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 Depressioni is problematic for psychoanalytic theory because it is neither a 
psychosis nor a "classic" neurosis. Analysts see the classic—hysterical, 
obsessional, or phobic—neurotic symptom as a compromise between unconscious 
representations of desire and the forces of repression. The symptoms of depression, 
however, cannot be understood in this manner because they are  characterized by 
deficiencies. One therefore tends to view depression as a phenomenon that 
accompanies the classic neuroses, especially obsessional neurosis, insofar as its 
self-recriminations resemble those of melancholia. Everyday clinical practice 
reinforces this concept by confirming Freud's remark that almost all neurotic 
patients show "some traces of depression or anxious anticipation."(1895, p. 92). 
The tendency to view depression as an accompaniment rather than as a 
phenomenon in its own right is also evident in commonly expressed concepts of 
psychoanalytic treatment. Analysis, for instance, is often said to require substantial 
"mourning" because it occurs "in a state of abstinence" (gescheht in der 
Versagung). Since classic theory assumes a close affiliation between mourning and 
depression, this statement further blurs the distinction between depression and 
several other phenomena to which it is presumed to be closely related. One gets the 
impression that there is no real difference between the object or the structure of 
mourning, certain depressive aspects of an analytic treatment, and of depression 
itself.  
  In my view, genuine depression possesses a structure which differs both 
from that of mourning and from the travails of the analytic process. To study this 
phenomenon, I will focus on depressions that arose in the course of analytic 
ventures originally intended for the treatment of a different type of neurosis. 
Indeed, it seems to me that the hidden structure and meaning of some depressions 
can be revealed only when they are studied in such a context. The meaning of 
depression involves the unconscious structure of the personality. For that reason, 
this meaning cannot be revealed by the phenomenological approach familiar to 
classical psychiatry.ii I therefore reject the established classifications--reactive, 
endogenous, masked, pathogenic, pathoplastic--that are derived from a literal 
reading of depressive symptoms. I believe that these distinctions are not grounded 
in a deep understanding of the dynamics of depression.  
 

              
                 I. A Structural Comparison of Depression, 

                                           Mourning, and Melancholy   
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A description of the distinctive character of depressive existence will provide us 
with a starting point for a psychoanalytic interpretation of depression.  There are 
four modes of existence in which death is the dominant factor: cultural 
melancholy, mourning, depression, and psychotic melancholy.iii However, the form 
that death assumes as well as the way that one relates to it is different in each case. 
 The term cultural melancholy connotes the painful awareness that 
everything that has meaning is haunted by imminent death. This anguished state of 
mind is a common theme in art and philosophy. Cultural melancholics are acutely 
aware that all human beings are mortally wounded by the precariousness of life 
and the decay of the world. However, this painful awareness is also an awakening 
light that clearly illuminates the world to which we cling. The ensuing fluctuation 
between joy and sadness lends to this type of melancholy an air of paradoxical 
enjoyment. Cultural melancholics are not saddened by an actual loss. Rather, they 
anticipate loss as an unavoidable destiny. Through their attunement to the 
inevitability of loss, cultural melancholics recognize that the transient character of 
the world is its obscure and mysterious destiny.  
 In his publication “On Transience (1916)”iv, Freud views the kind of 
suffering exhibited by cultural melancholics as an inability to mourn the loss of 
perishable things: the inability to withdraw their investment from old objects and 
welcome the new ones that are offered for their interest and enjoyment. From the 
beginning, Freud claims that the only rational position is that of accepting the 
fleeting and perishable nature of things. He denounces the unreality of any demand 
for temporal permanence. Freud is thus confronted with a psychological enigma: 
the human difficulty of detaching oneself from objects that one knows to be 
perishable. The real enigma of cultural melancholy is well captured by the 
Freudian expression: "demand for permanence beyond time" (Ewigkeitsforderung) 
(1916, p.305).v Freud does not attribute any reality to the object of such a demand 
because it is "too unmistakably a product of our wishes.” Can we, however, 
conceive of desire apart from the object that arouses it? Does the melancholic poet 
not accurately perceive an insistent cry for permanence inscribed in the 
manifestation of the world? The very upsurge of the world itself is inhabited by the 
contradiction between eternity and death. The emotional heaviness (Schwermut) 
experienced by cultural melancholics is their affective involvement with this 
contradictory dimension of a world which, in coming to its experienced presence, 
also withdraws into its mortal destiny.   
      Genuine mourning is of a completely different nature. The universality and 
the variety of its cultural forms attest to the fact that it is also a normal 
phenomenon. In order to understand it, we must consider it in its original form: 
mourning for a beloved being who has ceased to exist. The common tendency to 
assimilate all loss, all frustration, even all lack, under the rubric of mourning 
prevents a true understanding of the dimension of normal mourning as well as an 
accurate interpretation of depression with reference to it. 
  In bona fide mourning, the heart of the mourner stays present to the one 
who has been lost. The disappearance of the loved one attracts all available forces 
towards the vacant site created by death. Disoriented by the disappearance of its 
object, the love of the mourner places the lost loved one at the center of the world. 
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However, the mourner is fully aware that the deceased is excluded from that world. 
Mourning consciousnessvi is lost to itself because it is completely absorbed by its 
preoccupation with the other. It is caught up in its own loss but it is not 
fundamentally alienated. Mourning consciousness is not present to itself but, 
rather, to the events and the places from which the death of the loved one has 
emptied the substance.  
 In the distressing sadness of true bereavement, mourners cling to the loved 
one who no longer exists. Mourners painfully remember the other to whom they 
cling and they suffer in the presence of his or her absence. The unremitting activity 
of grieving supports the mourning process and makes possible the mysterious work 
through which mourning is eventually resolved. Hence, the psychological enigma 
to which Freud pointed in regard to mourning: its enactment brings about its 
resolution thereby freeing the subject to make new attachments. Eventually, the 
recollection of the deceased undoes the bond that it first intensified to the point of 
detaching mourners both from their world and from their own life. In The Ego and 
the Id (1923), Freud employs a metapsychology of identification to shed light on 
the psychological enigma presented by the work of mourning. However, the 
metapsychology of mourning is founded upon processes that can only be 
understood in terms of mourning consciousnessvii. In recollecting the lost loved 
one, mourning consciousness celebrates its life with the deceased. In so doing, it 
gradually internalizes the deceased along with the world that was shared with him 
or her. The inherence of the loved one in that world is what allows mourners to 
eventually detach themselves from the departed. Though the deceased is no longer 
part of the world, he or she is conserved in memory in a manner that serves to 
mediate the mourner’s return to relations with the world.  
  The clinical literature includes numerous descriptions of melancholia (e.g., 
Ey, 1954). I agree that moral self-devaluation is a prominent symptom of 
melancholic pathology. Melancholic patients persecute themselves with ceaseless 
self-reproaches. They feel that they do not deserve to live or to experience any 
pleasure. Their faults are felt to be so horrible that they seek out the contempt of 
others. Some even demand that they be imprisoned. Melancholic patients believe 
that the terrifying suffering with which they are afflicted is "just" punishment for 
their “crimes.” Still, they fear their torment, they complain about it, and sometimes 
they blame it on those whom they believe to be their persecutors. They are 
obsessed with delusional ideas of loss, ruin, and mourning. 
 Within the framework of this established clinical description, Freud 
identified the elements of an unconscious discourse. The self-recriminations of 
melancholic patients denounce a wrong or fault for which they feel culpable, but 
the delusional nature of the recriminations suggests that they are the products of a 
psychic work. We may suppose that this psychic work uses the distorting 
mechanisms of repression, displacement, and inversion that the study of neuroses 
and dreams has brought to light. While mourners become sad about the loss of an 
other, melancholic patients become sad about themselves. This striking peculiarity 
of melancholia shows the path that is taken by the psyche in its quest for mastery 
over the loss and over the unconscious sense of "evil" from which the subject 
suffers. Moreover, the surprising absence of shame in melancholic patients and the 
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persistence with which they exhibit their own humiliation give the appearance of 
an overdetermined symptom, that is to say, of a compromise solution. Melancholic 
patients place themselves at the center of everyone's attention in order to invite 
reproach. They also secretly delight in their public shaming insofar as it expresses 
an accusation that has been displaced from its original object and turned back upon 
themselves. Such an inversion also presupposes interchangeability between the 
two subjects. The interchangeability suggests a mirroring identification and 
testifies to the narcissistic bond that links melancholics to their lost object. 
  Freud knew that the disguised meaning of melancholic delusion could be 
discerned by taking the delusional discourse at face value and paying attention to 
its internal contradictions. Melancholia is a means by which the subject tries to 
accomplish the work of mourning. The object of a highly narcissistic love is 
radically introjected in the form of a persecuting superego to which the ego 
surrenders and thereby completely alienates itself.viii While Freud acknowledged 
that an organic disposition seems to favor the onset of melancholia, he did not 
view melancholia as directly derived from neurophysiological causes. Melancholia 
is a particular type of psychosis. The manner in which melancholic patients resolve 
the loss that they experience is determined by the type of bond that they had with 
the lost object, by their intense repression of aggressivity, and by a defusion of the 
life and death drive that invests the death drive entirely in a persecuting superego 
(For an interesting discussion of Freud’s concept of “instinctual defusion” in 
melancholia, see Ricoeur (1970, p. 299)).   
  I turn now to depression. Almost everything that I have noted in the 
clinical description of melancholia could be applied to depression so long as it is 
observed solely from an external viewpoint. Depressed patients are apathetic, even 
if they pretend to participate in conversation. They are neither interested nor 
delighted by anything. They feel dreadfully tired, would like to sleep all the time 
but suffer from insomnia. It is emotionally painful for depressed patients to wake 
from sleep. They waken exhausted, complaining of aches in their necks and pains 
over their eyes. Depressed patients may spend hours lying listlessly in an arm 
chair, caught up in vague reveries whose themes they do not understand. Their 
entire bodies are often affected by the depression: a dull pain weighs down their 
arms, their tired legs no longer support them, and a tachycardia makes them 
anxious. Inactive, apathetic, and closed in on themselves, depressed patients 
seriously neglect their personal care. They become malnourished and have neither 
the strength nor the desire to dress themselves appropriately. They feel dead. The 
demise of their affective vitality and of their bodily spontaneity reminds them of an 
actual death whose imminence, though dreaded, is nevertheless anticipated as 
providing relief. Unlike melancholic patients who seek out others before whom 
they can display their mortifying state, depressed patients only want to be alone. 
The presence of others annoys them because of the need to respond and because 
they are ashamed of their powerlessness. To the external observer these traits 
distinguishing the melancholic from the depressed patient may seem insignificant. 
However, their full significance will become apparent in comparing depressive 
speech to melancholic delirium.  
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 At first glance, the mood of depressed patients appears similar to that of 
mourners. However, depressed patients, unlike the bereaved, do not report that 
they are sad. They can, moreover, easily distinguish feeling sad from being 
depressed. Because they assume the viewpoint of an external observer, clinicians 
often employ the term "sadness" for the black mood that patients themselves 
identify as "painful indifference." Depressed patients find that nothing stimulates 
them. Everything seems too "heavy" and nothing is worth the trouble. In most 
cases, patients have known days or weeks of unutterable gloom relieved only by 
tears that they cannot explain. Their depressions are often preceded by intense 
anxiety that sweeps over them like a powerful wind. However, patients can 
identify the onset of their depression as a discrete moment when an empty silence 
took possession of them and extinguished all of their emotion, enveloping and 
creating within them an unnamable and unmoving grey haze. Patients are 
internally weighed down by a boundless emptiness that engulfs their world and 
makes the contrast between light and darkness lose all of its meaning.  
 Unlike the sadness of mourning, depression is not directed towards an 
object. Depressed patients feel lost because they no longer have a place in the 
world. Mourners, on the other hand, have their place in being close to the departed. 
Depressed patients actually feel better when they are able to cry because tears are 
an active expression of sadness over something even if it cannot yet be expressed. 
  The last remnant of their affective vitalityix is manifest in the complaining 
of depressed patients. For depressed patients complain about themselves. In both 
its form and content, the reflexive and self-referential nature of depressed patients’ 
speech almost imperceptibly conveys the meaning of their depression. 
Psychoanalytic treatment of depressed patients confirms this meaning and allows 
us to situate it within a network of unconscious motives. Let us first listen to the 
content of depressed patients’ complaints. They complain of feeling worthless, 
powerless, and useless. They do not really complain about personal failures or 
flaws. Unlike all bona fide melancholics, depressed patients do not really blame 
themselves. They may regret making specific mistakes but they do not really judge 
themselves to be culpable, nor summon others to form a tribunal to condemn them. 
One depressed patient constantly bemoaned the fact that she had not married a 
former suitor instead of her husband: "if only I had married him…." Careful 
listening, however, indicated that she viewed this mistake as only one in a long 
series of critical opportunities that had been missed because of her powerlessness. 
The lost opportunity is viewed only as the abstract possibility that happiness and 
the taste for life would eventually have been granted to her by an other person and 
by an external circumstance: "then, maybe, everything would have been different, 
for he was the one that I truly loved…." However, her dreamy idealization of love 
lost was quite distorted. The man in question had ceaselessly humiliated the 
patient. She had, in fact, been quite unhappy during their relationship.  
  In their complaints, depressed patients speak essentially of themselves. 
What patients say about the world and about other people is in keeping with the 
way that they experience themselves but has not for them the same degree of 
reality. In cultural melancholy, the transience of beings resonates with emotional 
heaviness. In depression, on the other hand, the emptiness of the world appears 
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only in response to an interior emptiness that is primary. First and foremost, 
depressed patients speak of their cold disinterest and their total inability to 
experience pleasure. They only invoke the meaninglessness of everything as an 
echo of their own collapse. They distinguish and juxtapose their perceptions of 
themselves and those of the world but they do not view the depression as a 
response to events that affect them in a negative way. The discourse of depressed 
patients reveals the inverse relation: it is the world which is bleak because death 
has taken up residence within them. In this respect, depressed patients resemble 
melancholics insofar as they both manifest a disturbance in their relations to 
things. Normally, consciousnessx is forgetful of itself and reaches self-awareness 
only indirectly by a reflective recovery of its presence in the world. The 
complaints of depressed patients imply that they are obscurely aware of an 
inversion in the normative structure of their relationship to the world. Depressed 
patients do not essentially complain about the heaviness of the actual situation that 
faces them. They do not truly claim that their responsibilities are objectively 
excessive. Rather, they complain that they are not able to engage in, or derive 
enjoyment from, the same activities as other people.  
 The monotonous content of depressive complaining takes a form that 
clearly shows the patients’ sense of emptiness and powerlessness. Whether they 
are directed at themselves or at anything else, the complaints of depressed patients 
are deployed within the parameters of an indefinite present. The future is blocked 
and the past, if it is alluded to at all, is not recollected for the latent possibilities 
that it offers to the present. The present does not actualize nor reveal the imminent 
possibilities that are on the horizon. It is only an indefinite repetition of the same 
thing. Time passes without differentiation just as the world is an extension without 
depth and the subject an opaque emptiness without dimension. 
 Can we conceive of the emptiness that is experienced by depressed patients 
as a passively suffered and inert state of deficit? This would be possible only if the 
complaints of depressed patients were not essentially self-referential and if they 
did not negate their involuntary complicity with their emptiness through the very 
expression of these negative sentiments. Depressed patients are engulfed by their 
emptiness and yet they speak about it. Unlike melancholic patients who articulate 
their feelings of guilt, depressed patients articulate their sense of shame. Depressed 
patients experience themselves as living death. They refuse to present themselves 
as a "worthless" spectacle to others. The shame of depressed patients indicates 
their continued attachment to the image that they wish they could still project. 
Their unconscious problem relates not to the superego of the moral conscience but 
to the ego ideal to which they can no longer aspire through the way that they 
appear.  
 In his discussion of melancholia, Freud (1917, p. 248) emphasized that the 
complaint is also in some way an accusation. (the "Klage" is "Anklage"). But the 
accusations expressed by depressed patients, unlike those of melancholics, are not 
directed at a specific other. The bitterness of depressed patients is undefined and it 
is directed at an anonymous misfortune that has befallen them. Depressed patients 
are resentful about the fact that they have been rendered powerless. A certain 
regret can be heard in this resentment, not for an act or for a specific event but for 
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the loss of what they have been and what they still wish they could be. The regret 
and the bitterness of depressed patients suggest that they have suffered a loss of 
what had previously sustained and could still support them in life. Is it not the vital 
force experienced in their prior life that they long for? Listening to their 
complaints one suspects that they regret not only a loss of power but also a lost 
meaning. They seem to feel that this meaning exists in an obscure region of their 
own personality. As their complaining is actively directed to an other, an appeal 
for help is implied in their complaints, even if the very possibility of obtaining help 
is denied within the demand itself. Thus, depressed patients tell their analyst--
whom they continue to see--that they cling to analysis as their last hope but that 
they no longer have any confidence in the therapy.  
 Although depressed patients find themselves detached from things, they 
view themselves as victims of unfortunate circumstances and mount a silent protest 
against the cruel fate that has beaten them down. One must not be deceived by 
their apathy. In fact, depressed patients are really only apathetic about what 
happens to others. In sthenic moments that are induced by anti-depressant 
medications, they may even report that they could walk nonchalantly past corpses. 
But depressed patients are not simply apathetic; they also experience themselves as 
such and wonder about what is happening to them. They worry and complain 
about their apathy. By thus indirectly protesting their apathetic state they express 
an incredulous and negatively formulated demand for a different existence. At the 
horizon of their consciousness, depressed patients maintain the surreal dream of an 
impossible life that could be granted to them by a being that does not actually 
exist. This other to whom they could cling in order to exist anew is completely 
indeterminate, exactly like the negative destiny that invades them. Their 
complaints thus express an unrecognized mourning for a being that could be a 
source of passion and power and who could renew their connection to life.  
 Depressed patients feel powerless, ashamed of their appearance, and 
apathetic about a world from which the meaning has been withdrawn. However, all 
these feelings co-exist with a paradoxical awareness of their state. In their self-
reflexive discourse, depressed patients maintain a negating distance towards their 
illness and harbor a secret desire to be saved. Therefore, we can not objectify 
depressive experience in terms of either its ontological structure or in terms of a 
psychiatry that views its symptoms as pure failures. Depressed patients are not 
struggling with the fundamentally human problem of being unable to signify the 
meaning of their existence or realize their desires. Their strictly self-referential 
complaint shows that they perceive their state as a purely individual loss. 
Depressed patients know that feelings have become unreal only for them. Their 
appeal for assistance is felt as being doomed from the start, not because of the 
finitude and solitude inherent to the human condition but because of the fate that 
separates them from other mortals. They feel like the living-dead and therefore 
experience everything that happens as only confirming their personal 
powerlessness.”  
 In summary, let us say that depression affects a particular dimension of the 
personality. Specifically, it affects that region where the feeling of personal power 
obtained through meaningful human activity intersects with the patient’s sense of 
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self. To that extent, depression must first be understood as a psychological process. 
Although the organic failure is partly responsible for the psychic problems, the 
status of the organic body cannot explain the psychic problems anymore than 
physiological tears can explain the phenomenon of sadness. 
 
