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Foreword

Dr. Magnavita has collected a broad-ranging group of contributions, providing an open-
minded but critical, enthusiastic yet realistic educational experience. We are in good hands.

As the book illustrates, psychodynamic approaches to psychotherapy have proliferated,
stimulated by the limitations of traditional psychoanalysis and by infusions of existential thought,
with its emphasis on selfhood and being with the other, as in Kohut’s self psychology, and of inter-
personal or social concepts, centering on relationship patterns and their reoccurrence in therapy, as in
object relations and intersubjective analysis. There is also the now widely accepted body of evidence
linking change in psychotherapy to the quality of the relationship between patient and therapist.

What is the conscientious reader to do with the many ideas celebrated here? They are a wonderful challenge
to efforts of selection and digestion.

For example, central to much clinical thinking are concepts of development. But what are we to do
with the problem of individual uniqueness, the unpredictable outcome of the myriad factors shap-
ing development? We need concepts of growth, but they must not constrain us. So often, the most re-
markable people emerge from the most difficult circumstances.

How do we select the unit to work with? Is it the traditional one-to-one, couples, or group work,
or even the home-bound therapy eloquently described here?

Bodies and urges have long been central concerns. There is also the brain as the organ of mental
representation, and affects that now rival ideas as the medium of change.

And how much pathological emphasis should we give, perhaps particularly, to the most frightening
presentations? The redemption of a pedophile is described in one of these chapters as partly the result
of his therapist’s inspired remark, “Anyone who loves kids that much can’t be all bad.” By the pa-
tient’s own testimony, this changed his life.

Critical in these chapters is a contest between the usual subjects of therapeutic attention—id,
ego, and superego (plus the ego ideal that self psychology has made central)—and the intersubjec-
tive field, in which the goal is to create a space where both parties can freely exchange what occurs
to each and where the two can arrive at understanding and change.

Patterns of sexuality are an age-old topic. Today, the ground has partly shifted to concerns with
power, respect, and equality.

And the problems of marriage, without which many of us might well be unemployed, seem in-
creasingly to have become an educational tool for the long-term study of one self in relation to
another.

Here is perhaps as close to a practical answer as we are likely to get: Keep as much as we can put
into the back of our minds for those occasions that may prompt retrieval. Let our intuitive responses
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guide us. Or the deeper, perhaps wiser, reflection offered here: Ours is an effort to plumb a depth of
thought untouched by words and a gulf of formless feelings untouched by thought! We work in the
dark. Our doubts should be cherished.

Meanwhile, neuroscience is teaching that the human brain is significantly a creation of each in-
dividual’s experience, the individual self being formed by interaction with the world and others,
including our therapeutic selves. Rather than replacing these chapters, neuroscience is confirm-
ing and may someday be extending them.

The challenge of the work is immense, needing the lifetime that, often, we can give it. Let us cel-
ebrate the diversity of our efforts and the opportunities they provide. We have the chance, seldom
matched, to make lives better.

LESTON HAVENS, MD
Professor of Psychiatry
Harvard Medical School

and The Cambridge Hospital
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Preface

The world of psychotherapy theory and practice has changed markedly in the past 30 years.
During this time, many forces have converged, leading to major alterations in the therapeutic
landscape. Therefore, it seemed essential to produce this four-volume Comprehensive Handbook

of Psychotherapy to illuminate the state of the art of the field, and to encompass history, theory, prac-
tice, trends, and research at the beginning of the twenty-first century.

These volumes are envisioned as both comprehensive in terms of the most current extant knowl-
edge and as thought provoking, stimulating in our readers new ways of thinking that should prove
generative of further refinements, elaborations, and the next iteration of new ideas. The volumes are
intended for several audiences, including graduate students and their professors, clinicians, and re-
searchers.

In these four volumes, we have sought to bring together contributing authors who have achieved
recognition and acclaim in their respective areas of theory construction, research, practice, and/or
teaching. To reflect the globalization of the psychotherapy field and its similarities and differences
between and among countries and cultures, authors are included from such countries as Ar-
gentina, Australia, Belgium, Canada, Italy, Japan, and the United States.

Regardless of the theoretical orientation being elucidated, almost all of the chapters are written
from a biopsychosocial perspective. The vast majority present their theory’s perspective on dealing
with patient affects, behaviors or actions, and cognitions. I believe these volumes provide ample evi-
dence that any reasonably complete theory must encompass these three aspects of living.

Many of the chapters also deal with assessment and diagnosis as well as treatment strategies
and interventions. There are frequent discussions of disorders classified under the rubric of Axis
I and Axis II in the fourth edition of the Diagnostic and Statistical Manual of Mental Disorders with
frequent concurrence across chapters as to how treatment of these disorders should be ap-
proached. There are other chapters, particularly those that cluster in the narrative, postmodern,
and social constructivist wing of the field, that eschew diagnosis, based on the belief that the only
reality of concern is the one being created in the moment-to-moment current interaction: in this in-
stance, the therapeutic dialogue or conversation. In these therapies, goals and treatment plans are
coconstructed and coevolved and generally are not predicated on any formal assessment through
psychological testing. Whereas most of the other philosophical/theoretical schools have incorpo-
rated the evolving knowledge of the brain-behavior connection and the many exciting and illumi-
nating findings emanating from the field of neuroscience, this is much less true in the postmodern
wing of the field, which places little value on facts objectively verified by consensual validation and
replication.
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One of the most extraordinary developments in the past few decades has been that barriers be-
tween the theoretical schools have diminished, and leading theoreticians, academicians, re-
searchers, and clinicians have listened to and learned from each other. As a result of this
cross-fertilization, the move toward integration among and between theoretical approaches has been
definitive. Many of the chapters in Volumes 1, 2, and 3 also could fit in Volume 4. Some of the dis-
tance between psychodynamic/object-relations therapies and cognitive-behavioral therapies has de-
creased as practitioners of each have gained more respect for the other and incorporated ideas that
expand their theory base and make it more holistic. This is one of the strongest trends that emerges
from reading these volumes.

A second trend that comes to the fore is the recognition that, at times, it is necessary to combine ju-
dicious psychopharmacological treatment with psychotherapy, and that not doing so makes the heal-
ing process more difficult and slower.

Other important trends evident in these volumes include greater sensitivity to issues surround-
ing gender, ethnicity, race, religion, and socioeconomic status; the controversy over empirically val-
idated treatments versus viewing and treating each patient or patient unit as unique; the
importance of the brain-behavior connection mentioned earlier; the critical role assigned to devel-
opmental history; the foci on outcome and efficacy; and the importance of process and outcome re-
search and the use of research findings to enhance clinical practice. There is a great deal of exciting
ferment going on as our psychotherapeutic horizons continue to expand.

These volumes would not have come to fruition without the outstanding collaboration and team-
work of the fine volume editors, Drs. Jeffrey Magnavita, Terrence Patterson, Robert and Sharon
Massey, and Jay Lebow, and my gratitude to them is boundless. To each of the contributing authors,
our combined thank you is expressed.

We extend huge plaudits and great appreciation to Jennifer Simon, Associate Publisher at John
Wiley & Sons, for her guidance, encouragement, and wisdom. Thanks also to Isabel Pratt, Editorial
Assistant, for all her efforts. It has been a multifaceted and intense enterprise.

We hope the readers, for whom the work is intended, will deem our efforts extremely worth-
while.

FLORENCE W. KASLOW, PHD, ABPP
Editor-in-Chief

Palm Beach Gardens, Florida
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C H A P T E R  1

Psychodynamic Approaches to Psychotherapy: 
A Century of Innovations

JEFFREY J. MAGNAVITA

The first century of modern psychotherapy
began with Freud’s “discovery” of the un-
conscious and use of free association. We

are at an auspicious time at the turn of the cen-
tury in the field of psychotherapy; much has
been achieved over the past century and many
new developments are occurring. Although
some believe that psychoanalysis has outlived its
usefulness (Dumont, 1993), the discoveries of
Freud and his followers have continued to spawn
remarkable developments that have created an
ever stronger amalgam of psychodynamic psy-
chotherapy. It is true that some aspects of psy-
choanalytic theory have not been empirically
supported or clinically validated, most notable,
the psychosexual theory of development and 
the view that wishes rather than trauma account
for some forms of psychopathology. However,
many constructs remain vital and central to
present-day clinical practice (Magnavita, 1993b).
Many of these constructs have evolved and con-
tinue to evolve as other clinicians/theorists have
expanded, altered, and blended them, and as
new breakthroughs in other disciplines have
been made and incorporated. For example, the

incorporation of von Bertalanffy’s (1948) gen-
eral systems theory has greatly expanded the
range of psychodynamic conceptualization and
treatment. The twentieth century saw various
groundbreaking theoretical innovations.

Many of the cutting-edge theoretical and tech-
nical developments in the field today are pre-
sented in this volume. Schafer (1999), himself 
an analytic pioneer, comments: “In the second
half of the 20th century, we have been witness to
remarkable changes in psychoanalytic theory
and practice” (p. 339). Prior to Freud’s discovery
of free association, the use of hypnosis was the
major technique for exploring and mapping the
unconscious. With the advent of the technique 
of free association, a remarkable window into
the unconscious process was opened. In this
chapter, I review some of the essential develop-
ments and advances that have occurred in psy-
choanalysis and psychodynamic psychotherapy
during the past century. Now, the beginning 
of the twenty-first century, the field of psycho-
analysis can be seen to be enormous and 
its influence on popular culture and lexicon
widespread. This chapter refers to only a small
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fraction of the diversity of work that has evolved
from Freud’s original conceptualization and ap-
proach to treatment.

T H E  O R I G I N S  O F  T H E  
T E R M  P S Y C H O T H E R A P Y

In the first chapter of this four-volume work, a
mention of the origins of the word psychother-
apy is in order. “Long before terms such as psy-
chotherapeutics and psychotherapy were coined,
methods were employed for treating or minis-
tering to various forms of suffering—whether
those were thought of as diseases, illnesses,
ailments, disorders, syndromes, or other forms
of sickness—through the use of psychological
rather than physical measures” ( Jackson, 1999,
p. 10). The origins of the term psychotherapy
suggest that it appeared “toward the end of 
the 1880’s, and had its roots in the Liebeault-
Bernheim school of suggestive therapeutics at
Nancy” (pp. 7–8). According to Jackson, it first
appeared in a work by Hippolyte Bernheim en-
titled Hypnotisme, suggestion, psychotherapie in
1891. Essential to early “healer-sufferer” rela-
tionships were factors such as hope, sympa-
thy/compassion, and the influence of the mind
on the body.

THE FIRST COMPREHENSIVE THEORETICAL

MODEL OF HUMAN PSYCHIC FUNCTIONING

The discovery of the unconscious and the devel-
opment of psychoanalytic methods ushered in 
a new form of scientific inquiry that may be
considered to be the birth of modern scientific
psychology. This is not to minimize the other
paradigmatic shifts that occurred in other areas
of psychology, such as the application of em-
pirical methods to the study of various psycho-
logical topics, for example, Pavlov’s (1927) work
with classical conditioning, which set the stage

for the development of behaviorism. Freud’s
work stands as one of the intellectual milestones
of the twentieth century (Schwartz, 1999). His
theory of psychoanalysis is considered by many
to be equivalent to the genius of Einstein’s the-
ory of relativity and Darwin’s theory of evolu-
tion (Bischof, 1970). Freud offered remarkable
new ways of understanding the mind, psycho-
pathology, and methods of ameliorating human
emotional suffering. It is important to remem-
ber from a historical perspective that “there was
a profound awareness of an unconscious realm”
prior to Freud’s work and that “there is an im-
pressive 19th century literature that deals with
unconscious psychic structures” (Dumont, 1993,
p. 195). Freud and his followers were “large sys-
tem builders” and “beneficiaries of a vast litera-
ture that provided them with virtually all the
insights bearing on the unconscious” (p. 196).

Psychoanalysis was born when Freud aban-
doned hypnosis in favor of the technique of free
association (Magnavita, 2002). Freud originally
was very taken with hypnosis and was influ-
enced by Charcot, who pioneered the technique.
Breuer also stoked his interest in hypnosis, but
S. Freud (1966) became frustrated with it:

Originally Breuer and I myself carried out psy-
chotherapy by means of hypnosis; Breuer’s first
patient was treated throughout under hypnotic
influence, and to begin with I followed him in
this. I admit that at that period the work pro-
ceeded more easily and pleasantly, and in a much
shorter period of time. Results were capricious
and not lasting; and for that reason I finally
dropped hypnosis. And I then understood that
an insight into the dynamics of these illnesses
had not been possible so long as hypnosis was
employed. (p. 292)

According to Havens (1973): “Breuer’s method,
however, remained very close to Charcot’s. It
was symptom-centered, hypnotic, and objective”
(p. 90). Freud’s method was a radical departure
from Breuer’s and Charcot’s approaches.
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“Fundamental to Freud’s thinking about the
mind was a simple assumption: If there is a
discontinuity in consciousness—something the
person is doing but cannot report or explain—
then the relevant mental processes necessary to
‘fill in the gaps’ must be unconscious” (Westen
& Gabbard, 1999, p. 59). Freud’s technique of free
association allowed him and others who fol-
lowed to explore the dark recesses of the human
psyche and to provide a map of the unconscious.
He outlined the topographical contours with his
delineation of the regions of unconscious, pre-
conscious, and conscious zones. He proposed a
tripartite model of human psychic functioning
with three structural components, now taught in
every introductory psychology course: the id, the
ego, and the superego. He offered an explana-
tion of how the instinctual sexual and aggressive
forces were modulated and channeled either
neurotically into symptom formations or charac-
terologically into personality disturbance. His
emphasis on psychosexual development, much 
of which has not been validated, represented one
of the first credible stage theories of human 
development. Key concepts of repression and re-
sistance offered psychoanalysts a way to under-
stand how unacceptable impulses and painful
affects are lost to the conscious mind but are ex-
pressed in a variety of symbolic ways. Current-
day psychotherapists of just about every ilk have
incorporated the concept of repression into their
theoretical systems.

D E R I VA T I V E  T H E O R E T I C A L
S Y S T E M S

Psychoanalysis and psychodynamic concepts
are in constant evolution; they are reinter-
preted, transformed, and revitalized. A static
system never could have provided the field with
such a wealth of raw material that could be
mined for over a century and still continue to
be vital for each new generation. The following

four models all have an important place in psy-
chodynamic theory and are reviewed in more
detail throughout this volume.

EGO PSYCHOLOGY: THE EMPHASIS

ON ADAPTATION

The ego psychologists were especially inter-
ested in the functioning of the ego and empha-
sized the importance of adaptation (Hartmann,
1958, 1964). Ego psychology set out to elaborate
the various aspects of healthy functioning or
ego-adaptive capacity. This aspect of psychody-
namic theory was expanded by Horner (1994,
1995) and is an extremely valuable component
of psychodynamic assessment, especially when
conducting brief dynamic therapy.

OBJECT-RELATIONS THEORY: THE EMPHASIS

ON ATTACHMENT

Winnicott viewed aggression as emerging from
the disruption of attachment rather than ema-
nating from an instinctual drive, as Freud sug-
gested (Winnicott, Shepherd, & Davis, 1989).
This was the beginning of the object-relations
model, advanced by Melaine Klein (1975), W. R.
D. Fairbairn (1954), Margaret Mahler (Mahler,
Pine, & Bergman, 1975), Annie Reich (1960),
and others (Buckley, 1986). Object relations
recognized the primacy of attachment. Winni-
cott did not believe the infant could be studied
outside the maternal-child dyad; he went so far
to say “There is no such thing as a baby,” sug-
gesting that when you describe the baby, you
describe the dyad (Rayner, 1991, p. 60). This
theoretical development heralded the move
away from the emphasis on the intrapsychic to a
dyadic model. One of Winnicott’s best-known
concepts is the “good-enough mother,” which
implies that although one doesn’t need perfect
parenting, there must be at least a critical level
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of parental function for uncomplicated develop-
mental progression (Winnicott, Shepherd, &
Davis, 1989, p. 44).

SELF PSYCHOLOGY: THE STUDY OF NARCISSISM

Kohut’s (1971, 1977) groundbreaking work ex-
panding Freud’s concept of narcissism enabled
clinicians to begin to understand and treat an-
other form of pathological adaptation that was
not effectively treated with standard psycho-
analysis. Stolorow, Atwood, and Orange (1999)
describe some of the inherent difficulties:

As useful and pathbreaking as his contextual-
ization of narcissism may have been, Kohut’s
(1977) subsequent elevation of his psychology of
narcissism to a metatheory of the total personal-
ity—a psychoanalytic psychology of the self—
has created some knotty problems. For one
thing, self psychology’s unidimensionality, the
exclusive focus on the narcissistic or selfobject
dimension of experience and of transference—
its establishment, disruption, and repair—has
tended to become reductive, neglecting and
failing to contextualize other important dimen-
sions. Even more problematic has been the
insidious movement from phenomenology to
ontology, from experience to entities—a move-
ment reminiscent of Freud’s (1923/1961) shift
from the centrality of unconscious emotional
conflict to the trinity of mental institutions pre-
sumed to explain it. (p. 384)

Kohut’s major contribution was in his em-
phasis on the development of the self from the
fragile infant state to the cohesive adult person-
ality. He added much to our understanding of
patients who have disorders in their basic sense
of self-esteem. This branch of psychoanalytic
theory then began to provide a clearer differen-
tiation between those with emotional distur-
bances based on intrapsychic conflict who had
sufficient attachment experience and those pa-
tients with deficits in their self-structure. The

patients with deficit have not had the necessary
experiences that lead to a solid intrapsychic
structure, as reflected by adaptive defenses and
a stable sense of oneself. Traditionally, these pre-
oedipal or, in many cases, prelanguage trauma
patients have disturbances in primary attach-
ments. This may be the result of injuries that
occurred from insufficient mirroring of the pri-
mary attachment figure or severe attachment in-
sufficiency or disruption (Frank, 1999).

INTERPERSONAL PSYCHIATRY:
THE DYADIC RELATIONSHIP

Harry Stack Sullivan (1953) developed an inter-
personal theory of psychoanalysis from his ob-
ject-relational perspective. Havens (1973) writes:
“Harry Stack Sullivan is the most original figure
in American psychiatry, the only American to
help found a major school” (p. 183). Sullivan was
not so concerned with what transpired inside
people but rather focused on what occurred in
the relational field. This represented the most
radical departure to that time from Freud’s
structural drive theory of repressed emotions
and intrapsychic forces. Sullivan believed that
needs were interpersonal and that the therapeu-
tic process was based not on detached observa-
tion but on being a participant-observer. In other
words, the therapeutic matrix included two peo-
ple who mutually contributed to the interp-
ersonal experience. He coined the term “self-sys-
tem” to account for the process of gaining satis-
faction and avoiding anxiety in interpersonal
relations.

Intersubjectiveness
Many theorists and clinicians challenged
Freud’s position that the therapist should be a
detached observer of the patient’s unconscious
process. In their book Faces in a Cloud: Subjectiv-
ity in Personality Theory, Stolorow and Atwood
(1979) began to explore the issue of subjectiv-
ity and laid the groundwork for the study of
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intersubjectivity (Stolorow et al., 1999). They
state: “To be an experiencing subject is to be po-
sitioned in the intersubjective contexts of past,
present, and future” (p. 382). This theory of in-
tersubjectivity emphasizes what many current
workers believe is vital: affect. “The shift from
drive to affect, one of the hallmarks of our in-
tersubjective perspective, is of great theoretical
importance, because unlike drives, which origi-
nate deep within the interior of an isolated
mental apparatus, affectivity is something that
from birth onwards is regulated, or misregu-
lated, within an ongoing intersubjective sys-
tem” (Stolorow et al., 1999, p. 382). Affective
theory (Ekman & Davidson, 1994) has only
fairly recently been considered a topic worthy
of scientific focus.

THE CATALOGUING AND EMPIRICAL

SUPPORT OF DEFENSES

In Freud’s structural drive model, defensive
functioning was accorded a prominent role in
protecting a person against anxiety and contin-
ues to represent a major conceptual leap in un-
derstanding intrapsychic and interpersonal
functioning. Freud considered defenses to be
used both adaptively and in pathological form,
and his original conceptualization continues to
spawn new developments (Holi, Sammallahti,
& Aalberg, 1999). Key concepts in understand-
ing the function of defenses include repression
and resistance. Defenses allow for repression of
painful conflict in many patients and lead to
patterns of reenactment in others. Defenses
also turn into resistance to the therapist’s effort
to relieve the suffering. Higher-level defenses
serve to enrich and strengthen the ego organi-
zation (Schafer, 1968).

Anna Freud (1936; Sandler, 1985) continued
the process her father began of enumerating
and cataloguing defenses. Although for a time,
academic psychologists eschewed the construct
of defense as being irrelevant, it has proven to

be quite robust and has continued to demon-
strate tremendous clinical utility and promi-
nence in most current psychodynamic
conceptual systems. Researchers such as
George Vaillant (1992) and Phebe Cramer (1987,
1991, 1998, 1999) have empirically documented
the validity of many of these defenses and their
developmental progression from lower to higher
levels. This “stage-related fashion” has been val-
idated by Cramer’s (1991, p. 39) research. For ex-
ample, projection, a higher-level defense than
denial, seems to increasingly predominate dur-
ing adolescence. Also, the research shows that
anxiety does increase defensive functioning
(Cramer & Gaul, 1988).

P E R S O N A L I T Y  T H E O R Y ,
P E R S O N A L I T Y  D I S O R D E R ,

A N D  C O N T E M P O R A R Y
P S Y C H O PA T H O L O G Y

Freud’s metapsychology was a theory both of
personality and of psychopathology, as well as a
method of treatment for emotional disorders.
Many conceptual elements of Freud’s model
and subsequent developments continue to be
useful to current personality theorists and their
contemporary models of personality (Mag-
navita, 2002).

Psychoanalytic theorists/clinicians were very
interested in and contributed vast amounts of
clinical case material and insight into an under-
standing of character development, which serve
as the basis for current diagnostic systems. Cur-
rent psychopathologists and personality theo-
rists draw from over a century of conceptual
developments, many of which are presented 
in this volume. Psychodynamic constructs have
shown remarkable explanatory power, “includ-
ing characteristic ways of coping with and de-
fending against impulses and affects; perceiving
the self and others; obtaining satisfaction of
one’s wishes and desires; responding to envi-
ronmental demands, and finding meaning 
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in one’s activities, values, and relationships”
(Westen & Gabbard, 1999, p. 82). Contemporary
theorists such as Millon (1999) and Kernberg
(1996) recognize what the early character ana-
lysts such as W. Reich (1949), Horney (1937),
and Fenichel (Fenichel & Rapaport, 1954) came
to see as crucial: that personality configuration
should guide treatment.

Personality disorders are endemic in contem-
porary society, most likely the result of the In-
dustrial Revolution and the fragmentation of
social structure and extended family units due
to the mobility of members of modern society
(Magnavita, 2002). Clinicians are faced with the
fact that approximately half of those receiving
mental health treatment are diagnosed either
with a primary or comorbid personality disor-
der (Merikangas & Weissman, 1986; Weissman,
1993). Furthermore, 1 in 10 Americans qualify
for this diagnosis. “Personality Disorders (PDs)
are a topic of considerable interest to both clini-
cians and researchers alike, in part because of
the high prevalence in the general population,
and because of the difficulty in treating these
conditions with standard forms of therapy”
(Magnavita, 1999b, p. 1). New applications of
psychodynamic treatment as well as cognitive,
cognitive-behavioral, interpersonal, and inte-
grative approaches have been developed ex-
pressly for treating personality disorders and
complex clinical syndromes, a combination of a
number of clinical syndromes and personality
disturbance (Magnavita, 2000a). Most models of
psychotherapy have integrated or expanded to
include the construct of unconscious process-
ing. The effective treatment of these personality
disorders and complex clinical syndromes
requires comprehensive treatment integration
and, often, multiple models and combinations
of treatment (Magnavita, 1999a; Millon, 1999).

It is interesting to note that neuroscientific
theory provides some support for the clinical
methods of Ferenczi’s and Reich’s approaches to
treating personality pathology (Grigsby &
Stevens, 2000). “Here is where Sandor Ferenczi’s

‘active’ therapy may be useful. If one wants to
change one’s character, it is not simply enough
to become aware of an unconscious schema—
one also must make an effort not to engage it”
(p. 322). Based on their neurodynamic model of
personality, Grigsby and Stevens conclude:

If the therapist repeatedly points out character
traits of which the patient is ordinarily unaware,
their automatic performance is disrupted and
learning (in other words, a change in the neural
networks subserving the schema) may occur. The
habitual behavior in a sense is “unlearned” as
one tends to become increasingly aware of the
behavior during its performance. . . . The process
is not easy, however, and the individual may be
reluctant to go against the grain of character,
since it is uncomfortable and may require great
effort. (p. 322)

T H E  F O U N D A T I O N  A N D
A S C E N D A N C E  O F  

A F F E C T I V E  S C I E N C E

Darwin (1998) demonstrated the importance
and function of affect, and Freud offered a the-
ory about the place of affect in human psycho-
pathology. The emphasis on repressed affect 
as a source of anxiety and symptom formation
laid the foundation for today’s affective science.
The importance of affective functioning was em-
phasized by Silvan Tomkins (1962, 1963, 1991)
who advanced our understanding of the central-
ity of emotional experience (Ekman & Davidson,
1994). For the most part, however, “The topic of
emotion was downplayed until the 1960’s, a
decade characterized by the advent of neobehav-
iorism and social learning theory, a movement
toward cognitivism, and greater interest in sys-
tems theory” (Lazarus, 1991, p. 40). Neuroscien-
tists have also recognized the importance of
emotion in understanding consciousness and
brain structuralization and organization. Emo-
tion primes the neuronal networks and assists in
learning. We have come to understand why the
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intense emotional activation that occurs from
trauma, particularly when the trauma occurs
early in development, has a significant impact
on personality formation. The universality of
emotion seems to be a cross-cultural phenome-
non, although there is still some debate be-
tween the cultural relativists and Darwinians.
Nevertheless, it is fairly well established that
there are six primary emotions—anger, fear,
sadness, disgust, happiness/joy, and surprise—
and secondary emotions, which include guilt,
shame, and pride. Emotion is considered by
many contemporary theorists and clinicians to
be the lifeblood of the therapeutic process. For
example, rage and its mobilization can be a
powerful transformative experience. Cum-
mings and Sayama (1995) write about a require-
ment they believe is important:

Just as one would not trust a surgeon who fears
the sight of blood, why trust a therapist who can-
not stand the sight of “psychic blood” when an
intervention that might be termed psychological
surgery is in the best interest of the patient. Mo-
bilization of rage in the interest of health is a
powerful technique in the hands of a compas-
sionate therapist. It is deadly in the hands of a
noncompassionate therapist. Similarly, the sur-
geon’s scalpel in the wrong hands would be inap-
propriate, sadistic, or fatal. (p. 54)

Affective science, like cognitive science, is be-
coming a component part of understanding per-
sonality, psychopathology, and psychotherapy
(Magnavita, 2002).

T H E  D E V E L O P M E N T  O F
S U P P R E S S I O N  A N D

R E D I S C O V E R Y  O F  
T R A U M A  T H E O R Y

Freud believed that hysteria derived from child
sexual abuse. In fact, he believed that he had
discovered the “causative agent in all the major
neuroses” (Schwartz, 1999, p. 73). This finding

about the prevalence of child sexual abuse by fa-
thers and others, which has held up in current
time as a factor for Dissociative Identity Disor-
der and Borderline Personality Disorder, may
have been too much for Freud to accept. Some
believe that he experienced a personal crisis
and worried about the impact that publishing
these findings might have on his career. He has
been harshly criticized and condemned by
some modern-day writers (Masson, 1984, 1990).
According to Masson, the field of psychoanaly-
sis suppressed the truth and did not take seri-
ously patient reports of incest and abuse.
Rachman (1997) writes:

Psychoanalysis has had a love/hate relationship
with the seduction theory and the treatment of
the incest trauma. In point of fact, the origins of
psychoanalysis are based upon Freud’s discovery
that neurosis (hysteria) was caused by the sexual
seduction of mostly female patients by their
fathers (and secondarily by surrogated father fig-
ures). This was a remarkable discovery and es-
tablished psychoanalysis on a phenomenological
basis—that is to say, the data for the analysis
were generated from the subjective report of the
patient. (p. 317)

Freud’s abandonment of this seduction/
trauma theory was a major setback for him and
the field of psychoanalysis. His replacement,
wish fulfillment, had the aura of blaming the
victim. Even though Freud abandoned trauma
theory as the cause of many forms of psycho-
pathology when he replaced the seduction the-
ory with an Oedipal one, others, most notably
Ferenczi (1933), continued to work along the
original line. Rachman (1997) suggests that
Ferenczi’s early findings and model of trauma
are remarkably consistent with contemporary
trauma models (Herman, 1992): “On the basis of
his work with difficult cases, Ferenczi verified
Freud’s original seduction theory and empha-
sized a return to the original findings” (p. 317).
The suppression of Ferenczi’s findings is a dark
spot in the history of psychoanalysis.
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L O N G - T E R M
P S Y C H O A N A L Y T I C

P S Y C H O T H E R A P Y  A N D
P S Y C H O A N A L Y S I S

As Freud’s psychoanalytic technique began to
crystallize, his original experimentation and
interest in brief treatment waned. The develop-
ment of his technique of free association and
the emphasis on the development of the trans-
ference neurosis lengthened the course of psy-
choanalysis. Psychoanalytic treatment provided
Freud with the method he needed to probe fur-
ther the unconscious and begin the process of
organizing his observations and mapping the
intrapsychic terrain. This led to the develop-
ment of metapsychology.

Traditional psychoanalysis, consisting of
three to five psychotherapy sessions per week
over the course of many years, has greatly re-
ceded as a form of treatment due to the cost and
time required. However, for those who are in-
terested in becoming psychoanalysts, a training
analysis is still required by some psychoana-
lytic institutes (Havens, 2001). This can be ex-
tremely beneficial for those who want to pursue
a career as a “depth” therapist or to conduct
psychoanalysis. At the turn of this century, most
practitioners who conduct long-term therapy are
highly influenced by the psychodynamic model,
with its emphasis on unconscious processes,
transference/countertransference, and establish-
ing conditions where the patient can freely
speak what comes to mind. This model of treat-
ment offered a compendium of technical ad-
vances that have been well articulated in major
works, such as The Technique of Psychoanalytic
Psychotherapy (Langs, 1989).

EFFORTS TO ACCELERATE

PSYCHODYNAMIC TREATMENT

From the very beginning, efforts were made 
to accelerate the course of psychoanalysis. The

major innovator and father of short-term dy-
namic psychotherapy, Ferenczi, was rejected for
his challenge to orthodox psychoanalysis (see
Osimo, this volume). Ferenczi (Ferenczi & 
Rank, 1925) and generations of clinician-theo-
rists after him developed innovative technical
interventions. The analytic community tended
to discredit them and reject their pioneering
efforts, though others, such as Alexander and
French (1946), rediscovered them later (Mag-
navita, 1993a). The field of short-term dynamic
psychotherapy is one example of how psychody-
namic metapsychology continues to revitalize
and shape the field of psychotherapy. In the past
20 years there has been a major resurgence of
interest in this evolutionary branch of psychody-
namic therapy. Many of the cutting-edge theo-
rists/clinicians are included in this volume. As
cost-effectiveness has become a major concern in
the delivery of mental health treatment, contem-
porary clinicians increasingly revisit the works
of the pioneering figures in short-term therapy
(Cummings & Sayama, 1995).

A P P L I C A T I O N  O F
P S Y C H O A N A L Y S I S  A N D

P S Y C H O D Y N A M I C  T H E R A P Y
T O  C H I L D R E N

The twentieth century witnessed another major
phenomenon when psychotherapeutic tech-
niques were modified for the treatment of child-
hood disorders. Although Freud treated a few
children, it was not until his daughter Anna’s pi-
oneering work at the Hamptead Child-Therapy
Clinic was disseminated that the field of child
therapy emerged. Melanie Klein (1975), another
pioneering figure in theories and techniques of
child therapy, also contributed much to the field
and modified analytic techniques in the treat-
ment of psychotic disorders (Sayers, 1991). Many
techniques of current-day play therapy have
their origins in the works of these two pioneer-
ing women of psychoanalysis.
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A  T R E N D  T O W A R D
I N T E G R A T I V E  T H E O R Y  A N D  

A  M U L T I P E R S P E C T I V E
A P P R O A C H  T O

P S Y C H O T H E R A P Y

Many theorists have recognized the need for
integration in the field of personality theory
and psychotherapy (Magnavita, 2002). In fact,
William James (1890), the father of modern psy-
chology, was one of the original proponents of
integrating seemingly disparate systems. He
believed that human nature was far too complex
to be reduced to a theoretical, consistent sys-
tem. His clarion call did herald a movement,
which gained credibility in the last quarter of
the twentieth century. However, before integra-
tion could occur, a variety of models had to be
developed and tested over time.

