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Objective: The association of narcissistic disturbances in patients with melancholia symptoms
has been described in various studies. The mechanism by which narcissistic disturbances may
contribute to difficulties in emotional regulation and self-destructive behavior in melancholic
patients have not been explored well. This lack of attention represents a vital theoretical
ambiguity about the interaction of narcissism and death drive, which was introduced to the
literature by the arbitrary way of Freud interpreted Narcissus myth. Based on an intense
clinical case $tudy, the aim of the current qualitative study is to elaborate on the contribution
of narcissistic disturbances in difficulties of emotional regulation and self-destructive behavior
in melancholic patients.

Methods: A female melancholic patient with severe self-destructive behavior and suicide
attempts was interviewed through 72 sessions of the psychoanalytic therapeutic interview by
a trained and supervised ego-psychology oriented therapist. The interviews were analyzed
qualitatively via reflective analysis. A modified investigators triangulation method was used for
testing and maximizing the validity and reliability of the interviews.

Results: The analysis of interviews revealed that the patient resorted to narcissistic defenses
and mechanisms such as narcissistic identification and high ego ideal for dealing with
frequent traumatic losses, and serious narcissistic assaults in her childhood. These narcissistic
disturbances not only cussed melancholia by interfering and preventing the work of mourning
but also lead to self-mutilation and self-destructive behavior.

Conclusion: Narcissistic disturbances in melancholia might give the upper hand to death drive
in preventing the work of mourning as normal and necessary emotional regulation process
after a traumatic object loss and attacks object relations through disobjectalizing function. We
argued that considering Narcissus as a melancholic and his death as a suicidal act is more
productive in elaborating the interaction of narcissism and death drive.
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1. Introduction

elancholia, a result of a failure in

mourning for a traumatic object loss

(Abbasi, 2016), is referred as chron-

ic depression (Parker et al., 2010). It

is a common illness worldwide, with

>300 million people of all ages get
affected (WHO, 2017) and is the third most prevalent
mental disorder in Iran (Montazeri et al., 2013). Since it
is one of the priority disorders covered by World Health
Organization’s (WHO) Mental Health Gap Action Pro-
gram, it becomes an area of intense interest with time
(Anastasopoulos, 2007).

Several studies demonstrated that narcissistic distur-
bances in childhood (Bartram, 2013; Clewell, 2004;
Palacio Espasa, 2002; Pinheiro, Verztman, & Viana,
2016), severe self-destructive behavior including suicide
attempts (Corbett, 2009), and difficulties in emotional
regulation (Joormann & Stanton, 2016) are defining
characteristic of this disorder. Montazeri et al. (2013)
in a systematic review of the literature on this disorder
reported that prevalence of the chronic depression var-
ies from 5.63 to 73% in different sub-population of Iran.
Most of the studies conducted in Iran were focused on
the epidemiology, the prevalence of suicide, and testing
the effectiveness of medication or different psychologi-
cal interventions (Ebadi et al., 2017; Eskandari et al.,
2014; Akbari, Taleb, & Fathi-Ashtiani, 2015), rather
than on the etiology of the disorder.

A Higher number of studies were conducted on the as-
sociation of narcissistic disturbances and melancholia in
other countries (Bartram, 2013; Corbett, 2009; Erkoreka
& Navarro, 2017; Tritt, Ryder, Ring, & Pincus, 2010),
none examined this issue qualitatively. Therefore, there
is lack of qualitative research regarding the contribution
of these disturbances on underlying dynamics of severe
self-destructive behavior and difficulties in emotional
regulation in these patients. These two gaps in litera-
ture represent a negligence of etiological factors and a
theoretical ambiguity, which was introduced to the lit-
erature by the way Freud interpreted Narcissus myth.
His arbitrary use of the myth in formulating narcissism
led to the confusion about the interaction of narcissism
and death drive. There is a lack of detailed investiga-
tions on its etiology and underlying dynamics on Iranian
population. Therefore, this study (based on an intense
case study) seeks to evaluate etiological point of view
of melancholia to elaborate on how narcissistic distur-
bances contribute to difficulties in emotional regulation
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and self-destructive behavior in melancholia and suggest
a revised interpretation of Narcissus myth.