 II. Contradictory Identifications and Manic-depressive Oscillations   
 The above suggests that depression is a pathology of the ego in which 
thymosxi, the impulsion that is oriented towards the world, deserts the patients who 
lose themselves in the process. Psychosis is the category of psychic illness that is 
typically associated with serious ego pathology. I propose that depression displays 
a different problematic of the ego that is the basis for a non-psychotic form of 
psychopathology. I have already discussed the fundamental difference between 
depression and melancholia. A delusion of grandeur in the ego situates 
melancholia at the crossroad where psychotic narcissism intersects with the 
superego's self-accusation. It is also clear and unnecessary to demonstrate that 
depression is not a form of schizophrenic psychosis. Still, both forms of 
psychopathology are illnesses disrupting the contact that patients have with the 
world and a brief comparison will help us to theoretically situate depression. 
Although both involve a disruption in contact with the world and others, the breach 
of human contact is of a completely different nature in each form of 
psychopathology. Schizophrenic patients are no longer present to the world 
because they experience a frightfully immediate openness that makes everything 
loom too close. The world can no longer be held at a distance. Contact without 
negativity excludes a personal presence. Haunted by and absorbed in their intense 
contact with things, schizophrenic patients cannot create the space of freedom that 
would allow them to enter into real contact with others. Depressed patients, on the 
other hand, maintain their egos as indifferent both to things and to others by 
imprisoning themselves in an infinite distance. In the depths of their constituted 
ego, they preserve the ability to be present to others. In fact, their essential contact 
is not broken. They remain subjects with whom one can speak a common language 
and who, moreover, can speak about themselves albeit within the monotony of 
repetitive complaint. The language of depressed patients is not fundamentally 
altered. It maintains its mediating function even in the repetitious affirmation that 
everything is meaningless. In principle, depressed patients could resume contact 
with others and participate in a meaningful life. Unlike the ego of psychotic 
patients, the ego of depressed patients preserves its constitution as a subject 
centered in itself and open to communication regulated by the universal laws of 
language. 
 What, then, is the psychic dimension of the ego that is affected in 
depression? Neither a disorder of the ego in relation to the superego, nor a disorder 
of the ego in its elementary constitution as subject, depression can only involve the 
ego in relation to its ideal. This dimension of the ego, though recognized as 
essential in analytic metapsychology, still represents a rather vague theoretical 
space. In The Ego and the Id (1923), Freud identified the superego and the ego 
ideal. In Introductory Lectures on Psychoanalysis (1916-1917), taking up a 
distinction already suggested in “On Narcissism: An Introduction” (1914), Freud 
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distinguished three functions of the superego: self-observation, moral conscience, 
and the function of being an ideal. In my view, self-observation is a specific 
function but one that is equally essential to the moral conscience and the ego ideal. 
I also believe that the ego ideal differs from the superego in the strict sense of the 
term which signifies internalization of the law that creates moral conscience. In my 
view, the ego ideal is more directly "what one projects before oneself as one’s 
ideal” (Freud, 1933, p.65), “the substitute for the lost narcissism of one’s 
childhood"(Freud, 1914, p. 94).xii Like Freud, I do not make a distinction between 
ego ideal and ideal ego. The expression "ideal ego" refers to the ego according to 
its status as a represented ideal; the term "ego ideal" designates the representation 
that the ego makes of its ideal status. The only difference is, therefore, the point of 
view from which one considers the same psychic agency. Moreover, it seems to 
me that the characteristics attributed by authors to the ideal ego pertain equally to 
the ego ideal. "It is an unconscious and narcissistic formation, and includes a 
narcissistic ideal of omnipotence that is formed by a primary identification with 
another being invested with omnipotence, that is to say, with the mother."xiii The 
ego ideal is the entire imaginary dimension of the ego that is made up of 
identifications. The ego is formed as an identified subject who appropriates the 
images of admired and loved others. Essential to the constitution of the subject, the 
ideal ego is nonetheless an ambiguous factor much like the superego in the sense 
of moral conscience. The imaginary is a largely unconscious formation which, for 
this reason, belongs to the superego in the broad sense of the term. As such, the 
imaginary is both the bio-affective density that opens upon the symbolic order and 
the ground that nourishes illusions.xiv xv Illusion is the representation of desire-as-
realized without foundation in reality. But what is reality within the order of 
desire? In any case, human beings perceive themselves from the point of view of 
their ideal ego. Let us not interpret Freud’s statement that the self-observing 
agency "constantly watches the actual ego and measures it by its ideal"(1914, p. 
95) as implying direct access to the reality of the actual ego. The reality of the ego 
is not a static or objectively measurable datum and the perception of the ego passes 
through its projected ideal. This unconscious mediating function means that any 
depreciation of the ideal has effectively humbles the regard that the ego has for 
itself. The feeling of worthlessness that is experienced by depressed patients 
follows from a de-narcissization of the ideal ego.  
   Freud's own exploration of the ego ideal was minimal except in the context 
of his work on "group psychology.” This may be one of the reasons that he did not 
recognize the distinction between depression and melancholia. Nevertheless, I 
have observed in the course of several analyses the structural link between 
depression and serious impairments in the constitution of the ego ideal. Based on 
these observations, I propose that the loss that is sustained by the ego in depression 
is the loss of the ego ideal. The consequences of this loss are psychic 
powerlessness and disturbances of the vital feelings.xvi Depression thus appears to 
be a neurotic disorder while melancholia, on the other hand, involves a loss that is 
resolved by psychotic regression.   
 In the course of psychoanalytic treatment, I have seen several patients who 
became depressed after analyzing contradictions in their representations of 
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maternal and paternal figures insofar as these formed the basis for the patients’ 
identifications. For many years they had not recognized these contradictions and 
compensated for them with an aggrandized image of their egos. The aggrandized 
self-images of these patients was sometimes the source of remarkable 
achievements but had intermittently been shaken by mortifying defeats. During the 
course of their lives, the patients oscillated between feelings of plenitude and 
feelings of defeat. The manifest oscillation expressed an internal equivocation 
between believing in their imaginary omnipotence, on the one hand, and an 
incapacity to sustain that belief, on the other, when circumstances unconsciously 
threatened to reveal the internal contradictions of these opposing poles of 
identification. Before their depressions, the mood swings of these patients were 
only the reverberations of an existential rhythm created by interior oscillations 
between the inflation and humbling of the ego ideal. The vacillating quality of 
their ego ideal arose from the split that was created by the conflict upon which it 
was formed. Two elements seemed to determine both the deep fissure in the ego 