Gordon Allport (1968) also called for system-
atic eclecticism. He realized that eclectic was a
word of “ill-repute” (p. 3), but he believed that
theoretical assimilation offered promise. Theo-
rists and clinicians had to wait until there were
sufficiently developed discrete theories or mod-
els that could be integrated. The topic of psy-
chotherapy integration is covered extensively in
volume 4 of the Comprehensive Handbook of Psy-
chotherapy and will not be recapitulated here. It
is important to note, however, that modern psy-
chodynamic theory and practice have been
shaped by integration within psychodynamic
schools.

Pine (1985) and Mann and Goldman (1982)
have suggested a multiperspective approach
using the main theoretical perspectives as
lenses, each offering a different view of a clinical
phenomenon. Theoretical blending occurs as
well when other theoretical constructs outside
psychoanalysis, such as systems theory, have
been assimilated (Messer, 1992). Dollard and
Miller (1950) presented a major effort in the clas-
sic volume Personality and Psychotherapy: An
Analysis in Terms of Learning, Thinking, and Cul-
ture. This groundbreaking volume represented a

new integrative theory of personality and
psychotherapy (Magnavita, 2002). The domain
and scope of psychodynamic psychotherapy has
been broadened even further with the incorpora-
tion of triadic theory (Bowen, 1978) and a rela-
tional-systemic component (Magnavita, 2000b).

C R I T I C I S M  A N D
C O N T R O V E R S Y

Numerous criticisms have been leveled against
the field of psychoanalysis, some justified and
others less so. One of the major problems of the
past century has been the isolation of psycho-
analysis from other disciplines although there
have been exceptions such as the interdiscipli-
nary work of Erik Erikson (Coles, 2000). This is
beginning to shift, although much potential
was lost for interdisciplinary cross-fertilization,
which would have strengthened and further
evolved the field. Another problem for which
the field has been justly criticized is the relative
lack of interest in providing empirical support
for treatment effectiveness. Admittedly, this 
is an onerous task, but nevertheless a vital one.
Popular notions about psychodynamic treat-
ment have been difficult to dislodge. One im-
portant assumption made by many regards 
the sanctity of the therapeutic relationship.
This has been reified to the point of not allow-
ing the process to be studied, except third-
hand. With the advent of low-cost audiovisual
equipment, the process of psychotherapy is now
capable of being readily studied by clinicians.
Inspired by the trendsetting and courageous
work of pioneering practitioners who video-
taped their treatment sessions, a new genera-
tion of clinicians is using this technology to
advance the field and provide more intensive
training for psychotherapists. Clearly, there are
potential pitfalls and a possible downside to
using videotape for research and training, but
the advances in knowledge seem to outweigh
potential difficulties.
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S U M M A R Y

Psychoanalytic concepts, theories, and tech-
niques continue to have a strong influence on
current psychodynamic psychotherapy, as well
as many other schools presented throughout 
this Comprehensive Handbook of Psychotherapy.
Psychoanalysis offered the first comprehensive
metapsychology of personality function, psycho-
pathology, and methods of psychological heal-
ing. Many of the main evolutionary theoretical
models of psychoanalysis continue to offer mul-
tiple perspectives for understanding the vast
variations in human suffering confronted in
clinical practice by mental health clinicians. Use-
ful methods and techniques of treatment have
derived from these theoretical systems and offer
the clinician at the start of the second century of
modern psychotherapy an array of approaches
with which to assist those who come with the
hope of being healed.
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C H A P T E R  2

The Developmental Basis of
Psychotherapeutic Processes

STANLEY I. GREENSPAN

Through clinical work and observations
with infants and young children, we have
been able to more fully identify and de-

scribe the early stages of ego development. We
have also been able to describe stage-specific
affective interactions and relationship patterns
and individual motor and sensory processing
differences that influence these early ca-
pacities. Taken together, these elements consti-
tute the Developmental, Individual-Difference,
Relationship-Based (DIR) model (Greenspan,
1997a, 1997b). This model provides a develop-
mental framework for conceptualizing the psy-
chotherapeutic process. The DIR framework,
which can be applied to both children and
adults, includes an individualized developmen-
tal approach to assessment and diagnosis and
the practice of psychotherapy and psychoanaly-
sis. It also includes developmental insights into
a range of disorders (e.g., anxiety, depression,
character, and personality disorders, autism,
mental retardation, learning disorders) and in-
forms a comprehensive intervention program
for children with autistic spectrum disorders
and other special needs.

The DIR model is based on relatively recent
insights about three interrelated processes that
contribute to a child’s development. The first
process involves early stages in a child’s presym-
bolic functional emotional development (the build-
ing blocks of ego functioning and intelligence).
These capacities include regulation and shared
attention; relating with intimacy; gestural, affec-
tive reciprocal and social interactions; and creat-
ing and connecting symbols. The second process
involves each child’s individually different underly-
ing processing capacities, such as sensory modula-
tion, auditory and visual-spatial processing, and
motor planning. Infants and young children dif-
fer significantly in their sensory reactivity, au-
ditory and visual-spatial processing, and motor
planning and sequencing, and these differences
are important contributors to ego structure, char-
acter, and symptom formation. The third process
involves the role of relationships and affective inter-
actions in facilitating a child’s intellectual and
emotional growth. For example, the earliest cog-
nitive structures and sense of causality do not, as
Piaget believed, first arise from early sensorimo-
tor (cognitive) explorations. They arise from even
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earlier affective interactions between a baby and
his or her caregiver (e.g., a smile begetting a
smile). At each stage of early cognitive develop-
ment, emotional interactions lead the way. The
meaning of words, early quantity concepts (“a
lot” to a 21⁄2-year-old is more than he expects; “a
little” is less than he wants), logical and abstract
thinking, and even important components of
grammar depend on specific types of emotional
interactions (Greenspan, 1997b; Greenspan &
Wieder, 1999). Similarly, early ego development
can now be traced to specific types of early
emotional interactions. For example, complex
reciprocal affective interactions in the second
year of life enable children to begin integrating
affective polarities and form a more integrated
sense of self.

T H E  D I R  M O D E L  A N D
C O N S T R U C T I N G  T H E

D E V E L O P M E N T A L  P R O F I L E

In the DIR model of development, there are three
dynamically related influences on development.
Biological, including genetic, influences affect
what the child brings into his or her interactive
patterns. They do not act directly on behavior,
but on part of the child-caregiver interactive pro-
cess. Cultural, environmental, and family factors
influence what the caregiver or interactive part-
ner brings into the interactions. The resultant
child-caregiver interactions then determine the
relative mastery of six core developmental
processes (e.g., regulation, relating, preverbal
affective reciprocity). Symptoms or adaptive be-
haviors are the result of these stage-specific af-
fective interactions.

The DIR model enables the clinician to con-
struct a detailed developmental profile based on
these dynamic processes. A special feature of
the profile is its focus on early presymbolic
levels of ego functioning. Higher levels of ego
functioning are explored through an elabora-
tion of the content of the patient’s mental life;

presymbolic levels often involve basic structure-
building, affective interactions. In considering
different types of problems and personalities,
one is often tempted to go where the action is,
getting caught up in the conflict of the moment
(the family drama or, understandably, the pa-
tient’s anguish). However, a full developmental
profile includes early presymbolic structures as
well as dynamic contents (i.e., a full profile in-
cludes the “drama” and the “stage” on which
the drama takes place).

The profile begins with a description of indi-
viduals’ regulatory capacities: the ability to re-
main calm, attentive, and process and respond
in an organized way to the variety of sensations
around them. Next is a rich description of their
style and capacity for engaging, followed by
their capacity to enter into reciprocal affective
gesturing in a full range of emotional and the-
matic realms. Then comes their ability to orga-
nize their behavior and affects into purposeful
patterns that constitute a presymbolic sense of
self and take into account the expectations of
their environment. These presymbolic capaci-
ties are followed by the ability to represent
wishes, affects, and ideas, use them imagina-
tively, and then create bridges between differ-
ent represented experiences as a basis for a
representational sense of self and other, a dif-
ferentiated sense of time and space, and affect
proclivities, the capacity to construct a sense of
reality and to move toward abstract and reflec-
tive thinking.

In each area of the profile, one looks for com-
petencies as well as deficits (where the ability is
not attained at all). One also looks for constric-
tions (where the ability is there but not at its full,
robust, and stable form). Constrictions may in-
volve a narrowing of the thematic or affective
range (only pleasure, no anger), a lack of stability
(the child can engage, but loses this capacity and
becomes self-absorbed whenever anxious), or a
lack of motor, sensory, cognitive, or language
support for that capacity (e.g., the child can be as-
sertive with words, but not with motor patterns).
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After an individual’s profile is constructed,
two contributions to the challenges or strengths
of that profile are explored. These are the biolog-
ically based regulatory contributions (i.e., motor
and sensory processing differences) and the
family, cultural, and interactive contributions.

C A S E  E X A M P L E  O F  T H E  D I R
D E V E L O P M E N T A L  P R O F I L E

To illustrate the importance of constructing
such a profile, consider the following example.
A 6-year-old girl presented with an inability 
to talk in school and an ability to talk only to
her mother. She had always been a dependent,
clingy, quiet, and passive little girl, had a lot of
separation anxiety in going to school, and al-
ways had difficulty interacting with other chil-
dren. However, her difficulties were getting
worse over the prior two years. It will be in-
structive now to look at the profile that was con-
structed for this little girl from numerous play
sessions. She took a long time to connect with
the therapist doing the evaluation. She would
initially fiddle with toys or other objects in a
seemingly self-absorbed way and only with
many vocal overtures would she enter into a
state of shared attention, where she was pay-
ing attention to the therapist. The therapist
had to maintain a fairly high level of activity to
keep this state of shared attention. Similarly,
although she had some warmth and the thera-
pist found herself looking forward to seeing
the child, the therapist kept feeling she had to
work hard to maintain the sense of engage-
ment. There was some emotional expressive-
ness and some back-and-forth smiling and
smirking, suggesting some capacity for emo-
tional reciprocity, but often, the emotional re-
sponses were either very inhibited (lacking) or
global, with seemingly inappropriate giggling
or repetitive, tense, discharge-oriented play
(such as banging a doll). Often, the content of
the play, such as banging the doll, was not 

connected to the affect (which might be a smile
as she banged the doll aggressively). She was
purposeful and organized in her interactions
and play, but during times of transitions, going
from one activity to another, she would seem to
get lost in her own world again, and the thera-
pist would have to work to regain a sense of or-
ganized interaction. She used lots of ideas and
was able to build bridges between her ideas (an-
swering “what” and “why” questions), but her
imaginative play was focused on only a few
themes in a very intense, repetitive manner. She
had dolls undressing and had one doll doing ag-
gressive things to the genital areas of the other
dolls. In one scene, she had monsters blocking
some of the dolls from getting their clothes
back, with sadistic fights ensuing. In this profile,
then, we see a child who has marked constric-
tions at the presymbolic areas of development
around attention, engagement, and reciprocal
affective gesturing and cuing, as well as a preoc-
cupation and constriction at the symbolic or rep-
resentational level.

In cases like this, with a little child who can
elaborate themes, I found that many therapists
would focus predominantly on the content of
the child’s themes (in this case, her preoccupa-
tion with sexual and aggressive themes) and
obviously want to explore the family dynamics
that were contributing, including questions of
sexual abuse, sexual play with other children or
babysitters, or overstimulation due to exposure
to sexual materials or witnessing sexual scenes.
But our profile, in addition to alerting us to
these factors, also alerts us to the fact that there
is a lack of mastery of critical early phases of de-
velopment, including an ability for consistent
attention, engagement, and the earliest types of
affective reciprocity. When, for example, chil-
dren cannot match the content of their interests
to their affects, it often suggests that early in
life, a caregiver was unable to enter into recip-
rocal gesturing around certain affective incli-
nations. For example, the way children learn to
match content with affect is by demonstrating
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different affects as an infant in association with
different kinds of behavior, perhaps knocking
the food off the table with a look of defiance or
surprise. In return, they get a reciprocal affect
or gesture back from Mommy or Daddy. If the
parent freezes or withdraws at that moment,
however, there is no return affective gesture
and the child’s content (i.e., throwing the food
on the floor) now has no reciprocal affects as-
sociated with it. As a consequence, the child
doesn’t develop the rich connections between
interactive affects and content. Obviously, var-
ious types of processing problems can also
contribute.

In terms of regulatory patterns in this case,
the child did have some overreactivity to touch
and sound and some mild motor planning 
problems, but was quite competent in her au-
ditory and visual-spatial processing abilities.
There were both physical and interactive differ-
ences contributing to her profile.

As we looked at her developmental profile, we
were therefore alerted to the fact that there were
a number of prerepresentational issues that need
to be worked on in therapy as well as issues in-
volved in her emerging symbolic world. As we
were speculating from her profile, we wondered
whether there were some profound difficulties
ongoing in the early relationship between this
child and her caregivers as well as some current
experiences that were leading to her preoccupa-
tion with sex and aggression. We also wondered
about current trauma severe enough to disrupt
basic presymbolic abilities (if, for example, they
were formerly attained).

As a result of this profile, the therapist who
had started with twice-a-week sessions to work
on the content of the child’s play and once-a-
month sessions with the parents shifted her ap-
proach. It was decided that it was important to
develop a deeper alliance with this family to
explore the nature of this little girl’s preoccu-
pation with sexual and aggressive content and,
therefore, they needed to be seen at least once a
week. It was also determined that because
there were a number of constrictions of the 

prerepresentational capacities, the therapist
needed to work with the parents’ interactions
with their daughter to foster mastery of these
basic interactive capacities around attention,
engagement, and reciprocal affective inter-
change. She also began working on the issues
directly in therapy, paying more attention to af-
fects and gestures, the tone of the relationship
itself, and the understanding of verbal content.

A developmental profile systematically done
will help the therapist look in a balanced way at
the whole individual and, most important, will
help the therapist raise hypotheses about where
the challenges may lie and even some potential
reasons for the challenges. The profile enables
the therapist to develop a therapeutic strategy
to further explore the initial hypothesis. With-
out such a systematic profile, it’s easy for the
therapist to get lost in the content or symptoms
of the moment without a full appreciation of all
the areas of challenge and the likely experi-
ences that might be associated with them.

In some respects, by focusing on the patient’s
fundamental capacities, the developmental pro-
file may reveal aspects of the patient’s develop-
mental history that the patient’s “memories”
are unable to reveal. The processes that the de-
velopmental perspective helps us observe reveal
where the patient has been and, even more im-
portant, where he or she needs to go.

T H E  D E V E L O P M E N T A L L Y
B A S E D  P S Y C H O T H E R A P E U T I C

P R O C E S S  W I T H  C H I L D R E N
A N D  A D U L T S

The individualized profile and the DIR model
can inform the practice of psychotherapy and
psychoanalysis. Most therapists use a develop-
mental framework in their clinical work. Many
recent developmental discoveries, however, have
not yet found their way into this evolving frame
of reference. See Developmentally Based Psycho-
therapy (Greenspan, 1997a) for a detailed de-
scription of this approach.
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OBSERVING AND WORKING WITH FUNDAMENTAL

DEVELOPMENTAL PROCESSES

The overarching principle of a developmen-
tally based approach to psychotherapy is mo-
bilization of the developmental processes
associated with an adaptive progression of the
personality throughout childhood and adult-
hood. The therapeutic relationship is the vehi-
cle for mobilizing developmental processes in
the therapy sessions and for helping the pa-
tient create developmentally facilitating ex-
periences outside the therapy situation. The
critical difference between the developmen-
tally based approach to the psychotherapeutic
process and other approaches is the degree to
which early stages in development are ob-
served and worked with. Typically, most ther-
apists work with verbal material with adults
and verbal and play themes with children. If
earlier levels are worked with (e.g., separation-
individuation), they are worked with in terms
of verbal or symbolic elaborations. Early stages
can be worked with more directly in terms of
critical structural features. These involve the
capacity to self-regulate; relate to others; pro-
cess, comprehend, and use preverbal affective
gestures to define a sense of intent and form a
preverbal sense of self and integrate basic
emotional polarities; and learn to represent af-
fects and experiences and broaden and differ-
entiate one’s inner affective, symbolic life.

To mobilize these fundamental developmental
processes, however, we must be able to identify
them in children and adults. Brief descriptions
of these processes appear below. (For more com-
plete discussion, including clinical observations
and developmental studies, see Greenspan, 1989,
1992 , 1997a, 1997b.)

Level 1
The first level of development involves regulation
and shared attention, that is, self-regulation and
emerging interest in the world through sight,
sound, smell, touch, and taste. Children and
adults build on this early developing set of 

capacities when they act to maintain a calm,
alert, focused state and organize behavior, af-
fect, and thoughts.

We have observed individual differences in
constitutional-maturational characteristics that
contribute to one’s regulating capacities. They
begin in infancy and then can be observed in
older children and adults. These maturational
patterns may change as one develops, however.
The following list may prove helpful in observ-
ing regulatory differences:

1. Sensory reactivity, including hypo- and hy-
perreactivity in each sensory modality (tac-
tile, auditory, visual, vestibular, olfactory).

2. Sensory processing in each sensory modal-
ity (e.g., the capacity to decode sequences,
configurations, or abstract patterns).

3. Sensory affective reactivity and process-
ing in each modality (e.g., the ability to
process and react to degrees of affective
intensity in a stable manner).

4. Motor tone.
5. Motor planning.

Sensory reactivity (hypo or hyper) and sen-
sory processing can be observed clinically: Is
the child or adult hyper- or hyposensitive to
touch or sound? Do sounds of motors or of a
noisy party overwhelm the individual? Is a gen-
tle touch on the hand or face reacted to by a
startled withdrawal? The same questions must
be asked in terms of vision and movement in
space. In addition, in each sensory modality,
processing of sensations occurs. Does the 4-
month-old “process” a complicated pattern of
information input or only a simple one? Does
the 41⁄2-year-old have a receptive language prob-
lem and therefore is unable to sequence words
together or follow complex directions? Is the
young adult prone to get lost in his own fan-
tasies because he has to work extra hard to de-
code the complex verbal productions of others?
Is the 3-year-old an early comprehender and
talker, but slower in visual-spatial processing?
If spatial patterns are poorly comprehended, a
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child may be facile with words, sensitive to
every emotional nuance, but have no context,
never see the “forest”; such children get lost in
the “trees.” In the clinician’s office, they may
forget where the door is or have a hard time pic-
turing that mother is only a few feet away in the
waiting room. Similarly, adults may find it dif-
ficult to follow instructions or easily get lost in
new settings. They may also have difficulty see-
ing the emotional big picture. If the mother is
angry, the child may think the earth is opening
up and he is falling in; he cannot comprehend
that she was nice before and will probably 
be nice again. Similarly, adults may be over-
whelmed by the emotion of the moment, losing
sight of the past or future.

It is also necessary to look at the motor sys-
tem, including motor tone, motor planning (fine
and gross), and postural control. A picture of the
motor system will be provided by observing how
a person sits or runs, maintains posture, holds a
crayon or pen, hops or draws, and makes rapid
alternating movements. Security in regulating
and controlling one’s body plays an important
role in how one uses gestures to communicate.
Motor planning and sequencing (i.e., the ability
to initiate and carry out a series of actions to
solve problems) is an especially important com-
ponent of initiative, problem-solving, executive
functions (planning, judgment, etc.) and many
ego functions. Motor planning influences the
ability to regulate dependency (being close or
far away), the confidence in regulating aggres-
sion (“Can I control my hand that wants to hit?”),
and the ability to comprehend social sequences
and follow through on tasks.

The constitutional and maturational vari-
ables may be thought of as regulatory factors.
When they contribute to difficulties with at-
tending, remaining calm and organized, or
modulating affect or behavior and therefore
are a prominent feature of a disorder of behav-
ior, affect, or thought, such a disorder may be
considered a regulatory disorder (Greenspan,
1992). Regulatory differences sometimes are

attributed to “lack of motivation” or emotional
conflicts. Observing carefully and obtaining a
history of regulatory patterns will make it pos-
sible to separate maturational variations from
other factors and also determine how many
factors often operate together.

In addition, there are feelings and themes that
emanate from the processes of self-regulation,
attention, and interest in the world. Children
and adults get a sense of confidence in their abil-
ity to be calm, regulated, and interested in the
world. They also may have a feeling of basic se-
curity in the way their body works, especially
their perceptual and motor equipment. A sense
of control often goes along. When difficulties
during this stage arise, we not infrequently see
themes concerned with being overwhelmed and
falling apart and, at times, attempts at omnipo-
tent overcontrol to create order and manipulate
select sensory or motor experiences.

We are finding that when certain processing
patterns are coupled with certain environmental
patterns, they can intensify each other. We can
observe, therefore, what Freud had anticipated:
the ways in which the biological influences on
character structure and the selection of defenses
operate (Greenspan, 1989). For example:

• Individuals who are overreactive to touch
or sound and have stronger auditory pro-
cessing abilities and relatively weaker
visual-spatial ones tend toward the hys-
terical, depressive, and anxiety disorders.
Those who have difficulty with movement
in space tend toward phobic disorders.

• Individuals who are underreactive to sen-
sations and have low motor tone tend
toward more withdrawn behavior. They
tend to escape into fantasy and, in the ex-
treme, evidence more schizoid and autistic
patterns.

• Individuals with hyporeactivity to sensa-
tions along with stimulus-craving patterns,
coupled with high activity levels and or-
ganized gross motor patterns, tend toward
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risk taking and, if there is emotional depri-
vation, antisocial patterns.

• Individuals with relatively stronger visual-
spatial processing and overreactivity to
certain sensations tend toward patterns
characterized by negativism, stubborn-
ness, and compulsiveness.

• Individuals with marked motor planning
and sequencing challenges tend toward at-
tentional problems.

When environmental conditions enhance flex-
ibility rather than pathology, we tend to see
healthy character formation, but with a tendency
toward one or another of these characteristics.
For example, instead of panic or anxiety or de-
pression, we see a sensitive person who is reac-
tive and alert to others’ moods and behaviors.

Level 2
The second level of development involves forming re-
lationships. Relationship patterns, once formed,
continue and further develop throughout the
course of life. Most clinicians have a great deal
of experience in monitoring the quality of relat-
edness. But sometimes, the clinician ignores the
quality of engagement while working on spe-
cific ideas or thoughts, so that indifference,
negative feelings, or impersonal or aloof pat-
terns continue longer than necessary.

For example, the child who walks in and goes
right for the toys, ignoring the clinician, is dif-
ferent from the child who looks at the clinician
with a twinkle in his eye and points to the toys,
waiting for a warm accepting smile. The adult
who strides in the office and makes a beeline for
the new painting on the wall with nary a wave
or a nod in the therapist’s direction may be es-
chewing any initial sense of engagement to ce-
ment a relationship. One observes if there is a
range of affects used to try to establish a sense of
connectedness and relatedness: warmth, pleas-
ure, intimacy, and trust.

In addition, with this stage, there are often
feelings and themes of positive nurturance and

optimism. In contrast, difficulties with this
stage and its processes can be associated with
feelings and themes of isolation, emptiness,
greed, preoccupation with inanimate objects,
and overreaction to expectable relationship
challenges, such as temporary losses or disap-
pointments. At times, one also sees compensa-
tory themes centered around grandiosity and
the need for unconditional love.

Level 3
The third level involves purposeful communication:
intentional, preverbal affective communications
or gestures. These gestures include facial ex-
pressions, arm and leg movements, vocaliza-
tions, and spinal posture. From the middle of
the first year of life onward, individuals rely on
gestures to communicate. Initially, during the
stage of purposeful communication, simple re-
ciprocal gestures such as head nods, smiles, and
movement patterns serve a boundary-defining
role. The “me” communicates a wish or intention
and the “other” or “you” communicates back
some confirmation, acknowledgment, or elabora-
tion on that wish or intention.

When there have been distortions in the
emotional communication process, as occurs
when a mother responds in a mechanical, re-
mote manner or projects some of her own de-
pendent feelings onto her infant, the infant and,
later, the child and adult may not learn to appre-
ciate causal relationships between people at the
level of compassionate and intimate feelings.
This situation can occur even though causality
seems to be developing in terms of the inanimate
world and the impersonal human world.

During an interview, a child or adult demon-
strates mastery of this stage by using purpose-
ful gestures, such as facial expressions, motor
gestures (showing you something), or vocaliza-
tion. Aimless behavior, misreading of the other
person’s cues, or fragmented islands of pur-
poseful interaction together with aimless or
self-absorbed behavior indicate challenges at
this level. The ability to be purposeful around
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some affects but not others (e.g., around love
but not assertiveness) also indicates limitations.

Themes that characterize this level can in-
clude a “can do” sense of mastery. Difficulties
with this stage may be associated with the sense
that interactions can be chaotic and fragmented,
helplessness about one’s ability to have impact
on others, passivity, fears of unpredictability,
and lack of an emerging differentiation of differ-
ent feeling states, wishes, and intentions.

This stage of two-way, causal, intentional
communication (or somatopsychologic differen-
tiation) indicates processes occurring at the so-
matic (sensorimotor), affective, and emerging
psychological levels. It is a foundation for self
and other boundaries and, therefore, for basic
ego functioning and reality testing.

Level 4
The fourth stage, behavioral organization or a com-
plex sense of self, involves more complex affective and
social patterns involving many circles of inten-
tional communication with the aim of solving
problems (e.g., a child taking an adult to the
shelf to get help in getting a book or toy). Pat-
terns that began with these early capacities can
be seen in many behaviors in older children and
adults, including comprehending simple ges-
tural cues, such as eye contact, finger pointing,
interjections or vocalizations, facial expressions,
motor gestures, and different subtle affect ex-
pressions. The therapist should note whether pa-
tients initiate such gestures and in turn respond
to the clinician’s countergesturing with a fur-
ther gesture of their own.

The different emotions patients reveal sug-
gest the range and type of affect gestures they
can communicate. The range and degrees of spe-
cific affects can be very broad. In the aggressive
domain, for instance, there are gradations that
run from assertive, competitive, and mildly ag-
gressive behavior to explosive and uncontrolled
rage. The same is true for the affectionate and
caring domain, which ranges from promiscuous
emotional hunger, to mild affection, a sincere

sense of warmth, and compassion to the devel-
opmentally advanced emotion of empathy. Af-
fects can be combined with verbal themes,
showing a pattern during a session.

How does the person begin the session? What
happens as he or she moves through the first
third to the middle of the session, and then from
the last third to saying good-bye? Follow the
change in affect. For example, an individual 
may come in showing apprehension and tenta-
tiveness, become warm and then competitive;
show concern with issues of sibling or spousal
jealousy and rivalry; and then express concern
about separating from the therapist toward the
end of the interview. Another patient may
show only one or two affects during the entire
interview.

The basic emotional messages of life—safety
and security versus danger, acceptance versus
rejection, approval versus disapproval—can all
be communicated through facial expressions,
body posture, movement patterns, and vocal
tones and rhythm. Words enhance these more
basic communications, but most of us form split-
second judgments regarding a new person’s
dangerousness or approachability from his or
her gestures before the conversation even gets
started. In fact, if a person looks threatening
and says “You know, I’m your friend,” we tend
to believe the gestures and discount the words.

At a more subtle level, gestural communica-
tion also relays to us what aspects of our own
emotions are being accepted, ignored, or re-
jected. The raised eyebrows and head nods we
perceive quickly tell us whether the person hear-
ing our message is reacting with excitement,
anger, curiosity, or detachment. More important,
our ever emerging definition of the uniqueness
of our very self is dependent on how others react
to our own special tendencies with preverbal
gestures. Differential responses stir different af-
fects and are part of the process that refines and
defines our maturing behavior and sense of self.
How is our mischievous behavior and devilish
grin responded to: with an accepting smile or a
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head-shaking frown? Our natural inclinations
toward mischievousness, laziness, and a whole
host of other personality traits are in part
accepted and supported or refined or squelched
as a result of the impact of this nonverbal com-
munication system. The nonverbal, gestural
communication system is therefore a part of
every dialogue contributing to our sense of who
we are and what we perceive.

In fact, it is through this system that we first
integrate different affective polarities such as
love and hate. One may observe whether a per-
son can integrate, as part of one long interactive
pattern, different affective states or if each state
is a separate island.

The clinician who focuses only on a person’s
words may miss an underlying, critical lack of
organized gestural communication ability. The
“spacey” child who floats in and out of the room,
or misreads the implied social rules of the play-
room and hides toys, ignoring the therapist’s
facial expressions and sounds; the adult who
misreads the intentions of others, seeing, for ex-
ample, assertiveness as anger or dependence as
rejection—both betray an inability to fully pro-
cess organized gestural communications.

Complex, self-defining gestures (such as
opening and closing 30 or 40 circles of communi-
cation in a row) emerge in the second year of life
and are further developed and seen in increas-
ingly complex, nonverbal interactions, where
patterns are communicated and comprehended.
As one observes gestures expressing a complex
sense of self, one should take note not only of
the range of affects but the richness and depth
of affects observed. Are they superficial, as if
the person is simply playacting or imitating
someone? Or do they convey a sense of personal
depth? In other words, is one able to empathize
with the way the patient is feeling? One also
observes the complexity and organization of
gestures. Are there many gestures that work
together to convey an emotional theme such as
competitiveness or a wish for closeness and de-
pendency or both?

Feelings and themes emanating from this
stage include assertiveness, exploration and cu-
riosity, pleasure and excitement, anger and ag-
gression, a beginning sense of gender (in an
infant or child), and an initial capacity for self-
limit setting. In contrast, if there are challenges
at this level, the child or adult may experience
patterns such as narcissistic self-absorption or
preoccupation with polarized feeling states and
themes such as grandiosity, suspiciousness, so-
matic concerns, and global self-deprecation. One
may also see preoccupation with fragmented
partial needs and wishes, for example, certain
types of limited pleasures.

Level 5
The fifth level involves the elaboration and sharing of
ideas and meanings. The individual’s ability to
represent or symbolize experience is illustrated
in the pretend play of a child or the verbal ex-
pression of the adult’s worries and anxieties.

Building on the capacities of this level, chil-
dren and adults use ideas to indicate their
wishes, intentions, and expectations. For exam-
ple, children may indicate a certain degree of
trust or cautiousness about trying to define what
is going to happen in the clinical interview. They
may stage pretend play sequences, featuring
hurricanes and disasters or children getting in-
jections. They may be indicating their expecta-
tions of this new relationship. Children whose
play focuses on dolls being fed and everyone
being happy may be indicating a different set of
expectations about the emerging relationship
with the clinician. The adult who talks about re-
lationships in the past that have led to disap-
pointment is giving different messages than the
patient who talks of satisfying relationships.

This level in relating not only involves using
representations or symbols in play and/or ver-
bal communication, but sometimes is evidenced
by the use of subtle spatial communications,
such as building complicated towers or houses
with passages in them. Older children and adults
sometimes use a picture to convey a feeling or



24 PSYCHOTHERAPY WITH CHILDREN

complex meaning. Adults often use descrip-
tions of visual imagery from dreams or free as-
sociations. One can observe the depth and
range of themes developed at the representa-
tional level. Are there only shallow, repetitive
dramas or rich, deep ones with a range of
emotions?

From this fifth stage, we often observe the
construction of a rich pattern of imagery con-
cerning inner wishes, ideas, and feelings. Fan-
tasies emerge that are part of an elaborate
imaginative capacity. Fantasies can embrace
most of the major themes of life, from depen-
dency and separation anxiety to curiosity, as-
sertiveness, and aggression. In short, a rich,
intrapsychic symbolic life is created. In con-
trast, challenges at this level can be associated
with a paucity of emotionally rich ideation,
fears of separation, concerns with danger, and
a tendency to experience and rely on action
patterns or somatization, rather than ideas or
symbols.

Level 6
The sixth level involves creating logical bridges be-
tween representations or ideas. Shared meanings
are used both to elaborate wishes and feelings
and to categorize meanings and solve problems.
As logical bridges between ideas are established,
various types of reasoning and appreciation of
reality emerge, including dealing with conflicts
and distinguishing what is pretend from what is
believed to be real. As children become capable
of emotional thinking, they begin to under-
stand relationships between their own and oth-
ers’ experiences and feelings. They begin to
elaborate and eventually differentiate those
feelings, thoughts, and events that emanate
from within and those that emanate from oth-
ers, and they begin to differentiate the actions
of others from their own. This process gradu-
ally forms the basis for the differentiation of
self representations from the external world,
animate and inanimate. It also provides the
basis for such crucial personality functions as

knowing what is real and unreal, regulating im-
pulse and mood, and the capacity to focus at-
tention and concentrate to learn and interact.
The capacity for differentiating internal repre-
sentations becomes consolidated as object con-
stancy is established (Mahler, Pine, & Bergman,
1975). As the capacity for a differentiated inter-
nal symbolic world is consolidated, children
become capable of progressing into higher lev-
els of ego development. Briefly, as children
move into latency and become more concerned
with peers, they begin to appreciate emotional
complexity such as gray area feelings.

