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Therapeutic work on man-made disaster 
victims is work which leaves no one un-
touched. It is the kind of work that, in many 
ways, frequently involves therapists person-
ally. It may also be the cause of vehement 
disagreements about treatments, resulting in 
fights and splits in treatment teams. The work 
may end tragically.

I think this also applies to treatment 
of that other category of people involved 
in man-made disaster, the perpetrators. 
However, we know much less about this. 
Danieli (1984) made a study of the counter-
transference feelings of about 60 Holocaust 
survivors’ therapists. She came up with, 
among others, the following themes: guilt, 
rage, dread and horror, grief and mourning, 

shame, inability to contain intense emotions, 
and utilization of defenses such as numbing, 
denial and avoidance.

It is remarkable to find in her description 
the way in which therapists are inclined, with 
regard to Holocaust survivors, to act as their 
‘parent(s)’ or their ‘child’.

Acting the part of the parent, in terms 
of Transactional Analysis, the Negative Nur-
turing Parent, the therapist especially wants 
to prevent, out of fear and guilt, the patients 
from suffering again. The therapist may also 
move into the position of the Negative Con-
trolling Parent when he/she gets infuriated 
by the patient because of his/her very obsti-
nate complaints, or because the patient attri-
butes the part of the persecutor (the Nazis) 
to the therapist.

In terms of Transactional Analysis one 
may also watch the therapist taking up the 
Child-part. This is expressed in many ways 
in the above-mentioned thematical row 
and the reason behind this is that the ther-
apist wants to behave like a good child, with 
respect to the parents who have already suf-
fered very much and who have to be spared 
by all means. Furthermore, the therapist is 
a fearful child, because he cannot cope with 
these horrible stories. The therapist is also 
ashamed because he has not experienced 
anything of this suffering himself. Moreover, 
the therapist may act like a strong child that 
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would preferably quickly save its parents by 
means of its power ( nd impatience!). Even-
tually, the therapist may come to look at 
these helpless, unsavable parents, as being 
quite tiresome. Also the danger exists that a 
sadistic child will look for sensational stories 
that may offer extra suspense: the ‘child’ in 
the therapist will continue to ask exagger-
ated and needless questions about persecu-
tion and war stories.

The psychological effects of working 
with victims are described in a different way 
by McCann and Pearlman (1990). The sig-
nificance of their account is that because 
of the material - the patient’s state of being 
traumatized - the therapist risks the danger 
of becoming traumatized himself. Therapists 
themselves get nightmares, fearful thoughts, 
intrusive images and become suspicious 
towards their fellowmen. These authors 
think the nature of the material itself is dan-
gerous to several basic securities that the 
therapist, as a human being, has concern-
ing himself and the world. Under the influ-
ence of the powerlessness of the patients the 
idea arises that having a grip on life is an il-
lusion. In addition, the therapist working 
with victims may become estranged from 
his family, his friends and his colleagues, 
because he is exposed to tales of horror and 
confronted with a cruel reality.

Perpetrators of violence against their 
fellowmen are numerous in our world. At 
first sight, it is remarkable that we do not 
know much about the psychological effect 
that treating dangerous criminals, torturers 
and war criminals of major or minor caliber 
has upon a therapist. Part of the explana-
tion may be that treatment is often restricted 
to somatic treatment by a general practi-
tioner, a jail practitioner or an internist; as 
far as psychological or social guidance is 
concerned, it is frequently of a psychotech-

nical or psychosocial nature. From forensic 
psychiatry we know something of the psy-
chological effect on therapists treating per-
petrators. Nevertheless, one might expect 
more literature on the topic, besides that to 
do with the treatment method and psycho-
dynamic observations. Treating those who 
commit incest will, for example, indubitably 
provoke several reactions from the therapist.

The following may be looked upon as a 
series of impressions gained over the last 25 
years or so. These are mainly related to psy-
chiatric examinations, psychiatric-medical, 
and social psychiatric contacts, as well as 
psychotherapeutic treatment. Being a con-
sultant in the field of psychosomatic dis-
eases, and, later on, working for the Jewish 
community and for victims of World War II, I 
came into contact with many former victms, 
but also with some ex collaborators from 
World War II. Some had committed quite 
severe crimes for which they had been pun-
ished. In addition, I got in touch with Re-
sistance people who misbehaved after the 
war as collaborators’ camp guards, with 
Dutch ex-soldiers from the war between 
our country and Indonesia who took part 
in severe repressive actions against the In-
donesian people, with several Jewish people 
who were able to take revenge after their 
liberation from the concentration camp. All 
in all, I reached about 50 male perpetra-
tors, amongst whom there were at least 12 
with whom I had a longstanding and inten-
sive contact.