ideal as well as its narcissistic aggrandizement. On the one hand, these patients 
repressed their negative feelings towards-- and defensively idealized--the parent of 
the same sex. Their ego ideal was thereafter based upon an imaginary 
identification with the defensively idealized figure. On the other hand, and even 
more essentially, these patients adopted their opposite sex parent as the admired 
model, the mirror, as it were, in which they preferred to recognize themselves. As 
we will see, the relationships between the parents are often complicated by 
contradictions internal to each of them. However, the defensive idealization of the 
same-sex parent and the identification with both parents places the ego ideal of 
these patients within the phantasmatic dimension of “being everything.”  
 The role that is played by the Oedipus complex in the formation of the ego 
ideal differs for men and women. Depression therefore arises through somewhat 
different pathways for each sex despite a common final pathway in which 
narcissistic regression leads to a mourning of the mother insofar as she is the first 
intensely invested object. Although clinical observation awaits further verification, 
it so far suggests that depression in women results more directly from a troubled 
relationship with the mother, whereas depression in men originates in the 
weakness of the paternal figure and the prevalence of the maternal model in 
identification. 
 I have observed that  female depressed patients elaborate a highly feminine 
ideal ego in reaction to a mother who is perceived as being petty, unfeminine, and 
domineering. These patients had great admiration for their fathers. They grow up 
trying to protect their father from a mother who displays little affection towards 
him, who views him as weak and contemptible, and who humiliates him. However, 
the daughter’s negative relationship to the mother remains for the most part 
unconscious and disguised while being compensated for by an idealization. This 
defensive idealization of the mother may even coexist with a conscious attitude of 
scorn and disappointment towards her. In any case, the daughter establishes a 
double identification that produces a highly narcissistic image of her ego 
incorporating the combined traits of the two idealized parent figures. Her 
representation of her own ideal status is thereby inordinately aggrandized while an 
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unconscious notion of "being everything" and of being capable of “doing 
everything” dominates what she expects of herself.  
 Identification with both parents is an expected outcome of all oedipal 
relations. In these cases, however, a pathological conflict weighs upon the 
unfolding of the daughter’s oedipal rivalry. The negative feelings associated with 
such rivalry provoke threats of rejection that the daughter cannot tolerate because 
she had never felt truly recognized by the mother. The daughter therefore tries to 
overcome her negative feelings and quell her fears of rejection by becoming even 
more attached to and identified with her mother. But the identification remains 
fragile because it lacks real support and because the daughter--for defensive 
purposes--narcissistically over-values the mother with whom she identifies. This is 
another reason that the attachment of the daughter to an archaic mother figure can 
not be relinquished and appropriately mourned. Quite the contrary, the quest for 
such a mother is secretly intensified, remaining active in the construction of the 
powerful ego ideal through which the daughter project herself into the future. 
Freud asserted that the work of mourning is accomplished only by internalizing the 
lost object in the process of identification. In these cases, however, a particular 
kind of mother-daughter relationship only intensifies their troubled attachment.  
The mothers in question dominate their daughters and show scorn for her 
preferences and desires. They exhude an air of maternal sacrifice but meet their 
own needs through the relationship to which they are not really present. Their 
badgering behavior hinders the development of an affectionate bond. However, 
even more, it is the daughter’s inability to obtain from such a relationship real 
support for her oedipal identification that undermines her ego ideal and 
predisposes to future depressions. 
 Depression in males can also be situated with respect to their oedipal 
dilemmas. Again, a double and contradictory identification creates the conditions 
for the depression and determines its modalities. The fathers of these patients are 
not really respected in their families and are perceived as being weak. Their 
imposing paternal presence is only a false armor that belies their inner deadness. 
Such a father can not provide sufficient support for the masculine identification of 
his son. Turning to obtain this support from the more consistent maternal image, 
the boy can project the image of a desired father onto the actual one and 
defensively idealize his disappointing father. As an extension of this over-
evaluation, further over-determined by oedipal conflicts, the son choses his sexual 
partners in a specular and therefore narcissistic manner where the female 
represents the man’s ego ideal and is aggrandized to compensate for the paternal 
failure. The man’s relationship to the narcissistically chosen female partner 
continues to bolster his ego ideal, which remains fragile because it has been 
constructed both upon and against a very weak father. When, however, the 
idealized partner betrays her weaknesses and self-doubts, demonstrating that she is 
not so exceptional after all, the disillusioned male may become depressed. In 
losing the double ideal that was sustained by the idealization of his partner, the 
man loses his own ego ideal and sinks into feelings of helplessness and 
humiliation.  
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 The analysis of these male depressed patients revealed a longing for their 
fathers that was concealed in their idealization of him. This longing did not arise in 
response to a void that was created by the actual death of their fathers. Rather, the 
void in question was created by the absence of a symbolic function that the father--
living or dead--did not fulfill. Indeed, no actual father can ever really be worthy of 
the symbolic status that he assumes for his child. However, the inevitable gap 
between the symbolic and the real should not be misunderstood. A father’s 
behavior can be inconsistent with the symbolic function that is invested in him by 
his familial and cultural positions. The discrepancy between his actual behavior 
and his symbolic function creates a troubled attachment and a nostalgic yearning 
for a father that prolongs the child's desire to acquire the unavailable support from 
other relationships. This desire is further exacerbated by the regressive 
reinforcement of the attachment to the mother, which results from the 
unavailability of the paternal double for forming the ego ideal through a mirroring 
process. Thus, a quest for the archaic mother--a being that in some ways is always 
lost--also dominates the unconscious content of depression in men. However, it 
seems to me that with male depressed patients the nostalgic turning back towards 
the mother follows the inability to mourn the father. Is this not what one observes 
with the painter Haitzmann whose depression was to some extent elucidated by 
Freud (1923)? 
 Unable to successfully mourn the loss of his father and overwhelmed by his 
ongoing grief, Haitzman first turned to the devil as a substitute father figure, albeit 
one whom he imagined as being both male and female. Eventually, Haitzman took 
comfort and found consistency within the maternal bosom of a community.  
 To illustrate these theoretical conceptions, I will report on one of the 
psychoanalytic treatments that led to their formulation. Although my presentation 
will be somwhat detailed, I will touch on only the essential points due to 
limitations imposed by space as well as confidentiality. A young woman, whom I 
will call Michelle, sought psychoanalysis to obtain relief from a long standing 
phobic neurosis xvii when it was exacerbated by events that occurred between her 
and her boss. An albeit unconsumated yet sexually charged rapport had developed 
that was stimulated, according to Michelle, by her bosses seductive proposals and 
flirtatious behaviors. When, however, he made a brusque and impudent “pass”xviii 
at her, she became indignant. Michelle broke off all relations but was soon 
thereafter overwhelmed by an exacerbation of her phobic neurosis that 
significantly impeded her professional and social life and led her to seek treatment. 
After sixteen months of psychoanalytic treatment, her panic and agoraphobicxix 
symptoms abated and Michelle experienced a serious depressive episode. Michelle 
emerged from the depression after several weeks of analysis combined with 
psychopharmacological treatment. The latter was administered by a psychiatrist 
willing to be limited to this function without interfering in the analysis. This 
paradigmatic case provides a clear picture of the problem of contradictory 
identifications and illustrates the complex neurotic structure of a major depression. 
The kind of data that can be obtained from psychoanalytic treatment shows that the 
common conceptions of “reactive depression” and of “neurosis as a defense 
against depression” are only superficial schematizations.  
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 For the sake of brevity I will omit the uncovering process of the analysis 
and elaborate only the significant elements that arose from it. Michelle's father was 
a very prestigious man. Starting a few years after his marriage to Michelle’s 
mother, however, he became increasingly involved in alcoholic debauchery and his 
status progressively declined. During the early years of her life, he took young 
Michelle to sleazy bars. Her parents later separated for several years only to 
reconcile and reunite for some months when Michelle was 13 years old. To 
Michelle, their reconciliation was a public disgrace made even worse by the fact 
that they conceived another child during this time. Their reunion was short lived. 
Michelle’s father gradually resumed his descent into a state of moral and material 
poverty. For all her scorn, Michelle was actually quite concerned about her father’s 
well-being. She tried to help by giving him small amounts of money and some 
clothing. Inspired by her passionate readings of Dostoyevsky, Michelle fantasized, 
from adolescence onward, that she might be the one to save him. The indignation 
and shame that she felt notwithstanding, Michelle remained strongly attached to 
her father in both an object-related and in an identificatory mode of investment. As 
a little girl, Michelle wanted to be like her father. She tried to assume his gestures, 
imitate his deep voice and wished to be his son. She pronounced and even wrote 
her first name in its masculine form. She admired the success of her father’s 
brilliant career, his extravagant generosity, his intelligence, social prestige and 
broad network of friends. From early on, she envisioned a career in a free 
profession xx, and decided to suppress any feminine desires that could be obstacles 
to her success. In fact, she held in contempt everything that seemed to her to 
characterize the life of a woman, e.g., mundane relationships, dresses, make-up, 
maternity. There were also many indications of an object-related mode of 
attachment incorporating the so-called positive oedipal complex. Michelle was 
prone to ardent infatuations with older men whom she spontaneously tried to 
seduce. The oedipal transference included both seduction fantasies as well as some 
attempts to actually seduce the analyst. In the course of her analysis, Michelle was 
also haunted by powerful intrusive thoughts involving incestuous gestures toward 
her younger brother. As we will see, incestuous fantasies toward her father 
unconsciously over-determined Michelle’s phobic and panic symptoms. It will be 
recalled that those symptoms emerged after her boss had attempted to fondle her 
breast. The analysis revealed that her boss had thereby unknowingly repeated a 
behavior of her father that had occurred when Michelle was 13 years old.  
 Michelle’s relationship to her mother was also highly ambivalent in both 
the object-related and identificatory modes of attachment. When she was young, 
Michelle despised her mother and felt ashamed when someone remarked on the 
resemblance between them. She was again embarrassed at puberty when her voice 
changed to a tone that was more like that of her mother. It was only when friends 
commented that her mother was such a beautiful and “eternally youthful” woman 
that Michelle began to value her. Although Michelle for the most part chose her 
father rather than her mother as a model, she nevertheless unconsciously 
appropriated several of her mother's neurotic traits through partial and typically 
hysterical identifications. These included theatrical crises of anxiety, 
psychosomatic pains and compulsive fears of vomiting. Michelle also appropriated 
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the aspirations that her mother had for her: to be a professional success and 
expunge the shame of being the child of her depraved father while playing the role 
with men of a desired but distant “ice queen.” In apparent contradiction to 
Michelle’s explicit rejection of her mother as a model, the internalization of these 
maternal standards and strivings suggest the formation of a maternal superego. The 
prohibitive authority of her mother was also evoked by the ferocious jealousy and 
savage aggressivity that Michelle displayed towards her little sister and towards 
other children. This, in turn, reinforced the formation of a superego that was also 
evident in the self-effacing culpability which Michelle tended to exhibit in her 
relations to others. However, the culpability in question was not a predominant 
factor in Michelle’s depression. The themes of Michelle’s self-reproach always 
revolved around her “spitefulness” which, she believed, had caused her mother to 
emotionally “abandon” her. Michelle’s so-called “spitefulness” actually arose from 
her resentment at having never felt loved by her mother but caused her in turn to 
feel unworthy of that love and even more certain of losing it. Above all, Michelle’s 
spiteful feelings were not consistent with her self-idealization. Her suffering 
derived more from feeling profoundly ashamed of herself than from a sense of 
culpability. Michelle’s identification with both of her parents created conflicts 
about sexual identity and personal development. These aspects of her personality 
were further complicated by a secret identification with the corrupt behavior of her 
father. In contradiction to her conscious project of saving and restoring the honor 
of her father, Michelle simultaneously harbored an image of her father as a kind of 
anti-model whose prestige unconsciously encouraged her to emulate him. By 
virtue of both the maternal law that she had internalized, as well as her own 
admiration for the prestigious father of her childhood, Michelle had repressed the 
seductive allure of her father's libertine life. That life had ruined his health, his 
career, and his social prestige. But, within the unconscious, Michelle felt the 
attraction of a father figure whose "loose" life had shattered her restricted world of 
artificial and bourgeois values. She dreamt of wild sexual adventures, of freedom 
without limit. In this way, Michelle progressively discovered that her phobic 
neurosis was a provisional compromise-solution incorporating these contradictory 
identifications. Underlying her panic and agoraphobic symptoms was a fear of 
being overwhelmed and debilitated by a sudden illness, possibly even losing 
consciousness and getting help from no one. She would see herself becoming sick 
at a party or in the street where she would be surrounded by hostile, ridiculing, 
triumphant faces. Michelle’s fear of this humiliating isolation led to an almost-
paranoid perception of universal hostility. The truth was that her dread of 
becoming ill concealed yet another fear, namely, a fear that she would make a 
scandalous scene. This deeper fear in turn concealed a powerful wish to throw 
herself at men, to unzip their pants and take their penises in her hand, an offense 
both highly exciting and mortally humiliating. It should also be noted that Michelle 
was always most attracted to small, older men who, in that regard, resembled her 
father. To that extent, the representations involved in her fears of making a 
scandalous scene also seem to have been nourished by incestuous fantasies.  
  Soon after the disappearance of her panic/agoraphobic symptoms, 
Michelle experienced a massive depression. It is instructive to compare Michelle’s 
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experience of her body during the phobic and the depressive phases of her illness. 
During the phobic phase, Michelle was afraid to be in a group. When she wished 
that she could escape from a gathering, her anxiously trembling legs felt like they 
would not hold her up. In the depressive phase, on the other hand, Michelle’s 
entire body was filled with an oppressive heaviness. Imploding in a pain that 
consumed her limbs, stomach, and heart, her body no longer obeyed her will. In 
both the phobic and the depressive phases, there was an experience of isolation and 
aloneness. In the panic/agoraphobic phase, Michelle felt alone because her phobic 
avoidance created a state of defensive isolation. The aloneness that she 
experienced during the depressive phase, on the other hand, was created by a kind 
of collapse into herself in which Michelle felt like she was nothing. Incapable of 
initiating a meaningful action, she had ceased to live from her own desires.  
 Clearly, the analysis--in revealing and deconstructing her partial and 
contradictory identifications--had dispossessed Michelle of herself. But, why did 
this plunge Michelle into depression instead of freeing her to pursue her own 
desires? The analysis had transformed the representations of Michelle’s phobia 
into expressions of its hidden truth. Why, then, did this apparent success not lead 
to progress in her therapy? This enigma can only be resolved by a deeper analysis 
of the connection between depressive disenchantment and the narcissistic reversal 
that is produced by the dissolution of the ego ideal.  
         III. Omnipotence and Powerlessness  
   We must understand not only how the collapse of the ego ideal creates an 
emptiness resulting from a sense that one has become nothing, but also how that 
emptiness is filled with a painful feeling of being powerless. Powerlessness, a 
prominent theme of depressive complaint, is not explained by the fact that life and 
the world have lost their meaning. Let us not be misled by the apparent similarity 
between depression and bereavement. In bereavement, the reappearance of 
someone who no longer exists could restore the lost meaning of the world because 
the disappearance of a loved person is what has drained life of its meaning. In 
depression, on the other hand, the meaning or non-meaning of the world depends 
upon the power or the powerlessness of the ego. 
  I have already discussed the particular kind of regret that is expressed in the 
complaints of depresssed patients. In their regret, they express an implicit belief 
that their lives would have been completely different but for the occurrence of a 
critical event. The generality of such regret evokes an ecstatic lightness that stands 
in opposition to the otherwise prevailing affective heaviness. In this dreamy 
quality of depressive regret, one hears an echo of the manic slope conserved at the 
center of the depression. Depressed patients can, for long periods of time, remain 
absorbed in unutterable dreams the themes of which are unconscious, as if their 
depths are open to infinite and unknown horizons. Depressed patients experience 
hypomanic exaltation and traces of it remain present in their depression. In contrast 
to patients who experience the melancholia-mania polarity, the oscillation in mood 
of depressed patients does not seem to represent a conflicted aggressive triumph 
over an internalized sense of being dead. In my view, depressed patients directly 
express in these hypomanic moments the belief in their own imaginary 
omnipotence that is inherent to their narcissistic ego ideal. Their belief in personal 
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omnipotence both precedes and remains a part of their depression, and follows 
from the kind of identification that I have noted as possibly predisposing to the 
depressive collapse.  
   It is widely recognized that oedipal identifications that incorporate both 
parents can give rise to ideas of grandeur. For Szondi, such double identifications 
are the very basis of megalomania (1956, p. 262). Unlimited in their sexual 
identifications, patients who have double identifications of which they are 
unconscious view themselves as being and having everything. Efforts by the 
clinician to evoke the reality principle, to confront these patients with their 
indisputable limitations remain abstract and ineffective until the patients are able to 
restructure themselves by profoundly assuming their own finitude. One cannot 
impose a sense of limits by an appeal to objective reason without first confronting 
the phantasmagoric illusion of unlimitedness that is produced by the double 
identification. This is particularly evident when such unlimitedness culminates in 
paranoia where the imaginary, in effect, is confounded with the real. In neurosis, 
on the other hand, the imaginary can be superimposed and transform the real but 
cannot fundamentally abolish it.  
 The case of Michelle illustrates that the double identification contains an 
intense narcissism of omnipotence which serves as a prelude to the depressive 
experience of powerlessness. Michelle's narcissism found support from many 
sources. Flattered for her charm, her exceptional intelligence and her extensive 
cultural knowledge, she had always felt superior. However, her narcissism was 
also unconsciously fed by a masculine identification allied to a fine cultivation of 
femininity. Initially, she almost consciously set out to personally appropriate the 
combined prestige of both of her parents. Michelle also maintained this double 
position in the unconscious representations that were associated with her 
erythrophobic panic/agoraphobic symptoms: she imagined herself in the image of 
her father as an omnipotent seductress.  
    In the course of her analysis, Michelle also recalled old dreams and 
fantasies of being omnipotent. Significantly, she remembered the most self-
aggrandizing of these fantasies just before the onset of her depression. After the 
depression, these old dreams returned and became an even more explicit theme of 
her analytic work. Two examples will suffice to clearly illustrate Michelle’s 
childlike fantasies of omnipotence.  
  For some years, Michelle had delighted in imagining that she possessed a 
little gadget that allowed her to fly while steering her self by the turn of a screw. In 
her fantasy, she flew over the luxurious family home, the street, and the entire 
neighborhood. With increasing frequency, however, the imagined flight would end 
when she plummeted to the street.   
 The other example occurred as Michelle approached nine years of age. 