At the sixth level, children can make connec-
tions between different ideas and feelings (“I
am mad because you took my toy”) and balance
fantasy and reality. Adults similarly can hold
logical conversations about wishes and feelings
and make connections (“I feel lonely and needy,
and I get helpless when I feel that way. Some-
times I get mad because I can’t stand being so
vulnerable”).

Shared differentiated meanings involve the
communication of ideas to another person and
building on the other person’s responses, not
just having ideas. Some people communicate
only their own ideas, never building on the re-
sponses of the other person. In both childhood
dramas and adult conversations, they talk but
do not easily absorb or reply to someone else’s
ideas and comments. For example, when a 4-
year-old girl came home from preschool, she
played out scene after scene of being a princess,
letting her mother hold her imaginary ermine
robe, while her mother’s casual questions, such
as “What does the princess want me to do
next?” and “Who did you play with today?”
were ignored. Similarly, a 40-year-old business-
man seen in therapy could elaborate about how
“No one satisfies me.” He was unable to wrench
his thoughts away from this theme and would
obsessively return to it, regardless of the thera-
pist’s comments or questions. Without the abil-
ity to form bridges between various feelings
states, including his own and someone else’s,
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that patient was incapable of exploring a fuller
range of feelings. Other individuals are just the
opposite, diligently following instructions, lis-
tening to every word, but rarely elaborating
their own feelings about or understanding of
events.

Children operating at the level of creating log-
ical bridges between different islands of sym-
bolic or representational communication do not
negotiate only via pretend dramas. They also
begin to negotiate the terms of their relationship
with the clinician in a more reality-based way.
“Can I do this?” or “Can I do that?” the child
may say. “What will you do if I kick the ball
into the wall?” the child may inquire. Children
may also want to know if they and the clinician
can play after the session is over because they
enjoy the playroom so much (and seem to yearn
for a little extra contact with other people). A
child’s negotiations about bringing parents into
the playroom, wanting either to continue or to
end the session early, or curiosity about where
the clinician lives and what his or her family 
is like, clearly indicate a use of symbols or
words in a logical, interactive way. These logi-
cal bridges between one thought and another
suggest that this more advanced level of negoti-
ating relationships has been mastered. The
adult who shifts between free associations and
logical reflection, or who wonders about how
two feelings are connected, or who makes such
connections, also reveals this level.

The fifth and sixth stages of representational
elaboration and differentiation can be observed
and further assessed as one looks at the way
individuals organize the content of their com-
munications and deal with anxiety. Thematic
development (i.e., the content of the communica-
tion) helps one assess the individual’s re-
presentational level. Look first at the overall
organization in terms of the presence or absence
of logical links connecting the thematic ele-
ments. A certain minimum capacity to organize
thinking can be expected with adults. With a
child, however, the standards vary according to

age, and the organization of themes must be
weighed against the age-appropriate standard.

Here, too, themes may cover the broad range
of human dramas, from dependency to aggres-
sion. We also may see a more integrated sense
of gender emerging along with interests in dif-
ferent aspects of sexuality and pleasure. Often
emanating from this stage are themes of power,
being admired, and being respected. Some de-
gree of concern with shame, humiliation, loss of
love, and fear of injury to self and others is also
expected. When there are challenges, one may
see symbolic somatic expressions (preoccupa-
tion with one’s own body functioning), symbols
used in the service of action rather than reflec-
tion, and polarized rather than integrated
themes (preoccupation with things being all
bad or all good). We may see massive preoccu-
pation with order, control, or limited types of
pleasure or sexuality. In addition, we may see
paralyzing preoccupations with shame, humil-
iation, loss of love, and injury or harm to self or
others.

There are also advanced stages of represen-
tational differentiation. The sixth functional
developmental capacity keeps growing and in-
cludes a number of substages reflecting the
progress of development as it advances. These
include expanding perception and reasoning
capacities to include triadic and then multiple
social groups. It also includes the internaliza-
tion of a sense of self as a reference for a stable
sense of reality and the capacity to broaden
one’s sense of reality into an integrated picture
of past and present, as well as future possibili-
ties in the context of expanding interpersonal,
family, and group experiences. These substages
can be observed to see what level of advanced
ego development an individual has attained. It
is important to note that if the basic stage of
representational differentiation is not stable
and broad, there invariably will be difficulties
at these higher levels. These basic levels of rep-
resentation and the advanced levels or sub-
stages are outlined in Table 2.1.
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SUMMARY OF DEVELOPMENTAL LEVELS

The organizational levels discussed above are
not difficult to observe, and are often taken for
granted. When a child comes into the playroom
ready to play or talk, there is often some rapport

or emotional relatedness that soon develops be-
tween therapist and child. As soon as the thera-
pist opens the door and the child makes eye
contact or perhaps follows a few facial or arm
gestures indicating where the toys are kept, we
have an intentional, preverbal communication

Table 2.1 Developmental levels of representation.

Basic Levels
• Representational elaboration and differentiation

—Action level: Person uses ideas to convey action and discharge rather than as a true symbol (e.g., “I hit him”).
—Somatic level: Person uses ideas to describe body sensations (e.g., “My stomach hurts” or “is exploding”).
—Global level: Person uses ideas to describe global affect states (e.g., “feel good” “feel bad”).
—Polarized level: Person uses ideas to polarize affects into all-or-nothing states.
—Differentiated, Abstracted, Affective Representational level: Person uses ideas to describe specific affects 

and elaborate them and reasons about them.
Advanced Levels

• Triangular thinking: Triadic interactions among feeling states (“I feel left out when Susie likes Janet better than
me”).

• Relativistic thinking (playground politics): Shades and gradations among differentiated feeling states (ability to
describe degrees of feelings around anger, love, excitement, disappointment; “I feel a little annoyed”).

• Internalized sense of self (the world inside me): Reflecting on feelings in relationship to an internalized sense of self
(“It ’s not like me to feel so angry”; “I shouldn’t feel this jealous”).

• Extending representational capacity to new realms of biological, psychological, and social experience: Expanding reflective
feeling descriptors into sexuality, romance, closer and more intimate peer relationships, school, community, and
culture, and emerging sense of identity (“I have such an intense crush on that new boy that I know it ’s silly. I
don’t even know him”).

• Extending representational capacities in time and space: Using feelings to anticipate and judge future possibilities in
light of current and past experience (“I don’t think I would be able to really fall in love with him because he likes
to f lirt with everyone and that has always made me feel neglected and sad”). Broadening reflective capacities to
include the larger community and culture.

• Extending representational capacities into the stages of adulthood, middle age, and the aging process: Expanding feeling
states to include reflections and anticipatory judgment with regard to new levels and types of feelings associated
with the stages of adulthood, middle age, and the aging process, including:
—Ability to function independently from and yet remain close to and internalize many of the capacities initially

provided by one’s nuclear family.
• Inner sense of security.
• Judgment and self-limitation of behavior and impulse.
• Regulation of mind.
• Reality-based organized thinking.

—Intimacy (serious long-term relationships).
—The ability to nurture and empathize with one’s children without overidentifying with them.
—The ability to broaden one’s nurturing and empathetic capacities beyond one’s family and into the larger

community.
—The ability to experience and reflect on the new feelings of intimacy, mastery, pride, competition,

disappointment, and loss associated with family, career, and intrapersonal changes of midlife and the aging
process. (See Greenspan, 1989, 1997b for further discussion and review of the research related to these stages.)
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system going. Therapist and child are engaged
and intentional with each other.

As the child begins complex play, staging
mock battles with appropriate sound effects or
making noises and pointing to indicate “Get me
that!”, more complex intentional communica-
tion is occurring. When the child puts feelings
into words and elaborates pretend play themes,
the level of shared meanings or representational
elaboration is reached. The next level is reached
when the child not only elaborates themes, but
constructs bridges between domains of experi-
ence: “I’m scared when I’m mad.” The ability 
to categorize experience indicates emotional
thinking (i.e., representational differentiation).
A symbolic “me” and a symbolic “you” are now
in evidence: “I always get so scared of every-
thing.” Most important, the capacity for catego-
rizing experience helps an individual elaborate
feelings and build on another’s communica-
tions. The patient can have a logical two-way
dialogue and tell the difference between fan-
tasy and reality.

Individuals may have clear compromises in
their attainment of these organizational levels,
such as patients who come to therapy and can
only partially engage. When anxious or fright-
ened, they typically disengage and become
aloof or withdrawn. Not infrequently, they also
get disorganized and cannot even gesture pur-
posefully and intentionally. Their gestures and
speech become disjointed. Their capacity for
representational elaboration is limited to either
disorganized emotional communications or or-
ganized descriptions of impersonal events.
There is little capacity for balancing subjective
elaborations and an appreciation of reality.
They use words in a fragmented way, tend to be
concrete and impersonal in their descriptions of
the world, gesturally signal in a disorganized
and chaotic way, and, although capable of en-
gaging with others, easily disengage and be-
come aloof.

As clinicians look at the tendency to use ver-
bal descriptions of behavior, and organize these

descriptions rather than put them into acting-
out behaviors,* they further look to see if the
person can represent global, somatically based
affects and can represent simple, general af-
fects or more differentiated, abstracted affects.
Clinicians also look for the ability to make con-
nections between different affective domains
and categories of feelings and behaviors, and
the ability for self-observation and reasoning
about one’s emotional inclinations and tenden-
cies. One can further look at this last category
in terms of the ability to observe oneself and
reason in different dimensions: in the here-and-
now, which is the easiest in a historical sense; to
anticipate the future; and to do all of the above
as part of an active exploration, and finally, to
integrate them.

As clients are capable of more differentiated
self-observing capacities, they can apply this to
different types of relationship patterns. There-
fore, in terms of comprehending relationships,
various levels of representational differentia-
tion can also be noted. At an early level, one is
able to explore feelings that occur in dyadic re-
lationship patterns; at a later level, one is able 
to test triangular relationship patterns. A still
later level involves group patterns that have
many different dyads and triads as well as the
relationship between members of the group
and the group as a whole. Finally, signposts of
higher levels of organization can be seen in the
ability to move into explorations of feelings
having to do with stable internal values and
principles and being able to look at an emerg-
ing sense of self against these aspirations and
principles.

*Acting-out behaviors are usually characteristic of the
person who hasn’t yet mastered the complex interchange
of behavioral intentions and expectations and who is
somewhat arrested between the simple gestural and
complex gestural stages.
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P R I N C I P L E S  O F
D E V E L O P M E N T A L L Y  

B A S E D  P S Y C H O T H E R A P Y

The developmental approach to the psychother-
apeutic process builds on an understanding 
of and ability to work with all the critical devel-
opmental levels at the same time. A number of
principles summarize this approach.

PRINCIPLE 1

Build on the patient ’s natural inclinations and inter-
ests to try to harness all the core developmental
processes the patient is capable of at the same time.
These core processes have to do with self-
regulation, forming intimate relationships, en-
gaging in simple boundary-defining gestures,
and complex preverbal, self-defining communi-
cation. They also have to do with representing
internal experience, including representing and
abstracting wishes, intentions, and affects, and
becoming able to differentiate these internal
representations and build bridges between
them. Where the patient has not reached a cer-
tain level, the therapist engages him or her at
the levels that have been mastered, and begins
the process of working toward experiences that
will facilitate reaching the new levels.

In many psychoanalytic and psychodynamic
therapies, it is mistakenly assumed that many
patients can use a highly differentiated repre-
sentational system to perceive, interpret, and
work through earlier experiences and conflicts.
Most patients, however, evidence either deficits
or constrictions at prerepresentational as well
as representational levels, and these levels need
to be worked with directly.

PRINCIPLE 2

The therapist should work with the patient at the pa-
tient ’s developmental level. It is essential not to

make the mistake of communicating with the
patient in a manner that is inappropriately ab-
stract or basic. For example, some individuals
do not have the capacity for verbal expression of
emotions. They may operate on a more basic,
earlier level where affect spills over immedi-
ately into behavior. They stomp and yell and
scream when they are angry; they cling when
they are needy. They commonly don’t say, “I
feel angry” or “I miss you so much that I think
about you all the time.” We often put those
words in a patient’s mouth, yet they really may
not be able to abstract affect in that way. If such
patients begin to act out aggressively or with-
draw after the therapist’s vacation, for example,
offering them an interpretation like “Gee, you
must have missed me and are showing me your
anger by stubbing out your cigarettes on my
couch” will go right over their heads. Patients
may nod, but if they are operating at a more
primitive level, they simply won’t get it. It won’t
be a meaningful intervention because the pa-
tient is not at the level to process that kind of
interpretation. For such an intervention to be
effective, patients need to be able to represent
affect, to see connections between different af-
fects (“I missed you, and therefore I’m mad”),
and to self-observe while seeing this connection.

PRINCIPLE 3

Engage the patient in the context of his or her indi-
vidual processing differences (regulatory profile).
For example, the sensory-hypersensitive in-
dividual requires soothing; the underreactive,
self-absorbed individual requires animated dy-
namic interaction. (See discussion of Develop-
mental Level 1, above, for more examples.)

PRINCIPLE 4

Therapists should aim to effect change by helping pa-
tients negotiate the developmental levels they have
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not mastered and strengthen vulnerable or limited
processing capacities. These levels may have been
bypassed earlier in life, which at present is 
in evidence as a deficit or constriction. In facili-
tating the negotiation of a developmental level
or processing limitation, the therapist is not
simply a commentator or insight giver, but a
collaborator in the construction of experience. The
therapist does this within the traditional
boundaries of the therapeutic relationship, and
not by role-playing or reenacting “real” rela-
tionships. Collaborating in the construction of
experience should not be confused with histori-
cal tactics, such as a “corrective emotional expe-
rience,” where the therapist may deliberately
take an extra vacation to stimulate certain feel-
ings in the patient. Such contrived strategies can
undermine the naturally occurring affects that
will characterize the therapeutic relationship.

Rather, therapists use the tools of communica-
tion available within the confines of the thera-
peutic role of following and dealing with the
patient’s spontaneous communications, verbal
and nonverbal. As collaborative constructors of
experience, therapists are aware of the different
developmental levels of the therapeutic relation-
ship. They do not limit themselves to exploring
only the more representational levels. They also
are aware of the importance of the interactive ex-
perience, guided by the patient’s natural inclina-
tions and communications. Therapists must be
especially aware of their own countertransfer-
ence tendencies so that the therapeutic explo-
rations reflect the patient’s natural, spontaneous
inclinations and communications at multiple de-
velopmental levels. Therapists listen, empathize,
and offer developmentally useful communica-
tions, while patients explore their experiences as
best they can. In maintaining the integrity of the
therapeutic relationship, therapists allow for fu-
ture transference configurations.

A brief illustration may help illuminate this
point. Consider a patient who tends to withdraw
during the sessions and become aloof and me-
chanical in his affect. Traditionally, the therapist

might be very patient and comment once or
twice about the patient’s aloofness or tendency
to withdraw, but not do anything to alter that
state of withdrawal directly other than comment
on it intellectually. Months, even years, may go
by with a relatively mechanical therapist and an
equally mechanical patient, with little or no af-
fect exchange taking place. If the patient were at
an advanced representationally differentiated
level and could abstract affect and see connec-
tions, the therapist might be able to effect change
by this approach. For example, the therapist
might muse “Every time you seem mad at me,
you tend to withdraw.” Such a comment may
help open up the patient’s associations.

But with the patient who is not representa-
tionally differentiated, who is instead primi-
tively organized and tends to withdraw when
he feels intensity of affect of any kind, the ther-
apist must pay attention to and focus on sub-
tleties in the patient’s nonverbal behavior and
affective tone. Let us postulate, for example,
that this person’s mother was intrusive and 
his father was emotionally removed. Neither
parent successfully found a way to woo this
sensory-sensitive person into a more intimate
pattern of relating. The therapist pays careful
attention to his mood and physical sensations
while the patient is in various states of attention
and relatedness. Rather than using the tone he
uses with other patients, the therapist needs to
find a particular tone and rhythm (e.g., using
voice tone and rhythm and facial gestures to
maintain a sense of relatedness) that will work
with this particular patient. The establishment
of this pattern may be a critical first therapeu-
tic step. Rather than comment that the patient
is afraid of his direct gaze, the therapist main-
tains the rhythms that increase relatedness
and wonders what voice tone or look the pa-
tient finds most comforting. For example, the
therapist notes that when he talks assertively
and looks directly at the patient, the patient
becomes more aloof; when he talks softly and
looks slightly to the side of the patient, only
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periodically looking directly at him, the patient
is more engaged.

Therapist and patient then observe and expe-
rience different states of relatedness together;
they explore at the same time. Initially, they do
not explore historical or even current complex
patterns of wishes and feelings. They explore,
in a supportive manner, aspects of their inter-
action (e.g., the patient may be helped to see
that he finds the therapist’s voice soothing or ir-
ritating). The therapist uses the boundaries of
the therapeutic relationship in a new way, but
still maintains those boundaries.

In general, the therapist attempts to first
broaden the range of experiences dealt with at
the patient’s developmental level. For example,
if the patient avoids assertion or aggression or
intimacy, the therapist’s initial goal is to facili-
tate a full range of feelings at his or her current
level. The next goal is to help the patient move
up to the next level.

PRINCIPLE 5

Therapists should always promote the patient ’s 
self-sufficiency and assertiveness. This principle,
though generally accepted in most dynamic
therapies, is often ignored. Learning occurs in
life, and particularly in the psychotherapeutic
process, through a person’s own active discov-
ery in the context of the relationship he or she
develops with the therapist. For example, it is
often not helpful to make comments on the per-
son’s behavior or affects, while the person nods
acceptingly and then goes on free associating. It
is the active learning done by patients them-
selves, as opposed to the passive nodding accep-
tance of what the therapist says and does, that
proves to be more helpful. Always promote pa-
tients’ own assertiveness, self-sufficiency, and
active construction of their experiences, as op-
posed to the more passive, compliant accep-
tance of what we may have to offer them. Not
infrequently, in the enthusiasm of the moment,

we assume that the patient’s nod or compliant
free associations along the lines we suggest is
proof of the value of our insight.

Part of individuals’ self-sufficiency is rooted
in their ability to create growth-producing ex-
periences in other relationships in addition to
the therapeutic one. As a particular issue is
being mastered, the therapist needs to actively
explore factors that might be interfering with
the patient taking this step.

PRINCIPLE 6

The representational system, including unconscious
symbols, are only the tip of the iceberg. Of special
importance to better understanding the devel-
opmental basis of psychotherapy is the fact that
the representational system, so central to most
dynamic therapies, deals only with the most
surface aspects of ego functioning. The ability
to represent experience and elaborate represen-
tations, and the ability to differentiate among
representations, are the two levels of ego func-
tioning acquired in later stages of ego develop-
ment (i.e., when children are already verbal and
symbolic). There are four earlier levels that
must also be dealt with, which deal with the
way experience is organized prerepresentation-
ally. They include how regulation (sensory re-
activity and processing) occurs; the way early
engagements and relationships are formed and
elaborated; and how early simple and complex,
intentional, gestural communication becomes a
part of a prerepresentational pattern of mental
organization.

By being aware of early stages of ego develop-
ment, therapists have greater empathetic range.
They can go beyond empathy to be an actual fa-
cilitator of new ego development. While intuitive
therapists have always been able to empathize
with early affective states, most therapists will
be aided by a theoretical road map indicating the
sensory, regulatory, gestural, behavioral, and af-
fective signposts to look out for. Limitations due
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to countertransference phenomena and the ther-
apist’s own experiences naturally limit one’s
empathetic range to some degree.

PRINCIPLE 7

Affect and interaction are the basis for ego develop-
ment and, more generally, intelligence. The thera-
pist’s role is based on the critical notion that
development occurs from affective interactions.
This notion emerged from our observation that
both emotional and intellectual growth depend
on affective interactions and that these interac-
tions can be harnessed in various contexts. In
this model, interactions are, in a sense, the fuel
that mobilizes the mind’s various functions.
These interactions create opportunities for af-
fective interchange, and these affects are then
vital to the way the mind organizes itself and
functions.

Each interaction gives rise to affects such as
pleasure, annoyance, surprise, sadness, anger,
and curiosity. Variations in the quality and in-
tensity of these and other affects make for an
almost infinite variety of affect patterns. The
affects, in many respects, operate as the orches-
tra leader, organizing and differentiating the
mind’s many functions. Affects stemming from
interactions become the foundation for both ego
growth and differentiation and, more broadly,
for intelligence (Greenspan, 1979a, 1997b).

Ego growth is not a surprising concomitant of
affective interchanges, but cognitive or intellec-
tual abilities are not usually thought of as stem-
ming from interactive and affective patterns. To
see why they do, consider the following. A child
is learning to say “hello,” a seemingly simple
cognitive task. Does the child learn to say hello
only to close friends, relatives, and those who
live within a quarter-mile of his house? When
he meets a stranger, does he think to himself,
“Where does this person live in relationship to
me?” Or is the decision of when to say hello
mediated by an affective cue, such as a warm

feeling when seeing a familiar, friendly face,
which, without even thinking, leads to the
smile, the hello, and an extended hand. If it’s
the latter, we would promote it by creating op-
portunities for interactions where the child
could link his affects, thoughts, and behaviors.

Intellectual activity requires two components:
the affectively mediated creation of personal ex-
perience and the logical analysis of that experi-
ence. Almost every intellectual experience an
infant, young child, or adult has involves these
two components: an affective as well as a more
purely cognitive one. This process begins early
in development. The earliest experiences are
double-coded according to both their physical
and affective properties. The affects, in fact, ap-
pear to work like a sensory organ, providing
critical information. For example, the ball is
red, but looking at it also feels nice, scary, or in-
teresting. The food is yellow and firm and af-
fectively is delightful or annoying. As a child
learns about size, shape, and quantity, each of
these experiences are also both emotional and
cognitive. For example, “a lot” is more than you
expected; “a long time” is the rest of your life.
The ability to count or formalize these quanti-
ties is simply the formal classification of what
you already affectively know.

The earliest sense of causality and ego dif-
ferentiation emerges not from sensorimotor ex-
plorations, as Piaget (1962) thought, but from
earlier affective interactions (e.g., a smile caus-
ing a smile back; Greenspan, 1997b). At each
stage of cognition, affects lead the way. Com-
plex abstract concepts, such as love, honor, and
justice, are also the products of these same
processes. The concepts have a formal, cognitive
definition, but to comprehend or create this def-
inition requires a range of personal affective ex-
perience. Love, for example, is pleasure and
excitement, but it is also commitment and loy-
alty, as well as the ability to forgive and recover
from anger. Taken together, these affective ex-
periences associated with the word give it its
full abstract meaning. We have observed that
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children and adults who remain concrete have
difficulty integrating multiple affective experi-
ences into a word or concept.

Affects are also, as indicated earlier, at the
foundation of our most basic ego functions. Our
sense of self and other differentiates out of an
infinite number of subtle affective interchanges
at each of the stages of ego development. In
addition, the selection of defenses or coping
strategies is often mediated by affects. When a
child avoids an angry encounter and becomes
compliant and sweet, often the affect of fear
mediates this change in the child’s behavior,
feeling tone, and ideas. When an adult avoids in-
timacy or competition, there are sometimes un-
pleasant affects associated with these types of
interactions mediating the avoidance. There is a
hierarchy of ways in which the ego copes with
underlying affects. These include disorganized
behavioral patterns, states of self-absorption, in-
tentional impulsive patterns, somatically expe-
rienced affects, polarized, global emotions and
beliefs, and represented, symbolized feelings
and experiences (from fragmented to cohesive
integrated forms).

In our developmental model, therefore, inter-
actions and their associated affects mobilize all
aspects of development, emotional as well as
cognitive. A wise person is both intellectually
and emotionally wise; the two cannot be sep-
arated. There are, of course, individuals who
have isolated areas of cognitive skill (perhaps in
science, math, or the arts), and there are indi-
viduals who have highly differentiated ego
structures who lack some of these areas of skill.
But overall intelligence, wisdom, and emotional
maturity are part of one and the same process.
An integrated and differentiated human being
is one who can negotiate all the areas of age-
expected functioning: emotional, social, and
intellectual.

The affects, as they come into place and as
therapeutic experiences harness them, not only
differentiate and develop our personalities, they
also serve as the orchestra leader for our many

ego functions and capacities. When we are try-
ing to remember something quickly or figure
out which cognitive operation to use, we don’t
logically explore all the various alternatives; we
quickly come to the strategy or memory through
our emotional orchestra leader. Similarly, when
we automatically use a particular defense cop-
ing strategy or regressive route, these same af-
fects determine the selected operations.

Another important dimension of reciprocal,
affective interactions is that they lead to the ca-
pacity for an individual to use affect as a signal,
which fosters anticipation and consideration of
alternatives rather than direct discharge, shut-
down, or withdrawal. The regulation made pos-
sible by back-and-forth affective exchanges
leads to symbolization, and the symbolization
of affect makes it possible to use affect as a
signal.

C A S E  E X A M P L E  O F  A
L A T E N C Y - A G E  C H I L D

This is a case of a latency-age child, Andy, who
tended to be either agitated or depressed. The
goals of his psychotherapy were to help him
progress to higher levels in his functional emo-
tional capacities (i.e., ego development). Specif-
ically, one of the goals was to enable him to
engage in longer chains of regulated, reciprocal
affective exchanges. During longer and longer
exchanges, the therapist would help Andy bet-
ter regulate his affective and behavioral ex-
pressions through critical preverbal as well as
verbal responses. For example, when Andy
would begin to evidence more agitation in his
voice and body movements, the therapist would
deliberately move toward a more soothing,
comforting tone to attempt to down-regulate
the intensity of affect. When Andy became
more apathetic and self-absorbed, the therapist
would deliberately move toward a more ener-
gized rhythm of preverbal and verbal exchange
(e.g., more animated facial expressions and
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faster tempo) to up-regulate. At the same time
that the therapist was working at the preverbal
level, he would also periodically explore how
Andy felt during these shifts of affective rhythm
and intensity. He was attempting to help Andy
symbolize and reflect on the subtle feeling
states he was experiencing when either agitated
or apathetic.

Over a period of six months, Andy was able
to make progress toward both of these goals.
He gradually responded to the therapist’s
soothing, comforting tone of voice and interac-
tive rhythm by becoming more regulated (less
agitated) when talking, for example, about his
father being unfair or kids at school picking on
him. He was also able to begin verbalizing more
abstracted feeling states, shifting from somatic
descriptions and descriptions of actions he was
going to carry out to true descriptions and re-
flections on inner feelings. For example, instead
of talking about his exploding insides or how he
was going to punch so-and-so, he began describ-
ing “feeling like my insides were shouting . . .
like I was so mad.”

Interestingly, as Andy was able to symbolize
affect, he began to use affect as a signal (i.e., to
both unconsciously and consciously anticipate
next steps). For example, when his brother came
into his room uninvited, Andy became aware of
feeling angry and then considered alternative ac-
tions. It is important to note that his capacity to
use affect as a signal was based on his first learn-
ing to regulate reciprocal affective exchanges
and then describe his affective states symboli-
cally. Both steps appear to be important. With-
out the regulation, affective states tend to be
intense and, therefore, are often experienced in
an overwhelming or catastrophic manner, and
there is a tendency toward discharge, somatiza-
tion, or interpersonal withdrawal. The regula-
tion of the affective interchanges enables shifts
toward symbolization (i.e., greater awareness
and description of subtle affective states); in
turn, the symbolization enables the affects to
serve as intrapsychic signals.

Therapeutic interactions, which generate af-
fects, are at the foundation of developmentally
based psychotherapy. Each component of ego
development requires certain types of interac-
tions and affective experience. The challenge of
the therapeutic process is to figure out ways to
harness these as part of the therapeutic relation-
ship. Therapists must always remember, how-
ever, that the therapeutic relationship is only a
component of patients’ overall set of relation-
ships and, therefore, one needs to help patients
create opportunities for interactive and affec-
tive experiences in other sectors of their life.
The therapeutic relationship that attempts to
provide the critical experiences in the patient’s
life, rather than assist the patient in orchestrat-
ing such life experiences, many limit necessary
and healthy age-expected interactions.

A  C A S E  E X A M P L E  
O F  D E P R E S S I O N

Consider another example to illustrate the de-
velopmental approach to the psychotherapeutic
process. A middle-aged depressed woman had
grown up with an extremely intrusive, control-
ling mother and a very available but passive fa-
ther who deferred to mother. As near as can be
reconstructed (some of it intellectually from
mother’s behavior), even as an infant and tod-
dler, this woman’s every reach for any sort of
dependency gratification or for closeness was
met by her mother’s intrusive, controlling, and
sometimes rejecting responses. The patient later
came to feel that her mother’s behavior was
aimed at humiliating her. Much of her latency,
adolescence, and now adulthood were geared to
never showing weakness, vulnerability, or needi-
ness in regard to her mother.

In addition, this patient had a history from her
own recollection, as well as from her parents’ de-
scriptions of her, of overreactivity to basic sensa-
tions, such as touch and sound. She was gifted in
her use of language but had relatively weaker
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visual-spatial processing capacities. These pat-
terns continued into adulthood, leaving her
prone to feeling “overloaded,” “fragmented,”
or “falling apart.” She would experience over-
load when in a noisy room or in a group of peo-
ple brushing up against her. She was much
better at recalling details than “seeing the big
picture”; her “loud,” forceful, “top sergeant”
mother, for example, made her “cringe” when
she would surprise her and walk into her
room.

The patient’s tendency to become overloaded
and fragmented and her difficulty in visual-
spatial abstracting, in terms of regulating pat-
terns, would have made it hard, under any
circumstances, for her to engage as a toddler in
the full range of organized behavioral and emo-
tional patterns. Fragmented, piecemeal patterns
would be more likely to occur. Likewise, it would
have been difficult for her to conduct organized
and integrated mental representations as a pre-
schooler. Again, fragmented patterns would be
more likely from the combination of overreactiv-
ity and relatively weak integrating capacities.
With an intrusive, overwhelming mother, how-
ever, what might have been difficult to master
became almost an impossibility. The relation-
ship with the mother, therefore, accentuated her
constitutional and maturational weaknesses. A
soothing, comforting mother might have helped
her overcome her vulnerabilities. At the same
time, the dynamics of her relationship with her
mother were intensified by her regulatory pat-
terns. A child with excellent self-calming and
self-soothing abilities and strong integrating ca-
pacity might have been able to deal with an in-
trusive mother by becoming a little stubborn or
negative or, simply, strong-willed. This patient’s
degree of rage and humiliation and sense of frag-
mentation were all quite intense, in part because
of the regulatory pattern.

As she progressed into her representational
phase, she was, therefore, unable to fully repre-
sent nurturing, caring interactions in a stable

manner because they weren’t occurring at the
behavioral interaction level.

Contributing to this woman’s depression in
adulthood was an inability to represent longing
feelings for anyone in her life, including her
child, the therapist, or her husband, who was
thoughtful and very devoted to her. During the
therapist’s vacation times, the patient would
get agitated and uncomfortable, but could never
picture the therapist away on vacation or expe-
rience longing or angry feelings. All she experi-
enced was “a vague sense of anxiety, tension in
my muscles, and a feeling like I’m going to fall
down.” Intellectually, being a sophisticated in-
dividual, she said, “I’m probably missing you,
but I’ll be honest, I don’t feel a shred of it, al-
though I feel physically lousy when you’re
away.” Interestingly, she felt similarly when she
had an urgent work project and needed to talk
with her husband when he was away on a busi-
ness trip. During the day, she would get agi-
tated, headachy, and dizzy and experience
patterns of disorganized thinking. When she
was having a big meeting with her bosses, she
could never imagine being soothed by her hus-
band or calling him up for a pep talk before-
hand: “The image just never occurred to me.”

This person, like many who are prone to de-
pression, may lack the ability to represent, in
the most fundamental sense, wishes and affects
having to do with longing feelings. They are, in
fact, better at representing anger or aggression
than longing. They have conflicts with aggres-
sion, but an even more fundamental issue is the
very lack of ability to represent critical affects.
This type of difficulty has been observed in pa-
tients with psychosomatic and substance abuse
difficulties (Nemiah, 1977).

The ability to represent certain longing feel-
ings can be viewed metaphorically as each in-
dividual’s ability to create a personal internal
Linus-type security blanket. Early in develop-
ment, children initially are at a level where their
own real behavior and the behavior of their
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caregivers as well as the presence of specific
concrete objects serve security and communica-
tive purposes. Around 18 to 24 months, however,
under optimal circumstances, they develop the
ability to create internal images, as Mahler and
others (1975) described so well. These internal
images become invested with certain wishes and
feelings. Once children can create images, these
can obviously be used for self-soothing as well as
for fantasizing about anger. Once individuals
have the flexibility to create representational
images, they can create a temporary sense of se-
curity and experiment with anger while em-
braced in the safety of real relationships. Many
individuals, for a variety of reasons, cannot
create aspects of mental representations, often
because of early conflicts in their prerepresen-
tational stage and/or certain regulatory pat-
terns. I believe this scenario holds true for the
woman discussed here, where the seeking of
dependency and support was involved in be-
havioral-level conflicts with her mother. Such
people cannot chance creating the representa-
tional image of these wishes. This patient may
have given up those types of seeking behaviors
before she was even 2 years of age. Her only
memories were those told to her, for example,
that she either ran around without purpose or
withdrew and was sometimes defiant. She never
sought out her mother to cuddle or hug; she al-
ways treated her mother as a person who could
give her things. She was more warm and nurtur-
ing with her father, and could seek support from
him, albeit in concrete ways.