However, myths and legends belong to the realm of
literature, they have been interwoven with psychoanal-
ysis (Berg, 2015; Honig, 2011) to such an extent that
some authors believe that we need to recourse a literary
work to shed light on clinical and theoretical problems
(Mauss-Hanke, 2013).The way Freud used the Narcissus
myth is a famous failed example in which downplay of
the Narcissus death led to a non-comprehensive under-
standing of narcissism and obscures the concept’s links
to the final drive theory (Aversa, Baldieri, & Marozza,
2004; Javanbakht, 2006).

At least four different versions of narcissus myth were
recorded in which the legend’s vitality is exhausted. All
versions recount a specific pattern including spurn of
lovers due to Narcissus self-absorption, a traumatic ob-
ject loss and his failure in mourning the loss -as a regular
process of the emotional regulation- which preceded his
death by his self-destructive behavior. In most popular
versions which Ovid recounted, Narcissus renounced his
life and let himself die when he failed in his love with his
self-image. In two of the four versions, a traumatic object
loss (his twin sister or a man lover) and his inability to
mourn the loss preceded a suicide attempt. In the third
version, Narcissus killed himself with a dagger, and in the
fourth version he just pined away from unrequited long-
ings or drowned himself into the water (Coleman, 2007).

There is only one version that recounts Narcissus death
as a homicide. Freud’s attempts to denote the concept
of narcissism were counted as a failed and entirely arbi-
trary by many authors (Aversa et al., 2004; Javanbakht,
2006) due to the exclusion of the most crucial part of the
pattern which myth recounts. Narcissus’s failure in regu-
lating his emotions after the traumatic object loss, his
self-destructive behavior and death (Aversa et al., 2004),
which were surprisingly disregarded by Freud and many
other authors, are the most striking themes of the myth,
regardless of versions.

For Freud, narcissism was the result of an orienta-
tion of the drives towards the Ego and was defined as
the libidinal complement of the self-preservative drives.
Freud (Freud, 1914) redefined narcissism as a normal
phase of sexual development. “Narcissism in this sense
would not be a perversion, but the libidinal complement
to the egoism of the instinct of self-preservation, a mea-




FRACTICE in
CLINICAL PSYCH 1 LOGY

sure which may justifiably be attributed to every living
creature.” (Freud, 1914)

Formation of Ego ideal is a rescue operation for nar-
cissism (Meissner, 2008; Smith, 1985; Tyson & Tyson,
1984). Therefore, Ego ideal is an effort to restore the lost
Shangri-La of the relations with the all-giving primary
mother. In the process of forming this primary narcissism
repository, the child seeks to recover his perfection in a
disguised form of Ego ideal (Greenberg, 2016; Meissner,
2008). Green (2005) strongly believed that Freud failed
to elaborate on other possibilities. Green (2005) noted
that some mechanisms like the transformation of object
libido into narcissistic libido named desexualization,
which has been recognized narcissistic by Freud, could
be presumed as death drive as described recently. His ex-
plicit mention of narcissistic libido opens the way for us
to consider that at least some aspects of narcissism may
follow along with the same lines of the anti-eroticism
involved in the death drive, even if it is not accompanied
by an open manifestation of self-destruction.

Green (2005) elaborated upon links of narcissism with
final drive theory by two interrelated lines of thoughts.
He emphasized that withdrawal of investment from ob-
jects is the most common way that death drive functions.
Therefore, he gave voice to his own celebrated concept
of disobjectalizing function, which is the essential pur-
pose of death drive (Green, 1999b) and function against
work of mourning as a process for regulation of emo-
tions. He considered Ego ideal as a negative double of the
ID which, as pressing as instinctual satisfaction obeying
the pleasure principle, do not rest until it has achieved il-
lusory emancipation from instinctual satisfaction.