When she was exposed to the concept of “God the Creator,” Michelle pictured 
herself in the role of the deity and imagined with intense pleasure that everything 
around her was the emanation of her creative imagination. Here, again, Michelle’s 
exaltation increasingly ended with a fall into anxiety and a gloomy feeling of 
desolate loneliness. For hours at a time Michelle would not speak while imagining 
that she was all alone in a chimerical world where even the responses of other 
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people were vain echoes of her own phantasy. Was this, as Michelle herself feared, 
a case of schizoid autism? There is no justification for such a diagnosis. Michelle 
identified with an omnipotent God only to subsequently find herself alone and 
lacking support in her position of goddess. Freed in her flight from all constraints, 
she felt omnipotent; but free as well of all support, she collapsed into a void. These 
waking-dream representations adequately illustrate the exaltation of imaginary 
omnipotence. Because such imaginary omnipotence lacks sufficient narcissistic 
autonomy, it tends to reverse into its opposite: depressive powerlessness and 
isolation.  
  A sense of narcissitic affinity had also influenced Michelle’s choice of a 
husband. Originally, she had planned to remain single and to obtain satisfaction 
from professional success. While she was still young, however, she married a man 
who fascinated her with his intellectual powers and with whom she felt in deep 
agreement on both ideas and matters of taste She had dreamed of an exceptional 
marriage with "sublime" values in which sexuality would have a secondary 
position. Shortly after their marriage, Michelle’s husband experienced an 
unexpected illness that at first reinforced but soon thereafter undermined her sense 
of personal power.  
 An episode that occurred in the transference precipitated a depression and 
demonstrated the fragility of Michelle's security. A short time after the complete 
disappearance of the panic with agoraphobia, Michelle saw me in the audience of a 
conference. Suddenly she perceived me as small, gaunt, and old with death already 
etched into my face. Close to panic, she wanted to scream but did not want to 
make a scene. Michelle’s trust in me was seriously shaken as a result of this 
experience. She acknowledged that I had led her through the successful analysis of 
her phobia but now reproached me for being only "a cold technician." With 
difficulty, I had been successful in avoiding the traps she had on occasion 
deliberately set for me but now she believed that I would never have the strength to 
successfully complete the analysis. My real weakness had become all too apparent 
at the conference where I was already shadowed by death. This disenchantment 
that she experienced in the transference spontaneously revived a painful memory. 
Michelle recalled being eight years old and tenderly hugging her grandmother, 
only to be suddenly sickened by the sense that she was taking a barely intact, 
nearly skeletal body into her arms. Seeing the old woman’s pale emaciated face, 
she anxiously exclaimed: “But grandma, you are not going to die are you!” A 
similar disenchantment occurred when Michelle received a visit during the 
analysis from her mother. During her stay, Michelle was struck by her mother’s 
indifference towards the young couple and by her artful hostility towards their 
child. The "hysterical" crises of suffocation and tachycardia that her mother 
displayed during her stay further underscored that she could not be of any help to 
Michelle.  
  Do these past and present scenarios of mort-ifying disenchantment suggest 
the dynamic of a repressed, unconscious death wish?  If this were the case, my 
theory of depression would approximate the theoretical model of melancholia. 
However, no association, or any indication of culpability supports the 
interpretation of an unconscious death wish. On the contrary, these scenarios 
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involve narcissistic anxiety. Having projected her representations of immortal 
omnipotence onto certain persons, Michelle was rudely awakened by the 
realization that these others were actually vulnerable beings. An insidious death 
surprised her in the mirror figures with which she had identified. A tendency 
towards hysterical identification that was already noted during the course of the 
analysis took on its true meaning at this time. Michelle had always accepted her 
mother's lies about her age as if she really believed them: she had always actually 
perceived her mother as younger than she really was. At this point, Michelle 
realized that her mother was and effectively appeared much closer to death than 
she had imagined. In her mother's anxiety attacks, the hideous reality of death was 
expressed in hysterical simulations. In the strong sense of the term, these 
realizations were a mortification (translator’s emphasis) of Michelle’s narcissism. 
Now she not only felt abandoned and alone without any possibility of obtaining 
assistance. More profoundly, she also anticipated that she would herself be stricken 
by the deferred death that she discovered in those whom she imaginarily endowed 
with immortal power. At that point, Michelle recalled that several months earlier, 
she had been quite overwhelmed and upset on her birthday. This particular 
birthday had taken on the mythical signification of an entry into old age. She 
shivered at the idea of having not yet realized any of the grandiose projects that she 
had wished to accomplish before reaching such a "ripe age."  
 Depression is here revealed as the collapse of an imaginary omnipotence 
that had been sustained by Michelle's narcissistic identifications. The narcissism of 
being everything and of being capable of doing everything was transposed to other 
persons: husband, grandmother, mother, analyst; and that narcissism was 
nourished by the projections that it had engendered.xxi Having brought about the 
deconstruction of the primary identifications, the analysis had already undermined 
the imaginary omnipotence at the base of this narcissism. The idealization of loved 
ones through a narcissistic exchange then ceased before the consciousness of their 
mortality. At that moment, through a similar process of mirror identification, 
Michelle internalized their death. The onset of the depression was then announced 
by an intense anxiety concerning old age and death. Eventually, the anxiety 
disappeared, leaving only the indifferent emptiness of an already internalized 
death. Michelle ceased the exhausting struggle to sustain a sense of life. Lacking 
an ideal image that she could oppose to death, she felt only its terrible heaviness. 
All of life--sexual pleasure, appetite, and capacity for work--was taken away from 
her. For Michelle, all that was left was a body detached from life, a body that 
painfully weighed her down and gave to her psychic death the appearance of a 
mortal illness. Do these descriptions suggest the work of mourning? As I will 
explicate in my concluding remarks, it is precisely at this moment of the 
depression that the work of mourning is not occurring (translator’s emphasis). 
Mourning is arrested by identification with the other whose anticipated death 
undermines the imaginary omnipotence of the depressed patient.  
 One would expect that the castration complex might be as integral to 
depression as it is to all other types of neuroses. After the delivery of her first 
child, Michelle experienced her first depression. Lasting for two months, the 
depression was both reinforced and socially excused by medical difficulties. The 
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fact was that Michelle felt empty after a pregnancy that had filled her with an 
elating feeling of corporeal plenitude. In addition to presenting an obstacle to her 
professional ambitions, the arrival of her child signified to Michelle that she was 
entering old age. In the course of her analysis, Michelle was filled with shame by 
compulsive thoughts of throwing one of her children out a window. The delivery 
of her child represented an imaginary castration of which her child’s presence was 
the permanent sign. Michelle’s phantasmagoric phallicism first appeared through a 
dream that occurred late in the analysis. She dreamt of a pregnant woman whose 
child was glued in the form of a candle to the outside of her skin. A recurrent 
nightmare of her childhood further illustrates her castration anxiety. Michelle 
dreamed of a white, smooth surface that started to move and form menacing-
looking points that stood on end. At this point, the image--which till then had been 
a pleasant one--became increasingly disquieting. The moment of the most acute 
anxiety was when the image formed into a shadowy chasm. Then, the image at 
first called to mind the buttocks of a small child but differed for lack of a real 
cleavage between the cheeks. Michelle’s next association to this hollow was to her 
own sexual organ which she found repulsive. During sexual relations she would go 
so far as to eliminate any visual representation of her vagina, focusing all of her 
awareness on the tactile sensation of moist heat. Let us also here recall that one of 
the hidden meanings involved in Michelle’s erythrophobia was that of grabbing 
men's penises. Does this not suggest an attempt to appropriate this sign of power of 
which she knows she is in reality deprived, thereby refusing that frustration at an 
imaginary level? The depressive sense of powerlessness was thus intensified by 
the representation of a castration that had never been accepted. But, the depression 
cannot be reduced to this issue. The imaginary phallicism of this woman was itself 
the effect of an unresolved oedipal identification that fed her imaginary 
omnipotence. Her sense of omnipotence was safeguarded in the phobia and 
continued to be nourished by favorable circumstances. However, by dissolving the 
identifications of which she was completely unaware, the analysis of the phobia 
undermined Michelle's imaginary omnipotence. Having identified with 
narcissistically aggrandized others, she now found herself identified with their 
descent into death.  
 In depression, therefore, the ideal personality comes undone and patients 
fall back on themselves in a collapsed narcissism. This loss of identificatory 
support could in some way be called mourning but only by analogy. The 
indifferent solitude of depression plays itself out in an internal scene. Real 
mourning, on the other hand, tears people away from living others and from 
themselves. It imprisons the mourner with the precious being who is no longer in 
this world. One could conclude that, if a real mourning eventually insinuates into 
depression, it is because that mourning unsettles the fragile constructions of 
narcissistic identifications.    
                     IV. Longing for a Fusive Attachment to the Lost Mother  
 In a certain sense, an actual unresolved mourning appears at the core of 
depression: a mourning of the mother as the first powerfully invested object. 
Experience demonstrates that depression, having come about by means of the 
processes analyzed above, progressively unfolds in a nostalgic regression towards 
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clinging attachment to a mother figure.xxii The emptiness and powerlessness that 
subjects experience in being depressed drive them back toward the original and 
primary bond, the impossibility of which they are then forced to confront. One 
could try to shed light on this regressive turn by supposing that an intense original 
fixation to the mother had occurred; but, when does this not occur? One could also 
speculate that a disturbance in the original attachment unconsciously reinforced a 
desperate and, therefore, more profoundly repressed and ambivalent mode of 
fusive-attachment. Often times, it seems as if something along these lines has 
actually occurred. On the basis of data obtained through analytic treatment, 
however, all that is certain and verifiable is that depression demonstrates a 
regressive return to a bond for which the subject has not completed the work of 
mourning. Again, I refer to some data from Michelle's analysis. Turning my 
attention to the development of her relationship to her husband will reveal the 
entire regressive process.  
  Michelle married her husband because of a narcissistic affinity. After 
several months of "sublime" enchantment, his sudden illness compelled Michelle 
to play the role of omnipotent mother in relation to an ailing husband. The 
exacerbation of Michelle’s erythrophobia then reversed the relationship: she 
became entirely dependent on a husband who was at once father and mother to her. 
At the time of her suicidal or her infanticidal ideas, she literally clung to her 
husband in bed. Hoping that this would prevent her from jumping out of the 
window, Michelle held him tightly pressed against her. In so doing, she 
experienced an intensely pleasurable sense of "fusion"; a pleasure that was 
sometimes mixed with anxiety due to a sense that she was being “cut adrift” or 
“losing herself” as in certain moments of erotic passion. During the depression, in 
spite of her rancor at his cold technique, she stated that she clung in the same 
manner to the analyst as her only hope.  
 Now focused progressively on her mother, Michelle’s desire to take refuge 
and find protection now became even more intense. In the context of this 
heightened desire, Michelle came to the bitter realization that she had always felt 
abandoned by her mother. She felt deeply sorry about the fact that--having been 
put in the role of confidant from very early on—she had never been simply her 
mother's “little girl”.  
 The depression ended in a phenomenon of depersonalization. The analysis 
showed that this phenomenon contained the final regressive attachment. For many 
days, Michelle suffered from what she called an “echolalia.” When she spoke or 
thought, she heard her words and ideas spoken by another person in a high pitched 
voice. Michelle became intensely anxious that she might be "going crazy” because 
the sounds did not seem to be produced from her throat, and the thoughts came as 
if from outside of her. Afraid to hear her voice coming from someone else, 
Michelle remained silent as much as possible. It was soon revealed that the strange 
voice from which her thoughts and words seemed to emanate was that of her 
mother. Michelle recalled that, although she had tried to adopt the voice of her 
father, her actual voice was like that of her mother. The echoing voice provoked 
childhood memories of her mother's reproaches for her "spitefulness." A sense of 
culpability was manifest in Michelle’s perception of this voice. In her past, it was 
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this voice that was internalized to create her conscience. Now, by regression, it 
was again situated outside of her. However, Michelle went beyond this accusatory 
voice, back towards very old memories that were appeals to the maternal presence. 
She remembered, for example, her first days of school: for hours she "clung" to the 
railing of the school crying until she heard the voice of her mother who came to 
find her. At the core of the depression, in the “echolalia,” she likewise experienced 
herself as entirely suspended in an unfulfillable yearning for maternal love. The 
echolalia in this case did not imply psychotic depersonalization. Michelle’s self-
estrangement occurred not because of an identification in which she substituted her 
mother for herself but rather because of a return under duress to the resonant space 
of the maternal presence.  
  The analysis of the echolalia left Michelle with a calm feeling of emptiness 
and solitude that she described in an objective manner without complaint. She 
regained some sexual desire, presented herself afresh, well clothed, and coifed. She 
aspired to reinvest in a professional career as well as in new or renewed 
friendships. Manifestly, this (translator’s emphasis) feeling of emptiness no longer 
contained depression. Michelle's comments about the illusions from which she 
finally disengaged herself led me to think that the emptiness that she now 
experienced was the affective resonance of a deprivation that had been endured 
and accepted. Her desire to live, to love, or to realize herself through a career was 
no longer diminished. The resigned acceptance of constraints and recognized limits 
does not stifle the renewed pulsation of desire. Eventually, Michelle related this 
feeling of emptiness to a sense of strangeness that she experienced in herself. This 
is generally where healing takes place toward the end of an analysis. While being 
subjugated by the inexplicable forces that plague them in a neurosis, patients are in 
an unconsciously maintained complicity with the conflicting division within them 
because it is familiar and because an important part of their libido is invested in it. 
The analytic cure dispossesses the analysands of their prior self-perception. In 
addition, Michelle had to mourn her mother who, toward the end of the depression, 
became the center of the world from which Michelle felt excluded.  
 Let us more closely examine the problem of the bond to the mother 
inasmuch as important theories of depression accord to it a major significance. 
Abraham and Freud insist on the central importance of oral fixation both in 
depression as well as in mania. They, thereby, focus on the problem of the 
primordial search for the mother. Szondi failed to meaningfully distinguish 
depression and melancholia but developed and illustrated the thesis that depression 
is caused by a perturbation within the vector of "contact.” For Szondi, as for 
numerous other analysts, "the original prototype of the drive for contact is the 
sequence of movements by which the newborn searches for the maternal breast...In 
brief: the oral stage. For the entire course of life, the maternal breast remains the 
original object of all drive-quests and all attachment" (1960, p. 175).  As 
Michelle’s analytic treatment demonstrates, the problem of attachment to the 
mother does, in fact, play an observable, central role in depression. Specifically, 
the distress that accompanies the depression arouses an intense desire to swallow 
up the very life of the mother. The veiled fury of this thirst even evokes the 
original Greek sense of the term "mania."xxiii  
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 Difficult questions now arise and their elucidation is essential to an 
understanding of depression. Is the fusive attachment that we observe the 
fundamental and determining factor in depression? This is the contention of the 
authors who insist on oral fixation. But, how is one to understand this fixation? Is 
it, as adherents of abandonism (Laplanche & Pontalis, 1970, p. 270) believe, the 
effect of a bond that was always troubled? In my view, an explanation that invokes 
a real disturbance in the child-mother bond gives too much weight to unverifiable 
circumstances. We cannot eliminate the inverse hypothesis that an intense oral 
fixation is what made the attachment unhappy and fostered the feeling of being 
abandoned.   
 Another difficulty is the reconciliation of two seemingly contradictory facts 
that are observed in Michelle's depression. On the one hand, Michelle internalized 
the imaginary death of the mother and, on the other, she attaches to the mother as 
if she has the power to restore life. An analogous ambiguity can be noted in the 
mourner who is also completely invested in the one who has been lost to death. 
However, there is only a formal similarity between the two phenomena. In the 
depressive mode of fusive attachment, the mother is clearly the living being toward 
which a weakened desire returns. In fact, the processes of identification with 
imaginary death and of nostalgic, regressive attachment are sequential processes. 
Dissolution of the narcissistic identification with the idealized mother leads to the 
internalization of her imaginary death. The patient’s feelings of powerlessness and 
the demystification of the ideally-aggrandized maternal figure provoke a 
regression toward the bond to the mother as the first object who is prior to the 
distinction between object relation and relationships of identification. The thirst 
(Suchtigkeit) for nostalgic return corresponds to oral introjection, the primary 
identification, which is realized in a mode of relation in which no differentiation 
has as of yet been made.  
 I can now respond to our original questions. Rather than determining 
depression, oral fixation clearly seems to be a regressive attempt to fill the 
emptiness that is created by the death of the ego ideal. The depressed patient’s 
experience of abandonment is explained neither by the circumstances of a 
disturbed primary attachment nor by the insatiable thirst of an original oral 
fixation. It results after the fact from the regression towards an impossible mode of 
attachment. Indeed, the regression is not a simple return to a past stage. The 
regression carries with it the disappointment that it strives to surpass. The death 
experienced in depression excites the hope for a source of life and love. The 
regressive contact is, consequently, unhappy, ambivalent, and characterized by 
abandonment because it is fed by a desire that has been totally deprived and 
exacerbated. I am also convinced that the disturbance of the vector of contact that 
one observes is not the expression of a basic structure but the effect of a regressive 
process that runs its course. Moreover, I was able to establish in the case studied 
that the work of mourning for the mother begins in this final phase of depression.  
 The memories and the actual conflicts that occurred in a problematic bond 
can and do burden the process of mourning. Without doubt, they are always partly 
responsible for the troubling fusive-attachment. The desire that is fostered by these 
conflicts is intensified by the cultural signifier of “mother,” which supports the 
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idea that every one is entitled to receive maternal love. The disturbed fusive-
attachment can go so far as to entail unconscious submission to the mother's 
destructive will. The sthenic negativism that depressed patients can use to resist 
therapy is in large part the internal assimilation of the negative domination of such 
a mother. Although the patients resist the mother’s negative domination, they are 
in unconscious complicity with it. The disturbance of the attachment may then be 
expressed in suicidal ideas that intrude in the form of a compulsive, abstract 
project, neutralized as a phantasy. The meaning of the suicidal ideation is revealed 
by its correspondence to either of the two poles of the troubled attachment. In 
moments of calm, these patients dream of a suicide that is as reconciled and soft as 
a peaceful sleep. When a disappointment stirs up old wounds, however, their 
thoughts turn angry and they embrace suicide as the resentful obliteration of a life 
that has no meaning. The interpretation--undoubtedly inspired by the model of 
melancholy--that suicide is always a homicide turned against oneself is an 
interpretation that addresses only one side of the polarity in question. Even in the 
unhappy suicide, the secret intention is not so much to destroy oneself by 
substituting oneself for the other but, rather, to accomplish the injunction to "drop 
dead" that was signified by the maternal rejection. 
 