In our developmental model, an important
aspect of certain types of depression is not nec-
essarily the loss of the real object, but the loss of,
or never having the ability to create, the internal
representation of the object, particularly in its
soothing and dependency-oriented patterns.
This leaves the person at the mercy of direct,
concrete behavioral patterns. A sense of internal
self-esteem, based on representations of the ob-
ject, in terms of soothing, admiration, respect,

and reassurance, is not present. It is not the loss
of the real object but the internal representation
that may be a critical aspect of certain types of
depression. Interestingly, the biological compo-
nents of depression may be mediated through
the regulatory patterns (hyperreactivity and/or
visual-spatial integration), rather than as a di-
rect effect on mood. Therefore, there is an inter-
action between experience and biology.

These considerations play out in the treatment
of this patient. Simply clarifying and interpret-
ing these patterns would not be sufficient, and
might be counterproductive. First, the therapist
must always meet patients at the developmental
level of their ego structure. For this patient, it
meant dealing directly with her regulatory pat-
terns, not only by helping her describe them, but
creating in the office a regulatory environment
(e.g., not talking too fast or intrusively and find-
ing soothing vocal rhythms and tones). Second,
attention should be paid to behavioral expecta-
tions. In this case, the patient expected intrusion
and her countertendencies were to withdraw or
become fragmented in speech or behavior. It was
insufficient to simply point out that whenever
she felt needy, she expected the analyst to in-
trude and overwhelm her, as she felt her mother
had done in the past. Because this was a behav-
ioral rather than representational expectation, 
it was experienced not as “I feel as though you
will control me,” but as “You are going to control
me” and, with regard to her withdrawn or frag-
mented behavior, “You are overloading me.”

The therapist was verbally interactive to main-
tain a sense of relatedness when the patient was
withdrawing. His counterbehavior was geared
to increase the patient’s behavioral and affective
range. He attempted to help the patient organize
communications when she became fragmented
(e.g., “I lost your last idea”). When she became
very fragmented, he increased visual and be-
havioral interchange through gestures to main-
tain organization. When there were gestural
indications in terms of tone of voice, motor
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gestures, or affect cues of dependency feelings,
the therapist would attempt to maintain and
further elaborate these through the interactive
dialogue, which provided an experience of non-
intrusive comfort. As the patient withdrew or
became hostile in anticipation of intrusiveness,
initially the therapist did not clarify or interpret
underlying feelings or wishes. Such comments
would have been at a different developmental
level than the patient’s level at that point. In-
stead, the therapist maintained the dialogue
with the behavioral descriptions: “You see me as
doing this to you, rather than being comforting.”

As the patient became more flexible, the ther-
apist helped her identify those affects that led
to withdrawal or fragmentation, which were
initially at a somatic, physical level: “My mus-
cles are tense”; “My heart is beating fast.” De-
tailed somatic descriptions led to abstracted
affect descriptions and representational-type
patterns: “I feel like I’m falling apart”; “I feel
empty”; “I feel lonely and isolated.” Eventually,
states of longing and need could be communi-
cated in terms of “missing feelings,” and the
capacity to represent dependency and longing
emerged, perhaps for the first time in the pa-
tient’s experience.

Once she could represent experience, it was
possible to use clarifying and interpretive com-
ments to help her deal with pathologic defenses
and work through her conflicts. She could then
further develop her capacities for representa-
tional differentiation and self-observation. There
are a number representational levels (from con-
crete to more abstract and reflective) that are de-
scribed elsewhere in this text.

Some of these strategies are no different from
approaches that many intuitive therapies have
been following for years. But often they are
viewed as “intuitive” and not systematic or cen-
tral to therapeutic growth. The developmental
perspective can help systematize them and
open up new areas for inclusion, such as consti-
tutional and maturational differences and the

different developmental levels that are not al-
ways intuitive.

S C H E M A T I C  O U T L I N E  
O F  T H E  F U N C T I O N A L

D E V E L O P M E N T A L  L E V E L S

To assist in visualizing the developmental
approach to mental health and illness, the
schematic outline in Table 2.2 may be useful. For
each fundamental capacity, there are a range of
possibilities, from very adaptive and healthy to
maladaptive and disordered. This type of ap-
proach may prove more useful than narrow-
based, symptom-oriented approaches and could
even be used for research applications. Clini-
cally, each capacity can be rated on a 20-point
scale, for example, and the totals summed for a
more global picture. Reliability studies based on
rating videotapes of children and validity stud-
ies as well as a manual are available (Greenspan,
DeGangi, & Wieder, 2001).

A P P L I C A T I O N  O F  D I R  
M O D E L  T O  C H I L D R E N  

W I T H  A U T I S T I C  
S P E C T R U M  D I S O R D E R S

Although a number of intervention and educa-
tional strategies have been developed for chil-
dren with autistic spectrum disorders (Bristol
et al., 1996; Rogers, 1996), there has not been suf-
ficient emphasis on working with individual
processing patterns and different functional de-
velopmental capacities.

In contrast to limited educational models that
focus on isolated cognitive skills and behavioral
models that isolate and work with selective
discrete behaviors, the DIR model focuses on
underlying developmental processes and struc-
tures. It extends traditionally helpful relation-
ship approaches (Carew, 1980; Feuerstein, Rand,
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Table 2.2 Functional developmental levels.

Self-Regulation

0–5 Points 6–13 Points 14–19 Points 20 Points

Attention is f leeting (a few
seconds here or there)
and/or very active or
agitated or mostly self-
absorbed and/or lethargic
or passive.

When very interested or
motivated or captivated,
can attend and be calm for
short periods (e.g., 30 to 60
seconds).

Focused, organized, and
calm except when
overstimulated or
understimulated (e.g.,
noisy, active, or very dull
setting); challenged to use
a vulnerable skill (e.g., a
child with weak fine
motor skills asked to
write rapidly), or ill,
anxious, or under stress.

Focused, organized, and
calm most of the time, even
under stress.

Engagement

Aloof, withdrawn, and/or
indifferent to others.

Superficial and need-
oriented, lacking intimacy.

Intimacy and caring are
present but disrupted by
strong emotions, like anger
or separation (e.g., person
withdraws or acts out).

Deep, emotionally rich
capacity for intimacy,
caring, and empathy, even
when feelings are strong or
under stress.

Intentionality

Mostly aimless,
fragmented, unpurposeful
behavior and emotional
expressions (e.g., no
purposeful grins or smiles
or reaching out with body
posture for warmth or
closeness).

Some need-oriented,
purposeful islands of
behavior and emotional
expressions. No cohesive
larger social goals.

Often purposeful and
organized, but not with a
full range of emotional
expressions (e.g., seeks out
others for closeness and
warmth with appropriate
flirtatious glances, body
posture, and the like, but
becomes chaotic,
fragmented or aimless
when very angry).

Most of the time
purposeful and organized
behavior and a wide range
of subtle emotions, even
when there are strong
feelings and stress.

The Preverbal Sense of Self: Comprehending Intentions and Expectations

Distorts the intents of
others (e.g., misreads cues
and, therefore, feels
suspicious, mistreated,
unloved, angry, etc.).

In selected relationships
can read basic intentions of
others (such as acceptance
or rejection) but unable to
read subtle cues (like
respect or pride or partial
anger).

Often accurately reads and
responds to a range of
emotional signals, except
in certain circumstances
involving selected
emotions, very strong
emotions, or stress or due
to a difficulty with
processing sensations,
such as sights or sounds
(e.g., certain signals are
confusing).

Reads and responds to
most emotional signals
flexibly and accurately
even when under stress
(e.g., comprehends safety
vs. danger, approval vs.
disapproval, acceptance vs.
rejection, respect vs.
humiliation, partial anger,
etc.).

(continued)
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Table 2.2 (Continued)

0–5 Points 6–13 Points 14–19 Points 20 Points

Emotional Thinking

Ideas are experienced in a
piecemeal or fragmented
manner (e.g., one phrase is
followed by another with
no logical bridges).

Thinking is polarized,
ideas are used in an all-or-
nothing manner (e.g.,
things are all good or all
bad. There are no shades of
gray.).

Thinking is constricted
(i.e., tends to focus mostly
on certain themes like
anger and competition).
Often thinking is logical,
but strong emotions,
selected emotions, or
stress can lead to
polarized or fragmented
thinking.

Thinking is logical,
abstract, and flexible
across the full range of
age-expected emotions
and interactions. Thinking
is also relatively reflective
at age-expected levels and
in relationship to age-
expected endeavors (e.g.,
peer, spouse, or family
relationship). Thinking
supports movement into
the next stages in the
course of life.

Additional Functional Developmental Stages

Throughout the life cycle, these stages build on emotional thinking.
• Triangular thinking. Triadic interactions among feeling states (“I feel left out when Susie likes Janet better than

me”).
• Relativistic thinking (playground politics). Shades and gradations among differentiated feeling states (ability to

describe degrees of feelings around anger, love, excitement, love, disappointment—“I feel a little annoyed”).
• Internalized sense of self (the world inside me). Reflecting on feelings in relationship to an internalized sense of self

(“It ’s not like me to feel so angry” or “I shouldn’t feel this jealous”).
• Extending representational capacity to new realms of biological, psychological, and social experience. Expanding

reflective feeling descriptors into new realms, including sexuality, romance, closer and more intimate peer
relationships, school, community, culture, and emerging sense of identity (“I have such an intense crush on that
new boy that I know it ’s silly; I don’t even know him”).

• Extending representational capacities in time and space. Using feelings to anticipate and judge future possibilities in
light of current and past experience (“I don’t think I would be able to really fall in love with him because he likes
to f lirt with everyone and that has always made me feel neglected and sad”). Broadening reflective capacities to
include larger community and culture.

Creating and Elaborating Emotional Ideas

Puts wishes and feelings
into action or into somatic
states (“My tummy
hurts”). Unable to use
ideas to elaborate wishes
and feelings (e.g., hits
when mad, hugs or
demands physical
intimacy when needy,
rather than experiencing
idea of anger or expressing
wish for closeness).

Uses ideas in a concrete
way to convey desire for
action or to get basic needs
met. Does not elaborate
idea of feeling in its own
right (e.g., “I want to hit
but can’t because someone
is watching” rather than “I
feel mad”).

Often uses ideas to be
imaginative and creative
and express range of
emotions, except when
experiencing selected
conflicted or difficult
emotions or when under
stress (e.g., cannot put
anger into words or
pretend).

Uses ideas to express full
range of emotions. Is
imaginative and creative
most of the time, even
under stress.
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Hoffman, & Miller, 1979; Feuerstein et al., 1981;
Greenspan, 1979a, 1979b, 1989, 1997b; Klein,
Wieder, & Greenspan, 1987; Rogers & Lewis,
1989). It does this through an understanding of
three unique features: children’s functional de-
velopmental level, their individual processing
differences, and the affective interactions likely
to broaden their functional developmental ca-
pacities and enable them to move to higher de-
velopmental levels.

In this approach, children’s affect or intent is
harnessed by following their lead or natural in-
terests. However, they are not followed into
aimless or perseverative behavior. Their affec-
tive interests are used as a guide to mobilize at-
tention, engagement, purposeful interactions,
and preverbal problem solving and, eventually,
to create ideas and build bridges between them.
Focusing on these fundamental functional de-
velopmental processes rather than specific be-
haviors or skills (which are often part of these
broader processes) helps to reestablish the de-
velopmental sequence that went awry. For ex-
ample, rather than trying to teach a child who 
is perseveratively spinning the wheels on a car
to play with something else or to play with the
car appropriately, the caregiver uses the child’s
interest and gently spins the wheel in the 

opposite direction to get reciprocal, affective
interactions going. These affective interactions,
however, are tailored to the child’s individual
differences; soothing or energetic interactions,
visual or auditory patterns, complex or simple
motor patterns may be emphasized, depending
on the child’s profile. Consider the following
examples of individual developmental profiles
guiding the interaction.

The first child, a 31⁄2-year-old, was fleetingly
engaged, capable only occasionally of purpose-
ful gestures. He had very weak motor planning
and sequencing capacities and was underreac-
tive to sensation. He required an intervention
program that provided a great deal of sensory
input (because of his sensory underreactivity),
animated affective interaction (to woo him into
engagement), and highly motivating yet simple
challenges (a favorite perseverative toy was put
on the caregiver’s head) to draw him into more
engagement and purposeful interactions (e.g.,
reaching for the toy). He was working at mas-
tering the early functional developmental ca-
pacities of engagement and simple purposeful
gestures.

A very different approach was required for a
second case. This 4-year-old child could engage
and be purposeful some of the time, but became

Table 2.2 (Continued)

• Extending representational capacities into the stages of adulthood, middle age, and the aging process. Expanding feeling
states to include reflections and anticipatory judgment with regard to new levels and types of feelings associated
with the stages of adulthood, including:
—Ability to function independently from, and yet remain close to and internalize many of the capacities

initially provided by one’s nuclear family.
• Inner sense of security.
• Judgment and self monitoring of behavior and impulses.
• Regulation of mood.
• Reality-based, organized thinking.

—Intimacy (serious long-term relationships).
—The ability to nurture and empathize with one’s children without over-identifying with them.
—The ability to broaden one’s nurturing and empathetic capacities beyond one’s family and into the larger

community.
—The ability to experience and reflect on the new feelings of intimacy, mastery, pride, competition,

disappointment, and loss associated with the family, career, and intrapersonal changes of mid-life and the
aging process.
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easily overloaded because of sensory hypersen-
sitivity to touch and sound. As a consequence,
he would become self-absorbed and persevera-
tive. At other times, he could use purposeful
gestures to problem-solve (take a caregiver to
the door to try to go outside), and imitate sim-
ple gestures, including sounds, and, on occa-
sion, use a word meaningfully (e.g., “Open”)
and feed a doll. He was, however, significantly
delayed in social skills and functional language
(and most of the time would memorize scripts
and randomly repeat phrases). In contrast to 
the first case, this child, because of his sensory
hypersensitivities, required extra soothing, not
animation or sensory play. He also needed op-
portunities to turn perseveration into interac-
tions and problem-solving activities (e.g.,
instead of letting him simply open and close
the play garage door when the toy car made too
much noise, we challenged him to put the car
inside the garage and tell it to “stop” by having
a gesturing and talking car driver insist on
parking the car). Functional language was fur-
ther encouraged by challenging him to connect
words like “open” and “stop” to intent or emo-
tional interests by setting up situations where
he would want to imitate “open” to open a door
to get his favorite toy. Similarly, scripted or
echolalic language was turned into purposeful
problem-solving interactions by challenging him
with highly motivating, meaningful choices,
such as choosing between two objects he might
be labeling in a rote manner. He was wooed into
a continuous flow of problem-solving interac-
tions even when overloaded (with soothing but
compelling interactions). Based on his unique
profile, this child worked at a different func-
tional developmental level than the first child—
the level of complex, purposeful, social problem
solving and the early use of ideas—and required
a more soothing approach.

Case 3 was similar to Case 2 except that this
child was underreactive to touch and sound,
had slightly weaker auditory processing, signifi-
cantly weaker articulation (oral-motor) and

expressive language, and relatively stronger
visual-spatial capacities. Therefore, instead of
soothing, the interactions needed to be very ani-
mated. Pictures were used to augment symbolic
communication, not simply to convey needs or
choices, but to enable characters in pretend play
to amplify their action dramas with dialogue
and elaborate a sequence of back-and-forth com-
munication. Interestingly, this child learned to
read and write faster than she learned to speak.
Therefore, we used reading and writing to
maintain both pretend and reality-based dia-
logues while she was improving her speaking.
Interactions using her strengths increased two-
way gestural and symbolic communication and
enabled her to develop the capacity to build
bridges between ideas and think.

COMPONENTS OF A COMPREHENSIVE PROGRAM

A comprehensive program often includes inter-
active speech therapy (three to five times per
week), occupational therapy (two to five times
per week), appropriate biomedical approaches,
a developmentally appropriate education pro-
gram, and a home-based program of devel-
opmentally appropriate interactions, which
includes consultations working on caregiver-
child interactions and, if needed, direct thera-
peutic work with the child. It also includes
regular family consultations and team meet-
ings for reviewing the overall therapeutic and
educational program and coordination of rele-
vant biomedical interventions.

The home-based program of developmen-
tally appropriate interactions is especially im-
portant. It is related to the National
Association for the Education of Young Chil-
dren recommendation of developmentally ap-
propriate practices for all children (Bredekamp
& Copple, 1997). Such practices, however, are
difficult for a child with severe processing
problems who may spend hours perseverating
and self-stimulating, including repetitively
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watching the same videotapes. To help such a
child become involved in developmentally ap-
propriate interactions requires tailoring the in-
teractions to the child’s natural interests (mood
and mental state), functional developmental
level, and individual processing differences.
This often includes three types of interactions:
(1) spontaneous, follow-the-child’s-lead interac-
tions geared to enable the child to work on the
six functional developmental levels; (2) semi-
structured problem-solving interactions to work
on specific cognitive, language, and social skills
as determined by the team of parents and educa-
tors (e.g., helping the child to say “open” when a
toy is put outside the door); and (3) motor, sen-
sory, and spatial activities geared to improve
these typically vulnerable processing capacities.
These developmentally appropriate types of in-
teractions are needed during the child’s waking
hours to mobilize growth. What children do
most of the time determines their pattern of
progress; without these interactions, they often
will shift into perseverative, self-stimulatory, or
aimless patterns.

When a child develops some capacity for re-
lating, gesturing, and imitating, including imi-
tating words, an important component of the
overall program during the preschool years is
an integrated preschool (i.e., 25% children with
special needs and 75% children without special
needs). Here, teachers are especially gifted 
in interacting with challenging children and
working with them on interactive gesturing,
affective cuing, and early symbolic communica-
tion. The preschool enables children with spe-
cial needs to interact with children who are
interactive and communicative (e.g., as a child
reaches out for relationships and communica-
tion, there are peers who reach back). Four or
more play sessions with a peer who is interac-
tive and verbal are also essential at this point,
so that the child can practice emerging abilities
with a friend. To minimize self-absorption and
perseveration and to enable children and their
parents to be reengaged, it is important for 

the therapeutic program to begin as soon as
possible.

The DIR intervention approach, which fo-
cuses on the delayed child’s developmental level
and individual differences, is different from
psychotherapy or play therapy. What often oc-
curs in traditional play therapy with children
with autism is a type of parallel play, rather
than true developmentally based interactions.

STEPS IN THE DIR INTERVENTION PROCESS

For children with autistic spectrum patterns,
initial therapeutic goals often need to focus on
four essential presymbolic capacities. The first
is to foster regulation, focus, and concentration
(shared attention) through gearing interactive
experiences to the child’s processing profile
(e.g., very energetic and challenging for the
underreactive child and soothing and gradual
for the oversensitive child). The second is to
promote engagement with the human world
through following the child’s lead and working
with his or her pleasurable interests. The third 
is creating opportunities for two-way intentional
communication through enticing the child to
take initiative and use gestures purposefully,
such as taking a desired toy from the top of dad’s
head.

When children are perseverative, aimless,
avoidant, or negative, we treat every behavior as
though it is purposeful. We might “get stuck” in
a door they are opening and closing (a kind of
cat-and-mouse game). As they try to get us out
of the way, gestural interactions occur and be-
havior becomes purposeful. For children who
are aimless or wandering, a clinician might fol-
low them to a corner of the room and try to
interest them in what “we” are looking at or
playfully obstruct their path, pretending to be a
horse. It is important to soothe and comfort
when being playfully obstructive, though after
a few minutes, children often find these types
of interactions amusing.
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As children become more interactive and pur-
poseful, they are ready to work on the fourth
presymbolic capacity: to interact continuously
(i.e., open and close many circles of communica-
tion in a row) to solve problems, such as taking
dad to the toy area to get the horse. Many chil-
dren, even as they become verbal, lack mastery
of continuous social problem-solving interaction,
leaving them vulnerable to intermittent self-
absorption and perseveration and the limited
use of ideas.

With sufficient practice on continuous prob-
lem-solving interactions, children learn to in-
corporate imitation into their social dialogue
and may copy feeding a doll, or repeating
“mine” or “open” to get the door open or get
her doll back. Through “copycat” games, they
may gradually learn to use ideas creatively and
begin to pretend, for example, feeding the
dolly.

With lots of interactive pretend play and
pulling for words when the child’s affects or in-
terests are high, the child gradually may be-
come symbolic. However, it is often much easier
for children to pay attention to their own ideas
rather than the ideas of others because of audi-
tory processing difficulties. The caregiver or
therapist enters the child’s symbolic world with
back-and-forth exchanges of emotionally mean-
ingful ideas, including debates and opinions
rather than facts (in both pretend play and logi-
cal conversations). These symbolic exchanges
encourage emotional differentiation, reality
testing, and higher levels of abstract and logical
thinking.

The common practice of teaching thinking
through scripting dialogue for the child does
not work. Children learn to think and abstract
and generalize by connecting more and more
affectively meaningful experiences to the con-
cepts, words, and behavior they are using. Over
time, imaginative play and emotionally mean-
ingful negotiations, not memorized scripts, be-
come the foundations for higher-level social and
cognitive abilities.

CASE EXAMPLE OF A CHILD WITH AN

AUTISTIC SPECTRUM DISORDER

Alex, a 21⁄2-year-old, was seen because of
parental concerns of extreme self-absorption,
perseveration, and self-stimulation. There was
no language and only intermittent ability to re-
late to parents around concrete needs, such as
getting juice or a cookie. History revealed de-
layed motor milestones (e.g., walking at 16
months) and a pattern of some moderate ability
to engage in the first year, but a gradual move-
ment toward self-absorption and repetition from
the middle of the second year on. A diagnosis of
autism had been made by a developmental pedi-
atrician; a biomedical and neurological workup
was negative.

We conducted a comprehensive evaluation,
which includes detailed history, observations of
child-caregiver interactions, and exploration of
family patterns, as well as assessments of all
areas of development. In observing Alex, we
saw that there was some fleeting eye contact
and a quick turn away toward perseverative
play with a toy.

This child was preoccupied with wheels on
cars and would spin them around and around.
His father, who took the lead in playing with
him, quickly got impatient and tried to hold his
son’s hand and direct him to other toys, which
resulted in tantrumming and more intense self-
stimulatory activity. Mother tended to talk to
Alex about what he was doing and try to be sup-
portive, but was unable to get any engagement
going as he was unable to understand what she
was saying.

Our systematic developmental profile re-
vealed that Alex had only fleeting capacity 
for shared attention and engagement and was
purposeful only with objects, although he could
purposefully turn away from and avoid his care-
givers. He was unable to engage in complex prob-
lem solving or multicircle interactions using
gestures, and there were no indications of sym-
bolic capacities in terms of either elaboration or
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building logical bridges. In other words, he
seemed to have some very limited capacities at
the first three levels, with no evidence of capac-
ities at the fourth, fifth, and sixth levels.

Alex’s processing profile revealed severe
deficits in auditory processing and language, as
well as marked deficits in motor planning and
sequencing; even with his interest in toys, he
could carry out only one-step actions, such as
spinning a wheel, banging a toy, or pressing
against something. His visual-spatial process-
ing looked like it might hold some relative
strengths for him, but would require further
observation. For example, he seemed to flit
around to multiple objects in the room; once,
when his father took away something he was
playing with, he appeared to begin to walk be-
hind his father to try to find it. He quickly be-
came self-stimulatory, and it wasn’t possible to
be sure he was embarking on a search (when
motor planning is impaired, it can be hard to
assess visual-spatial processing). He was very
sensory underreactive and also evidenced low
muscle tone.

With this profile in hand, we were able to
begin a comprehensive intervention program.
It included three individual speech therapy
sessions per week and three individual oc-
cupational therapy sessions a week. It also in-
cluded an intensive home program involving
the three types of interactions described ear-
lier. In the home program, we took advantage
of Alex’s interest in objects to help him be-
come more engaged, purposeful, and inten-
tional. For example, instead of trying to change
his activity, we coached father to join him in
spinning wheels and try to entice Alex into
spinning father’s bigger and faster car wheel.
Alex generally ignored this enticing overture,
so we coached father to get his hand stuck 
on Alex’s wheel (playful obstruction). This
worked better. Alex would look at his father
and push his wheel a little harder or try to pull
it away. Dad was helped to supportively let
Alex win for a second and then get his hand

stuck again. Their first interactions occurred
around these types of playful obstructions.

We also coached the parents to be very ener-
getic to compensate for Alex’s underreactivity.
He needed highly energized caregivers for him
to even notice them, let alone interact. Ani-
mated voices, exaggerated facial expressions,
and gentle but clear gestures were the rule of
the day. Lots of visual support to take advan-
tage of relatively stronger visual-spatial pro-
cessing was provided through brightly colored
toys, well-lit rooms, and interesting visual de-
signs and visual challenges in the play (e.g.,
hiding things).

Mother was helped to combine her verbal di-
alogue with gestures and actions. Alex tended
to accept another car with better wheels from
her, in comparison to his father. She could move
the car with big fancy wheels away from him and
he would come after her to get it. Over time,
these beginnings led to more engagement and
more purposeful interaction.

Space precludes describing the next steps in
this case in detail. Over time, Alex was able to
string together many purposeful interactions in
a row and eventually problem-solve and imi-
tate. After about a year of intensive work, he
was able to imitate sufficiently to start copying
words and, eventually, phrases.

Once Alex became more related and able to
use many gestures in a row as part of a long
chain of reciprocal interactions, to problem-
solve, and to use a few words, we recommended
a regular preschool program with an aide so
that he could practice his new skills with peers.
Over the next few years, progress sped up be-
cause Alex was now engaged and interactive
with his environment and, therefore, learning
all the time; there was only occasional self-
stimulatory and perseverative activities and he
could easily be drawn into patterns of engage-
ment when he became self-absorbed.

The key to his program was the compre-
hensiveness and intensity of the intervention,
which enabled him to practice his new skills in
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a nurturing and joyful manner, rather than
spend lots of time in states of self-absorption.
At present (Alex is now 10 years old), he is a
bright, verbal child with a sense of humor and
some close friends. He’s doing well in his fam-
ily and in a regular grade school. He still has
challenges in motor planning and sequencing
(penmanship and writing), but is rather gifted
in his verbal insights about the world. Most im-
portant, he’s a very warm and loving child.

Alex is one of a subgroup of children who
have done very well and exceeded our expecta-
tions. There appears to be a subgroup of chil-
dren with autistic spectrum diagnoses who can
do exceedingly well. Other subgroups we’ve
identified make much slower progress (Green-
span & Wieder, 1997, 1999). Children who make
rapid progress have the ability to become en-
gaged and purposeful and to problem-solve in
the early phases of intervention and quickly
move on to imitative capacities and the begin-
nings of symbolic communication. Even though
Alex’s initial profile showed many more chal-
lenges than most of the children in this
subgroup who do well, he was able to make
consistent progress in the critical areas of
engagement, reciprocal interactions, problem
solving, and imitation early in his program. He
may have presented looking more challenging
in part because his parents weren’t able to in-
tuitively figure out how to work with his bio-
logically based processing challenges and, as
indicated earlier, they tended to accentuate his
difficulties. Their capacity to learn quickly as
well as his and their ability together to partici-
pate in an intensive, comprehensive program
were significant factors.

S U M M A R Y

New insights into the early stages of the de-
velopment of the mind have the potential to
advance our understanding of the psycho-
therapeutic process. In this chapter, we have

presented the developmental structuralist
framework and its associated DIR model. We
showed how this developmental model can
deepen and broaden psychotherapeutic work
with children and adults with a range of chal-
lenges. We also showed how it could be used as
the basis for constructing individualized com-
prehensive programs for children with special
needs.
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C H A P T E R  3

Object-Relations Play Therapy

HELEN E. BENEDICT AND LARA HASTINGS

H I S T O R Y  O F  
T H E R A P E U T I C  A P P R O A C H

The model of object-relations play therapy to be
presented in this chapter developed out of three
major traditions: object-relations therapy with
adults, play therapy, and developmental psycho-
pathology. Whereas the first two traditions have
often intersected to some degree, a fully elabo-
rated play therapy approach has been lacking.
The first application of the emerging object-
relations theories to children is found in the
work of Melanie Klein (1932). However, both
play therapy and object-relations therapy,
though building on some of Klein’s revolution-
ary concepts, moved away from each other.
Both departed from the therapy model of Klein,
with each tradition developing independently.
Only recently have there been significant at-
tempts to integrate play therapy methods and
current object-relations theories (Prior, 1996).
Integrating an object-relations play therapy ap-
proach with current research findings from
developmental psychopathology provides a pow-
erful frame of reference for approaching rela-
tionally based child assessment and treatment.

Play therapy first began to be a significant
factor in psychotherapy with children during
the 1930s in the parallel development of the
three psychoanalytically based but quite differ-
ent play therapy approaches of Anna Freud
(1936), Melanie Klein (1932), and Margaret
Lowenfield (1939). All three approaches contin-
ued to develop, although Freud’s work was ulti-
mately more influential for play therapy than
either Klein’s or Lowenfield’s. Another thread
in the emergence of play therapy as it is prac-
ticed today is the structured therapy of Levy
(1939) and Solomon (1938) that also first ap-
peared in the 1930s. The structured approach
has continued to develop through the work of
Hambridge (1955), Gardner (1971), Jernberg
(1979), and, more recently, Brody (1993).

Increasingly, two other major traditions have
influenced the practice of play therapy. The first
of these to develop, nondirective play therapy,
grew out of relationship therapies, the work of
Allen (1942) and applications of Carl Rogers’s
(1951) ideas by Virginia Axline (1947). Directive
play therapies, representing a diversity of theo-
retical stances, emerged as a strong contrast to
the Rogerian approach. These include Gestalt
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play therapy (Oaklander, 1988), filial therapy
(Guerney, 1964), cognitive-behavior play ther-
apy (Knell, 1993), Adlerian play therapy
(Kottman, 1993), and ecosystemic play therapy
(O’Connor, 1991).

By the early 1990s, there existed a rich tradi-
tion of play therapies, ranging from psycho-
analytic to structured to nondirective and
directive approaches. However, no single ap-
proach has emerged. Object-relations play ther-
apy, while drawing its theoretical base from
object-relations therapy with adults, has incor-
porated many techniques from various play
therapy approaches including those from the
psychoanalytic tradition (Prior, 1996) but also
several from Axline (1964), Brody (1993), and
O’Connor (1991).

T H E O R E T I C A L  C O N S T R U C T S

Object-relations theories center on two funda-
mental assumptions: First, the core of psycholog-
ical functioning is believed to be the relationship
between the self and significant others (Glick-
auf-Hughes & Wells, 1997); second, as develop-
ment proceeds, interactions between the infant
and significant others and the infant’s emerging
perception of those interactions become inter-
nalized as concepts or templates of the self,
other, and self in relation to other. These “inter-
nal working models,” which are essentially
cognitive-affective structures, filter perceptions
and shape the attitudes and reactions of the
developing child’s and eventually the adult’s in-
terpersonal relationships (Bowlby, 1988; Siegel,
1999). Internal working models thus first emerge
in the context of experience of the earliest rela-
tionships in life, and interrelate as “object rela-
tions” that animate a person’s understanding of
and functioning in relationships. Throughout
the life span, internal object relations not only
influence but also are influenced by experience
in relationships.

Many theorists have developed models that
have contributed to the understanding of how
“an individual’s mental representations of self
and others become enduring psychic struc-
tures” (Glickauf-Hughes & Wells, 1997, p. 18).
These models started from a basic psych-
oanalytic viewpoint but often have been in-
formed by the ego psychologist’s emphasis on
coping resources and experiential influences on
psychological development, in contrast to tradi-
tional drive theory (Blanck & Blanck, 1986). The
approach to object-relations play therapy pre-
sented here places particular emphasis on the
works of Mahler and associates (Mahler, 1968;
Mahler, Pine, & Bergman, 1975) and on con-
cepts derived from the British object-relations
school (Bowlby, 1988; Fairbairn, 1952; Winni-
cott, 1965, 1971a, 1971b), as well as Prior (1996),
whose model integrates the trauma literature
with concepts drawn from Kernberg (1966). Re-
cent work in both neuroscience and developmen-
tal psychology, especially the works of Stern
(1985), Schore (1994), and empirical studies of
early attachment (Kraemer, 1992), have also con-
tributed to the model presented.