It should also be noted that although the Ego ideal, re-
garding which ego evaluates itself and tries to achieve
perfection (Dendy, 2010), the function of an ideal does
not represent any consolation or compensation. At every
place of instinctual satisfaction, it sets up its contrary. It
accords an even more significant value to renunciation
rather than satisfaction. Therefore, the ideal is the result
of instinctual renunciation, which is an essential function
of the death drive. Green dissected narcissism into three
substructures, bodily, intellectual, and moral narcissism.
The last structure is characterized by an economy that
burdens ego by the victory of death drive and instinctual
renunciation, which confers upon the Nirvana principle
a relative preeminence over pleasure principle. There-
fore, the subject will increasingly attempt to impoverish
his object relations to reduce the ego to its vital object
minimum, thus seeming triumphant. This attempt is con-
tinuously frustrated by the instincts, which require that

satisfaction pass through an object. The only solution is
a narcissistic cathexis of the subject, and according to
Pasche, when the object is lost or disappoints, the result
is depression (Green, 1986).

According to Freud (1914), narcissistic cathexis on the
object and replacement of identification for object in-
vestment in melancholic patents give the chance to hate
towards the lost object to attacks the ego- the substitute
for the lost object-, abusing it, debasing it, making it suf-
fers as it would do to a lost object. Freud implied (Freud,
1917; Freud, 1921) that the critical agency in mental
apparatus causes self-destructive behavior and suicide
attempts in melancholia (Hansell, 2000). Although he
claimed that being hated or persecuted by Superego bring
masochism into operation (Schafer, 1960). However, he
was not convinced that superego could cause such mas-
sive amount of self-destruction, which leads to termina-
tion of mental apparatus latter (Green, 2005). Then, what
else could cause such enormous self-destruction?

The solution to this theoretical dilemma lies some-
where in two crucial differentiations that need to be
made. First, differentiation is between origins and func-
tions of Superego and Ego ideal from the structural
point of view and the second differentiation is between
aggressive and destructive behavior. Freud provided an
accurate reflection of Superego at the end of his work
on studying primary masochism. It was then that Freud
discovered libidinal co-excitation, and he did not cease
to investigate the relations of pleasure and pain (Green,
2005). In the Economic Problem of Masochism (1924),
which he published after authoring “Beyond the Plea-
sure Principle” (Freud, 1920) and conceptualization of
death drive, Freud considered self-destructive tendency
as a primary drive of the organism.

From 1942 onwards, masochism could not be reduced
to areversal of sadism, and masochism was reconsidered
as the primary representative of the death drive. Green
(2005) argued that it is indispensable to distinguish be-
tween aggressive and destructive behavior. Since the
early days of psychoanalysis, aggressivity was linked to
sadism and attached to the stages of the evolution of the
libido, i.e. the anal-sadistic and oral-sadistic stages. The
tortures and torments inflicted on the object are one of
the expressions of a wish to master the purpose of en-
suring one’s absolute control and its domination in in-
volving a jouissance that is only equaled in its inverted
aspects, that is, in masochism (Green, 2005). Unlike sa-
dism, destructive behavior does not only include uncon-
scious jouissance, and it is beyond that, it is not easy to
dissociate them. A sadist takes an unconscious pleasure




in his object’s masochism via identification. In destruc-
tive behavior, it is the narcissistic dimension that prevails
the destructive subject wishes to destroy his object’s nar-
cissism. In other words, it is omnipotence, which is not
necessarily accompanied by jouissance derived from sa-
dism or masochism.

An unconscious sense of guilt is the primary pathology
of Superego as heir to Oedipus complex when a con-
scious or unconscious satisfaction is driven by impulses
or wishes associated with Oedipus complex. Therefore,
death drive expression through Superego is limited to
producing guilt feeling that Freud admitted his prefer-
ence for the formula- a need for self-punishment. It is
derived from sadomasochistic components of the sexual
drive, therefore; it is not able to bring the destruction of
mental apparatus.

Whereas, Ego ideal, known as heir to the primary nar-
cissism, is a source of shame feeling (Meissner, 2008)
and self-destructive tendency resulting from overwhelm-
ing shame feeling provides profound and widespread ef-
fects on entire mental apparatus (Green, 2005). Meiss-
ner confirmed that shame feeling is one of the emotions,
the presence of which refers to the underlying depriva-
tion or mortification related to narcissism and denial or
failure of desires associated with narcissism (Meissner,
2008). Accordingly, it seems that what causes such mas-
sive and widespread self-destructive behaviors capable
of demolishing narcissism of the Ego is the inability to
regulate shame feeling derived from legitimate heir to
primary narcissism, i.e. the Ego ideal.