  The desire for an attachment that cannot be fulfilled ultimately leads to the 
mourning of the mother. How then is the work of mourning the mother completed? 
Observations gleaned from the analysis of Michelle have been confirmed by other 
cases. They suggest that psychic forces detach themselves from the object when an 
intensification of the investment causes the unreality of the object to be perceived 
with even greater acuity. Here, undoubtedly, we witness the same obscure 
phenomenon that is manifest in normal mourning. Indeed, according to Freud, the 
lost object is never completely abandoned: the loss is only accepted if the object 
relation is transformed through identification. Sometimes, the outcome of analysis 
does, in fact, reveal some signs of this process. However, the analyst is first of all 
witness to reports of neurosis which speak longer and more loudly than its 
resolution.  
          IV. Symptoms, "Precipitating Events" and the Work of Mourning in   
             Depression  
  
 In light of the above analysis, can one understand the symptoms of 
depression by an appeal to causes that are fundamentally very different from those 
symptoms? I have interpreted depression in terms of pathology of the ego in the 
narcissistic dimension of its ideal. To that extent, I oppose an explanation of its 
symptoms by an organic disorder of the vital feelings. I also oppose a conception 
that inter-relates the symptoms of depression using a phenomenology of being-in-
the-world. It is true that the arrest of lived time, the loss of contact and the death of 
desire are all symptoms that can be described as deficient modes of presence to the 
world. However, phenomenology is only interested in the manifest appearance of 
depression and the description that it can provide thus remains a negative one. 
Phenomenology can not capture the unconscious history of depression and the 
psychic work that is entailed in its development. Only psychoanalysis is in a 
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position to reveal the missing meanings, the dynamic configurations, and the 
economic functions of the manifest symptoms. These three points of view tend to 
confirm one another.xxiv  
  It seems to me that many of the typical features of depression as well as 
many of the events by which it is “triggered” assume their full meaning when they 
are considered in relation to the hidden conflict that generates them: an 
exaggerated narcissism of the ego ideal which tries to embellish identifications on 
the verge of disappearing. Precipitating events such as romantic disappointment, 
professional failure, bodily injury, financial loss, all constitute narcissistic wounds 
that profoundly unsettle an idealized image of oneself when it is sustained by an 
idealization that lacks real support. The constant tendency of depressed patients to 
compare themselves to other people also illustrates a preoccupation with ideal 
stature and shows that their pathology is founded in the mirror relationship. 
Problems of pleasure and guilt are not what they are preoccupied with. Rather, 
they are fundamentally concerned with seeing themselves as living up to an 
exalted ideal and being confirmed in their powers by others.                                         
  