Mahler, who based her model on detailed ob-
servations of young children in therapy and on
mother-child pairs followed longitudinally
over the first three years of life, proposed that
the early development of object relations pro-
ceeded through three stages, culminating in
the emergence of emotional object constancy
around 3 years of age (Mahler, 1968; Mahler
et al., 1975). These three stages, modified by the
empirical work of Stern and others, provide the
basic framework for conceptualization of the ob-
ject-relations play therapy presented here.
Mahler’s first stage, normal autism, occurs over
the first month of life. Whereas Mahler assumed
the infant was objectless, Stern (1985) found evi-
dence that infants are born with rudimentary
object-relatedness. We want to avoid confusion
with infantile autism as a disorder and ade-
quately capture this rudimentary relatedness,
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and replace autism with the term presymbiosis
here. The second stage is normal symbiosis, in
which the infant functions as if the caregiver
and infant form a dual unity, occurring from
about 2 to 4 months of age. The third stage,
separation-individuation, has been divided by
Mahler into subphases: differentiation (about 4
to 11 months), in which the infant shifts from an
inward-directed focus to outward-directed ten-
sion and alertness; practicing (about 11 to 17
months), in which the newly mobile infant moves
away from the symbiotic orbit to explore the
world, returning to the mother periodically 
for “refueling”; rapprochement (about 18 to 24
months), in which the toddler becomes increas-
ingly aware of his or her vulnerability and thus
seeks closeness with the mother, yet simultane-
ously has a strong need for separateness and
autonomy; and “on the way to object constancy”
(about 24 to 36 months), in which the toddler
increasingly separates from the mother while in-
tegrating the good and bad parts of both the self
and the object.

In the model presented here, we argue that
when progress through Mahler’s stages and
substages is arrested or distorted, it results in
characteristic patterns of relating and behaving
depending on when the problem arises. Each
point of arrest has a pattern of psychopathologi-
cal functioning with unique dynamics that war-
rant particular therapeutic goals and techniques.
Moreover, these behavioral patterns differ in im-
portant ways from presentations of pathology at
the adult end of the developmental trajectory,
presumed to have originated in unsuccessful ne-
gotiation of Mahler’s stages.

Several representatives of the British object-
relations school, notably Winnicott, Bowlby, and
Fairbairn, have contributed concepts that we
have incorporated in our model to clarify either
the dynamics of object-relations development or
therapeutic goals and techniques. Winnicott’s
(1971a) concept of the transitional object, a phe-
nomenon that can be experienced or employed

when the object is experienced as separate but
not yet constant, is often consciously introduced
in object-relations play therapy to facilitate
constancy in the therapeutic relationship or to
promote progress in separation-individuation.
His notions of “good-enough mothering” and
holding environment both emphasize the child’s
need, developmentally and within therapy, to be
protected from impingement while also experi-
encing acceptance and having needs me (Abram,
1996). Winnicott’s concept of attunement, where
the caregiver is sensitive to the infant’s needs
and meets those needs accurately, describes an
essential feature of the therapeutic relationship
in this approach (Glickauf-Hughes & Wells,
1997). Finally, Winnicott (1965) describes a
false self, where the child’s compliance in an at-
tempt to gain approval leads the child to lose
ready access to the true self, which we propose
is a key feature of arrested development at the
time the child emerges from the rapproche-
ment crisis. Fairbairn (1952) contributed the
concept of obstinate attachment, which helps
explain the paradox of young children remain-
ing intensely attached to an abusive or nonat-
tuned caregiver.

Bowlby (1988) articulated the concept of at-
tachment as a neurologically based innate drive
to seek security in relationships. Schore (1994)
elaborates on the interface of neurological de-
velopment in the attachment process and the
evolution of object relations during the first
three years of life. Increasingly, evidence is
mounting that the mother-child relationship
influences and is influenced by neurological de-
velopment (Stern, 1985; Siegel, 1999). For exam-
ple, the absence of what Schore calls the
“mother-infant dance” has profound ramifica-
tions for neurological development as well as
the development of attachment, particularly in
the orbitofrontal cortex.

Another concept from Bowlby (1988), which
has been empirically demonstrated in the work
of Ainsworth and her students (Cicchetti, Toth,
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& Lynch, 1995), is that of a secure base. In the
presence of a secure base, the caregiver is per-
ceived as safe, stable, and caring, enabling the
infant to feel free to move away from the care-
giver and explore the environment. As will be
seen in the presentation of the actual therapy,
establishing a secure base relationship is central
to effective therapy.

Prior (1996) contributed to this approach in
three ways. First, he applied Kernberg’s (1966)
concept of “unmetabolized object parts” to ex-
plain mechanisms of splitting in relationally
traumatized children and account for episodes
of rage in his object-relations model of child
therapy for sexual abuse victims. His notion of
relational trauma has significantly influenced
our view of the types of psychopathology most
appropriate for treatment using our approach.
Prior also elaborates on Fairbairn’s concept of
obstinate attachment when he argues that
through splitting, the child comes to attach all
of the “bad” feelings and emerging object rep-
resentations to the self to maintain the “good”
parent representation needed for psychological
survival in an abusive environment.

Thus, this model of object-relations play ther-
apy integrates Mahler’s stages of development
of emotional object constancy with recent be-
havioral and neuropsychological research on
early relationship development. This approach
places central importance on the biological
pathways for attachment and relationship de-
velopment as they interface with the caregiving
environment to direct neurological develop-
ment of cognitive-affective structures called in-
ternal working models. These internal working
models emerge early in life and continually
evolve over the lifetime and serve to guide per-
ceptions of and interactions with others. Al-
though object relations theoretically can be
modified throughout life, their plasticity is
greatest in the first years of life. In experiences
of relational trauma, internal working models
and the neural networks they reflect become

more rigid with ongoing development and can
ultimately result in adult personality disorders
that are resistant to treatment. The object-
relations play therapy model thus argues that
interventions based on developmentally sensi-
tive understanding of object-relations dynamics
and needs should be conducted in childhood,
when the potential for change is greatest.

M E T H O D S  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N

ASSESSMENT

Effective object-relations play therapy requires
careful assessment of the child and the child’s
world. This assessment needs to focus on four
major areas: developmental assessment, dy-
namic and object-relations evaluation, clinical
diagnosis, and systems assessment. Only by un-
derstanding the child’s developmental level for
each of the ego functions, the dynamics of the
child’s emerging object relations, the child’s
clinical presentation, and the types of experi-
ences the child has within the family and, when
applicable, the school system can the therapist
determine appropriate therapeutic goals for the
child and broader systems.

Determining developmental level for a child
requires observation and data gathering for each
of the ego functions: language, cognition, percep-
tion, emotional, social, psychosexual, play, and
motor development. Several sources of informa-
tion can be used for this assessment, including
observation, interviews with parents and teach-
ers, and standardized instruments such as tests
of adaptive, intelligence, achievement, neuro-
psychological or language functioning. (For 
an overview of developmental assessment, see 
O’Connor, 2001.) In this part of the assessment,
it is crucial to be constantly aware of uneven de-
velopment, as many children appropriate for ob-
ject-relations play therapy may have cognitive
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and intellectual development far in advance of
their social and emotional development or some
other pattern of vastly uneven ego functions.

Assessing the dynamics of emerging objects
relations for the child requires familiarity with
each of the six object-relations presentations,
which are detailed later in this chapter. Informa-
tion relevant to determining the child’s internal
working models and interpersonal dynamics
must come from several sources. The two pri-
mary sources for this part of the assessment are
the parent history/interview and the child play
assessment and interview. In the parent inter-
view, which is also used to obtain information
relevant to a formal diagnosis, historical infor-
mation, especially on any interpersonal or
attachment stress, should be combined with
clinical judgment about the parents’ personality
functioning, parenting, and relationship to the
child. Many types of information are accessible
in a diagnostic play/interview session with the
child. By examining the play themes and inter-
personal relationships presented in the play as
well as the relationship with the examiner dur-
ing the assessment, the assessor often can gain
a good understanding of the child’s object rela-
tions. In addition, children over age 5 often pro-
vide quite direct information about how they
approach the world and relationships and how
they understand themselves in an interview.

Clinical evaluation requires obtaining a pic-
ture of the symptoms shown by the child lead-
ing to a Diagnostic and Statistical Manual of
Mental Disorders (DSM-IV) diagnosis (American
Psychiatric Association [APA], 1994). Again,
many sources of data are available to complete
this part of the assessment. In obtaining a for-
mal diagnosis, historical information as well as
the observations, interviews, and developmen-
tal assessment described above provide much
needed information. Other tools that should be
used include behavior checklists, such as the
Child Behavior Checklist (Achenbach, 1991a,
1991b), formal diagnostic interviews, such as

the Diagnostic Interview Scale for Children
(Costello, Edelbrock, Duncan, Kalas, & Klaric,
1987), and projective testing, such as drawing
tests (Allan, 1988), storytelling tasks, and the
Rorschach (Kelly, 1999).

Finally, the assessment of the child requires an
evaluation of the broader systems in which the
child functions, family and school being most
important. At the immediate family level, such
techniques as Marshak Interaction Method (Lin-
daman, Booth, & Chambers, 2000), interviews 
of adult attachment status, direct observation of
unstructured parent-child interaction, and home
visits can be extremely helpful when combined
with the history interview. The school environ-
ment can be assessed using teacher behavior
checklists and questionnaires, interviews with
the teacher, and school visits. Both for school
and for the broader family system, sources of
strength for the child and factors that appear 
to maintain the less adaptive child behaviors
should be assessed (O’Connor, 2000).

Intervention planning is the ultimate goal of
assessment. In object-relations play therapy, the
clinical and object-relations presentation level
is determined and therapeutic goals and tech-
niques are chosen that are appropriate to the
child’s developmental level and diagnostic for-
mulation. Possible interventions in addition to
play therapy, such as interventions at the family
or school level, are determined through the
same assessment process.

INTERVENTION

When utilizing an object-relations approach, es-
tablishing the therapist-child relationship first
initiates and then centers the entire therapeutic
process. When distortions or disruptions in the
development of object relations occur, trust be-
comes the central issue in establishing the ther-
apeutic relationship. For many of the children
most in need of object-relations play therapy,
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establishing such trust can be an extended pro-
cess. The therapist should foster this “secure
base” relationship through several means. First,
the therapist must show a warm, caring, and ac-
cepting attitude toward the child. Second, the
therapist must be sensitive to the child’s needs.
In essence, the therapeutic relationship should
mimic the attunement characteristic of the
“good-enough” caregiver’s behavior across the
first few years of life needed to develop a strong
attachment between child and caregiver. Such
attunement requires both understanding the
child’s current situation as well as anticipating
the child’s future needs. This can be achieved
through matching the child’s affect or mood,
using reflections to track the child’s activities,
imitating the child, or accepting the child’s re-
quests to imitate him or her. In addition, at-
tunement is demonstrated when the therapist
helps the child meet his or her needs.

There are several additional ways to foster
the “secure base” relationship in play therapy.
Consistency on the part of the therapist helps
provide a sense of safety within which trust can
develop. Consistency of contact (e.g., weekly
sessions) may be supplemented by consistent
routines for beginning and ending the session
and consistency of space. It is important that
the office/playroom remain as constant as pos-
sible. This requires that the toys be stored in
predictable places from week to week, that chil-
dren not be allowed to take toys away from the
room, and that when new toys are added, the
child is told so there are no surprises.

The therapist is responsible for providing a
sense of safety, both physical and psychologi-
cal, throughout the therapeutic process. Physi-
cal safety would seem quite easy to provide.
However, many children with attachment dis-
orders or a history of interpersonal trauma play
dangerously and take many risks, making the
assurance of physical safety something requir-
ing deliberate attention from the therapist. A
sense of safety can include stating the play-
room rules in terms of making sure both child

and therapist are safe, maintaining physical
proximity when the child chooses to jump or
climb on furniture, and even holding the child
if necessary to keep the child safe.

Psychological safety builds on the warmth,
attunement, consistency, and provision of phys-
ical safety described above. In addition, it re-
quires that the therapist be able to comfortably
handle the child’s expected attempts to control
the therapist as well as the child’s distortions
around anger. Because children who have expe-
rienced interpersonal trauma typically have
difficulties with anger, either expressing it in
out-of-control ways or inhibiting it when it
should be expressed, the therapist must be able
to challenge such distortions in understanding
of anger. This includes encouraging expression
of anger while providing containment of its ex-
cesses through limit setting. In addition, allow-
ing and containing expressions of anger
without either withdrawing emotionally from
the child or returning anger with anger shows
the child that anger does not have to destroy re-
lationships.

Once the secure base relationship is estab-
lished, the working phase of therapy begins. The
therapeutic goal of this phase of treatment is to
modify the child’s internal working model of 
the self, other, and self in relation with other
through stimulating, challenging, and encourag-
ing the development of alternatives to the exist-
ing model. The therapist accomplishes this goal
by integrating child-responsive and invitational
play therapy techniques based on themes and re-
lationships encoded in the child’s play with a
theoretical formulation based on the child’s de-
velopmental object-relations presentation.

Object-Relations Play Therapy Technique
Object-relations play therapy technique in-
volves three essential components for effective
intervention. First, this approach requires that
the therapist be child-responsive: Each inter-
vention by the therapist occurs in attuned re-
sponsiveness to the child’s play and patterns 
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of interaction with the therapist (Benedict &
Mongoven, 1997). The therapist participates ac-
tively in the therapeutic relationship, moving
between nondirective and directive interven-
tions as needed in response both to the specific
therapeutic goals for the child and the child’s
ongoing play content and interactions with the
therapist.

Second, object-relations play therapy requires
the therapist to be centered on the developmen-
tal level and needs of the child. As discussed
earlier, the therapist’s understanding of the
child’s developmental level, both in terms of the
child’s progress in achieving object constancy
and the child’s ego functions, including lan-
guage, cognition, emotional, and social develop-
ment, serves to guide each intervention. Only
when the therapist adjusts interactions to the
child’s developmental level can the therapist be
fully “attuned” to the child.

The third aspect of this approach concerns
the interventions made by the therapist. To
maintain the secure base relationship while
challenging the child’s internal working mod-
els, each actual intervention of the therapist
must be “invitational” in nature (Gil, 1991). Es-
sentially, the therapist offers to the child new
directions for play and new possible ways of in-
teracting with the therapist (and, by extension,
others) through open-ended overtures within
the play. These invitations can be accepted and
used by the child or ignored and even rejected
with no negative consequences to the relation-
ship with the therapist or to the child’s sense of
safety in the play room. For example, a young
boy might be playing a scene where the “good
guy” is trying to control the “scary monster”
that is imagined to be in the room. The thera-
pist might offer the child an invitation, such as
“Maybe the good guy can build a wall to keep
the monster away.” In response, the child
might look for blocks to build a wall, even ask-
ing the therapist to help with the building, or
the child might ignore the invitation or shift
play to some other theme. Any of these or other

possible responses from the child is fully ac-
ceptable to the therapist.

Child-responsive, developmentally sensitive,
and invitational play therapy relies heavily 
on the therapist’s understanding of the child’s
play. That understanding is facilitated by
awareness of the possible meanings of various
common themes seen in therapeutic play. When
engaging in imaginative or fantasy play, chil-
dren tend to play certain easily identified
themes having to do with such important broad
content areas as aggressive and power concerns,
family and nurturance, safety and control, ex-
ploration and mastery, and sexuality. A specific
example of one of these themes is “nurturing”
play, where a character within the play is offer-
ing some sort of nurturance by cooking for,
feeding, giving gifts to, or caregiving another
character. Another theme is “fixing,” where
one character “repairs” a “broken” object or
“doctors” a sick or hurt (that is, broken in some
way) character.

Recent research by the authors and their as-
sociates has codified the commonly seen play
themes and examined the typical themes in
play for children with differing interpersonal
histories and different presentations of object-
relations development (Benedict & Shelton,
1996; Benedict et al., 1966; Holmberg, Benedict,
& Hynan, 1998; McClain, 1998; McGee, 1998;
Narcavage, 1998; Wooley, 1998). By attending to
these themes, the therapist can understand the
child’s metaphoric presentation of concerns,
confusions, and interpersonal relationship is-
sues. The therapist thus observes, and interacts,
in the child’s play in such a way that the thera-
pist forms hypotheses about possible meanings
each theme has for the child. The therapist uses
these hypotheses, in conjunction with his or her
understanding of the child’s object-relations
presentation, to issue invitations within the play
metaphor that serve to challenge or stimulate the
child to modify existing object relations in
healthier directions. Play themes thus function
as a major tool for the therapist. Understanding
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the themes the child plays spontaneously pro-
vides a window to the child’s object relations,
and issuing invitations within the themes en-
ables the child to understand the therapist’s
communications and use them to facilitate
growth in an environment of safety.

A second tool important to effective object-
relations play therapy focuses not on the con-
tent of the play but on the affects and
interactional patterns demonstrated through
the play. Our laboratory has codified these into
an interpersonal relations and affect coding
system, which can also be reliably used to un-
derstand the child’s object relations (Benedict,
Hastings, Ato, Carson, & Nash, 1998). Some of
the interactional patterns so coded are bound-
ary setting and boundary violation, control, imi-
tation, helping, sharing, and protecting. Some of
the affective expressions coded are anger, sad-
ness, and rejection. By observing the interaction
patterns and affects in the child’s play, the ther-
apist gains insight into the object relations of the
child. By then offering child-responsive invita-
tions, the therapist can sensitively challenge
and modify those object relations for that child.

Finally, two “process” codes, which essen-
tially codify relationships between themes or
interpersonal codes, have been identified that
greatly facilitate the therapist’s understanding
of the child’s object relations. The first of these,
called doing and undoing, draws attention to the
expression of ambivalence. Children who expe-
rience attachment disorders or interpersonal
traumas at a young age and thus show delays
and distortions in development of object con-
stancy and healthy object relations often feel in-
tensely ambivalent about the important people
or objects in their world. Yet, developmental re-
search by Susan Harter (1983) and others shows
that children’s cognitive understanding and di-
rect verbal expression of ambivalent feelings
develop slowly and do not appear consistently
until children are between 8 and 10 years old.
Thus, young children express ambivalence by
rapidly shifting the valence of the interaction

during play. For example, a child might alter-
nately kill and then hug the mommy figure.
Similarly, a 4-year-old boy fed the therapist
soup and, just as the therapist began eating,
calmly said it was “poison.”

A second type of process code important in
object-relations play therapy is stage mix. In this
play, the child has a character simultaneously
play two distinct developmental stages at the
same time. This type of play suggests a lack of
boundaries between roles and is frequently
seen when the child is “parentified” or “bur-
dened” by needing to take care of a parent
(Chase, 1999). An example of this is a child who
put on the “wedding dress” in the playroom
and walked around the room in the dress suck-
ing on a baby bottle (Grigoryev, personal com-
munication, 1996). Trina, whose therapy is
described at the end of this chapter, used stage
mix in her play, where it seemed to reflect her
confusion about roles in her relationship with
both her mother and her custodial grand-
mother.

Conceptualizations of Developmental Level of
Disordered Object Relations
Disordered object relations can occur at several
points in the development of object constancy,
as proposed by Mahler et al. (1975). The nature
of the child-caregiver relationship, including
the contributions of the child’s temperament
and biological givens and the contributions
from the caregiver, determines whether the
child develops healthy, distorted, or arrested
object relations. Disturbed object relations
color the child’s negotiation of subsequent de-
velopmental tasks and relationships. Six char-
acteristic patterns of disordered object relations
have been proposed by Glickauf-Hughes and
Wells (1997) as a framework for understanding
adult psychopathology. In our clinical practice,
we have identified a parallel set of clinical pre-
sentations that appear to represent the early
manifestations of disturbed object relations in
young children.
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The six childhood presentations, although
similar in dynamics to the proposed origins 
of adult personality problems, differ from the
adult patterns in significant ways. Whereas adult
patterns represent fully internalized object rela-
tions, children’s patterns are a combination of
early, incompletely developed object relations
and actual interaction patterns occurring in real
time in the child’s life with significant attach-
ment figures. Such emerging object relations are
more plastic than those seen in adults and more
open to clinical intervention. Therefore, the rela-
tionship between child and therapist has signifi-
cantly more elements of a real relationship that
offers an alternative object around which object
relations can be formed or modified than has the
relationship between adult and therapist. Al-
though the child may show some transference-
like elements, much of the therapeutic work
occurs within the actual relationship between
child and therapist. The ongoing contributions of
the current caregiver-child system to the child’s
emerging object relations place an additional
challenge for the therapist, requiring interven-
tion where possible in that system as an adjunct
to therapy with the child.

Each of the six presentations can be charac-
terized in terms of the probable early experi-
ences in the child-caregiver relationship that set
the stage for the emergence of disturbed object
relations and the internal working models of
self, other, and relationships that appear to 
be emerging for the child. Each of the six pre-
sentations also can be characterized in terms of
the child’s prominent play themes, with their
probable meanings for the child and the inter-
personal relationships expressed in play. From
these, one can create a dynamic formulation
that in turn guides therapeutic goals and inter-
ventions.

The presymbiotic and early symbiotic pre-
sentation, the earliest presentation to develop,
has its roots in the first few months of life, when
the infant requires an engaged, attuned care-
giver to develop a basic sense of trust. When

such a caregiver is not available, whether be-
cause of maternal pathology, such as severe
depression, substance abuse, or personality dis-
order, or the child’s inability to respond to the
world because of prematurity, neurological
problems, or sensory deficits, or some combina-
tion of both, the infant’s emerging object rela-
tions show distortions in trust, interpersonal
connections, ability to accept nurturing, and
poor self-regulation. Table 3.1 outlines these dy-
namics and presents the prominent play themes
and interpersonal relationships with their mean-
ings, as well as therapeutic goals and appropriate
therapeutic techniques to meet those goals.

The second presentation to emerge develop-
mentally focuses on problems occurring during
two of Mahler’s stages and is called a practicing
and rapprochement presentation. The caregiver-
child system for this presentation appears un-
able to negotiate the child’s attempts to sepa
rate and individuate, resulting in a lack of self-
constancy, self-fragmentation, splitting between
negative and positive thoughts and negative and
positive part objects, and intense expression of
ambivalence. Table 3.2 outlines the characteris-
tics of this presentation. As can be seen from
this table, a practicing and rapprochement prob-
lem will produce quite different dynamics, play
themes, relationship patterns, and therapeutic
goals than those characteristic of presymbiotic
and symbiotic presentations.

The third presentation seen clinically, called
compromised rapprochement, emerges during
or just after Mahler’s rapprochement phase.
Here, the child seems to have resolved the am-
bivalence in a way that severely compromises
the child’s emerging internal working model of
the self, others, and relationships. Table 3.3 out-
lines the characteristics of this presentation.
These children present as estranged from gen-
uine feelings and needs, relating to others as
part objects to fill needs, with the result that
they appear both pseudomature and pseudoau-
tonomous. It is this group that most clearly
demonstrates the false self of Winnicott (1965).
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Probable early experiences and relationships: Neglect, rejection, invalidation of child’s being,
attunement failure.

Internal working model of self and other: Lack of basic trust of others.

Self that resists interpersonal connection and nurturing.

Minimal self-regulation or ability to modulate affect.

Internal working model of relationships: Withdrawal from others; largely defensive.

Dynamic formulation: Self is detached, with rigid boundaries between self and
other; underlying fear of self-fragmentation if needs and
feelings are expressed or acknowledged.

Prominent Play Themes Meanings of Play Themes

Aggression: Any general aggression or aggression where
there is an “aggressor” and a “victim.”

Child may have angry feelings without any clear sense
of why feeling angry; child may be affectively
stimulated, which leads to an explosion of feeling; child
may have strong angry feelings expressed in role of
aggressor; victim role may indicate a sense of no control
over daily life.

Constancy: Hide-and-seek, mirror play, and other
activities that seem to focus on establishing the child’s
identity or the constancy of others’ identity.

Child has tenuous sense of trust and is using games to
test therapist’s trustworthiness; child has difficulty
maintaining a constant image of important adults and
uses separation and reunion to help build such an image;
child has difficulty maintaining a constant image of self
and is fascinated by representations of self-constancy
(e.g., mirrors, self-naming).

Nurturing: Positive nurturing activities such as feeding,
giving, or holding.

Child may need nurturance but feel unsafe expressing
dependency needs.

Self-nurturing: Nurturing directed at self, as when the
child, as “baby,” feeds or comforts self.

Child needs nurturance but doesn’t trust the world to
provide it so self-nurtures; child is pseudoautonomous
because of lack of confidence in others to provide care
and protection.

Instability: Play in which people or things are falling off
surfaces or are precariously balanced as if to fall, or
when things fall apart, such as the walls of a house
falling down.

Child may see danger in the world; child may feel
fragmented and “unstable” in the world, especially
when the child is the one about to fall.

Interpersonal/Process Codes Meanings of Interpersonal/Process Codes

Roughhousing: Child seeks to engage the therapist in
positively toned toddlerlike physical play, such as
tickling or being picked up.

Child may be regressing to toddler-type interactions in
the service of reworking symbiosis stage; child may be
seeking physical comfort but needs to request it
indirectly; child may have limited sense of “bodily self ”
and seeks roughhousing to establish boundaries and
closeness with therapist.
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Imitation-control: Child demands that the therapist
imitate the child’s verbalizations or behaviors.

Child uses projective identification to facilitate a
symbiotic transference with the therapist; suggests
progress.

Doing and undoing: Child plays a theme immediately
followed by a theme with opposite meaning or valence,
such as aggression followed by a display of affection.

Change in meaning or valence suggests conflict and
mixed feelings around issues expressed in play or
interpersonal behavior.

(a) Boundary setting/boundary violation: Establishing and
then violating boundaries, such as when a character
closes a house door against a monster who then
breaks down the door and comes into the house.

(a) Child is uncertain about the integrity of own
boundaries.

(b) Anger/affection: Directly expressed anger or hostility
toward a character or the therapist, followed by
expressed affection.

(b) Child has feelings of anger toward caregiver related to
perceived deprivation, and feels expression of anger is
unacceptable, so tries to undo it with affection.

Therapeutic Goals Therapeutic Techniques toward Goals

Facilitate receptivity to nurturance, and then
connectedness.

Create safe holding environment by emphasizing
emotional and physical safety.

Establish symbiotic transference from which client can
separate adaptively.

Show attunement by mirroring and reflecting child’s
feelings. Provide context of constancy by providing
transitional pictures, verbalizing shared memories, and
preserving traces of child’s play.

Establish cohesive, nondefensively based sense of self. Provide safety for child’s recognition and expression of
needs.

Facilitate self-regulation skills. Invite body expression of feelings and relate to verbal
expressions. Provide structure around physical contact
to establish boundaries, encourage self-awareness, and
facilitate self-regulation.

Promote ability to tolerate, label, and verbalize feelings. Contain, reflect, and provide safety around feelings.

Probable developmental trajectory: Schizoid personality.

Table 3.1 (Continued)

Interpersonal/Process Codes Meanings of Interpersonal/Process Codes

Fusion: Child directly plays out a lack of boundary
between self and therapist (e.g., drawing self and
therapist’s faces within a single head outline).

Child may be returning to the symbiosis stage as a
secondary presymbiosis-symbiosis reworking; suggests
progress.
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Table 3.2 Dynamics and treatment of practicing and rapprochement presentations.

Probable early experiences and relationships: Caregiver withdraws attention, support, and/or approval
as child attempts to separate and individuate; likely to
be personality problems or severe psychopathology in
caregiver.

Internal working model of self and other: Lack of self-constancy, with splitting of negative and
positive thoughts, perceptions, and feelings.

Self-fragmentation and regression likely.

Objects not constant and fragmented with splitting
between positive and negative part objects, leading to
rapid shifts in mood and behavior.

Internal working model of relationships: Extremely ambivalent close relationships that alternate
between clinging and rage; moving into and away from
relationship.

Separation-individuation process incomplete; often
arrested at rapprochement crisis.

Dynamic formulation: Anxiety related to conflicts around engulfment and
abandonment; strong fear of both self-fragmentation and
loss of object.

Prominent Play Themes Meanings of Play Themes

Constancy: Hide-and-seek, mirror play, and other
activities that seem to focus on establishing the child’s
identity or the constancy of others’ identity.

Child has difficulty maintaining a constant mental
image of important adults and uses the separation and
reunion to help build such an image; child has difficulty
maintaining a constant image of self and is fascinated by
representations of self constancy (e.g., mirrors, self-
naming).

Separation: Child plays out someone leaving or separating
from another character.

Child is reenacting separation/individuation through
play typical of toddlers either at the practicing or
rapprochement stage; child has an anxious attachment to
the caregiver and practices controlling who moves away;
child may view separation from caregiver as
punishment.

Good guy versus bad guy: Aggressive play in which
good/bad characters are clearly identified.

Child is engaging in splitting as a defense against
simultaneous awareness of contradictory feelings about
self or others; child may not have made developmentally
appropriate progress in ability to accept and integrate
both good and bad parts of self and others.

Sorting: Child lines thing up or sorts them into
categories, such as nice animals and mean animals.

Child sorts in an attempt to separate good from bad
things as part of defensive splitting or ambivalence
about important relationships; sorting can represent the
emergence of compulsive defenses to manage out-of-
control internal experience.
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Table 3.2 (Continued)

Control: Child or character is bossy or directive, ordering
either therapist or another character around.

Child may feel world is chaotic, and attempts to gain
security by means of controlling others.

Stage mix: Child plays two different stages of the life
span simultaneously within one character (e.g., a baby
doing an adult activity such as driving a car).

Child may be living in an environment where roles are
unclear, such as a parent enacting projective
identification with the child; child may not have
developed stable object constancy and shifts roles
rapidly because of uncertainty about role boundaries.

Doing and undoing: Child plays a theme immediately
followed by a theme with opposite meaning or valence,
such as aggression followed by a display of affection.

Change in meaning or valence suggests conflict and
mixed feelings around issues expressed in play or
interpersonal behavior.

(a) Fusion/separation: Child fuses with and then separates
from therapist.

(a) Suggests conflict involving wish to fuse (and
internalize good object) and simultaneous fear of
engulfment.

(b) Boundary setting/boundary violation: Establishing and
then violating boundaries, such as when a character
closes a house door against a monster who then
breaks down the door and comes into the house.

(b) Child is uncertain about the integrity of own 
boundaries.

Interpersonal/Process Codes Meanings of Interpersonal/Process Codes

(c) Anger/affection: Directly expressed anger or hostility
toward a character or the therapist, followed by
expressed affection.

(c) Child has feelings of anger toward caregiver related to
perceived deprivation, and feels expression of anger is
unacceptable, so tries to undo it with affection.

Therapeutic Goals Therapeutic Techniques toward Goals

Facilitate separation and individuation. Be a “secure base” from which child can explore.

Integrate split representations of self and other. Function as a container for child’s ambivalence by
providing safety, empathy, and validation during play;
remain constant despite child’s changeable affect and
behavior.

Help develop object constancy. Foster constancy through facilitating memories and
preserving play traces, and providing constant
therapeutic setting.

Foster integrated sense of self. Encourage and support genuine self-expression, and
awareness and definition of boundaries, through
labeling motives, affect, and behaviors and their
interconnections in play.

Increase frustration tolerance. Set appropriate limits but give choices; verbalize limits
and anticipate consequences of dangerous or
inappropriate behavior.

Probable developmental trajectory: Borderline personality.
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Table 3.3 Dynamics and treatment of compromised rapprochement presentations.

Probable early experiences and relationships: Rejection of child’s expression of needs and feelings; use
of child to meet caregiver’s needs; admiration and
approval of child as reflection of caregiver, rather than
love and acceptance of child as own person.

Internal working model of self and other: Self estranged from genuine needs and feelings, with
little ability to self-soothe or be playful or spontaneous.

Relates to others more as part objects to fill needs than as
integrated people with needs and feelings of their own.

Internal working model of relationships: May manipulate or control others (as in controlling
caregiving), frequently idealizing or devaluing aspects
of others.

Dynamic formulation: Child presents a false self that is pseudomature and
pseudoautonomous, with little awareness of needs and
feelings. There is the illusion that separation-
individuation has been resolved, but this “resolution” is
based on maintaining connection to a good internal
object by compromising authentic needs and feelings.
Anxiety relates to fears of loss of object or approval.
Lack of playfulness reveals inhibition and anxiety about
play and self-exploration, as knowing self is perceived as
unsafe. Obstinate attachment, where child defensively
identifies with a bad object to maintain connection to
the good object, is often present.

Prominent Play Themes Meanings of Play Themes

Self-nurturing: Nurturing directed at self, as when the
child, as “baby,” feeds or comforts self.

Child has been parentified and thus is hyperresponsible;
suggests child does not trust others to meet needs and
must do it alone.

Nurturing: Positive nurturing activities such as feeding,
giving, or holding.

Child has been parentified and tries to gain acceptance
from therapist by nurturing or taking care of him or her.

Constancy: Hide-and-seek, mirror play, and other
activities that seem to focus on establishing the child’s
identity or the constancy of others’ identity.

Hiding things may be hinting that there are parts of the
self hidden; child hides as a way of maintaining
connection and constancy from a distance.

Store/shopping: Child sets up a store where child or
therapist shops or a character goes shopping.

Child wants to be in control of how needs are met.