It was striking, but not contradictory 
to information amassed by others, that in 
hardly any of the cases was moral need 
brought up; at any rate, it was not noticeable 
in the first instance. As Lifton (1984, 1986) 
remarks about the Nazi doctors, (and as was 
also observed earlier by a journalistic inves-
tigation in Holland on SS men [Armando 
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and Sleutelaar (1978)]), it is the common-
ness, the triviality, almost the banality, of 
many of these people which strikes one. In 
a way, these collaborators seem to feel like 
the losers in a football match who believe 
they have only lost because of bad luck or 
circumstances beyond their control. They 
felt as if they had been on the right side and 
had really done a good job.

In this article the point at issue is not a 
psychological typology of the collaborator, 
the murderer, or the torturer. My primary 
issue is the feelings they have as they work 
with therapists, the feelings which determine 
and restrict their freedom of action and of 
treatment. Repeatedly I was asked why I 
treated this category of people (there is no 
formal obligation in my case). My answer is 
that I actually offered some of them further 
contact out of a kind of benevolent curios-
ity, when I noticed they were not unwill-
ing to talk. In case of consultations with 
people who came, hesitatingly motivated, 
of their own accord (for instance, people 
who went to the Indies, some ex-Resistance 
people who were transformed from pris-
oner into persecutor, the few Jewish per-
petrators, some doctors too), I was more 
likely to offer further contact. However, I did 
not force myself upon these people; rather I 
allowed the contact to proceed almost from 
session to session with the possibility on 
their behalf to stop at any moment, unless 
we had decided on regular treatment after 
going through some kind of initial discus-
sion. Still, even then continuity remained 
less guaranteed than is the case with ‘regular’ 
therapy. Notwithstanding good contact, the 
feeling that ‘this session might also be the 
last one’, always prevailed. This element 
came from both sides, from the therapist’s 
as well as from the patient’s.

The most positive approach I could 
manage in the case of the perpetrators was 
usually, initially no more than that of inter-
ested curiosity. I was repeatedly assured by 
them that they did not sense any condemna-
tion or fear within me, nor anything resem-
bling the cold, objective scientist, but rather 
they saw me more as being something like a 
Maigret who interestedly looks for the answer 
to how something fits into the image he forms 
of a person.

Many of these people show - and this is 
common knowledge - a strong sense of dis-
avowal, of denial.

They spirited away behind thick walls 
those mental images and memories, those 
thoughts which would, if allowed to pervade 
their humanity, be experienced as a very 
tragic failure of their existence. They re-
treated into a kind of superiority: ‘I was 
right, even if what I did then is being looked 
upon as wrong now’. But sleeplessness, de-
pressive feelings overwhelming one unex-
pectedly, physical complaints for which no 
somatic cause can be found, excessive drink-
ing, defective, poor - and time and again 
failing - relationships: this too, often was 
their destiny.

Against a background of what I would 
like to call therapeutic, obliging skepticism, 
treatment appears, however, to be possible 
after all. People let themselves go, people 
talked, people seemed to know very well 
what they did at that time, people under-
went confrontations with their denial-mech-
anisms.

Whenever, once in a while, they asked 
me whether I thought them bad, or whether 
I thought they should do penance, I was 
perfectly straightforward: ‘I don’t approve 
of those deeds. I do not say I am essentially 
better than you are. You may not have had 
complete freedom of choice, but you should 
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look into yourself and make sure whether 
you are being honest about the (im)pos-
sibilities’.

It is of major importance that the thera-
pist dares to account for the personal sym-
pathetic feelings that may occur towards the 
person facing him. One may enter into his 
world, into the limitedness of his choice, into 
the miscarriage of his views on man, into the 
psychological rightness of the then man who 
was very wrong ethically. At the same time 
it is crucially important to that man not to 
concur in some kind of assumed solidarity- 
in that case one would come to be an accom-
plice. On the one hand, we should judge these 
people, identifying ourselves with them as 
much as possible. On the other hand, we have 
to keep our distance and should not join in 
the ‘old-chap’ game. In order to relieve their 
own tension, to avoid exposing nasty feelings 
of self-reproach and fear, they try to get the 
therapist to go along with them. This sym-
pathy may occur more easily as the therapist 
becomes more conscious of his own feelings 
of aggression, of his own sadism, of his own 
destructive urges. In every one of us hides a 
minor fascist that, under the ‘right’ circum-
stances, might turn into a major fascist. The 
client’s intuition often leads him to know 
exactly how the therapist wrestles with his 
own ‘bad’ side. The position from which the 
therapist threatens to slide into a feeling of 
dislike towards the patient who confronts him 
with his own shady side and his own unsolved 
problem, cannot be an easy one. And this gets 
me to the thematic as Danieli describes them. 
The therapist’s feelings of guilt, rage, horror, 
the threat of being carried away by intense 
emotions, by defense mechanisms such as 
denial and avoidance: they can all occur.

