but
it is just as important for them to understand and appreciate
their own unconscious world.

Personally, I welcome conversations about innovation. I
also donot think that 1ISTDP has anything to fear when in dia-
logue with other therapeutic modalities. But Iwill offer a cau-
tion, if a therapist is frightened of emotional closeness, and is
unable to work with the implicit intimacy found within trans-
ferential feelings, then they would be wise to explore their
aversion to closeness.
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Iknow, too, thatmany criticsof ISTDParguethatitcanappear
badgering, condescending, demanding, or even punitive. Ide-
ally, what an outside observer should notice is the systematic
application of attention and kindness. As Dr. Davanloo noted,
itisthe experience of focused and innocent attention that acti-
vates the most painful alarm bells in the unconscious of the
patient (Davanloo, 1990).

ISTDP, under the guidance and wisdom of Dr. Davanloo,
refused to be a static science. As a discipline, we have an obli-
gation to hold true to its central tenets while at the same time
remaining self-critical. Dr. Angela Schmitt’s recent publica-
tion (2024),isawonderful example of the ongoing maturation
of Dr. Davanloo’s work.

Davanloo used the metaphor of a ”reservoir of guilt”
to speak about the fuel of the superego pathology.Ina
human body, however, there is no real reservoir of guilt
and no liquid guilt to actually drain out. Is it really pos-
sible to drain the metaphorical reservoir of guilt? Don’t
you think there’s a risk that this kind of metaphor fuels
omnipotent fantasies of being “cured” once and for all?

-Ifind myself smiling as I consider this final question and
askrhetorically, “What is real?”

Thereisareality tothe build-up of guiltin the unconscious.
Thereservoir of guiltin the unconscious fuelsthe perpetrator
within the unconscious; haplessly, the patient who is living

with the tyranny of a superego pathology lives a life marked
by brokenrelationships, massive self-sabotage, and destruc-
tion. Therapists would be prudent to suggest two things
when it comes to draining the massive reservoir of guilt; the
first is to establish firmly with the patient that the drain-
ing of the reservoir must be done mutually; in other words,
much of the evacuating will be done within the crucible of the
therapeutic relationship—via feelings in the transference—
but once the guilt becomes manageable the patient, in living
life with greater freedom, kindness, and love, will accom-
plish the final purging.

Several years ago, I wrote a paper, The Metapsychology of
Character Change: A Case Study of Ebenezer Scrooge (2009).
The paper was based on Charles Dickens’s primary antihero
found inthe pages of A Christmas Carol (1843).Inthe paper, I
suggest that the key elements of Davanloo’s ISTDP are woven
into the fabric of the novella and that it is these features that
serve to liberate the miserly soul. Yes, the book is a work of
fiction. Interestingly, for Dickens, the character of Scrooge
served as a metaphor for a society that was in the grip of its
own superego pathology, one that perpetrated cruelty and
indifference to human suffering. It stands the test of time as
anoptimistic understanding of humanity’s capacity for resil-
ience and perhaps a “cure.”

Thank you so much!
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