Mastery: Child builds something or shows ability to
perform some skill or ability.

Child may need to be able to do more adult things to feel
safe, especially if child has been parentified; child may
show mastery at the beginning of therapy to mask fear
and anxiety, or to prove to the therapist that the child is
somehow not “bad” or needing help.
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Table 3.3 (Continued)

Interpersonal/Process Codes Meanings of Interpersonal/Process Codes

Control: Child or character is bossy or directive, ordering
either therapist or another character around.

Child is trying to order world and empower self; child
may feel internal world is chaotic and controls others in
an effort to feel more secure.

Independence: Child refuses help and insists on doing
something alone in a context where child is realistically
dependent on adult for help.

Child may be parentified and feel he or she must take
care of things by self; child may show a false or
pseudoautonomy as a defense against feelings of
vulnerability; child is so threatened by unmet intense
dependency needs that he or she has resolved not to
need anyone.

Teasing: One character playfully tricks or teases another
(not hostile).

Child may be teasing to test the therapist’s psychological
safety; child may use teasing to keep the therapist at a
distance, especially when difficult issues are being
approached.

Imitation-control: Child demands that the therapist
imitate the child’s verbalizations or behaviors.

Child may use imitation as a way of controlling others
(see Control).

Stage mix: Child plays two different stages of the life
span simultaneously within one character (e.g., a baby
doing an adult activity such as driving a car).

Child may have developed a false self and show both
false mature self and unmet needs of infantile self
simultaneously; child may be parentified.

Therapeutic Goals Therapeutic Techniques toward Goals

Help child understand needs and feelings of others and
relinquish need to control others through caretaking.

Show attunement and respect boundaries, enabling
rather than challenging child’s controlling play.

Encourage child’s capacity for age-appropriate play. Provide a safe holding environment offering external
source of safety (e.g., invite rescue), and assure child’s
safety during play.

Develop ability to connect with others in an authentic
way.

Model healthy boundaries and verbally address
boundary issues within context of genuine relationship
where therapist avoids “blank slate” in favor of sharing
selective appropriate parts of therapist’s real self.

Increase child’s awareness of genuine self, both needs
and feelings.

Encourage labeling and verbalization of hidden feelings;
support strengths and empathize with vulnerabilities by
affirming abilities, encouraging problem solving, and
identification of child’s coping and behavior patterns.

Help child develop ability to self-soothe. Model soothing and self-care with characters and
identify needs of characters in play; show ways they can
gratify needs adaptively.

Probable developmental trajectory: Narcissistic personality.
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Table 3.4 Dynamics and treatment of “On the Way to Object Constancy” presentations.

Probable early experiences and relationships: Abuse and/or neglect, with inconsistent meeting of
dependency needs; scapegoating and/or parentification;
control of child by a caregiver lacking in self-control;
disempowerment of the child.

Internal working model of self and other: Self shows some constancy with at least some awareness
of needs and feelings, but overall self lacks integration.

Uneven ego strength, so will show difficulty with one or
more of the following: self-regulation, delay of
gratification, anticipation of consequences, or stress
tolerance.

Hidden self, where child is caught between the wish to
be found and the terror of being discovered.

Sees others as not constant, alluring but unreliable in
meeting child’s needs.

Internal working model of relationships: Alternating anxious attachment and counterdependence.

Overtly compliant but defiant in covert, passive ways.

General passivity in relationships.

Dynamic formulation: A basic failure to identify with caregiver, and thus lack
of appropriate internalization of caregiver’s self-
soothing capacities, empathy, or auxiliary ego functions,
which at this stage of development should be part of self-
representations and functions. Anxiety relates to fear of
loss of approval and/or autonomy. Child lacks ability to
self-soothe.

Prominent Play Themes Meanings of Play Themes

Safety: Focus is on establishing safety for the child or an
identified character; can involve keeping something
inside/outside a particular space, and keeping
characters out of danger.

Child may feel it is important to keep feelings contained,
particularly angry feelings; child may come from a home
where it is not acceptable to talk about things, and uses
containers to carefully enclose loaded issues; child may
feel a need to protect important others (including their
feelings); child is seeking to protect self from dangers.

Nurturing: Positive nurturing activities such as feeding,
giving, or holding.

Child has been parentified and tries to gain acceptance
from therapist by nurturing or taking care of him or her;
child may show self-nurturance because he or she does
not trust others to meet needs and must do it alone.

Danger: Potential danger is identified and needs to be
addressed; can include dangerous characters and
dangerous places.

Child may be indicating a sense that world is unsafe;
indication of “dangerous” feelings inside, which cannot
be revealed, as well as perceived threat of exposure; can
represent perceptions of underground family tensions.

Aggression: Any general aggression or aggression where
there is an “aggressor” and a “victim.”

Child may be expressing formerly repressed anger about
previous victimization in real life.
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Table 3.4 (Continued)

Prominent Play Themes Meanings of Play Themes

Good guy versus bad guy: Aggressive play in which
good/bad characters are clearly identified.

Child is engaging in splitting as a defense against
simultaneous awareness of contradictory feelings about
self or others; child may not have made developmentally
appropriate progress in ability to accept and integrate
both good and bad parts of self and others; child may be
preoccupied with questions of good and badness, being
“super good” to win approval of others; child must be
constantly vigilant in play so that “bad” behavior
doesn’t occur.

Broken: A character is broken, sick, or hurt and needs to
be fixed.

Child may be indicating broken relationships in own
life; suggests feelings that world is broken and thus
unsafe; broken house suggests that home is perceived as
unsafe, unstable, or breaking apart (as in divorce);
child’s developing self-representation may be
fragmented or not yet integrated.

Fixing: Something broken is fixed by repairs. May be an attempt to “undo” previous aggressive play
that child fears is unacceptable.

Interpersonal/Process Codes Meanings of Interpersonal/Process Codes

Positive connection: Play that emphasizes a positive
connection between two characters but is not openly
affectionate.

Child is “refueling” on positive play before returning to
major issues that are difficult to play about.

Boundary setting: Where play imposes a physical
boundary between two people or characters.

Child may use boundaries to establish a sense of
personal safety; represents an attempt to rework
rapprochement, with setting boundaries as part of the
struggle to individuate.

Protect: Play where a stronger (or adult) character acts to
protect weaker (or child) character.

Child may be showing that a character needs protection.

Doing and undoing: Child plays a theme immediately
followed by a theme with opposite meaning or valence,
such as aggression followed by a display of affection.

Change in meaning or valence suggests conflict and
mixed feelings around issues expressed in play or
interpersonal behavior.

(a) Safety/danger: Child establishes safe place and then
danger intrudes.

(a) Child worries about lack of safety and vulnerability
to danger, suggesting child is uncertain whether he
or she will be able to be safe in a threatening
environment.

(b) Broken/fixing: Something is hurt or broken, and then
fixed.

(b) Child is concerned with perceptions of injury,
damage, or vulnerability in the self, caregiver, or
family; fixing suggests either hope or emerging
empowerment.

(c) Boundary setting/boundary violation: See Table 3.1. (c) Child is uncertain about the integrity of own
boundaries.

(continued)
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When a child experiences attachment or in-
terpersonal trauma following relatively success-
ful negotiation of the rapprochement phase
within Mahler’s stages, the resulting dynamics
and internal working models are generally less
impaired than when trauma occurs before this
point. The fourth presentation occurs during
the phase Mahler calls “on the way to object con-
stancy” and is outlined in Table 3.4. In some
ways, these children present like children show-
ing compromised rapprochement, but the es-
trangement from feelings is much less complete.
Thus, although these children do have some
self-awareness, they lack an integrated self and
show uneven ego strength with some difficulty
with self-regulation, delay of gratification, an-
ticipation of consequences, or stress tolerance.
Often passive in relationships, these children
tend to vacillate between overt compliance and
covert resistance.

The final presentation prior to the develop-
ment of object constancy occurs in the late sepa-
ration-individuation phase. Children with this

presentation are typically oppositional and
tend to be preoccupied with feelings of shame
and doubt and a sense of being unable to meet
high internal standards for behavior. The dy-
namics, themes, interpersonal relationships,
and therapeutic goals and techniques of this
presentation are outlined in Table 3.5. Play dur-
ing therapy for these children is often inhibited
or stereotyped, with intense need to be in con-
trol of the situation, again requiring differing
goals and techniques during treatment.

The final presentation to emerge develop-
mentally is a post-Oedipal presentation, which
is presented in Table 3.6. Although these chil-
dren appear to have self and object constancy
and generally good ego functions, they also
tend to act out conflicts and fail to rely on the
ego functions they have developed. They tend
to work to gain approval of others through an
exaggerated dependency and/or seductiveness
with a limited sense of initiative and often con-
siderable confusion about affectional and sexual
needs.

Table 3.4 (Continued)

Therapeutic Goals Therapeutic Techniques toward Goals

Resolve ambivalent attachment to caregiver and/or
grieve separation and loss.

Be emotionally available without being either controlling
or infantilizing.

Build child’s trust in those who can meet the child’s
needs.

Provide constancy and attunement to child, reflecting
child’s feelings and preserving child’s play traces and
memories.

Increase frustration and stress tolerance, focusing on
self-soothing and self-esteem.

Help child anticipate consequences and verbally connect
distress and anxiety to sources of frustration and stress.
Encourage developmental body play for enhancing self-
soothing.

Encourage child’s valuing of own needs as much as the
needs of others so child loses need to have a hidden self.

Provide safe holding environment for expression of
needs and feelings and serve as a container for negative
affects.

Foster an integrated, stable sense of self. Encourage genuine self-expression, validate needs and
feelings, and affirm value of child’s hidden self.

Probable developmental trajectory: Dependent, passive, avoidant features.

Foster appropriate levels of assertiveness. Model healthy boundary setting for child and verbalize
child being in charge of own boundaries and rights to
feel differently from others.
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Table 3.5 Dynamics and treatment of late separation-individuation presentations.

Probable early experiences and relationships: Overcontrolling caregiver,  restricting the child’s
impulses, affects, and autonomous behaviors.

Internal working model of self and other: Self preoccupied with feelings of shame and doubt, with
a restricted sense of autonomy.

Self-presentation is self-contained or inhibited with a
pseudoautonomous stance; sees self as unable to meet
high internal standards for behavior.

Sees others as potentially out of control or dangerous
and a threat to child’s sense of control.

Internal working model of relationships: Relationships focus on power struggles with
considerable oppositionality, sometimes to the point of
little genuine connection outside of the need for control.

Dynamic formulation: Child has stable sense of self but lacks integration of
affective experience into core self. Child is preoccupied
with need to keep the world organized and manageable
to compensate for feelings of being out of control; the
result is compulsiveness and rigidity with feelings of
shame when control isn’t maintained. Child often
engages in stereotyped, repetitive, or inhibited play and
lacks spontaneity. Any sense of losing control leads to
anxiety, as does failure to meet internal standards,
which are often excessively high and/or rigid.

Prominent Play Themes Meanings of Play Themes

Instability: Play in which people or things are falling off
surfaces or are precariously balanced as if to fall, or
when things fall apart, such as the walls of a house
falling down.

Child may feel or fear world is falling apart; child may
see danger in the world.

Cleaning: Cleaning spontaneously or talking about
cleaning something dirty or nasty.

May indicate a child who manages anxiety by keeping
everything clean and perfect.

Sorting: Child lines thing up or sorts them into
categories; such as nice animals and mean animals.

Child feels or fears that world is chaotic and is trying to
establish a sense of order.

Danger: Potential danger is identified and needs to be
addressed; can include dangerous characters and
dangerous places.

Child may be indicating a sense that the world is unsafe.

Power: Involves power relationships, with emphasis on
strength and differential power.

Child is feeling weak and wants to feel strong; child may
be identifying with strong person.

Fail: Lack of ability to master tasks undertaken, or lack
of confidence in ability (e.g., giving up easily, apparent
frustration).

Child may set unrealistically high internal standards
that engender anxiety, shame, self-doubt if/when not
met.

(continued)
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Table 3.5 (Continued)

Interpersonal/Process Codes Meanings of Interpersonal/Process Codes

Control: Child or character is bossy or directive, ordering
either therapist or another character around.

Child may feel internal world is chaotic and controls
others in an effort to feel more secure; child is trying to
order the world and empower the self; child may need to
control the interpersonal interaction to maintain an
appropriate level of personal safety; maintains
connection with distance so that relationship is less
threatening and basic conflict stays out of awareness.

Boundary violation: Violation or overstepping of literal or
figurative boundaries, whether interpersonally or in play.

Child may feel endangered physically or psychologically,
as if boundaries are at risk of intrusions.

Refusal to cooperate: Child or character in play refuses to
cooperate when such cooperation would normally occur
in the play.

Child may be focused on establishing independence and
autonomy; child may use oppositionality to test the
therapist’s willingness to give the control in the therapy
setting to the child.

Doing and undoing: Child plays a theme immediately
followed by a theme with opposite meaning or valence,
such as aggression followed by a display of affection.

Change in meaning or valence suggests conflict and
mixed feelings around issues expressed in play or
interpersonal behavior.

(a) Independence/dependence: Child insists on doing alone
a task where help is realistically needed and then
insists on help on another task where none is needed.

(a) Child feels compelled to strive for self-sufficiency
because of perceived inability of caregivers to meet
needs; conflict suggests that the child feels
unequipped to achieve self-sufficiency, though
perceives self-sufficiency as the safest, surest route to
getting needs met.

(b) Danger/escape: Child plays about a danger from which
the character escapes.

(b) Child worries about danger but sees self as
responsible for avoiding or escaping danger.

(c) Mastery/failure: Child alternately succeeds and fails to
mastery an activity.

(c) Child vacillates between successful mastery and a
sense of failure because of impossibility of meeting
internal standards.

Therapeutic Goals Therapeutic Techniques toward Goals

Increase value of relationship itself over value of being
in control.

Provide attunement, empathy, and validation. Mirror
feelings and acceptance of feelings as part of self.

Encourage greater sense of genuine autonomy and move
away from reliance on power struggles and reactivity.

Accommodate child’s need for control, asking child to
teach, encouraging child in making choices; accept
child’s demands while maintaining safety.

Facilitate an increase in sense of safety within both
connection and autonomy.

Model appropriate risk taking while maintaining
physical and psychological safety of the room.

Increase affective expression and spontaneity. Encourage expression of feelings and model warmth
coupled with emotional expressiveness and spontaneity.
As about feelings, affirm and label feelings, especially
ones child is uncomfortable expressing.

Lessen impact of overly harsh self-expectations. Acknowledge, take responsibility for, and accept
mistakes. Model self-acceptance and realistic
expectations by reacting appropriately to own mistakes.

Probable developmental trajectory: Obsessive-compulsive personality.
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Table 3.6 Dynamics and treatment of post-oedipal presentations.

Probable early experiences and relationships: Seductive opposite-sex parent, or need of opposite-sex
parent for child to align against same-sex parent;
disallows any aggressive impulses and fosters passivity
and helplessness.

Internal working model of self and other: Sees self as unable to take initiative.

Guilty about sexual and aggressive impulses; confusion
of affectional and sexual needs.

Sees others as demanding approval from the child.

Internal working model of relationships: Child uses exaggerated dependency to please and gain
the approval of significant others, often with a highly
seductive quality.

Dynamic formulation: Child has self and object constancy with generally good
ego functions, but tends to act out conflict rather than
reflect and rely on these ego functions, at the same time
acting helpless and passive.

Prominent Play Themes Meanings of Play Themes

Aggression: Any general aggression or aggression where
there is an “aggressor” and a “victim.”

Child may have angry feelings without any clear sense of
why; may lose control because play touches on a difficult
issue and is angry that the feelings or events have been
recalled; child may feel powerless in daily life and acts
as aggressor to gain sense of control; aggressive role may
indicate way child is in daily life (may include
significant feelings of being unable to control angry
feelings).

Power: Involves power relationships, with emphasis on
strength and differential power.

Child is feeling weak and wants to feel strong; child is
showing how it feels to be controlled by a power figure
in the child’s life.

Seek: Character consults a power figure such as a parent,
judge, or supernatural/mystical power like a wizard or
God.

Child is showing a pattern of pseudodependency,
turning to a power figure to please the power figure.

Adult: Child assumes adult roles and activities, such as
going on a date or going steady.

Child has identified with older siblings or adults and
wants to be like them either to receive their approval or
to magically provide safety or comfort to self as if the
other is present.

Fail: Lack of ability to master tasks undertaken, or lack
of confidence in ability (e.g., giving up easily, apparent
frustration).

Child may have a fear of taking the initiative and
attempting to be competent.

Sexual activities: Play that shows or alludes to direct
sexual behavior either between characters or between
child and therapist. In the latter case, the child makes
overtly sexually seductive overtures toward the
therapist.

Child may have learned that sexual activities garner the
immediate attention of adults and may be seeking the
therapist’s attention; child may be in a covertly
seductive relationship (e.g., with opposite-sex parent)
and engage in seductive behavior to gain affection.

(continued)
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Table 3.6 (Continued)

Interpersonal/Process Codes Meanings of Interpersonal/Process Codes

Help: A character helps through teaching, guiding, or
rescuing another character.

Child may be seeking help in a pseudodependent fashion
to engage therapist.

Protect: Play where a stronger (or adult) character acts to
protect weaker (or child) character.

Child may be pseudodependent and elicit protection
through “helpless” behavior, as a way to engage
therapist.

Control: Child or character is bossy or directive, ordering
either therapist or another character around.

Child may need to control the interpersonal interaction to
maintain an appropriate level of personal safety;
maintains connection with distance so that relationship is
less threatening and basic conflict stays out of awareness.

Doing and undoing: Child plays a theme immediately
followed by a theme with opposite meaning or valence,
such as aggression followed by a display of affection.

Change in meaning or valence suggests conflict and
mixed feelings around issues expressed in play or
interpersonal behavior.

(a) Broken/fixing: See Table 3.4. (a) Child is concerned with perceptions of injury, damage,
or vulnerability in self, caregiver, or family; fixing
suggests either hope or emerging empowerment.

(b) Independence/dependence: See Table 3.5. (b) Child feels compelled to strive for self-sufficiency
because of perceived inability of caregivers to meet
needs; conflict suggests that child feels unequipped
to achieve self-sufficiency, though perceives self-
sufficiency as the safest, surest route to getting
needs met.

(c) Safety/danger: See Table 3.4. (c) Child worries about lack of safety and vulnerability
to danger, suggesting child is uncertain whether he
or she will be able to be safe in a threatening
environment.

(d) Anger/affection: Directly expressed anger or hostility
toward a character or the therapist, followed by
expressed affection.

(d) Child has feelings of anger toward caregiver related to
perceived deprivation, and feels expression of anger is
unacceptable, so tries to undo it with affection.

Therapeutic Goals Therapeutic Techniques toward Goals

Develop self-assertion and appropriate levels of
initiative.

Provide warmth and avoid directing child’s play,
fostering too much dependency, or responding to child’s
seductiveness; affirm child’s efforts at initiative and
mastery.

Help child learn to differentiate sexuality and
dependency needs to gain needed affection without
seductiveness.

Clarify emotions and help verbalize when child seems to
confuse affection with seductiveness. Connect child
behaviors with others’ perceptions of seductiveness.

Encourage child to use ego functions to self-regulate and
self-monitor.

Encourage child’s positive self-statements and affirm the
child when he or she makes accurate self-perceptions
and observations.

Increase frustration tolerance and decrease acting-out. Help child anticipate consequences of actions and
encourage child to actively solve problems encountered.
Provide clear limits and provide choices around limits so
child will rely more on ego functions.

Probable developmental trajectory: Hysterical personality.
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Object-relations play therapy begins with an
understanding of the specific developmental
presentation of the child, including the dynamic
picture, characteristic play themes and interper-
sonal relationships, therapeutic goals, and spe-
cific therapeutic techniques. This understanding
is then integrated with the phases of treatment
described earlier: establishing a secure base
relationship, challenging the internal working
models through invitations based on hypotheses
emerging from the child’s play and relationship
themes, and finally through a carefully planned
termination phase, where the goal is to promote
object constancy and extension of new internal
working models into the wider world.

M A J O R  S Y N D R O M E S ,
S Y M P T O M S ,  A N D  

P R O B L E M S  T R E A T E D

Object-relations play therapy is a relationship-
focused approach. It is the treatment of choice
for a particular spectrum of child emotional
and behavior problems. Child problems best
treated by this therapy primarily result from
chronic interpersonal trauma experienced in
parent-child or significant other-child relation-
ships. Often, such children present as identi-
fied patients with diagnoses secondary to
parent-child relational pathology that is charac-
terized by some degree of abandonment, im-
pingement, or both. The child’s emotional and
behavioral problems reflect attempts to cope
with or adapt to an environment (and/or the re-
lationships within it) perceived as overwhelm-
ingly threatening, unstable, unpredictable, or
inconsistent (Prior, 1996). Object-relations play
therapy uses the therapeutic relationship to re-
shape pathological internal working models of
self and others in ways that promote more faith
in caregivers, encourage respect for limits, and
develop more adaptive strategies for relating in-
terpersonally and for coping with frustration
and stress.

In the extreme, parental abandonment or im-
pingement may occur in the form of abuse 
or neglect. However, less extreme forms of
parental abandonment or impingement, partic-
ularly when chronic and/or unpredictable, are
also likely to precipitate maladaptive coping
strategies (Lee & Gotlib, 1996; Levoy, Rivinus,
Matzko, & McGuire, 1991). A child is likely to
feel abandoned under any circumstances in
which the parent is perceived as unwilling or
unable to provide support or protection when
the child is feeling overwhelmed. For example,
an emotionally unavailable parent (such as a de-
pressed mother who is regaining equilibrium
after an episode of domestic violence, or a
mother anxiously preoccupied with her current
romantic relationship) is likely to be perceived
as abandoning (Canino, Bird, Rubio-Stipec, &
Bravo,1990; Hall, 1996; Kolbo, Blakely, & Engle-
man, 1996; Lee & Gotlib, 1991; Radke-Yarrow &
Klimes-Dougan, 1997).

Feelings of being overwhelmed are intensi-
fied when the parent is perceived as a threat, as
when a parent is prone to outbursts or un-
predictability, such as a substance abusing par-
ent or one with a personality disorder (Levoy
et al., 1991; Wooley, 1998). A child may feel over-
whelmed not only when a parent is intrusive or
the home environment is chaotic, but also when
a parent in compromised in his or her ability 
to effectively and consistently set limits. Con-
versely, an anxiously overprotective parent may
be experienced as intrusive, at the same time
promoting the development of perceptions that
the environment is threatening. Feeling chroni-
cally overwhelmed contributes to the develop-
ment of an internal model of self perceived as
alone and unprotected in dealing with the envi-
ronment, and thus vulnerable, easily disorgan-
ized, and disempowered (Hamilton, 1990).

Internal models of others that develop based
on experience with others perceived as aban-
doning and/or impinging are associated with
intense affects (e.g., rage, shame) that are not
easily metabolized or integrated in a child’s
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experience without the development of mature
and effective coping mechanisms (Prior, 1996).
The child’s development of coping strategies is
arrested at a primitive level, stunted by the ex-
perience of feeling chronically overwhelmed
(Levoy et al., 1991). Such primitive coping strate-
gies include avoidance (which builds tension
and results in periodic outbursts), externaliza-
tion (e.g., disruptive behavior), oppositionality
or defiance (an attempt to feel empowered by
means of demonstrating counterdependence),
compulsivity (an attempt to impose order on
chaotic internal and external environments),
controlling interpersonal style (to regulate dis-
tance and exercise rigid interpersonal bound-
aries), role-reversed or parentified caretaking,
inhibition of needs and feelings in an effort to
accommodate caregivers, and shutting down. In
reliance on primitive coping strategies, which
are developed in adaptation to a chronic “state
of emergency,” the child becomes extremely vul-
nerable to stress and inflexible in coping and, 
as a result, often develops maladaptive inter-
personal strategies (i.e., controlling behavior,
whether in terms of oppositional defiance or
overaccommodation). The child acts out internal
conflicts interpersonally in an effort to establish
control over chaos in both internal and external
environments (Prior, 1996).

Self-regulation problems also often arise in
connection with parent-child relational pathol-
ogy. Compromised ability to modulate needs
and feelings has its origins in parental lack 
of attunement, which is invariably associated
with abandonment and/or impingement in the
parent-child relationship. When a parent is un-
attuned, the child’s needs and feelings go un-
reflected, much less unmodulated by the
caregiver. The child does not experience re-
sponsiveness, which would promote awareness
of needs and feelings that need to be managed,
and has no model for internalizing the ability to
soothe self when such needs and feelings arise
(Hamilton, 1990). A child’s inability to modu-
late needs and feelings exacerbates perceptions

of internal chaos in a way that strains inade-
quate coping resources, insidiously escalating
anxiety that may be manifested in either inter-
nalizing (e.g., anxiety or mood disorders) or ex-
ternalizing (e.g., hyperactivity or disruptive
behavior) symptoms.

These dynamics of disordered object relations
that underlie the development of primitive, inef-
fective coping strategies, in combination with
self-regulation problems, characterize a number
of child emotional and behavior problems for
which the object-relations play therapy approach
is suitable. For example, Reactive Attachment
Disorder of Infancy or Early Childhood (RAD),
as defined in DSM-IV, includes criteria relating
to both pathogenic caregiving and disturbance
in child social relatedness (e.g., compulsive
need to control others, interpersonal ambiva-
lence, inhibition or disinhibition in social rela-
tions). Additional symptoms often associated
with RAD include lying, lack of empathy, hy-
pervigilance, and oppositionality. Attachment
disordered children can be viewed as arrested
at the presymbiotic or early symbiotic develop-
mental stage of object relations, in which the
child has never established enough basic trust
to attach to, much less separate from, the care-
giver. Attachment disorder subtypes as de-
scribed by Zeanah and colleagues (Zeanah &
Boris, 2000; Zeanah, Mammen, & Lieberman,
1993) characterize stages of developmental
progress that may be achieved despite ongoing
unresolved disorder in object relations (e.g.,
self as vulnerable and counterdependent, other
as untrustworthy and/or threatening). Attach-
ment disordered children need relationship-
focused treatment to address distortions in
object relations to rebuild capacity for trust,
which underlies nurturing interpersonal con-
nection, empathy for others, and prosocial
respect for limits and provides a basis for de-
velopment of adaptive coping strategies.

The diagnosis of so-called regulatory disorder,
as defined by the 0–3 diagnostic classification
system proposed as an alternative to DSM-IV
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for use in early childhood (Zero to Three, 1994),
most adequately captures the self-regulation
problems associated with interpersonal trauma.
In DSM-IV terms, such self-regulation problems
are often captured in diagnoses such as disrup-
tive behavior disorders, Attention-Deficit/Hy-
peractivity Disorder (ADHD), and, increasingly,
Bipolar Disorder. Among children with such di-
agnoses, it is useful to evaluate whether develop-
ment of symptoms was influenced by adaptation
to a chaotic environment in which it was not pos-
sible to develop self-regulation skills. In such
cases, problems that seem primarily to require
medication and/or behavior management also
would benefit from being addressed by object-
relations play therapy, to reshape disordered ob-
ject relations and resultant maladaptive coping
strategies that underlie problems that look pri-
marily behavioral. Self-regulation problems may
be observed at any developmental stage of object
relations.

Disruptive behavior disorders, such as Oppo-
sitional Defiant Disorder and Conduct Disor-
der, have their roots in attachment problems,
though this is often overlooked. Underneath
the tough exterior of a defiant child with con-
duct problems is a traumatized child who is act-
ing out to cope with internal and external
chaos. Such children can be understood as ar-
rested at the practicing and rapprochement de-
velopmental stage of object relations.

Mood and anxiety disorders may emerge at
any development stage of object relations. Dys-
thymic Disorder is widespread among chroni-
cally overwhelmed children who struggle with
coping deficits and ongoing perceptions of lack
of support. Depression may result from percep-
tions of abandonment associated with parental
emotional unavailability. In addition, children
with disordered object relations may experience
pervasive generalized anxiety that is rooted in
fundamental perceptions that the environment
is not safe and people in it are either unavailable
or present a threat. Depression and anxiety may
be more subjectively felt, as opposed to being

acted out in hyperactivity or disruptive behav-
ior, among children in the later developmental
stages of object relations. When depression or
anxiety is the presenting problem, it is useful to
consider whether disordered object relations
may be a contributing factor.

Abuse and neglect constitute extremes in
parent-child relational pathology. Under such
circumstances, interpersonal trauma is likely to
be experienced as more pronounced. Regardless
of the developmental stage in which trauma is
experienced, the intensification of trauma can
be expected to contribute to increased rigidity
of distortions in object relations, inflexibility 
in coping, and vulnerability to disorganization
(e.g., either disorganized behavior or “shutting
down” under stress).

Many childhood disorders result from multi-
ple contributing factors. It is useful to consider
whether disordered object relations may be
involved when identifying treatment issues 
and formulating interventions. Although object-
relations play therapy is ideally indicated for
treatment of disorders arising from the dynam-
ics described above, in its promotion of healthy
models of self, others, and relationships and en-
couragement of respect for boundaries and lim-
its, elements of object-relations play therapy can
be gainfully employed to enhance any child’s
treatment plan.

C A S E  E X A M P L E S

Object-relations play therapy can be illustrated
by examining briefly the therapy for two chil-
dren, one who initially presented as presym-
biotic and early symbiotic (Ann, age 10), and
one who initially presented as compromised
rapprochement (Trina, age 4). Each case presen-
tation is organized in keeping with the appro-
priate table, beginning with the history that
describes the child’s early experiences and rela-
tionships, continuing with a dynamic formula-
tion, including the therapist’s understanding of
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the child’s internal working models, followed
by a description of the child’s play and rela-
tionships within therapy. The therapeutic
goals and treatment techniques used are de-
scribed as well.

CASE 1: ANN

Diagnosis and Assessment
Ann’s was a difficult and complex case and can-
not be fully summarized here. Instead, the de-
scription focuses on the major shifts in object
relations seen during the first three phases of
therapy (see Table 3.1). Ann, age 10 at the time of
referral and the only child of divorced parents,
lived with her mother during the school year
and her maternal grandparents in a nearby city
during the summer. Her parents divorced when
she was just 1 year old because her mother had
discovered that the father was both physically
and sexually abusive of Ann. The mother re-
ported that Ann would cover her head with her
arms in her crib if her father came near. Ann and
her mother continued to have contact with the
father intermittently, and these visits, where the
father stayed in their home, were rather loosely
supervised by the mother. It became evident
during therapy that this contact had been quite
sexualized by the father, with the mother essen-
tially unaware of his behavior. The father had
significant alcohol problems, difficulty holding
a job, and a probable diagnosis of Schizophrenia.
He had spent some time in jail for molesting a
girl about Ann’s age and again for indecent ex-
posure, both jail terms occurring when Ann was
between 6 and 11 years of age. Thus, Ann’s early
experience with her father was one of rejection,
abuse, and attachment failure. The mother, who
reported being afraid of the father and therefore
unable to limit or control visits, had significant
borderline features and only reluctantly entered
therapy when Ann was 10 years of age at the in-
sistence of Ann’s therapist. Like the father, the
mother appeared quite limited, at least for

Ann’s first eight to nine years of life, in her abil-
ity to attach and attune to Ann’s needs. Recent
diagnosis of the mother with hypoglycemia
when Ann was nearly 10 seemed to provide her
with an explanation of previous failures to meet
Ann’s needs and an openness to therapy. The
mother’s therapist and Ann’s therapist had only
occasional contact, and the two therapies pro-
ceeded relatively independently. The mother
made good progress in this therapy and it is be-
lieved that her increased psychological availabil-
ity contributed to Ann’s progress.

Ann had been referred for evaluation and
play therapy at age 5. She received several
months of treatment, which were terminated
when the therapist moved out of the area. Ann
appeared to form a strong attachment to this
therapist, which she recalled in surprising de-
tail for the current therapist. It appears from
the first therapist’s description that Ann found
in that relationship many of the things missing
with her parents and she began to attach and
move toward object constancy and healthier
object relations, progress that was halted by the
relatively abrupt departure of the therapist.
The mother rejected a referral for continued
treatment at that time despite clear indications
that Ann needed it. Ann’s early history in-
cluded frequent ear infections with significant
hearing loss that was corrected surgically at
age 4. It was only after the surgery that she
began to speak.