Narcissism disturbances contribute to melancholia’s
massive self-destructive behavior in three different ways.
First, regression to primary narcissism stage after trau-
matic object loss provides a fertile ground for replace-
ment of object investment by narcissistic identification.
Based on Freud’s theory, this desexualization, i.e., with-
drawal of libidinal investment from an object belongs to
the culture of the death drive. Green called this process as
disobjectalizing function, which is the most extreme way
of preventing the work of mourning as a normal emo-
tional regulation process after a traumatic object loss and
at the service of death drive (Green, 1999a). Second, un-
attainable standards of Ego ideal in melancholic patients
as heir to their injured narcissism in Freudian theory and
as negative double of id in Green’s view forced the sub-
ject to renounce object relations through encouraging
renunciation of drive satisfaction by producing pride;
and bringing about self-destructive behaviors via pro-
ducing intense and overwhelming shame feeling when
these patients encountered defects and failures. Third,
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these massive self-destructive behaviors in melancholic
patients cannot be explained by the aggressive behav-
ior of a harsh and punitive Superego, so contributions
of narcissistic disturbances accompanied by the infantile
omnipotence of infantile Ego ideal should be considered.

Narcissistic disturbances cause a lot of financial costs
and deaths via high prevalence of melancholia in the Ira-
nian population (Montazeri et al., 2013). Persian litera-
ture suffers from a conspicuous lack of etiological studies
on how these disturbances contribute to the self-destruc-
tive behavior of melancholic patients. Therefore, the aim
of this study was to evaluate the interaction of narcissistic
disturbances with death drive and how it contributes to
difficulties of emotional regulation and self-destructive
behavior in melancholic patients in particular.

2. Methods

This qualitative study was designed based on a case
study. A female melancholic patient, referred by a psy-
chiatrist, with a diagnosis of melancholia with serious
suicide attempts volunteered for participation. Clinical
features reported by Fink and Taylor (2007) were used
for differential diagnosis of Melancholia: An episode of
illness with reduced functioning characterized by an un-
remitting mood of apprehension and gloom that compro-
mises normal daily activities; Psychomotor disturbance
as agitation, retardation, or both; Vegetative signs of poor
sleep, appetite, libido, loss of weight, and interest; and
Pre-occupation with suicide and self-destructive behavior.

Seventy-two intense psychoanalytic therapeutic in-
terviews sessions were conducted by a trained and su-
pervised ego-psychology oriented therapist, three times
a week for six months (each session last 45 minutes).
Whenever the patient or therapist missed a session,
there was a compensatory session. The assessment was
limited to qualitative interviews, and no quantitative
questionnaires or scales were conducted. The therapeu-
tic interviews were unstructured and based on free as-
sociations of the patient during the sessions and seven
key aspects as described by Bachrach (2000). These key
aspects were the individual case study, the open mode of
interviewing, the interpretation of meaning, the temporal
dimension, the human interaction, pathology as a topic
of investigation, and the instigation of change.

Psychoanalytic therapeutic interviews were analyzed
through reflective analysis, which is a popular type of
analysis used in case study research and other qualita-
tive research traditions (Dooley, 2002). Its use involves a
decision by the researcher to rely on his or her intuition
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and personal judgment to analyze the data rather than on
technical procedures involving explicit category classifi-
cation systems (Dooley, 2002). A modified investigators
triangulation method was used to improve analysis and
understanding of the patient, testing and maximizing the
validity and reliability of the study (Golafshani, 2003).
In this method, the data collected from each of the three
interview sessions were presented and discussed con-
tinuously with trained ego psychology oriented supervi-
sors. The results were reported through reflective report-
ing, where the writer will use literary devices to bring the
case alive for the reader and the strong presence of the
researcher’s voice is apparent (Gall, Gall, Borg, 2006).

3. Results

A reflective analysis of data collected from 72 psychoan-
alytic therapeutic interview sessions is summarized below.