 We know that a change in residence frequently precipitates depression 
(Kuhn, 1973) and that the multiple uprootings of modern life seem to increase its 
prevalence (Rome, 1973). These circumstances first involve the rupture of ties in 
which one receives the social recognition that is a prevalent preoccupation among 
depressed patients. More essentially, they signify a loss of anchorage, the 
unconscious symbolic importance of which is well known. Do these facts not 
clearly touch on the two dimensions of depression brought to light by our analysis?  
 In my view, the disturbance of the vital feelings is not the core of 
depression. Rather, I interpret the vital disturbance as an observable effect of the 
loss of the ego ideal. In phenomenological terms, I would say that the world is 
drained of its meaning and withdraws to an infinite distance because it is no longer 
sustained by a primordial belief (Urglaube).xxv Primordial belief is what makes the 
world appear as a field of significations and projects. From a psychoanalytic point 
of view, the primordial belief emanates from the subject insofar as it is constituted 
by the processes of identifications. Primordial belief in the world is thus mediated 
by the presence of others. However, this presence is only effective when it enters 
into the very constitution of the subject by being internalized in the ego ideal. The 
primordial belief in the world collapses with the destruction of the ego ideal. 
Nevertheless, depression is not a psychosis because the real world subsists as the 
indifferent reality from which the imaginary affects are withdrawn. The primordial 
belief is no longer present to give meaning to reality. Time is arrested in a plaintive 
repetition because there is no belief that opens the possibilities of the future. The 
collapse of the internal tension between the ego and the ideal causes the ego to fall 
back upon itself again, to the point of no longer being able to invest emotionally in 
the world. In the literal sense of the term, the ego is preoccupied with its imaginary 
death.  
 This same kind of preoccupation with self and loss of primordial belief 
indispose the subject towards the “letting go” of self that is required for falling 
asleep, a fact that is shown by depressive insomnias. Notwithstanding the fact that 
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sleep comes about precisely by withdrawing investments, the structures of 
depression and of sleep are inherently incompatible. In order to fall asleep, one 
must withdraw one’s investments of concern. In being depressed, on the other 
hand, it is a matter of withdawing archaic libidinal investments. Sleep is a libidinal 
investment both of oneself and of the representation of the world formed by the 
libido in its infantile stage. “Falling” asleep requires that the self be surrendered 
and that it be disposed towards a kind of withdrawal into itself. However, the self 
is not a solipsistic center. It can therefore only accompish a withdrawl into itself by 
letting itself be receptively welcomed by the other and by the world which 
ultimately signify the maternal paradigm. Many analysts have recognized a 
similarity between sleep and mania (Lewin, 1950, pp. 82-101), viewing sleep as an 
innocent mania in which the ego finds itself in fusion with the superego. However, 
the same innocence of sleep shows that the aspect of the superego aspect that is in 
question is not really the same in each case. In true mania, the superego is an 
introjected judicatory force, the same force that persecutes the ego in melancholia. 
Unlike the melancholic, however, the manic subject gains a quasi-homicidal 
victory over the super-ego while exhausting itself in this mortal struggle. In sleep, 
on the contrary, the other who is introjected as a superego appears as the maternal 
figure of a primary attachment that is prior to the differentiation between object 
relations and identification. The term 'superego' does not, therefore, assume its 
strict meaning in this case. Sleep is also the only psychic process that truly realizes 
such a fusion between the ego and this quasi-superego. This fusion is effected by a 
topograghical and dynamic regression of the libido that depressed patients also 
tends to avoid because for them the primary bond has become problematic. 
 The vital feelings, the perturbation of which is a sign of depressive 
pathology, must be related to the ideal dimension of the ego. As feelings, the vital 
sentiments are the internal perception of the belief that animates our presence to 
the world, the belief that expands or retracts the ego ideal, in its vitality or in its 
ruin. The weakening of this belief paralyzes the dynamic disposition towards the 
world and resonates internally in the feelings of weakness and impotence. It is not 
only the fluctuation of vital feelings which changes the image of self; it is also, and 
more essentially, the ego ideal which modulates the vital feelings.  
 The term "vital feelings" is given a privileged place in clinical descriptions 
of depression. It calls our attention to the bio-psychic unity of the human being. I 
retain the term “bio-psychic” but only after having been careful in developing the 
complex constitution of the psyche. It does not imply the simple translation of a 
biologic state into an affective perception. Rather, already at the level of the 
primordial presence to the world, the bio-psychic unity arises from an entire 
history in which the ego constitutes itself in its differentiated relationships to 
others. The constitution of the ego in its ideal imaginary dimension is one of the 
forms taken by the libidinal drive. Indeed, the drive is the original human fabric. 
Inextricably bio-psychic, the drive does not remain enclosed in a self-identical 
substrate because it consists in part of psychic representations. The drive is 
historical and assumes diverse forms and virtualities while remaining at the 
juncture of the biological and the psychic. Psychic vicissitudes of the drive are 
therefore expected to have an effect on the biological. Theorists who propose an 
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organic explanation of depression already to some extent recognize this fact by 
referring to precipitating events that “trigger” a depression. By addressing the 
structure and the unconscious dynamic of depression, I have further elaborated 
upon this aspect of the problem. If the psychic vicissitudes of the drive impact 
biology, must we not in all depression suppose a circular causality between the 
organic, on the one hand, and the psychic unconscious on the other? The 
interaction between the two orders, constitutive of the life and death drives, is 
never a specific event that could be localized at a point in time, not even by 
diagnostic exploration or by the experimental use of anti-depressants. The actually 
observable interaction emerges from a long concealed history. Anyone who could 
detect all of the factors that enter into it would be quite ingenious.  
 I have yet to address the efficacy of speech in psychoanalysis as it relates 
specifically to the treatment of depression. Even if the cure comes as a surprise, it 
does not occur by accident.  
 I have insisted on the restless agitation displayed by patients who are 
otherwise overwhelmed by apathy. I have recognized in their restlessness a 
continued instinctual labor. I have also therein recognized the permanence of an 
ego; an ego that--even if it is entirely dispossessed of itself--invests itself 
narcissistically as constituted subject through its very self-preoccupations. Unlike 
melancholia, depression remains an active neurosis. Melancholia is the result of a 
particular kind of mourning that is completed. Freud has shown this: the other, the 
lost being, is radically introjected, assimilated as an accusatory gaze. Nothing of 
this sort occurs in depression. The paralyzed suffering of being depressed presents 
a paradox. It evokes both a mourning that is incomplete and thus underway and a 
mourning that is arrested and therefore in stasis. The paradoxical nature of this 
phenomenon has caused its interpreters to waver by comparing it either to 
mourning or to melancholia. The differences are nevertheless striking: mourning is 
a work oriented toward the other who is lost at present but to whom one remains 
near; melancholia is the achievement of a mourning by the substitution of the other 
for the subject.  
 The paradoxical nature of depression is derived from the imaginary 
dimension of the psyche in which depression is properly situated. Struck by the 
imaginary death of the other, depressed patients find themselves preoccupied with 
their own imaginary death. The internalization of this imaginary death makes the 
ego fall from its ideal status and can only be overcome by a mourning for the 
imaginary narcissism. But how can this unidentifiable mourning occur if the loss to 
which it is a response is not real? Sometimes clinicians try to force a depressed 
patient to accept reality. But I have shown that reality devoid of the imaginary 
leaves only indifference in its wake. Indeed, the very dynamics of depression, 
regulated by the psychic constitution, lead the patient back to the original 
attachment on which a real work of mourning can be made. Still, this work does 
not exclude the necessity of a work of mourning possessing its own laws at the 
level of the imaginary narcissistic dimension. A review of the analogy between 
depression and bereavement will shed light on this problem.  
  In Freud’s theory of the work of mourning, the libido detaches itself from 
the lost object by internalizing it through an identification that forms the superego. 
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Indeed, Freud’s theory can be affirmed and extended if one grants to the superego 
the symbolic status that it never really obtained in Freud’s own conceptions. The 
superego is not only the individual figure that internally preserves the traits of lost 
others. It also consists of the cultural universe of signs on which memory inscribes 
the permanent presence of deaths. The monuments that humans alone erect for 
deceased loved ones restore the presence of the departed in the realm of durable 
and universal symbols. The work of mourning is possible because its efficacy and 
resolution are already deposited in the cultural system of signs and rituals. Not 
only do mourners ritually identify themselves with death by wearing the garb of a 
mourner, renouncing pleasures, and withdrawing from their ordinary interactions 
with the living. They also fascilitate the work of mourning by symbolically placing 
the deceased in contact with the originary source of life. Through the internment 
ritual, the bereaved “lay to rest” their dead by entrusting them to living nature. In 
religious symbolism, this archaic reconnection with the earth represents the 
pacification of desires "in the bosom of the Eternal." The symbolic ritual of 
internment thus responds to the recollection which, by the symbolic system of 
signs, confers to the deceased a transcendence over death. Let us now return to the 
problem of how depressed patients can recover by mourning their imaginary 
narcissism.  
 Through the use of speech in analysis, depressed patients also integrate 
themselves into the symbolic dimension of language. The recollection that is part 
of analytic treatment, deprives the imaginary of the power that it acquires when it 
is buried in the unconscious. Analytic recollection puts the imaginary in contact 
with the Logos that rules over living speech regardless of the emotional intention 
of the moment. The apathy of depressed patients results from the collapse of an 
excessively aggrandized imaginary. Interest in the world is correlatively regained 
as the psyche is structured by the measured differences that are established by the 
cultural system of signs. Through analytic speech both the excessive aspect of the 
imaginary as well as its negative modality can be structured by meaningful 
differences. The labor that the drive imposes upon the psyche can thus be 
accomplished. Therapeutic speech assumes this work and leads it in the directions 
of meaning that are opened by language. Analytic speech is initially neither a grasp 
by reflexive consciousness nor the observation of a neutral reality. It assumes the 
signifying injunctions which come from shared language. As in the case of 
mourning, the loss can be overcome because speaking--even if it demands a 
renunciation--reveals and conserves the latent possibilities of the past. The work of 
the treatment is thus similar to that of humor, by which even children, in their first 
cultural achievement, achieve some mastery over their powerlessness at being left 
alone.   
                     
