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Grieving: The Role of Self-Reorganization

Mardi Horowitz

Abstract: Grieving is a well-known topic to psychodynamic clinicians. None-
theless, the identity disturbance and identity growth issues that accompany 
the familiar problems are less well known. Phases of modification of self-or-
ganization during an adaptive mourning process can be facilitated by helping 
patients with pathological grief clarify the shifts they are experiencing in self-
state and self-concepts.

As clinicians, we may see patients who develop stress response 
syndromes after bereavement even though most people go through 
mourning without psychiatric complications. We hear about pangs of 
severe longing for the lost relationship and listen to intrusive memories 
of what has been lost. Such patients may report anxious and depressive 
symptoms, but their grief-related task of self re-definition is less readily 
reported because diminishment or disturbance in a sense of identity is 
less expected and also hard to put into words. By clarifying how griev-
ing can impact on identity, we may be able to augment our approach 
to our patients and assist them in forming new and adaptive attitudes. 
A brief vignette about Mary illustrates how such patients may pres-
ent their experiences. Please note that all patient information has been 
disguised and that patients gave informed consent to the study of their 
cases for scholarly purposes.

1. All patients’ information has been disguised and the patients had given informed
consent to the study of their cases for scholarly purposes.
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MARY1

Mary’s elderly mother died when Mary was middle-aged. Mary felt 
sorrowful, cried at the funeral, took a week away from her work, and 
went through her mother’s belongings. Afterward, she resumed her 
life as usual, but two months later she was surprised to find herself 
pre-occupied with unbidden images of hostile exchanges with her 
mother. She also found herself entering into an episodic state of being 
unusu-ally remote or hostile to her friends and work associates. She 
observed herself entering such strange self-states and felt “like she 
was numbly just observing herself, as if from afar, and not knowing 
who she was anymore.” 

Mary said she wanted to feel grief for her loss, and she tried 
deliber-ately to recall her mother in the context of warm and 
empathic memo-ries. In doing so, she found she could not conjure up 
any image of her mother’s face. Instead, she intrusively pictured her 
own face, contorted with anger, as if seen in a ghastly mirror. She felt 
vulnerable and shaky because these episodes felt out of control.

In the course of therapy, Mary experienced a full restoration of her 
capacities to recall both positive and negative memories of herself in 
transactions with her mother. Mary encountered ambivalent attitudes 
as she forged a new narrative of the relationship history and 
gradually forgave herself for her past states of hot anger and cold 
withdrawal. She eventually felt an invigorated sense of self-
confidence and self-esteem.

PHASES OF RESPONSE

Someone in the midst of grief can seldom accurately predict when 
he or she might enter a particular mood, what memories of self as 
relating with the deceased would be recalled, when or if strong 
emotions would be triggered by some reminder of the loss, or why a 
new attitude, per-haps of self-vulnerability, would emerge. In 
understanding these phe-nomena, it is helpful to have a general 
theory of phases of response. Freud (1917), Kubler-Ross (2005), 
Lindemann (1944), Parkes (1964, 1972), Parkes and Weiss (1983), 
Pollock (1978), Shear, Frank, Houck, and Reynolds (2005), and 
Zhang, El-Jawahri, and Prigerson (2006) de-scribed such stages of 
grief and I summarized them (Horowitz, 2011) as follows:

(1) Initial outcry phase: During a stage of initial impact of the bad
news, some people experience an intense sense of urgency as well
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as an alarm reaction. This often includes an imperative impulse to 
search for and protect the deceased as if he or she were still alive 
and in mortal danger. 

(2) Denial and avoidance phase: Next, a numbed and “business as
usual” self-state may replace the acute alarm reactions, with the
person then averting attention away from reminders of the loss.

(3) Intrusive feelings and ideas phase: The person in this phase may
experience sudden entry into states of searing emotion. These in-
tense pangs of feeling may be associated with somatic components
and altered identity experiences, including depersonalizations and
dissociations.

(4) Working through phase: As intrusive pangs are less intense, and
numbing is reduced, the oscillation of both extreme states is as-
sociated with progress as the person revises attitudes and expecta-
tions, forming new goals for his or her own future.

(5) Completion phase: When the work of grief has been mostly com-
pleted, attitudes have been modified and the person has accom-
plished changes in his or her sense of identity. This may include
a readiness to engage in new attachments, a readiness that was
absent in the previous phases.

People with frozen, pathological, complicated, or prolonged grief 
(as such syndromes have been called) have failed to reach the comple-
tion phase (Clayton, 1974; Deutsch, 1937; Freud, 1917; Glick, Weiss, & 
Parkes, 1974; Horowitz, Wilner, Marmar, & Krupnick, 1980; Linde-
mann, 1944; Osterweiss, Solomon, & Green, 1984; Pollock, 1978; 
Priger-son et al., 2009; Windholz, Marmar, & Horowitz, 1985). In 
recent years, psychotherapy has been empirically shown to be 
effective for these syndromes (Shear et al., 2005; Zhang et al., 2006). 
Understanding iden-tity modification in each phase can aid in 
formulating how to do such therapies with individual cases.