Miss A was 21 years old when she sought treatment
after breaking up with her boyfriend and was on medi-
cation for melancholia. The intense interviews revealed
that she was unable to meaningfully connect to a man
intimately and she has been subjected to some disor-
ganizing experiences particularly traumatic separations
and losses during her childhood. Her father left the fam-
ily, and Miss A felt that her mother found it difficult to
be warmth and emotionally connected. Miss A describes
her mother depressed and inaccessible. Miss A struggled
with spasms of intense and overwhelming feelings of
abandonment, which prevails over her all the childhood
memories. She could not admit and express any nega-
tive feelings of anger, rage, and hate. Whenever she was
supposed to deal with these feelings, she defends against
them through reaction formation and denial.

Her lifestyle suffered a remarkable turnaround follow-
ing the traumatic break up with his boyfriend, which
triggered severe symptoms including low mood, insom-
nia, loss of appetite, loss of weight, considerable diffi-
culty in the regulation of negative feelings, and severe
physical self-destructive behaviors including, practicing
extreme physical exercises and following the hard and
unbalanced diet. The way miss A provides unending and
constant care for others was becoming more evident as
we spoke and she has always shown considerable sensi-
tivity to every situation that signifies loss, no matter loss
of somebody or something.

Providing extreme support and care for others and mak-
ing a hard effort to keep them satisfied (family members
in particular) was the most striking feature in Miss A
relations with others. Although Miss A experienced lots

of distress, negligence, and an absence of interest by fa-
ther, mother, and other family members, she usually took
the role of an excellent mother in her relationships. She
could not bear her anger, hatred, and rage towards her
family and used to defend against these feeling through
reaction formation, denials, splitting and whatever that
helps her to keep these overwhelming emotions out of
her consciousness.

As she began to talk in therapy, after a while, she dem-
onstrated a stiff resistance. She kept self-analyzing her
symptoms, behaviors, and dreams during the therapy
sessions. Further reflection on resistance analysis would
lead to a deeper understanding of dynamics associated
with the narcissistic disturbances that are manifested
through her inability to regulate her overwhelming emo-
tions and self-destructive behaviors. She was able, over
time, to see her self-analysis as an effort to take care of
a therapist and a great wish to be neglected by the thera-
pist. She was convinced deeply that she should endeavor
to be a perfect and flawless patient and she did her best
not to disappoint the therapist. Otherwise, she would
feel that there was something wrong about her and felt
ashamed of herself.

It is interesting to note that she did not reveal any sign
of adverse transference feeling or reaction until that
time. As she continued to talk in therapy, she gradually
became able to see her hostility and anger towards her
family members, particularly her mother and overcome
her difficulty in expressing them in therapy. After a while
hostility towards therapist and passive suicidal thoughts
came up in the sessions, respectively. Therapist felt
scared that she might harm him or might commit sui-
cide because he heard her identification with her absent
and emotionally disconnected parent and also a wish to
worry and scare him. He felt confused and considering
in his mind “how should I deal with her?”, “what would
happen to me if she committed suicide?”

Sometimes, his confusion turned into anxiety, anger
or a tendency to drop the patient. While trying to find
out the reasons behind patient’s negative transferential
feeling and reaction, the therapist asked himself: “since
she started treatment, many improvements have been
achieved. She had gone off the medication, was em-
ployed, financially independent, and recovering from in-
somnia. So, why is she still angry at me (the therapist)?
Why does she try to scare me?”. However, the therapist
was acutely aware of negative transference reactions, the
therapeutic nature of such feeling expression, and the
fact that such responses were in the right place (analytic
space). On the other hand, it cannot be denied that con-




taining her hostility was a little hard until in the process
of his analysis and sessions of treatment supervision.
Therapist found out that he was unconsciously afraid of
such feelings and considered them destructive and dan-
gerous like the patient. Gradually, she was able to see the
hostility in what she was doing with a therapist. Thera-
pist worry about taking care of her, as though there was
no other way she could or would get such care. It has
been elaborated -after working through these matters-
that the extreme support and care which she provides for
others were rooted in her inability to express her anger
and hatred towards others due to her fear to lose them.
Although the patient could not bear the loss of signifi-
cant objects, the loss was being repeated compulsively.