         VI. Conclusion  
 In clinical consultations, one usually considers the form of neurosis--
hysterical or obsessional--in which a given depression has emerged. If the 
depression is not viewed as simply organic, it is then commonly seen as a by-
product of the patient’s hysterical or obsessional neurosis. It is in this sense that 
one typically speaks of neurotic depression. Contrary to this contemporary view, I 
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have isolated a specific clinical entity possessing a neurotic structure in its own 
right : “depressive neurosis.” I have situated this neurosis within the domain of the 
formation of the ego. In so doing, I believe that I have accounted for something 
that has always been recognized, namely, that depression is a disturbance of the 
vital feelings. Psychoanalysis of depression shows that the vital feelings and their 
clinically observable fluctuations are, in fact, eloquent expressions of the silent 
vicissitudes of the ego in relation to others and to the world. I have further 
specified which aspect it is of the ego that produces the observable depression 
when it undergoes a perturbation. This is a matter of the ego's development of 
imaginary identifications and not, as in melancholic psychosis, the superego's 
identification with a lost being. The personality structures as well as the visible 
symptoms involved in depression suggest that it is more likely to arise within a 
hysterical personality as opposed to an obsessional personality. Though it is often 
compared with depression, obsessional neurosis results from other conflicts and 
displays different features. However, I believe that an obsessional personality 
structure is a precondition for the emergence of melancholia, which is prominently 
characterized by instinctual defusion and problems with the superego.  
  I have recognized in the longing for reconnection to the primary object a 
regressive dynamic that is inherent to depression. This phenomenon, however, 
does not appear to be determinative. Rather, it is a regressive turn that can be 
considered an attempt at healing. In and through this regression, depressed patients 
make an appeal to a vital presence in hopes that it will restore their own power and 
their lost belief in themselves and the world. However, this ultimate defensive 
refuge is not innocent. It harbors a large part of the depressed patients’ disturbed 
imaginary hope.  
 Hysteria also involves the problematic of imaginary identifications. In its 
structural and symptomatic specificity, however, hysteria comes about through 
slippage between partial identifications and through wavering movements between 
masculine and feminine identifications. We have seen that such processes can 
precede and facilitate depression. However, depression itself is characterized by 
the collapse of an imaginary omnipotence that affects subjects in the very 
possibility of promoting themselves as desiring subjects. This means that in 
depression the subjects are much more profoundly affected in the very constitution 
of their egos. One can suppose that in this case, the hysterical or phobic phase that 
precedes depression is only an exacerbated defense against the destruction of the 
ego whose threat the subject obscurely perceives.  
  It now becomes clear why depression does not manifest the compromise-
symptoms that constitute the "classic" neuroses and that result from the intrusion 
of primary processes into the secondary processes. Indeed, depression is a disorder 
of the ego that is not a psychosis. As such, depression can only be understood in 
the register that is proper to it: narcissism. The complaints expressed by patients 
that they feel powerless are the true symptomatic expression of their depression.   
  Is it viable to assume that all depressions arise from this problematic ? This 
hypothesis cannot be dismissed by noting that another neurosis does not always 
precede depression. First of all, outside the context of an analysis, it is very 
difficult to identify defensive processes. Furthermore, psychoanalytic experience 
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has adequately shown that human beings can engage in tortured but concealed 
struggles to maintain an imaginarily glorified persona until such time as some 
traumatic contingency dissipates the illusion. How can one understand the power 
of these events to produce such an affective disaster for patients unless we suppose 
that they were powerfully fixated on imaginary symbols of their own egos which 
were undermined by the contingencies in question. To speak of events that 
“precipitate” a depression but then explain the depression itself by a physiological 
essence seems a rather strange contradiction to anyone who knows the rigorous 
logic of the psyche.  
 One might, therefore, ask what kind of “cures” are produced by 
psychopharmacological treatment when it is only combined with a supportive 
psychotherapy that is lacking in depth. It is often said that patients always keep 
“something" from such a therapy: an irritability that betrays a serious modification 
in human relationships, or a hypochondriacal tendency which shelters a 
problematic of narcissism. If depression so profoundly attacks the constitution of 
the ego, it is hard to see how a superficial therapy could lead depressed patients to 
an understanding of themselves, or help them to become aware of their imaginary 
latencies.  
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(1976,  pp.97-126).  With the author’s permission minor additions have been made 
to the text for purpose of clarity. 
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i The form of depression to which the author primarily refers would be classifed in 