The Phase of Outcry

Outcry contains a rapid assessment of the implications of the loss for 
the self. The sudden confrontation with bad news leads to a sharp 
rise in fear, sadness, and anger associated with physiological 
changes in sympathetic, parasympathetic, and hormonal systems. 
The result may range from hyperarousal to shock. In addition, a sense 
of failure to pro-
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tect the deceased from death can lead to raw and warded-off 
potentials for shame and guilt.

A person may form a working model in which the deceased is viewed 
as seriously harmed and critically in need of help. Because the deceased 
is modeled as harmed, the self is aroused to act. As a result, the person 
may undertake frantic, but hopeless activity to repair the hazardous 
condition believed to be the state of the deceased. Some funeral rituals 
satisfy this motivation to “do something!” 

The emotional expression of an outcry phase may come as actions 
and images, as well as words. There may be appeals for divine help 
(“Oh God!”) or expressions of rage (“God damn it!”) or remorse (“I’m 
so sorry!”). Rapid unconscious appraisals of the repercussions of the 
death may occur. The potential for intense negative emotional states 
may be resisted by automatic defenses. Some form of denial can occur 
(“Oh no! It can’t be! Say it isn’t so!”). 

A rapid appraisal of the self during the outcry phase can lead to 
con-scious vows (“I’ll survive this,” or “I’m glad it’s not me who 
died!”). Also, self-critical splits in identity organization may occur 
(“I’ll never enjoy life again—ever!”). These attitudes may return to 
conscious rep-resentation in a later intrusive phase.

The Phase of Denial

A conscious self-state may feel frozen, insulated, de-realized, or 
de-personalized. Of course, some recognition of short-range 
consequences of the loss to the self are considered, but many other 
long-range effects have not been fully contemplated. A dissociative, 
“I am waiting here for return of the lost one” may be felt. 

On the other hand, due to a numbing of feelings, the individual 
may feel self-criticism and anticipate social embarrassment because of 
his or her absence of expressed sorrow. Psychoeducation on what to 
expect during grief can be quite supportive in maintaining self-esteem 
during this phase. I have attempted to provide that in a self-help 
book called Grieving As Well As Possible” (Horowitz, 2010).

The denial phase may last for days, weeks, or even months. During 
this time, the mourner may have returned to many of the customary 
forms of his life. A sense of comparative safety returns. Then, intrusive 
experiences may increase in frequency and intensity.
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The Phase of Intrusion

Conscious recognition of the significance of a loss to the self becomes 
prominent during this phase. There is less use of unconscious, defen-
sive, and inhibitory operations. During this phase, one may become 
preoccupied with an aspect of identification of self with the deceased 
in which one views oneself as vulnerable to the same kind of death. 
One may experience the physical symptoms, like those of the disease 
that killed the other, or, in fantasy reveries, strike mental bargains with 
the gods that they might protect the self from the imminent threat. One 
may feel guilty for worrying about dying when it is the other who is 
actually dead. 

Existing schemas still organize an expectation that the deceased will 
magically turn up as alive. But the other is not there to reflect the self. 
Situations that were experienced together seem particularly empty. 
Cooking a meal, going out with friends, or going to the movies painful-
ly emphasize the absence of the habitual support of identity through re-
flectance in an expected companionship. Great joy at a seeming reunion 
during a dream is replaced by a pang of sorrow upon awakening. 

Unanswered questions during the outcry phase of initial realization, 
such as, “Who is to blame?” and “Why did this happen to me?” often 
reemerge during an intrusive phase. These themes may be organized 
during this phase by usually dormant schemas, such as those wherein 
the self is viewed as bad and harmful to the other, or defective and 
abandoned by the other, assuming the other is gone because the self 
was unworthy. Survivor guilt, shame over feelings of anger at the de-
ceased, and fear of future self-damage become preoccupations. These 
conflictual topics are examined repeatedly in psychotherapy, in a 
phase of work to modify identity and relationship attitudes.

The Phase of Working-Through

Avoidant and intrusive phenomena may recur during the working-
through phase. These omissions and preoccupations oscillate, perhaps 
taking the edge off either extreme. Periods of equilibrium occur in 
which neither defensive numbness nor emotional flooding are promi-
nent. This type of progress is postponed in complicated grief and then 
facilitated in psychotherapy.
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During the grief process, one reviews the relationship with the de-
ceased in terms of all the varied self-concepts that have participated in 
working models of the attachment (Bowlby, 1980). This may include 
examination of self-images as too strong and too weak, good and bad, 
clean and dirty, selfish and caring, and loving and hating. Reality is 
separated from fantasy, and a new narrative story evolves. 