After a while, her attempts for self-analyzing were in-
terpreted in another line of thought based on her narcissis-
tic disturbances. She was defending herself from thera-
pist recognition of her defects and disabilities through
self-analyzing herself. Moreover, the self-analysis was
the way Miss A expressed her anger towards the thera-
pist. On the one hand, she tried to neglect therapist, but
on the other hand, she raised an unconscious expecta-
tion to be ignored by the therapist as if she stated: “You
should also neglect me in the same way my maternal ob-
ject did to me.” In fact, the patient sought to repeat the
familiar neglectful atmosphere of her family relationship
in transference. Patient’s compulsion to repeat for trau-
matic separation and loss can be inferred from therapist’s
counter transferences which include: an inclination to
drop her and giving her wild interpretation while dealing
with patient’s negative transference.

In summary, the reflective analysis of interviews re-
vealed that the patient resorted to narcissistic defenses
and mechanism such as narcissistic identification and
high ego ideal for dealing with frequent traumatic loss-
es and intense narcissistic assaults in her childhood.
These narcissistic disturbances may not only interfere
and prevent the work of mourning which cussed mel-
ancholia and but also leads to her self-mutilation and
self-destructive behavior.

4. Discussion

Freud utilized narcissuses myth to elaborate on narcis-
sism. He failed because he ignored the destructive ten-
dency in narcissus character and overemphasized on his
self-absorption. Based on a clinical case, Freud’s theory
of narcissism and contribution of Green on expressions
of the death drive, this study seeks to explore vicissitudes
of narcissism and how its disturbances lead to emotion
regulation difficulties and destructive behaviors.
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Miss A had suffered from a range of traumas in her in-
timate relationships including a feeling of abandonment,
loss of important objects, being neglected and humiliated
in her childhood. The more she became able to contain
and express her negative feeling, particularly her hostil-
ity and anger in therapy without being ashamed of her-
self, the less she felt sad and intended to self-destructive
behaviors and could engage in meaningful relationships.
The way Miss A takes a protective role in her relations
(particularly in transference) could be elaborated by the
self-disappearance mechanism.

Green (2005) described that when the separation from
mother is traumatic and characterized by abandonment,
the child would experience his mother inaccessible. The
mother, who is ‘elsewhere,” progressively becomes for
the child the object of an ambivalent, perpetually de-
manding fixation, without the feeling of passionate love,
being given any recognition. Consequently, an internal
reorganization occurs, in which the subject who has ex-
perienced distress, negligence, and an absence of inter-
est consider his mother as a child whom he has to take
care. It seems that having an absent mother (or even fam-
ily), who was not only unable to take care of her child,
but also needed full attention, sympathy, and care like
a child, has left permanent narcissistic injuries and vul-
nerabilities, which resulted in her unattainable Ego ideal
that forces her to be perfect and flawless. A wider range
of unattainable and high-level ideals including being a
perfect patient for the therapist, not having feelings such
as anger, hatred, and rage, and even seeking situation
without frustration have been unfolded over the course
of treatment. Furthermore, she was not able to tolerate
recognition of any needs to others and even objects.

Being in need of a tissue paper to wipe her tears or even
being in need of therapy were the most intense anger
triggers for Miss A that were followed by overwhelm-
ing feelings of inferiority, rage, sadness, and harsh
self-criticism and sometimes psychical self-destructive
behaviors. These unattainable ideals always made her
feel disable, defective, and ashamed of herself and made
her doubt about her goodness. She could not recognize,
admit and regulate these feelings, so they were always
followed by a robust self-destructive tendency and be-
havior including self-inflicted physical wounds and psy-
chical self-abasement.

Green’s contention is that the jouissance derived from
sadistic impulses of Superego cannot be brought about
such a violent self-destructive behavior (Green, 1983).
According to Green, failure in regulating the shame feel-
ing derived from failures of Ego ideal can merely be
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responsible for such tendency towards self-destructive
behaviors. In other words, unattainable Ego ideal of the
patient provides a fertile ground for producing unbear-
able shame feeling and operation of disobjectalizing
function of death drive, which prevents normal mourn-
ing, brings self-critical symptoms, physical, psychical
self-destructive behaviors and withdrawal of object re-
lations into operation. Green strongly emphasized that
demolition of Ego is alleged to a particular pathology in
the structure of narcissism (Green, 2005). He describes
the fusion of death drive with narcissism in proper nar-
cissism configuration (Green, 1986) in which attachment
to infantile megalomania and being in debt of Ego ideal
is always included as defining characteristics. The result
of this collaboration is not a sense of guilt; however, it
is a kind of shame feeling due to the recognition of any
imperfection or defects. In such circumstances, the death
drive, seeking renunciation of instinctual satisfaction
and sacrifice of pleasure, prevail over life drive, seeking
instinctual and pleasure.