At age 10, Ann’s presentation, which was
quite similar to that seen at age 5, suggested at
first a pervasive developmental disorder such as
autism or Asperger’s Disorder, as she avoided
eye contact, was extremely rigid in her play, and
was impaired in social relating, alternately in-
discriminately friendly or extremely aloof and
stiff in interactions. Extremely immature, she
seemed much more like a preschooler than a
10-year-old. She seemed related to her mother,
but she had difficulties with peers and other
adults and had been placed in a self-contained
classroom for the emotionally impaired within
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special education. Despite appearing autistic-
like, there were several signs that this diagnosis
did not actually describe her accurately. Careful
assessment showed that she lacked the cognitive
disruptions and sensory sensitivities often seen
with such children. Ann was doing age-appropri-
ate academic work in school and related quite
well to preschool children. Projective testing and
play assessment both revealed intense ambiva-
lence about relationships, considerable anger and
sad affect below the surface, and a complex of is-
sues around separation-individuation, sexuality,
and safety. Based on the impaired social related-
ness and frequent indiscriminate friendliness as
well as the history of severe infant abuse by the
father and probable emotional neglect by the
mother, the diagnosis was Reactive Attachment
Disorder of Infancy and Early Childhood, Disin-
hibited subtype (DSM-IV). Although not usually
diagnosed at such a late age, anecdotal informa-
tion from the first therapist suggests this was an
appropriate diagnosis at age 5, and Ann appeared
to be frozen at that level of functioning.

Case Formulation
The object-relations formulation for Ann sug-
gested that she was currently showing presym-
biotic-symbiotic functioning, which appeared
in some ways to be a retreat from intense dis-
tress encountered when she attempted the sep-
aration-individuation steps in practicing and
rapprochement. She had some elements of a
symbiotic bond with her mother, but it was
fragile and failed to offer sufficient support for
her to engage in relationships meaningfully. It
appears that Ann formed a strong attachment 
to her first therapist, and when that person 
left, she retreated into a secondary autistic
stance. Thus, her withdrawal from others was
defensive in nature and she actively resisted in-
terpersonal connection and nurturing. She was
limited in her ability to express affect openly,
although projective tests revealed considerable
strong negative affects and unmet needs. This
can be seen in an incident that occurred early in

treatment. Ann was transported to therapy by
her school and one day she was brought early;
the therapist was not at the door of the building
to greet her, as was usually the case. Ann made
no comments about this but seemed particularly
detached from the therapist. Her play became
much more sterile, mostly lining up toys and
separating them into groups and playing a
highly ritualized game about several puppets
deciding whether or not to go on a picnic. When
the therapist, after most of the session with Ann
detached, reflected that Ann might be angry
about the incident, Ann began to play again in
the ways she had played in earlier sessions.

Treatment Approach and Rationale for Its Selection
Ann’s play in the early sessions confirmed both
the presymbiotic-symbiotic dynamic with some
elements of practicing and rapprochement.
Therefore, the therapeutic goals selected were
initially those from the presymbiotic and sym-
biotic presentation (Table 3.1), with a plan to
shift goals once a therapeutic symbiosis was
achieved to the goals for practicing and rap-
prochement (Table 3.2).

Much of Ann’s play was stereotyped and ap-
peared directed at keeping the therapist at a dis-
tance. Her early play also had dolls hiding, with
the therapist as a mother doll trying to find
them (constancy play), several dolls falling off
the roof or falling and hitting their heads (insta-
bility play), and preparing food for several dolls
(nurturing play). Constancy play was also seen
in Ann’s giving names to all of the dolls in the
playroom (and all of her dolls at home as well),
which she remembered and used consistently
through the course of therapy. Other early play
suggested the ambivalence about separation.
The most striking feature of this play involved a
small doll she named Angie, who ran away from
the mother doll (held by the therapist) repeat-
edly. When the mother doll was close to finding
Angie, Ann would have Angie disappear by
claiming that the mother had really found a bal-
loon that looked like Angie, which then popped,
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or a chalk drawing of Angie, which was then
erased. Whenever Angie moved away from the
mother in the play, Angie somehow disinte-
grated. Her intense ambivalence about identity
(and individuation) was seen in her designating
several dolls as pairs of twins whom the mother
could not distinguish.

The initial challenge of therapy was to estab-
lish a secure base relationship by facilitating
Ann’s receptivity to nurturance and connected-
ness. This was a prolonged phase of therapy, as
Ann had become quite rigid in her defensive
withdrawal. This relationship was slowly devel-
oped primarily through the therapist’s provid-
ing consistency, remaining attuned despite
Ann’s frequent detachment, and continual invi-
tations to recognize Ann’s feelings and needs in
a context of safety.

Once a relationship has been established, the
goal of therapy is to foster a symbiotic transfer-
ence that can lead to adaptive separation and
individuation. Ann required a prolonged phase
of symbiosis with the therapist before she
began the separation-individuation process.
This symbiosis could be seen in several ways.
Ann learned everything she could about the
therapist and incorporated it into the play, for
example, having a character that looked like the
therapist and had the same birthday with a last
name that matched the street name of the thera-
pist’s home. On one occasion, Ann drew the let-
ters of her name superimposed on the letters of
the therapist’s name, as though Ann-Helen
were a single entity. She also engaged in imita-
tion-control play, where she demanded that the
therapist imitate her own verbalizations and
behaviors. Thus, the goal of forming a strong
symbiotic transference was met in the second
phase of therapy.

During the work to establish a symbiotic
transference, work focused on two other goals:
facilitating self-regulation and promoting abil-
ity to tolerate, label, and verbalize feelings. Ann
showed poor self-regulation in two ways. First,
she seemed to need to continually check on her

activities in the mirror (a large observation win-
dow that covered one wall of the playroom), as
if she wasn’t sure of where she was and what
she was doing without checking in the mirror.
The mirror was left uncovered during therapy
and the therapist verbalized Ann’s activities as
she watched herself in the mirror. Second, Ann,
a tall child for her age, often sat in a preschool-
size chair in the playroom and she frequently
fell off the chair (which did not hurt her, given
how low the chair was). Falling off the chair
almost always occurred when she was talking
about feelings or difficult subjects, as if she
couldn’t both handle feelings and regulate 
her body activity. Both behaviors were inti-
mately tied to feelings issues. Work progressed
in this area through reflections by the therapist
of Ann’s feelings and needs and invitations 
by the therapist to talk about the feelings of
Ann’s play characters. Over time, Ann was in-
creasingly able to minimize both behaviors,
showing increased trust of the therapist and an
increased ability to recognize and express her
feelings directly.

In some ways, the most interesting phase of
Ann’s treatment occurred as she began to sepa-
rate and individuate from the therapist. At this
point, the therapy had moved to the practicing
and rapprochement goals for therapy. Ann en-
gaged in two distinct play themes at this time.
First, she engaged in what can be called “eleva-
tor therapy.” Ann came to therapy directly from
school; her mother was firmly convinced, based
on her own history of hypoglycemia, that Ann
needed a snack at the beginning of therapy. So
Ann had established a pattern of going on the
elevator with the therapist to get a drink and
snack from vending machines on another floor
of the building. Ann was quite afraid of the ele-
vator, especially if other people were on it, and
never had used it without the therapist being
present.

One day, Ann decided she could get on the el-
evator alone. At first, she hopped on and off
again before the door closed. Soon, she would
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let the door close and go to the vending ma-
chines on her own. Finally, she would spend
nearly half of each session getting on the eleva-
tor, going to one floor after another and explor-
ing, each time returning to talk to or wave at 
the therapist. By remaining outside the elevator
on the playroom floor of the building, the thera-
pist served as a “secure base” for the separation
process. In essence, Ann found a safe way to en-
gage in the exploring and returning for refuel-
ing seen by toddlers in the practicing phase.

The second way Ann proceeded with separa-
tion-individuation was through a set of paint-
ings she did each time she entered the playroom
following “elevator therapy.” She began each
painting with a red vertical line down the center
of the paper. On top of this, in the middle of 
the page, she painted a filled circle on the line.
This drawing, by her verbal report, was a cross-
section of a “flea-flea germ-germ.” Then, on the
right side of the paper, she painted a yellow sun.
Next to the sun would be a small figure that
looked like a small animal lying on its back with
feet up in the air. On the left side of the paper,
she drew an ill-defined blob, either in red or
blue, with an identical upside-down “animal”
next to it. Ann would announce that the first an-
imal was a “dead flea-flea germ-germ” that died
from getting too close to the sun. She would
then point to the other figure and say it was 
also a “dead flea-flea germ-germ,” only this one
died because it got too close to the cold place or
too far away from the sun. Finally, Ann would
put identical numbers above each side of the
paper (usually either 350 or 500) to indicate the
body count of “dead flea-flea germ-germs” for
the day. The paintings were highly predictable
and stylized. Taken together with the elevator
therapy, the “flea-flea germ-germ” paintings
seemed to graphically demonstrate Ann’s am-
bivalence about separating and individuating
from the therapist and, by extension, from her
mother. She would begin each session by sepa-
rating and reconnecting with the therapist sev-
eral times using the elevator, then come into the

room and paint one or more “flea-flea germ-
germ” paintings.

After allowing both types of play for several
sessions, the therapist worked to foster an inte-
grated sense of self by facilitating awareness of
boundary issues. She chose to interpret the
boundary issues conveyed by the paintings by
saying that the “flea-flea germ-germ” was like
Ann. When she got too close to people, she felt
like she would burn up and die but if she got too
far away, she would also die. The “flea-flea
germ-germ” and, by extension, Ann could not
seem to find the middle. She had portrayed
vividly the sense that she was vacillating be-
tween fusion and extreme withdrawal, both of
which prevented an integrated sense of self
with appropriate boundaries.

Ann accepted the interpretation and ended
both types of play. She seemed to be much
calmer and more comfortable with the thera-
pist, and therapeutic work in the final phase of
therapy moved toward the goal of object con-
stancy. Increasingly, Ann was able to identify
her own needs, be assertive about meeting
those needs in therapy, and show a more inte-
grated sense of self. A detailed presentation of
this final phase is not possible given the limited
space, yet the first three phases illustrate the
use of object-relations play therapy with a se-
verely disturbed child.

CASE 2: TRINA

Diagnosis and Assessment
Case 2 demonstrates object-relations play ther-
apy with a child initially presenting with com-
promised rapprochement. Trina, nearly 5 years
of age at the time of referral, had experienced
considerable interpersonal trauma in her first
four years of life. She was born to a young sin-
gle mother, Angela, whose other child was 
in the permanent care of the paternal grand-
parents, with no contact with the mother. An-
gela partially abandoned Trina at age 2 months,
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leaving her with her new boyfriend’s parents,
with a promise to return and get her. Angela’s
mother intervened and got the infant, who
began to live with her and her current husband
(step-grandfather to Trina) when Trina was
about 4 months of age. Angela was in and out of
the home over the next several months, some-
times caring for the baby, but usually leaving
that to the grandmother. When Trina was 18
months of age, her maternal grandmother went
to prison for 18 months and Trina was cared 
for exclusively by the step-grandfather. By this
time, Angela had largely abandoned Trina,
moved to a nearby city, and had a third child by
a new boyfriend. The step-grandfather would
not allow Angela to see Trina on the few times
she tried to visit. The grandmother returned
when Trina was 3, and both grandparents cared
for her. However, the marriage was marked by
conflict and violence (each grandparent signifi-
cantly injured at least once), and they divorced
when Trina was nearly 4. Trina was now in the
care of the maternal grandmother with fre-
quent visits by both her mother, who would
take Trina for a few weeks and then return and
disappear for several months, and the step-
grandfather, who appeared strongly attached 
to Trina. By the time of referral, the grand-
mother was in a new relationship and living
with Trina in a “communal” arrangement with
several college-age adults in addition to her
boyfriend.

All three major adults in Trina’s life had sig-
nificant psychological problems. The mother,
Angela, had severe personality problems and
seemed minimally invested in Trina except to
“show her off” to others as an example of her
“mothering.” Angela also lost custody of her
third child, who lived with his father but made
several week-long visits to Angela. She would
often have long visits with Trina at the same
time that she had the younger brother, so the
two played together, although Trina and her
brother fought more than played. The grand-
father, a Vietnam veteran with Posttraumatic

Stress Disorder and intermittent Explosive Dis-
order, was consistently caring of Trina but also
demanding of her and frighteningly violent
with the grandmother in front of the child. The
maternal grandmother showed good self-
awareness (the apparent result of several years
of psychotherapy) and was generally attuned to
Trina but had a history of experiencing severe
abuse during her childhood and Dissociative
Identity Disorder. Thus, Trina had experienced
numerous changes in her primary caregiver,
and each of these individuals appeared limited
in some ways in their ability to accept and love
Trina without using her to meet their own psy-
chological needs.

Trina showed few overt symptoms at the time
of referral by her day care teacher. She was
described as overly attached to the teacher, un-
able to let her be out of sight while at school,
and also overly attached to her transitional ob-
ject, a much-repaired Raggedy Ann doll she had
had since birth. She also showed separation
anxiety with her grandmother and a tendency
to tantrums much like those of a far younger
child. Trina met the criteria for a formal diagno-
sis of Separation Anxiety Disorder (DSM-IV).

Case Formulation
In terms of her object-relations development,
Trina appeared to match the compromised rap-
prochement presentation seen in Table 3.3. She
came to the evaluation session showing an un-
usual combination of immature and pseudo-
mature behaviors. She seemed quite adultlike,
continually monitoring the mood of her grand-
mother and declaring more than once that she
could take care of everything and did not need
any help from anyone (independence). At the
same time, she pretended to be a baby, talking
baby talk and sucking on a baby bottle. Al-
though she explored the room fully, she
showed almost no spontaneous play. She de-
nied any problems or bad feelings, even during
a later session when the grandmother was 
late returning to get her and Trina appeared
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extremely anxious and upset in her nonverbal
behavior.

Treatment Approach and Rationale for Its Selection
The specific object-relations play therapy ap-
proach used in this case derived from the treat-
ment goals and techniques outlined in Table 3.3
for compromised rapprochement. As treatment
began, Trina was slow to form a trusting rela-
tionship. Initially, she was extremely coopera-
tive and well behaved, with a parallel lack of
spontaneity in her play. When she did play,
Trina typically played out the themes and inter-
personal relationships expected with this pre-
sentation. She frequently showed a strong need
to make and build things (mastery) and then
show them to both the therapist and her grand-
mother. At other times, she would draw and
then insist the therapist copy her drawing ex-
actly (imitation-control). She often set up a
store where she sold toys to the therapist
(store/shopping). In all of her play at this time,
Trina was very controlling (control). She would
sometimes care for the baby or pretend to be a
baby herself. When she was baby, she was
“queen baby” (stage mix), who fed herself and
took care of herself (self-nurturing). Another
frequent interaction pattern was to “trick” the
therapist (or her grandmother, who sometimes
joined her play sessions), usually in the context
of surprising them at a birthday party, set up
with the sandbox serving as the cake.

The therapy proceeded with the therapist’s
working toward the goals in Table 3.3, espe-
cially using reflection of hidden feelings, relin-
quishment of therapist control of the setting
except for reasons of physical safety, and model-
ing good and soothing care with the babies.
Whenever Trina played with the babies, the
therapist would talk about what babies needed
and what good caretakers should do. As Trina’s
trust developed, she allowed herself to be the
baby and be directly nurtured by the therapist.
She also began asking questions about why her
mother did not take good care of her. These

questions were stimulated by the arrival of the
mother’s fourth child when Trina was 51⁄2. An-
gela, supported by her new husband’s family,
seemed to be more attached to and able to care
for her fourth child than she had been with her
other three children (although this interest and
effort waned considerably as the baby began to
crawl), and Trina would ask why her mother
could take care of the baby but hadn’t known
how to take care of her.

Once Trina began playing a baby who could
be cared for by the therapist, her play in general
became more spontaneous. She played over and
over a scene where the baby wasn’t safe (climb-
ing unsafely, or taking “medicine,” or cooking
on a “hot “ stove), while requiring the therapist
to make the baby safe. She also played many
scenes where the mother figure (played by
Trina using the doll as her baby) was angry and
abusive or neglectful of the baby, eliciting invi-
tations from the therapist to talk about or
demonstrate the care babies need.

Trina’s relationship with the grandmother
changed during this time. She was more trust-
ing, more comfortable separating from the
grandmother, and appeared to be more securely
attached. At the same time, she began actively
resisting contact with her mother. It became
clear that Angela was often abusive of Trina,
yelling at her, spanking her unusually hard and
often, hitting her at times or slapping her face,
and failing to supervise her and keep her safe
when she visited. It is noteworthy that Angela
would take for herself any locket or other jewelry
of Trina’s that she liked. Angela had to be re-
ported to protective services and ultimately was
required to relinquish all custody of Trina. Hav-
ing made a strong attachment to her grand-
mother, Trina worked extensively in play to
establish the baby as good whether the mother
could care for it or not. She made a good adjust-
ment to the termination of her mother’s parental
rights and actually seemed relieved that she was
now protected. The therapeutic relationship had
evolved to one in which Trina expressed genuine
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feelings and healthy boundaries. It served as a
safe holding environment for Trina to strengthen
her attachment to her grandmother and facilitate
the development of object constancy and a posi-
tive internal working model of the self.

P O S T T E R M I N A T I O N  S Y N O P S I S
A N D  E F F E C T I V E N E S S  D A T A

Object-relations play therapy has been used
with numerous cases in therapy lasting be-
tween six months and two to three years, de-
pending on the severity of the problems
encountered. To date, no controlled empirical
studies of effectiveness have been completed.
However, clinical follow-up data have been
available for many of the children seen, includ-
ing Ann and Trina. The typical therapeutic pat-
tern was the formation of a therapeutic
relationship followed by work shifting the
object relations developmentally closer to full
object constancy. As their object relations
changed, their symptoms often ameliorated.
Ann was more socially appropriate and by age
13, was able to be mainstreamed at school,
where she continued to make progress in relat-
ing to her peers. Trina, who had begun therapy
with a pattern of frequent tantrums in school,
ended the tantrums after about a year, when 
she had entered the phase of therapy working
on the mother-daughter relationship and what
babies need. Children less severely traumatized
than Ann or Trina tend to make changes in
their object relations more easily and require
less extensive treatment before they show sig-
nificantly improved interpersonal relationships
indicative of more mature and healthy object
relations.

S U M M A R Y

We have presented an object-relations model 
of play therapy based on Mahler’s developmental
stages of separation/individuation supplemented

by concepts drawn from Fairbairn, Winnicott,
and Bowlby’s attachment theory. Six distinct
clinical presentations were examined in terms
of their dynamics, typical play, therapeutic
goals, and therapeutic techniques. This model
is particularly appropriate for children who
have experienced attachment problems or inter-
personal trauma, such as abuse, neglect, family
violence, or parents with severe psychopathol-
ogy, in the first several years of life.
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Infant Mental Health

JEREE H. PAWL AND MARIA ST. JOHN

What emerged . . . was a form of “psychotherapy
in the kitchen,” so to speak, which will strike you
as both familiar in its methods and unfamiliar in
its setting. The method, a variant of psychoana-
lytic psychotherapy, made use of transference,
the repetition of the past in the present, and in-
terpretation. Equally important, the method in-
cluded continuous developmental observations
of the baby and a tactful, non-didactic education
of the mother in the recognition of her baby’s
needs and her signals.

—Fraiberg, S., Adelson, E., and Shapiro, V. (1980,
p. 171)

H I S T O R Y  O F  
T H E R A P E U T I C  A P P R O A C H

EARLY ROOTS OF INFANT-PARENT

PSYCHOTHERAPY: THE FIELD OF

INFANT MENTAL HEALTH

Children’s likelihood of survival and every as-
pect of their experience are shaped by the qual-
ities of the social structures in which they live.
These include the nature of their family, their

immediate culture and community, and their
society’s health, and educational, legal, and po-
litical systems. Children’s well-being, impor-
tance, and value rest on the attitudes expressed
through these very complex systems.

It seems appropriate to begin by sketching
briefly the various perspectives on mental health
in infancy that have been expressed within dif-
ferent disciplines over time. This includes rep-
resentative contributions from psychologists,
psychoanalysts, and psychiatrists, child devel-
opment researchers, investigators interested in
infant capacities, and those who are active in
mental health intervention. Although we can-
not be comprehensive, we hope to give some
sense of the different perspectives and their
mutual influences that have resulted in a clini-
cal focus on the emotional development of in-
fants and toddlers.

The Primary Caregiving Relationship
Interest in the “mental health” of infants
emerged most dramatically around the system-
atic recognition of the effects of the deprivation
of stimulation and interaction between caregivers
and infants housed in institutions. Early on,
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Skeels and Dye (1939) had experimented with
providing greater and more personal care to or-
phans by having institutionalized young
women with retardation act as surrogate par-
ents. The positive effects on the infants’ devel-
opment were clearly documented.

Much of the literature on deprivation was
summarized by Provence and Lipton (1962) in
their own study of institutionalized infants.
They drew on the work of Chapin (1915), Levy
(1947), Spitz (1945, 1946), and Bowlby (1960), as
well as discussions of Bowlby’s theories by
Anna Freud (1960), Shure (1960), and Spitz
(1960). Their investigation provided a more de-
tailed analysis of the nature of the deprivation
itself and the differing effects on the infants
than had characterized prior efforts. They fo-
cused on discerning what processes in develop-
ment were most vulnerable to this deprivation
by closely analyzing the details of the infants’
responses. By adopting this careful, clinical ob-
servational approach, Provence and Lipton not
only supported previous findings that the ab-
sence of focused, emotionally charged, respon-
sive care (referred to as “maternal deprivation”)
had an adverse impact on development, but also
drew a general conclusion that synthesized
their findings in an important way:

Human development, even in infancy, is complex
and multi-determined. The effects of maternal
deprivation on an infant in the first year of life de-
pend upon the degree of deficit in both the quan-
tity and quality of maternal care, upon the
infant’s biological endowment and upon age and
length of time he is subjected to the deprivation.
Many individual combinations of these factors
are possible and produce a variety of clinical pic-
tures in terms of severity of symptoms. (Provence
& Lipton, 1962, p. 162)

Recognizing the multiple determinants of the
developmental process, Provence and Lipton
(1962) catalogued the affected areas of develop-
ment (different in individual children) that

were observed both during institutionalization
and after placement. These included motor
development, language, reactions to people,
control of impulses and capacity to defer gratifi-
cation, difficulty making transitions, and im-
pairments of thinking (i.e., thinking through
and anticipating, generalizing, overcoming ob-
stacles, and concreteness of thought). They went
on to clarify that the permutations of strengths
and vulnerabilities they observed also could
occur in any mother-child pair, again recogniz-
ing the salient consideration of individual dif-
ferences in both, but particularly in the child.
They acknowledged the singular contributions
of Escalona (1950, 1953) and Escalona and Leitch
(1953) to their understanding and appreciation
of these differences.

Coleman, Kris, and Provence (1953) pointed
to both the variations in parental attitudes and
the development of the mother-child relation-
ship as important variables in infant develop-
ment. Ten years later, a volume in honor of
Milton Senn, the developmental pediatrician
who helped establish the Yale Child Study Unit
in 1948, addressed the biological aspects of de-
velopment, and included a variety of contribu-
tions by pediatricians, child psychologists, and
psychoanalysts that served to expand the hori-
zon of medical education to include the heal-
ing of mind as well as body, and to remind
physicians of their power and privilege as 
well as the importance of helping parents to
understand their young children (Solnit &
Provence, 1963).

Concurrently, Winnicott (1945, 1953, 1957)
expanded on the subtleties and vicissitudes 
of development, culminating in his use of 
the often-quoted phrase “an ordinary devoted
mother,” to acknowledge the importance of the
mother (or consistent mother substitute), the
need for maternal devotion, and the fact that
the skills and sensibilities of the ordinary
mother are extremely complex and wholly
“good enough.” (Many of Winnicott’s papers
addressing these issues were collected in the
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1975 volume Through Paediatrics to Psychoanalysis:
Collected Papers.) Additionally, Erikson’s (1950a,
1950b) contributions outlining the stages of de-
velopment around their central tasks, the inter-
actions associated with each, and the central
outcome to be achieved were widely influential.
Through all of these contributions, infants were
beginning to be viewed in two important new
ways. First, the young child’s intrinsic, influen-
tial role in his or her own development was rec-
ognized. Second, the infant’s demand to be
heard and responded to in supportive, positive,
and growth-promoting ways was registered.

Infant Capacities
Another important contributing stream of great
influence to the understanding of early child-
hood development flowed from the growing
investigation of infant capacities. Bower (1974),
drawing on his own work (Bower, 1970; Bower,
Broughton, & Moore, 1970, 1971; Bower &
Wishart, 1972) and that of others, such as
Cruickshank (1941), Fantz (1961), and Lipsett
(1969), utilized studies of intentional reaching
in neonates, coordination of vision and touch,
the development of object concept and object
permanence, and infant motivation to create a
portrait of the infant as vigorously involved in a
dynamic, interactive process of development.
He maintained that the infant’s intrinsic pleas-
ure in problem solving and the dramatic role of
experience in development meant that infancy
was the critical period in cognitive develop-
ment—the time when the greatest gains and the
greatest losses can occur. Simultaneously, it be-
came clear that the infant had more skills, and
had them earlier, than anyone but parents could
have imagined.

Lewis and Rosenblum’s (1974) seminal work,
“The Effect of the Infant on Its Caregiver,” ad-
dressed deliberately what was felt to be previ-
ous neglect of the significance of the interaction
between mothers and infants in terms of the in-
fant’s contributions in shaping those ongoing
transactions.

Intervention in the Social Environment
Gradually, the probable usefulness of therapeu-
tic intervention with children and families at
earlier ages had emerged. Caplan (1951, 1955)
introduced the concept of a “public health ap-
proach” to child psychiatry. This was well rep-
resented by a number of observers (e.g.,
Langford, 1955; Lindemann, Vaughn, & McGin-
nis, 1955; Rosenfeld & Brandt, 1955), who ar-
gued against a focus of attention on only the
individual patient and advocated for the inclu-
sion of all the emotional forces operating in
smaller or larger sections of the community.
From his work in child guidance clinics, Caplan
came to see the troubled child as embedded in
the environment and drew two important con-
clusions. One focused on the need to support
treatment of the parents of a troubled child,
using “child-centered” therapy or “focused case
work” as an important and effective endeavor.
This was understood as an effort to remove
children from the role of serving as a costly
solution to their parents’ unaddressed problem,
an attempt to interrupt the dynamic mispercep-
tion of the child, and to free the child to be a
“separate person.” A second conviction was
that it is highly likely that a child comes to be in
the center of family conflict because of a previ-
ous parental crisis, and that, following Linde-
mann et al.’s (1955) bereavement work in which
the object is to achieve healthy coping as an out-
come of loss, it is important to track and inter-
vene at points of ordinary or extraordinary
crisis. This is the perspective adopted by
Brazelton in his book, Touchpoints (1992).

Finally, Caplan urged that community work-
ers (i.e., nurses, physicians, teachers) should be
equipped with “necessary knowledge” so that
they can swing the delicate equilibrium toward
healthy coping and away from disturbance for
the benefit of both family and child. This un-
specified necessary knowledge was designed to
give community practitioners the tools to ad-
minister crucial “mental health first aid.” Ca-
plan felt that consultation with mental health
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specialists should be regarded as the “essential
element” in all programs of prevention, no
matter what the expertise or discipline of the
provider. Simultaneously, E. Furman (1957)
provided treatment for children under 5 years
of age by way of their parents. R. Furman and
Katan (1969) followed the same model in a
nursery school setting, essentially the model
utilized by S. Freud (1909/1955a) in his treat-
ment of phobia in a 5-year-old boy. At one end
of the parent/child treatment continuum, par-
ents were instructed on how to understand
and respond to their child; at the other, the un-
derstanding of conflictual, personal dynamics
of the parents was included as a factor in child
treatment.

In 1976, a collection of articles by experts in
the field of child psychiatry and child develop-
ment drawn from 14 years of publication in the
Journal of the American Academy of Child Psychiatry
were brought together in one volume by Rexford,
Sander, and Shapiro. In this volume, Shapiro
issued a call for greater activity, within psychia-
try, in the area of infancy. He pointed to the in-
creasing interest in early childhood as a natural
outgrowth of adult retrospective reconstruction
utilizing the developmental point of view, and
noted that the psychiatric vantage point pro-
motes an appreciation of the impact of early
interpersonal relationships, supports a holistic
view of the child, and attempts to honor the role
of the child in his or her own development.

CONTEMPORARY APPROACHES

Knowledge has continued to proliferate and the-
ories have emerged that creatively utilize psy-
choanalytic theory and a range of infancy
research. Investigators working in this area in-
clude Stern (1977, 1985, 1989, 1994, 1995, 2000),
Emde (Emde, 1983; Emde & Hewitt, 2001; Emde,
Gaenbauer, & Harmon, 1976, 1982), Trevarthen
(1995, 1996, 2001; Trevarthen & Aitken, 2001),
Beebe (2000), Beebe and Lachmann (1988, 1998;

Beebe, Lachmann, & Jaffe, 1997); each has made
important contributions from specific areas of
interest and expertise. Greenspan (1981, 1994,
1997, 2000; Greenspan & Levis, 1999; Green-
span, Nover, Lourie, & Robinson, 1987) has con-
ceptualized a widely influential developmental
model that integrates the infant’s constitutional-
maturational patterns and the environment as
mediated through the parent-child relationship.
He has organized his conceptualization of devel-
opmental levels and their tasks around mean-
ingful engagement, communication, and shared
meaning. This organization has been utilized by
Greenspan to suggest what to observe about
children and how, as well as how to provide
appropriate clinical treatment, specifically with
children on the autistic continuum.

Emde (Emde 1983; Emde & Hewitt, 2001;
Emde et al., 1976, 1982), utilizing data on infant
capacities and research on adult-child inter-
action in the context of psychoanalytic theory,
has developed theories regarding the internal
experience and resulting structures related to
self in infancy. His work on the nature and role
of affect and the complexity of interpersonal
impact is subtle and complex.

Stern (1977, 1985, 1989, 1994, 1995, 2000), also
utilizing infant research in the area of capaci-
ties and mother-child interaction, created a
vivid construction of the internal, developing
world of the infant embedded in an interper-
sonal perspective. He also pursued some of the
links between the understanding of mother-
child interaction and clinical treatment, and ex-
plored a number of models of infant-parent
psychotherapy. The most recent perspective
now included stems from attempts of investiga-
tors to understand the significance of current
work on brain development. Research in this
area has been conducted by Schore (2001a,
2001b), Emde and Hewitt (2001), and others.

The complexity of what contributors have
come to consider, the respect for environment
and for the intrinsic qualities of the child, are
embedded in the work of many contemporary
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researchers and theoreticians. They are repre-
sentative of many who have utilized the earlier
efforts of those interested in infancy, added to
those efforts and continue, with others, to ex-
plore the intricacies and complexities of human
development.

Though current investigators proceed in dif-
ferent ways and are personally captured by dif-
ferent aspects of development, the majority
embrace a common point of view that honors
the uniqueness of the infant and the parents,
the mutual impact of the infant and its care-
givers, and the power of biology, interpersonal
relationships, and the widest environmental
context. These are the basic understandings
that they have inherited and on which knowl-
edge continues to build. Perhaps the most
important outcome has been the steadily in-
creasing interest in the first three years of life
and an awareness of their important and shap-
ing influence.

T H E  I N F A N T - PA R E N T
P R O G R A M :  PA R A M E T E R S  

O F  I N F A N T - PA R E N T
P S Y C H O T H E R A P Y

Although there are many different infant men-
tal health programs that vary greatly in terms
of setting, scope, and style of service delivery, it
is our intention to focus on the one with which
we are the most familiar. It was within and as
part of the above broader context, that Selma
Fraiberg (Fraiberg & Fraiberg, 1980) and her
colleagues developed the model of infant-par-
ent psychotherapy, one of the earliest and most
influential programs in infant mental health
intervention. This was developed at the Univer-
sity of Michigan in the Department of Psychia-
try (1973–1979). (Many of the papers describing
the work of the program during the University
of Michigan years are collected in the Clinical
Studies in Infant Mental Health: The First Year of
Life, Fraiberg & Fraiberg, 1980.) The program

moved to the Department of Psychiatry at the
University of California, San Francisco, in 1979
and continues its efforts there.

Over the course of the past 23 years, the
program has continued to develop and practice
infant-parent psychotherapy in a community
mental health setting. The program is based 
at San Francisco General Hospital, and three
major services are offered under its auspices:
infant-parent psychotherapy, developmental
neuropsychological assessment, and mental
health consultation to child care. This work
has been described and discussed by Kalman-
son and Pekarsky (1987), Lieberman (1992),
Lieberman and Birch (1985), Lieberman and
Pawl (1984), Lieberman, Silverman, and Pawl
(2000), Pawl (1993), Pawl, Ahern, Grandison,
Johnston, St. John, and Waldstein (2000),
Pekarsky (1992), Seligman (1994), and Selig-
man and St. John (1995).

The Infant-Parent Program serves families
with infants or toddlers in which there are diffi-
culties in the relationship between the parents
and child. Families are referred by obstetric and
pediatric professionals, child care providers,
child welfare workers, and others working with
vulnerable parent populations, such as adoles-
cent mothers, chronically mentally ill adults,
and parents in recovery from chemical depen-
dency. The concerns that prompt referrals focus
primarily, though not exclusively, on the parents’
capacities. Difficulties with which the parents
struggle may, for example, prompt professional
doubts about the parents’ ability to provide for
the child’s physical and emotional well-being.
Alternatively or simultaneously, concern may be
focused on a child’s behavior or condition, such
as situations in which children are exhibiting a
diagnosable constellation of symptoms, or when
their behavior consistently interrupts the
smooth running of grown-ups’ lives. There are
also some instances in which the infant’s intrin-
sic capacities are of primary concern.