This process of self-understanding leads to plans for the self 
operat-ing in the world in a realistic near future. Before this 
adaptive end of mourning is reached, the schemas and memories of 
the past self and of self in the relationship require review in order to 
decide what self-attributions are now true, which are now fantasy, 
and what new skills may now need development.

Completion

In this phase, the person may attempt a new relationship of the type 
that was lost. Another person is found to care for, relate to sexually, or 
to serve as a parental figure, similar to the deceased loved one. Com-
monly the new relationship is then colored by efforts to restore within 
it some aspects of the lost relationship. The discrepancy between the 
preexisting role-relationship model with the deceased and the 
patterns occurring with the new person may lead to further emotional 
conflicts and personality growth, as in the following example. 

CASE EXAMPLE

Before the murder of her young husband James, Patricia was 
content in her roles as wife, mother, and professional. The loss was 
traumatic and she was variously treated with supportive 
psychotherapy, anti-anxiety, and anti-depressant medications. She 
recovered control of her life, but two years into her passage through 
grief she sought a new kind of help because of a sense of conflicting 
identities. She was no longer on medication or seeing the supportive 
psychotherapist.

The precipitant of seeking a psychodynamic therapist was a new 
re-lationship with Sidney. Patricia desired to feel like a vibrant woman. 
In-stead, as a moment of deepening intimacy occurred, she had 
intrusive images of herself, as if by attaching herself to Sidney she 
was cheating on James, her deceased husband. She experienced panic 
and withdrew. 
    She wavered between a desired self-schema as a vibrant woman and 
a dreaded self-concept of being a cheat by stabilizing herself in two 
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alternative self-states. In one, she felt herself to be a vulnerable woman, 
pining for her lost husband, and feeling incompetent because she was 
bereft of his usual guidance of their activities. In the other, which was 
less problematic, she appeared cool and poised and spoke of herself as 
a competent caretaker who managed her home, children, and career 
activities. In this self-state, she planned to be aloof to men now and in 
the future. That would relieve her from the potential sense of guilty 
cheating if she gave in to loving Sidney.

In therapy, this aloof stance was challenged. The therapist told her 
she was avoiding some of the emotional pain of losing her husband 
and, therefore, did not yet fully realize that James was really dead. He 
said, supportively, “Your unconscious is the last to know such things.” 

As Patricia was able to tolerate intense negative affects, she could ex-
press new concepts about herself, in both memories of the relationship 
with James and new experiences and fantasies with Sidney. The thera-
pist reflected back on what she said, repeating many statements while 
trying to clarify the difference between rational and irrational attitudes. 

Understanding a dependent transference tendency helped her to re-
solve the dependence-autonomy conflict that had been latent, but held 
in check by her marriage. By comparing her expectations with the help-
ful expertise experienced in the therapist-patient relationship, she was 
able to see how and why her childhood past, her recent reality, and 
her near future could be different. She could be supported in her inde-
pendence rather than losing her personal autonomy. If she experienced 
that autonomous identity with the therapist, she could experience it 
with Sidney; she would not be cheating on James, and she would not 
become as dependent on Sidney as she had been on James.

Excessive idealization of the therapist in a positive transference was 
also contrasted with realistic appraisals of what actually was happen-
ing. The therapist was not doing the work of grief; Patricia herself was 
engaged in revising her future self-definition. Helped by reflective 
conscious thinking, in the safe context of psychotherapy with a good 
therapeutic alliance, Patricia re-schematized her view of her relation-
ship roles with her deceased husband and with the new man. She re-
schematized James as beyond dying, as now safely dead, and no longer 
expecting her fidelity. She could then re-schematize the new intimacy 
as different from the prior marriage. She was wiser and more capable 
than when she accepted James’s proposal with the urging of her par-
ents to do so. 

In comparing intimacies, Patricia modified her sense of current iden-
tity; she would be mutually, but not overly dependent on Sidney, as 
she had been on James. She was now a vibrant woman relating well to 
Sidney, and she could also remember being a loving wife in her memo-
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ries of James. She had reduced contradictions between her roles and 
developed a stronger sense of identity in the course of grieving.

SUMMARY

During the outcry phase of mourning, alarming pangs of emotion 
may occur as the mind reacts to the serious mismatch between percep-
tion of the new situation and enduring schemas. The deceased may be 
modeled as harmed rather than dead. By the time of entry into a denial 
phase, the person has reconstituted defensive inhibitions. During this 
phase, depersonalization and dissociations may occur, with working 
models mentalizing the deceased both as dead and as alive. 

With entry into an intrusive phase, the real finality of loss starts to be 
confronted. In a working-through phase, the mourning person contem-
plates and makes new decisions about what the loss means. This leads 
to new models in the mind as the new working models are repeated, 
and so they begin to be established as enduring schemas. 

As the bereaved person slowly develops schemas that match the re-
ality of permanent separation, the work of grief enters the completion 
phase. Equilibrium and self-constancy is restored. 
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