Those mentioned above confer upon Nirvana principle
(the lowering of tension to a zero level) a relative pre-
eminence over pleasure principle in a moral narcissist
(Green, 1986). From our point of view, self-hatred and
self-destructive behaviors that Miss A used to inflict to
herself can be explained by her inability to regulate un-
bearable shame feeling followed by failures of unattain-
able Ego ideal (Simpson, 2014). Given the fact that the
object whose shadow was cast over the patient’s Ego is
probably the image of an absent mother who was full of
defects and flaws, such self- and other- destructive ten-
dency cannot be far-fetched.

Although according to the Freud’s theory, Narcissus
embraces essential preconditions and consequences of
melancholia including narcissistic object choice, object
loss, narcissistic identification, inability to mourn and
self-destructive behavior. Freudian view missed func-
tion of ideal and impacts of the death drive through a
disobjectalizing task which could attack not only object
relation but also all its substitutes mainly the Ego via
withdrawal of investment (Green, 1999b).

It can be deduced that Narcissus suffered from melan-
cholia and committed suicide. He was traumatized by the
loss of his Ego ideal and could not regulate the following
shame and was forced to renounce his narcissism once
again by killing himself. He withdraws any investment
in objects and eventually abandons his Ego. Therefore,
as it was quoted, he committed suicide at the end of the
myth. This self-destructive behavior has been brought
into operation by Narcissus’s inability to regulate shame

feeling due to his failure obtaining the ideals of his Ego
ideal (to be loved by others) and disobjectalizing func-
tion of the death drive.

Freudian interpretation of the myth only emphasizes
self-absorption of narcissus and is ignorant of his diffi-
culty in emotion regulation and self-destructive tendency
or even his death. One of the primary reasons for exclu-
sion of narcissus death in Freudian interpretation was
vague relations between narcissism and final drive theory
at that time, which led to a non-comprehensive under-
standing of the concept of narcissism and kept connec-
tions between narcissism and death drive as a mystery.
But through a broader conceptualization of narcissism
and the ways death drive impacts on object relations pro-
vided by Green; we can achieve a complete interpretation
of the myth. The disobjectalizing function of death drive
as result of the role of ideals and particular narcissistic
pathology, which is called moral narcissism, is involved
in the ultimate fate of Narcissus. The centrality of drives
and their satisfaction in Freud’s theory would be another
reason for Freud’s inability to include the final part of the
myth in his conceptualization of narcissism. But Green’s
emphasis on the importance of the object, even in the
appearance of drives (Green, 1999b) enables us to take
renunciation of object relations, which led to narcissus
death at the end of the myth into considerations.

Authors conclude that narcissistic disturbances can re-
sult in death drive predominance in melancholia, which
prevents the mourning as a normal and necessary emo-
tion regulation process after a traumatic object loss and
attacks object relations through disobjectalizing function.
We argue that narcissistic identification and high ego ide-
al that the melancholic patients utilize to deal with trau-
matic losses and serious narcissistic assaults provide the
fertile ground for the most common way that death drive
functions, i.e., withdrawal of investment from objects.

Our study is limited by lack of qualitative and quanti-
tative background in both Persian and non-Persian lit-
erature; therefore, it was difficult to interpret our result
through a rich body of research. This study was an initial
effort in elaborating on melancholic patients and their dif-
ficulties in emotional regulation and severe self-destruc-
tive behavior from the etiological point of view in Iran.
Therefore, we had to limit the case study to the contribu-
tion of narcissistic disturbances, and focus on one case to
more precision; we suggest to enthusiast researchers to
conduct qualitative research on etiology of this prevalent
and severe disorder. Psychotherapies that address narcis-
sistic disturbances and difficulties in emotional regula-
tion should be included in the treatment of melancholic
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or chronic depressed patients because if they could re-
cover their narcissistic injuries and overcome problems
in emotional control, they might be able to mourn their
losses and return to a normal life as it happened to the
patient participated in current study.
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