With perpetrators we do not usually ex-
perience the same kind of appeal for help 
as with the victims; our fantasies of being 

able to save someone are less stimulated 
by the perpetrators than the victims. On 
the contrary, we are rather keen to play the 
part of the prosecutor. We clearly feel better 
and superior and we get angry when the 
client does not regard us any differently 
from himself.

We saw the way in which countertrans-
ference feelings in the treatment of victims 
may be arranged in order of Transactional 
Analysis’s views. This may happen here as 
well. We occupy the position of the Nur-
turing Parent less often, but all the more 
often we threaten to end up as the Nega-
tive Controlling Parent. We allow ourselves 
to be guided into this position by feelings 
that satisfy us because they confirm our 
notion of being better than the perpetrators 
are (apparently we need this to protect us 
against our own evil), our notion of being in 
the right facing these persistent attempts at 
self-justification on the part of the patient 
as a result of the patient’s self-deception. 
And sometimes we feel like a frightened 
child, unable to cope with these stories, or 
a child looking for sensation, or a child who 
feels trapped.

The material that is introduced during 
the treatment of perpetrators is shocking: 
the therapist is confronted with the world 
of evil. In a way he is tempted to become 
disloyal towards his belief that, in princi-
ple, there is a significant human existence 
in which human dignity and values prevail, 
and that it is useful to aim at helping es-
tablish such a world, if only in a very small 
way, by treating perpetrators of torture. This 
may turn the therapist into a somber man: 
your partner, your children and your col-
leagues all notice that for quite a long time 
after treating perpetrators you do not spon-
taneously join in the ordinary, nice things 
anymore. Estrangement threatens to take 
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place. Treatment themes sometimes preoc-
cupy the world of your thoughts. A distur-
bance of the inner, psychic balance threatens 
to occur. Basically this is no different from 
McCann and Pearlman’s account of the 
dangerousness of the material captured 
within the victim’s experiences.

It will be obvious that in this context 
psychotherapy or, when there is not any 
mention of long-standing intensive psycho-
therapy, at any case working with a psycho-
therapeutic attitude concerning psychiatric 
and psychological research and advice, is a 
risky profession. With respect to the profes-
sion, as Kohut says (1976), a connection 
between art and psychotherapy is indispens-
able. The profession demands a certain kind 
of childlike openness to new experiences 
by the grace of a (temporary) lapse of psy-
chological buffers both inside and outside. 
Some kind of ‘lying openly’ is required. Bion 
(Grinberg, Sor, & Bianchedi, 1974) gave 
a function analysis of the psychotherapist 
working with (difficult) patients’ problems. 
He uses the notion ‘to contain’. The thera-
pist has to be able to contain, to absorb, but 
also to restrict and restrain; the patient de-
posits the overwhelming emotional excite-
ment adherent to his problems within the 
therapist. Winnicot (1965, 1974) uses the 
concept ‘holding environment’ with respect 
to the therapist’s position. The therapist has 
to be capable of enduring the flow of feeling, 
excitement, mourning and pain. He must 
innerly transform these and return them di-
gestibly to the patient.

It is common knowledge that it is im-
possible for patients in treatment- victims 
as well as perpetrators - to get far beyond 
the therapist’s stage. Therefore, the thera-
pist has to expand and re-organize his inner 
world. Furthermore, I can only briefly indi-
cate the importance for therapists treating 

victims and perpetrators of trauma, partic-
ularly man-made disaster, to protect them-
selves and at the same time offer optimum 
treatment conditions, by taking psycho-hy-
gienic precautions in carrying on their pro-
fession. I mention in this connection the 
importance of good, personal therapy and 
of good supervision and regular case-discus-
sions with colleagues during which the ther-
apist’s own feelings may also be presented 
for discussion. And eventually there should 
be professional consideration with respect to 
the ethical aspects of our functioning.
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