DSM nomenclature as Major Depression without psychotic features. Through out 

the text we follow the author’s lead in designating it simply as “depression.” See 

footnote # 16 for further commentary on the author’s approach to diagnostic 

terminology (translators' note). 

ii In referring at this point to the "phenomenological" approach of traditional 

psychiatry, Vergote is speaking of the empiricistic taxonomies of medical and 

academic psychiatry. A descriptive approach like that of DSM-IV, for instance, 

would in this sense be considered "phenomenological." In the technical sense of 

the term, however, the "phenomenological approach to psychiatry" connotes an 

existential analysis of depression as a mode of being-in-the-world. This existential-

phenomenological approach will also be referenced in several separate discussions 

below. While Vergote flatly rejects the "phenomenological approach familiar to 

classical psychiatry,” the existential-phenomenological will be both critiqued as 

well as utilized as part of Vergote's own approach (translators’ note). 

iii "Psychotic melancholy" is also known as "melancholia." In order to avoid 

possible confusion between psychotic melancholy and the nonpathological 

phenomenon that Vergote calls "cultural melancholy," the term melancholia will 

henceforth be used when referring to the former (translators’ note).  
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iv The German title "Vergänglichkeit" connotes both the temporal character of that 

which dies (is transient) and that which is perishable. 

v Ewigkeitsforderung literally means "demand for eternity". Strachey translates it 

as “demand for immortality.” 

vi   Vergote's use of the term consciousness in the phrase mourning consciousness 

both here and in the following paragraph is meant not in its Freudian topographical 

sense, that is, as opposing the pre- and the unconscious, but in the sense that it 

acquires in phenomenological philosophy and existential phenomenological 

psychology as a medium of embodied being-in-the world (translators’ note). 

vii For Vergote’s use of the term ‘consciousness’ in these passages, see footnotes # 

6 and # 10 (translators’ note). 

viii  Vergote’s theory of melancholia is generally consistent with Freud’s ( 1917, 

pp.249-258) but differs on this issue of  introjecting the lost object into the super-

ego.  For Freud, the lost object is introjected into the ego.  The repressed hostility 

felt towards the lost object is taken-up by the super-ego, directed at the ego and 

expressed in melancholic self-reproach. In a personal communication (1997), 

Vergote clarified his view of the introjective processes in melancholia as follows: 

“What is introjected is the lost object as demanding with authority—following 

from the affective love-alliance—to be saved from death. This injunction becomes 

a dominant theme of the condemning superego and represents a transcient 

psychotic state. That is to say, it is part of the ego (superego) and partly exterior 

authority (superego)”  (personal communication, 1997).  For more on Vergote’s 

theory of melancholia, see: Vergote, A. (1993, pp. 109-129). 
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 ix The French words that we have chosen to render as “affective vitality” would 

literally translate as “thymic tension” (une tension thymique). Although "affective 

vitality" seemed best choice for this particular passage, the phrase is not fully 

adequate because Vergote uses the term "thymique" (“thymic”) as the adjectival 

form of the Ancient Greek “thymos.” Later in the present study, the author again 

takes up the term thymos and, at that point, we retain the archaic reference. See fn 

#11 for commentary on Vergote’s interpretation of thymos as “the impulsion that is 

oriented towards the world” and its affinity with Freud’s concept of Trieb (Drive).  

 x See fn # 6 concerning Vergote’s similar use of the term “consciousness” in his 

discussion of mourning. Here, the term "consciousness" is once again meant not in 

a psychoanalytic but rather, in a philosophical sense, i.e. as an openness upon and 

being-towards the world. In this passage, Vergote stresses that consciousness so 

conceived is first of all a prereflective or lived presence to the world rather than a 

reflectively self-aware grasp on itself  (translators' note). 

xi In modern conventional useage, “thymos” is a medical term that denotes a 

specific bodily organ, namely, the thymos gland. This ancient Greek term has also 

been semantically appropriated by mainstream psychiatry in terms like “dysthymic 

disorder” and “cyclothymia.” Vergote’s appropriation of the term reflects its 

original archaic meaning. In Greek antiguity, “thymos” refered to the human 

“heart” or the “spiritedness” of an individual. As such, it was conceived neither as 

a bio-medical nor as a purely “mental” phenomenon but rather precisely as 

pertaining to a realm between the two. Hence, Paul Ricoeur interprets “thymos” as 

“the entire activity that forms the transition between living and thinking, between 
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Bios and Logos” (1970, p.506). A striking parallel emerges between this archaic 

conception and Freud's understanding of “drive” as a “concept on the frontier 

between the mental and the somatic” (1915, p. 122). In the text to follow, the 

author clarifies his concept of the “thymic impulsion towards the world” by 

reference to a psychoanalytic notion of “drive” that has been reconciled with an 

existential-phenomenological appreciation of the lived body. For Vergote’s most 

extensive discussion and critical reappropriation of “drive,” see Vergote (1997, 

pp.77-113) (translators’ note). 

xii Elsewhere the author notes that he views the ego ideal not as a substitute for a 

lost narcissism but as a temporalizing orientation towards the future that belongs to 

the “constitution of narcissism” (1997, p.261; Also 1982, p. 81; 1993, p. 357) 

(translators’ note). 

xiii It is in these terms that D. Lagache characterizes the ideal ego which he intends 

to differentiate from the ego ideal (1961, p.43). 

xiv I have limited myself here to recalling some elements of the analytic theory of 

the ego as well as some questions that it raises. I carefully accounted for the 

necessity and the ambiguity of the imaginary dimension of the ego ideal in: 

Vergote (1972, pp.11-14 and especially pp.25-35). 

xv For a further analysis of the ego ideal as mediating between and encompassing 

both the imaginary and the symbolic see Vergote’s discussion (1993,  pp.356-357) 

(translators’ note). 

xvi Vergote’s references here and through out the text to “disturbances of the vital 

feelings” in depression should be taken in two interrelated senses. Dispossessed of 
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their affective vitality and bodily spontaneity, depressed patients lose the capacity 

to participate in and conduct their lives in a meaningful and gratifying way. Their 

“vital feelings” are thus “disturbed” insofar as they experience themselves as 

“living death.” However, “disturbances of the vital feelings” also includes a 

reference to the concept of “vital depression” introduced in 1959 by the 

psychiatrist Kurt Schneider to emphasize the “physical” symptoms of certain 

depressions. Always closely associated with the concept of endogenous 

depression, a “vital depression” was thought to be a depression that arose from a 

perturbation of the central biological sources of psychic life. Great importance was 

attached to distinguishing such a depression from a reactive or exogenous 

depression and characteristic symptom clusters were identified to fascilitate such a 

diagnosis.  Hence, “disturbances of the vital symptoms” also points to those 

symptoms—sleep disorder, loss of energy, anhedonia, apathy, loss of appetite, loss 

of libido, and diurnal fluctuation with mood worse in the morning—still refered to 

in the literature as the “somatic cluster” and  widely believed to be of organic 

origin. Current DSM classification no longer categorizes depressions as either 

endogenous or reactive. However, the idea of a “vital” or endogenous depression is 

still implied by  the contemporary concept of depression as a bio-medical 

phenomenon that is “triggered” by various “stressors.” Vergote critiques this view 

below. For further discussion of the concept of “vital depression” as it relates to 

Vergote’s theory of  depression, see: Vergote, 1993 (translators’ note). 

xvii The French term translated here as “phobic neurosis” is “Erythrophobie.”  Its 

literal translation--“erythyrophobia”--denotes a morbid fear of blushing in social 
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situations. In a personal communication, the author has offered the following 

diagnostic clarifications. This patient had suffered from erythrophobic symptoms 

for many years but sought treatment only when her symptoms exacerbated. The 

actual condition upon which the analysis was conducted would be classified by 

DSM-IV as a mild panic disorder with agoraphobia. For theoretical reasons, 

however, the author retains psychoanalytic diagnostic terminology because it best 

expresses that both of the forms of this patient’s “anxiety disorder” were, in fact, 

phobic neuroses. A fuller diagnostic characterization would be that of a phobic 

neurosis in a person with a hysterical personality who experienced a serious 

depression in the course of her treatment. All things considered, the choice of 

“phobic neurosis” seemed best at this point in refering to Michelle’s initial 

symptomatology (translators’ note).  

xviii Although the author does not at this point mention the specific behaviors 

involved, he will later specify that Michelle’s superior had attempted to fondle her 

breast. This turns out to be significant because it was later revealed to be a gesture 

that her father had also made towards her when she was thirteen years of age 

(translators’ note). 

xix See fn # 17 to clarify the characterization of Michelle’s symptoms as “panic 

with agoraphobia” (translators’ note). 

xx This refers to a common distinction in European countries between salaried 

professions, and those that are “free”, or what we call “fee-for-service.” It is 

significant to this case that the free professions are more lucrative, but also require 

greater personal sacrifices at the beginning of the career (translators’ note). 
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xxi The term "projection" is evidently here taken in the broad sense of mirror 

identification.  

xxii We thus recognize what L. Szondi observes: if, in his diagnostic drive test, the 

depressive and the melancholic both manifest an illness in the vector of the ego, it 

is nevertheless the vector of contact that presents distinctive perturbations. See L. 

Szondi, (1952, p.93). Let me point out that Szondi addresses depression and 

melancholy without consideration of their distinguishing traits. His drive diagnosis 

test seems incapable of detecting the regressive process that leads, in the 

depressive deconstruction, to the level of the troubled attachment. What Szondi 

sees as fundamental to depression-melancholia could well be more an "after-the-

fact" pathology rather than an original fixation. I discuss this question more 

thoroughly when I again take up the analogy with the work of mourning. 

xxiii “Mania” is etymologically derived from the ancient Greek root signifying “to 

rage”. “Madness” best connotes the ancient Greek sense of the term “mania” 

(translators’ note). 

xxiv Taken together, the three points of view to which Vergote refers--the 

topographical, dynamic, and the economic—constitute a “metapsychological 

description” as formulated by Freud (1915, p.181. )  

xxv Husserl introduced the term “Urglaube” together with its synonym “Urdoxa.” 

With this term he points to a fundamental relation of human beings with the world. 

In particular, human beings do not doubt the world they experience. If they doubt, 

it is to correct a detail. All other relations to the world, such as memory, 

imagination, expectation, occur on the basis of and against the background of a 
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fundamental belief in our being-in-the-world, i.e., our “Urglaube” (Husserl, 1950, 

p. 217). Husserl seems to give a purely epistemological meaning to the term. 

Vergote adds a dynamic, emotional dimension to the concept. We thank the 

Husserl scholar, John Brough, for this clarification ( translators’note). 