As St. John and Pawl (2000) wrote, however,
“Most often, by the time a family enters the
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Infant-Parent Program, both the parent(s) and
the child are showing signs of distress” (p. 9),
and it is the experience of each of the other that
is the focus for treatment. As Pawl and Lieber-
man (1997) wrote, “One of the primary ques-
tions in infant-parent psychotherapy, and a
question that renews itself in each treatment is:
Who is the patient [the parent or the child]? An
accurate, but less than adequate answer is
‘both’ ” (p. 340). The parent and the baby create
a relationship, and each makes potent contribu-
tions to it. Improvement in that relationship is
the goal of treatment.

T H E O R E T I C A L  C O N S T R U C T S

THEORY, PRACTICE, AND REALITY:
HOME VISITING

Home visiting has been an inherent compo-
nent of and vehicle for the practice of infant-
parent psychotherapy since its inception. The
delivery of this mental health service in the
home setting represents both a response to 
a perceived community service need and a
unique theoretical orientation. The perceived
need is here described first; the theoretical
constructs supporting the practice follow.

Most of the families with whom we meet
would not be seen regularly if they needed to
appear at clinic appointments. As anyone with a
small baby knows, the rhythms of infancy fre-
quently do not coincide with the clockwork
schedules of most sectors of the external world.
Bus schedules also can be unpredictable, and
traveling by bus, especially with small children,
is inconvenient enough to be daunting even
when there is a clear idea of what will be gained
from such efforts. When the fruits of the jour-
ney seem amorphous or the risks (e.g., exposure
to scrutiny or criticism, or the threat of loss of
custody of children) considerable, there is no
initial motivation to expend such energy.

Furthermore, when parents’ histories are such
that their expectations of helping professionals
are very low, their sense of their rights to compe-
tent professional service of any kind precarious,
and their sense of shame, vulnerability, or futil-
ity regarding their circumstances high, the im-
pediments to seeking or accepting mental health
treatment are formidable and justifiable. Selig-
man and Pawl (1984) discussed the ways these
factors can impede the formation of a therapeu-
tic working alliance. They can also prevent par-
ents facing multiple difficulties in their lives as
individuals and in relation to their small chil-
dren from seeking assistance at all. We offer
infant-parent psychotherapy as a home-based
service to make it a realistic, possible venture for
families who might otherwise be completely
bereft of mental health treatment at a juncture in
their family life cycle when they might most
sorely need it.

Beyond its necessity, however, home visiting
also offers a wealth of possibility to the process
of infant-parent psychotherapy, and is thus an
important part of our theoretical orientation.
The home visiting therapist is able to observe
family life in all of its singular complex speci-
ficity, and to gain at a visceral level a sense of
the material conditions that define a family’s
day-to-day reality. For therapists, this reality 
is frequently an initially painful aspect of pro-
viding treatment, because we most often treat
socially and economically disadvantaged fami-
lies, many of whose life circumstances are quite
dire. One therapist, for example, discovered
that the mother with whom she had spoken
initially on the telephone who complained that
her son was “hyperactive” lived in a one-room
apartment with three small children. Although
the 3-year-old boy in question appeared to the
therapist to demonstrate a developmentally ap-
propriate level of energy, it was clear to her that
for this mother, whose depression made even
trips to the neighborhood park difficult, the
boy’s needs were readily experienced as “too
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much.” Furthermore, when the therapist ac-
companied the family to the park one day, she
found that the mother’s concern about broken
bottles and hypodermic needles in the sandbox
was justified. On another day, there was a
shooting in the same park, and a neighborhood
child narrowly escaped injury. Although this
mother’s depression was clearly an important
factor in this family’s dynamics, the therapist
would have been unable to imagine, include, or
respond as appropriately to the contextual ele-
ments of the family’s circumstances if she had
not seen and experienced them herself. Wit-
nessing the injury inflicted on infants, toddlers,
and their families as a result of poverty, home-
lessness, environmental illness, racial and sex-
ual discrimination, anti-immigration policy, the
wedded threats of chemical dependency, vio-
lence, and incarceration, and the erosion of
social service support assists infant-parent psy-
chotherapists in meaningfully appraising fami-
lies’ difficulties and in conveying to families
their awareness and sincere interest in under-
standing the ways they experience their lives.

Home visiting is an important part of our the-
oretical framework for another reason. Often,
troubles in the relationship between parents and
their infants and small children are inextricable
from complexities and sorrows in relation to the
parents’ sense of home and the child’s experi-
ence of it. Whether because poverty and ghet-
toization prevent a parent from securing a home
that offers the family a basic sense of safety, or
because recent immigration to the United States
has left parents feeling displaced and cut off
from their own family, language, history, and
culture, or because dislocation or deracination
have been encoded and transmitted intergenera-
tionally within a family that has lived with
hardship in one place for a long time, it is the
case that for many people, the place where they
live offers few of the comforts, pleasures, or
protections more typically associated with the
word “home.” The wish to protect and to be

protected, to provide and to be provided for, to
belong, the yearning for community, for relation-
ships that have been lost or are being strained or
eroded, the memory of people or states or places
to which access has been lost, the wish to feel
that one matters—this inchoate longing for a
sense of home has long been defended against
via whatever strategies a parent’s personality
and psychological disposition dictate.

These subterranean difficulties influence
and are reflected in the material ways a family
inhabits the space they occupy. Three examples
come to mind. One single mother treated in our
program had had Eastern European grandpar-
ents who were killed in the Holocaust. This
woman hoarded, and kept her apartment so
cluttered that there was literally no room for
her twin sons to crawl without danger of their
bringing piles of books or boxes tumbling down
on them. Clearly, this is relevant on many levels.
A Native American grandmother seen in our
program was at risk of losing the custody of her
grandson, whom she loved very much and who
looked to her as the sole source of gentleness,
care, and protection he had encountered in 
his three years of life. The placement was
threatened by the condition of abject squalor in
which this pair lived. It vexed county social
workers that the filth resulting from pigeons
who roosted inside the house, a toilet that
would clog and go unfixed for weeks, and food
left to decay in various rooms appeared barely
to trouble this grandmother. The infant-parent
therapist learned that this woman had been
raised as a migrant worker by abusive, alcoholic
parents. The family was homeless except during
periods when they had a car and lived in that.
At a very basic level, and for complex psycholog-
ical reasons, this woman lived inside her house
as though she were still on the streets. The third
example involves a Mexican mother who was re-
ferred to our program because she had been ac-
cused of medical neglect of her infant daughter,
who was sick and in need of ongoing medical
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attention. It became clear that for this woman,
“home” was not the one-room urban apartment
that she occupied with her daughter, but the
Mexican village she regretted leaving and
longed for desperately. She had the idea that 
it was only there, not in the big county hospital
in the foreign city in which she found herself,
that her daughter could be healed. Should her
daughter get well in the United States, it would
represent to this mother an unbearable breach
with her true home.

Sometimes, an infant-parent psychotherapist
can assist a parent in sorting through these
complex issues (we might call them locopsycho-
logical) in the course of attending to the child’s
experience of the parent and the parent’s expe-
rience of the child in the context of their literal
home. Such domestic domains as sleep (e.g.,
whether, or for how long, an infant sleeps in the
same bed or room as the parents, how a child
falls asleep or is expected to fall asleep, the
manner in which a small child is awakened by
or awakens the parents), eating (where, when,
how, what, with whom and with how much rel-
ish, fuss, strife, or ceremony), hygiene, toileting,
discipline, housekeeping, and play are grist for
the mill of infant-parent psychotherapy. When
families experience relief from struggle in some
of these domains, they are better able to enjoy
and respond to each other and to live meaning-
fully in the place in which they dwell.

Finally, and closely connected with all of this,
home visiting is important because infants are
phenomenological creatures: They deal in per-
ceptions of texture, temperature, taste; register
gradations of comfort and discomfort; establish
rhythms and express preferences through the
body-based systems that define them; seek and
organize themselves around and form their ex-
pectations of the world based on the bodies and
behaviors of the people on whom their lives
depend. When an infant-parent psychotherapy
takes place in a small child’s home, it is taking
place where almost everything of significance to

the child exists. As Pawl, St. John, and Pekarsky
(2000) wrote, “To be a regular visitor in a small
child’s home is to be a figure in his or her inner
world” (387).

“MATURATIONAL PROCESSES AND

THE FACILITATING ENVIRONMENT”:
INFANT AND PARENT DEVELOPMENT

WITHIN THE RELATIONAL MATRIX

The writings of the pediatrician/psychoanalyst
D. W. Winnicott (1945, 1953, 1957, 1965, 1971,
1975) describe and inform many aspects of in-
fant development as we understand and seek 
to support it through infant-parent psychother-
apy. Winnicott is perhaps most famous for hav-
ing coined the welcome phrase “good-enough
mothering.” He described infants’ ever-present
contribution to their relational matrix, the cru-
cial and commonplace attentiveness of primary
caregivers (usually mothers) to their infants’
needs, and the ways this attentiveness enables
the infant’s increasingly differentiated partici-
pation in relationships and the world. Winni-
cott (1965) wrote, for example:

Parents do not have to make their baby as the
artist has to make his picture or the potter his
pot. The baby grows in his or her own way if the
environment is good enough. Someone has re-
ferred to the good enough provision as the “aver-
age expectable environment.” The fact is that
throughout the centuries mothers, parents, and
parent-substitutes have in fact usually provided
exactly those conditions that the infant and small
child do in fact need at the beginning. (p. 96)

Winnicott (1965) distinguished between ordi-
nary situations in which parents are able to pro-
vide in this good-enough way for their infants,
and those worrisome situations in which, for
some combination of reasons, they are not. The
“ordinary” situations are in themselves quite
complex. Winnicott wrote:
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The infant . . . is at this first and earliest stage in
a state of mergence, not yet having separated out
mother and “not-me” objects from the “me,” so
that what is adaptive or “good” in the environ-
ment is building up in the infant’s storehouse of
experience as a self quality, indistinguishable at
first (by the infant) from the infant’s own healthy
functioning. (p. 97)

When we observe infants over time, we can
trace the ways their repeated satisfactory expe-
riences in the world as it is mediated for them
by ordinary, reliable, devoted caregivers, in tan-
dem with the healthy development of their own
innate capacities (motor, cognitive, and social-
emotional), give rise to senses of personal com-
petence and confident interest in others. It is
important to stress, as Winnicott (1965) did,
that experiences of being disappointed, frus-
trated, and misunderstood are not only un-
avoidable in typical development, but crucial.
He described these as necessary “failures of
adaptation” of the caregiver to the infant’s
needs: “These failures are again a kind of adap-
tation because they are related to the growing
need of the child for meeting reality and for
achieving separation and for the establishment
of a personal identity” (pp. 96-97).

These remarkable conditions of typical de-
velopment may be contrasted with situations in
which these processes are impeded. Winnicott
(1965) wrote, “The maturational process only
takes effect in an individual infant insofar as
there is a [good-enough] facilitating environ-
ment” (p. 239). The institutionalized infants
studied by Spitz (1945, 1946), whose physical
needs were provided for but who were de-
prived of human connectedness, testified
through their responses of abjection to the or-
dinary brilliance of the good-enough caregiver-
infant relational matrix.

When caregivers are unable to provide suffi-
ciently satisfactory responses to an infant’s needs
in a reliable, ongoing way, this unreliability can

be built into the developing child’s most pro-
found sense of self, others, and the world.
When infants are abandoned to states of dis-
tress, subjected to intermittent responsiveness
from caregivers, or responded to in a fashion
radically out of keeping with their needs, they
manage these intolerable situations in costly
and problematic ways. Some of these manage-
ment strategies and the resulting developmen-
tal difficulties are discussed below.

Development as it is understood in infant-
parent psychotherapy is a lifelong process.
Clearly, the physiological processes involved in
infant and child development constitute a par-
ticularly gripping and wondrous field of study.
As babies grow older, they confront their par-
ents with new attendant developmental issues.
Parenting is itself a role with important implica-
tions for adult development. Stern (1995) pro-
posed the term “the motherhood constellation”
to denote the phenomenon he observed:

With the birth of a baby, especially the first, the
mother passes into a new and unique psychic or-
ganization that I call the motherhood constella-
tion. As a psychic organizer, this “constellation”
will determine a new set of action tendencies,
sensibilities, fantasies, fears, and wishes. . . . It is
seen as a unique, independent construct in its
own right, of great magnitude in the life of most
mothers, and entirely normal. (p. 171)

When things go awry in the parent-infant
system, parents as well as infants suffer the
consequences, and developmental opportuni-
ties are lost on all sides. But one of the most pre-
cious findings of infant-parent psychotherapy is
that, although the first months and years of a
child’s life frequently (if not inevitably) consti-
tute a time of special vulnerability for families,
they also often represent a time of unparalleled
opportunity for psychological growth and posi-
tive change. In the 23 years of practice at the In-
fant-Parent Program, therapists have certainly
met parents who were unable to ensure their



90 PSYCHOTHERAPY WITH CHILDREN

own or their children’s safety and well-being or
to provide a good-enough facilitating environ-
ment; we have never, however, met a parent who
did not wish to, even when this wish took an in-
choate form and was barely recognizable in its
expression. That these infant-parent relation-
ships are also embedded in further complicated
relational matrices is also relevant.

“GHOSTS IN THE NURSERY” AND THE WALKING

WOUNDED: THE UNHARMONIOUS

COHABITATION OF CONFLICT AND TRAUMA

What model of the mind is assumed in infant-
parent psychotherapy? The answer to this ques-
tion has changed over time. The phrase that has
become emblematic of infant-parent psychother-
apy over the years is Fraiberg, Adelson, et al.’s
(1980) image of “ghosts in the nursery.” This
image dramatized the psychoanalytic concept of
repetition in the present of unresolved conflict
from the past, but addressed the special circum-
stance in which this repetition is enacted not in
relation to a psychoanalyst, as it was conceptual-
ized in classical theory, but rather in relation to
an infant. Fraiberg wrote:

In every nursery there are ghosts. They are the
visitors from the unremembered past of the par-
ents, the uninvited guests at the christening.
Under favorable circumstances, these unfriendly
and unbidden spirits are banished from the nurs-
ery. . . . The baby makes his own imperative
claim upon parental love and, in strict analogy
with the fairy tales, the bonds of love protect the
child and his parents against the intruders, the
malevolent ghosts. (p. 164)

Sometimes, however, these “ghosts” persist and
prevent a family from perceiving and respond-
ing to one another in spontaneous, connected,
and mutually gratifying ways. Fraiberg wrote
that infant-parent psychotherapy was devel-
oped to treat situations in which an infant has
become:

the representative of figures in the parental past,
or a representative of an aspect of the parental
self that is repudiated or negated. In some cases
the baby himself seems engulfed in the parental
neurosis and is showing the early signs of emo-
tional disturbance. In treatment, we examine
with the parents the past and the present in
order to free them and their baby from old
“ghosts” who have invaded the nursery, and then
we must make meaningful links between the past
and the present through interpretations that lead
to insight. At the same time . . . we maintain the
focus on the baby through the provision of devel-
opmental information and discussion. We move
back and forth, between present and past, parent
and baby, but we always return to the baby.
(p. 61)

In one case, for example, Dianna, a woman
who had lost her own mother to a prolonged
hospitalization when she was a young child,
experienced her 8-month-old son Joe’s newly
developed ability to crawl, and specifically 
his exploratory forays away from her, as an
abandonment. Unaware of this experience,
however, and focused only on the practical dif-
ficulties her son’s mobility introduced (mess
and mishap), Dianna decided that she “needed
a break,” and she planned a trip for herself. She
weaned Joe abruptly in preparation for this sep-
aration. Joe responded to this baffling and up-
setting change in a much more circumscribed
way than many young children would, and
perhaps than he himself would had the arrange-
ment persisted. On the first day that his mother
refused to nurse him, he cried and protested. On
the second day, he accepted her refusals without
protest, but developed a remarkable symptom: at
irregular intervals throughout the day, he hit
himself on the head with his fist. The infant-par-
ent therapist observed this startling behavior.
Dianna, alarmed by Joe’s self-hitting, was quick
to make the connection in the conversation with
the therapist between her abrupt weaning of Joe
and his unusual symptom. Dianna was also able
to identify her true motivation for traveling
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away from Joe: her experience of his moving
away from her, the devastating feelings of
abandonment rooted in her own history that
this separation evoked for her, and her inclina-
tion to ward off these feelings by turning pas-
sive into active, by abandoning rather than
being abandoned.

The case of Joe and Dianna illustrates the ap-
plication in infant-parent psychotherapy of the
psychoanalytic model, in which the problem is
understood as repression of a parental memory
(or the affect associated with it) that gives rise 
to repetition. The solution inheres in making the
unconscious conscious, or, as S. Freud (1914/
1955b) wrote, “remembering . . . and working
through” to break from the cycle of repetition.
This model continues to be useful in situations
in which a parent is able and inclined to think
about his or her past and, with the help of a
therapist, to bring into consciousness and into
words memories, ideas, and feelings that have
previously been banished from consciousness.
Sometimes, this process uncovers a particular
memory or conviction of which the parent has
been unaware and that has functioned as a
lynchpin for the parent’s psychological organi-
zation. More frequently, there are multiple
nexuses of thought, feeling, and memory that
tend to remain remote from consciousness and
to influence perceptions and actions. The pro-
cess of reflecting in which the parent engages
with the therapist in relation to the infant in itself
loosens unconscious convictions, challenges ac-
customed expectations, and opens up new possi-
bilities of experience.

In other cases, this model is less resonant as a
central vehicle of useful understanding (though
all modes may be relevant at different moments
within any one treatment). Often, the injuries a
parent has suffered began early enough and
have been pervasive and multilayered enough
to have negatively shaped in the most basic
ways how the parent experiences self, others,
and the world. It is then not a matter of a partic-
ular memory being too painful to bring to

consciousness, or even a collection of uncon-
scious ideas, memories, and feelings that are re-
pressed, but rather, of a severing of the ties
between entire realms of experience and of 
the capacity for reflective thought being itself
impaired. Judith Herman (1992) wrote, “Trau-
matic events produce profound and lasting
changes in physiological arousal, emotion, cog-
nition and memory. Moreover, traumatic events
may sever these normally integrated functions
from one another” (p. 34).

Herman (1992) developed the concept of com-
plex Posttraumatic Stress Disorder to account for
situations in which prolonged and repeated
trauma necessitates a diagnostic model that goes
beyond Posttraumatic Stress Disorder, which is
tied to a circumscribed traumatic event. Herman
wrote:

Survivors of prolonged abuse develop character-
istic personality changes, including deforma-
tions of relatedness and identity. Survivors of
abuse in childhood develop similar problems
with relationships and identity; in addition, they
are particularly vulnerable to repeated harm,
both self-inflicted and at the hands of others.
(p. 119)

Often, the parent-child dyads and triads we treat
are in the clutches of this more fundamental 
and pervasive kind of repetition of harm—a
repetition that results not from repression, but
from disassociation; not from forgetting painful
thoughts and experiences, but from building a
personality structure around surviving intolera-
ble experiences that precludes the capacity to
remember. These structures shape the way the
world is seen and experienced.

Infant-parent psychotherapy in these in-
stances involves identifying those aspects of the
parents’ manner of holding themselves and mov-
ing through the world that have been constricted
or distorted as a result of known or probable his-
torical trauma. These aspects include style of
self-presentation, personality structure, ways of
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organizing information, characteristic modes of
relating, and systems of self-regulation. Through
intervention that focuses on the parent’s experi-
ence of the child and the child’s experience of
the parent, infant-parent psychotherapy gently
but persistently challenges the worldview these
patterns express. The dynamic context for this is,
of course, the relational matrix created.

M E T H O D S  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N

CLINICAL ASSESSMENT

Assessment in infant-parent psychotherapy en-
tails initially identifying whether difficulties 
of significant proportions exist in the relation-
ship between an infant or toddler and his or her
caregivers, and if so, how these are expressed
and what causes them. In large measure, this
information is gleaned through clinical obser-
vation and interview initially and continuing
over time. When ambiguity initially exists,
persists, or arises in the course of therapy, it
may be appropriate in addition for the child to
be seen in the program’s developmental neu-
ropsychology unit. It may also be relevant to
seek an evaluation of a parent for diagnostic
purposes and/or medication consultation. If
clinical assessment does not result in a confi-
dent understanding of the parent or raises other
issues where further knowledge seems neces-
sary, a referral for evaluation will be initiated.

Ongoing clinical assessment entails consid-
ering development as a range of expectable ca-
pacities and dynamics. This concept is relevant
to both child and parent development. It is im-
portant that clinical observations be under-
taken by therapists who are knowledgeable
about infant/toddler and adult development.
Recognizing and understanding what typical
and atypical behaviors look like in infants, tod-
dlers, and parents is central. It is crucial to
know infant and toddler capacities and also the

range of capacities relevant to ordinary parent-
hood. It is also necessary to appreciate the
levels of meaning of behaviors and to appreci-
ate the transactions within the infant-parent
relationship.

Infants express preferences and experiences
from the first moments of life. These expres-
sions become more nuanced and complex as the
infant’s capacities unfold and expand. It takes
time and attention to get to know a particular
baby, and knowledge of the range of develop-
mentally expectable behaviors of infants in gen-
eral is necessary. However, when things are
going well enough with an infant, it is possible
to determine a sound hypothesis regarding the
meaning of his or her behaviors. When things
are going well enough, parents are very good at
participating in this process, and undertake it
on their own. Consider, for example, a mother
who knows the difference between the sound of
a “hungry cry,” a “sleepy cry,” a “tummy hurt
cry,” and a “just plain fussy cry” in her 3-
month-old.

When things are not going well enough for
an infant, it becomes increasingly difficult to
discern the meaning behind his or her behav-
ior, although the meaning is always there, even
when it is an expression of the frustration or
despair experienced in rudimentary attempts
to make sense of the world. Concomitantly,
when things are not going well enough be-
tween a parent and child, the parent is often il-
literate with respect to the infant’s signals, and
misreads or ignores them habitually. One axis
of assessment, then, is defined by these ques-
tions: How legible is the infant’s experience?
How able is the parent to understand or form
hypotheses about the meanings of the infant’s
behavior? Do parent and child engage in the
mutual construction of meaning, or is meaning
imposed unilaterally? These questions are an-
swerable much of the time through observa-
tion. One watches for distortions in parental
perceptions and the creation of behaviors in
babies and toddlers that seem primarily 
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responsive to negative perceptions and treat-
ment. Sometimes, children resemble an assem-
blage of negative projections that serve as a
framework for their own, barely discernable in-
clinations of self. Such understandings emerge
through observation, hypothesis, and provid-
ing the necessary climate of curiosity for the
voices of parent and child to emerge in all their
singularity and duality.

Silverman and Lieberman (1999) have dis-
cussed some of the ways in which negative
parental attributions not only prevent a parent
from accurately perceiving the meaning behind
a child’s behavior, but can also constrict and
influence the child’s experience of self, such
that the child may develop into conformity with
the parent’s distorted perceptual system. When
these dynamics are underway in an infant-
parent or toddler-parent dyad or triad, identi-
fying ruptures in the system—evidence of
experiences and meanings that run contrary to
the dominant account—is an important part of
the assessment process.

DEVELOPMENTAL NEUROPSYCHOLOGICAL

ASSESSMENT

Though aimed at thoroughly understanding and
including constitution and temperamental con-
tribution to a child’s apperception, this assess-
ment embraces the understanding of this child
and his or her development in the context of the
child’s signal relationships. This is achieved in
the course of four one- to two-hour sessions that
include child, parent(s), therapist, and develop-
mental neuropsychologist. It includes parent in-
terview, play observation, and formal testing of
the child, and attends to cognition, attention,
memory, motor skills, language, visual process-
ing, and social-emotional functioning. Ahern
and Grandison (2000) have described this work
in detail. Most important, the parent is the ulti-
mate recipient of what has been mutually
learned and it is the parent for whom the report

is written. The child is also included fully in the
process. The written report has proved equally
useful to other professionals with whom the
family is involved.

THE ROLE OF ASSESSMENT WITH RESPECT TO

FAMILIES’ INVOLVEMENT WITH OTHER AGENCIES

Even when no formal developmental neuropsy-
chological assessment has been conducted, the
information and understanding acquired with
the family through the process of clinical as-
sessment can be useful to other agencies in-
volved with the family.

The infant and toddler years are complex,
action-packed, emotionally intense times for
all families, and no one navigates them any-
thing like perfectly. Sometimes, professionals
working in other capacities with families of
very small children (pediatricians, day care
providers, social workers, public health nurses,
etc.) are alarmed by the emotional pitch and
intensity and the apparent vulnerability of the
infant family system. When these issues are
compounded by the stressors associated with
poverty, racial and ethnic discrimination, and
other social forces that make protecting and
providing for a family difficult for parents,
these professionals sometimes perceive greater
individual and family pathology than exists.
Birch (1994) suggested that aggressive impulses
toward children are a much ignored, ordinary,
and nonpathological part of the parenting ex-
perience for mothers. When a family comes
under professional scrutiny, sometimes profes-
sionals allow little room for this side of what
we consider to be normal parental ambivalence
toward children. Even when worrisome things
are clearly in evidence for everyone, a context
for understanding helps other professionals to
continue to work with the family in a way that
emphasizes the family’s strengths and sup-
ports them, rather than pathologizing their
vulnerabilities.
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INTERVENTION

Infant-parent psychotherapeutic intervention
has been conceptualized as involving four
modalities: concrete support, nondidactic de-
velopmental guidance, psychodynamic psy-
chotherapy, and emotional support (Fraiberg &
Fraiberg, 1980; Lieberman & Pawl, 1993; Lieber-
man, Silverman, & Pawl, 2000; Pawl & Lieber-
man, 1997; Pawl, St. John, & Pekarsky, 2000).
Emotional support has been further conceptu-
alized as the essential quality of the therapist-
patient relationship and the overall relational
matrix (Pawl, 1995b). These modalities of inter-
vention come into focus as they are relevant 
to their impact on the parent or the child indi-
vidually, and on the relationship among all
involved.

Emotional Support
Fraiberg, Shapiro, and Cherniss (1980) initially
conceptualized emotional support as a discrete
modality of infant-parent psychotherapy:

On the one hand, we provide an ongoing, non-
didactic education to facilitate the development
of the parent-child relationship and to lead par-
ents into an understanding of their baby’s needs,
and the ways they, as parents, can promote devel-
opment. On the other hand, we also address feel-
ings and psychological stress the parents may be
experiencing as they attempt to respond to the
infant’s developmental needs. (p. 65)

These activities were seen to constitute emotional
support. This has been further conceptualized as
the essential quality of the therapist-patient 
relationship, in which all of the other modalities
are embedded (Pawl & St. John, 1998).

Nondidactic Developmental Guidance
This entails the sensitive provision of develop-
mental information and observation as these
seem relevant to the overall process.

Concrete Support
Because the needs of small dependent children
often evoke feelings of need in more or less con-
scious and concrete ways in the adults who care
for them, need is frequently a theme—either
overt or covert—throughout infant-parent psy-
chotherapies. In addition, many of the families
that have been seen throughout the course of
the development of infant-parent psychother-
apy have been families whose concrete cir-
cumstances range from precarious financial
stability to abject poverty and homelessness. To
fail to attempt to assist parents in securing the
necessities of life with a small child or not to ac-
knowledge the realities of their needs would be
to relegate the treatment to uselessness.

This does not mean, however, that the infant-
parent psychotherapist enters a family with the
intention of forming a laundry list of things to
do and crossing them off one by one. On the
contrary, the extent to which and the ways in
which a therapist assists a family in getting
their concrete needs met and ambitions real-
ized is a matter of an evolving therapeutic con-
tract. In some cases, parents have no hope
initially that anything other than a ride to the
pediatrician or the grocery store could ease the
strain they experience. Such offers then repre-
sent the first token of earnestness on the thera-
pist’s part to really find ways to address the
family’s troubles as they experience them. Most
families come to find other modalities of inter-
vention equally or more helpful, and frequently,
concrete support becomes a much less relevant
mode in the course of a treatment. Conversely,
some parents are uncomfortable accepting con-
crete support from a stranger and are prepared
to consider it only after they have gotten to
know the therapist and to find the therapist re-
liable and capable of taking care of himself or
herself.

Home visiting in itself constitutes a form of
concrete support. Beyond this, concrete support
might involve providing rides or keeping a family
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company on errands or appointments; advocat-
ing on behalf of a family with landlords, social
workers, day care providers, or health profes-
sionals; locating resources such as sources of
diapers, formula, toys, clothes, or child equip-
ment; making referrals to support groups,
respite care, psychiatrists, pediatricians, or day
care; navigating the process of their enrolling
in school or job training or applying for work or
child care leave; or joining a parent in folding
the laundry during a visit. These activities are
understood and implemented such that they fit
comfortably with and can be a vital part of the
complex therapeutic relationship. Vigilance
and self-awareness on the part of the therapist
are, of course, vitally necessary, as they are in
any thoughtful treatment.

Psychodynamic Psychotherapy
Psychodynamic interventions with infant-parent
dyads and triads can be remarkably powerful.
The fact that babies so frequently function as
transference objects for their parents—as repre-
sentatives of important figures from the parents’
past, including their own parents, themselves as
infants, and other key people in the parents’
lives—has potentially positive as well as nega-
tive consequences. Intervention directed at the
infant-parent relational matrix can have reso-
nance throughout the generations; not only can
the present familial relationships be set on a
more promising path, but unresolved conflicts
and sorrows from the parental past can be re-
solved and released, and a strong and flexible
foundation can be laid for the child’s potential
future disposition as a parent. Fraiberg, Shapiro,
et al. (1980) wrote evocatively about the transfor-
mational power of the infant in infant-parent
psychotherapy: “The baby can be a catalyst. He
provides a powerful motive for positive change
in his parents. He represents their hopes and
deepest longings; he stands for renewal of the
self; his birth can be experienced as a psycholog-
ical rebirth for his parents” (pp. 53–54).

How might an infant-parent psychotherapist
assist a family in realizing this potential for
positive psychological change and growth? The
standard fare of psychodynamic psychotherapy
entails a verbal exchange between therapist and
patient focusing on observation of experience,
ideas, feelings, and behavior, and speculation
regarding the origins, functions, and signifi-
cance of these. These are also the ingredients 
of which infant-parent psychotherapeutic inter-
ventions are made, with the difference that it is
not an individual psyche that is at issue, but 
the joint representational system of the infant-
parent matrix.

Lieberman, Silverman, and Pawl (2000) ap-
plied Stern’s (1995) notion of “ports of entry”
into “the parent-infant clinical system.” They
noted that psychotherapeutic intervention in
infant-parent psychotherapy is aimed at the
web of mutually constructed meanings in the
infant-parent relationship. They identified five
commonly used ports of entry for intervention:
the child’s behavior, the parent-child inter-
action, the child’s representations of the self
and of the parent, the parent’s representations
of the self and of the child, and the parent-
therapist relationship. We would add that the
child-therapist relationship can also represent a
port of entry for intervention, although it is al-
ways inclusive interaction among the therapeu-
tic cluster that is the goal (St. John & Pawl,
2000). The infant is the agent of change only as
the infant can be experienced differently by the
parent. The baby is the final solidifier and has a
role in the entire process, but the therapist’s at-
titude and the parents’ experience of the thera-
pist, not only in relation to themselves but in
relation to the baby, is the opening wedge to the
baby’s effectiveness. Simply experiencing the
baby as the therapist sees him or her can posi-
tively affect the parental view. This is different
from a primary reliance on interpretation as the
central effort in clearing away debris for the
new experience of the child by the parent and
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by the child of the parent, although this may at
times be useful as well. (A more detailed per-
spective on the parent-therapist relationship
has been described by Pawl, 1995.)

Specific techniques of psychodynamic infant-
parent psychotherapy can include many things.
For example, the therapist might make use of in-
quiry that encourages parents to verbalize their
ideas about the infant, and may perhaps implic-
itly challenge these ideas by putting them into a
question. Such a focus, however, must not be
disingenuous. Whatever the therapist’s hypoth-
esis, it must be a hypothesis. Therapists ask be-
cause they are genuinely curious. They might
ask, “How do you know when he’s hungry?”
They might use observation-out-loud: “He is
trying to turn his head away from the bottle.”
They might use speculation-out-load: “Maybe
he doesn’t want any more milk right now.
Maybe he is full and wants to rest.” Often, ob-
servation-out-loud explores the possibility of
something positive about the parent-infant rela-
tionship and brings it to light: “Look how she
follows you with her eyes when you walk across
the room. I think she doesn’t want to lose sight
of such an important person.” Sometimes, it is
aimed at exploring something negative and fo-
cusing on that: “When you (parents) get so
angry at each other and yell so loudly, Timmy
seems to make himself as little as he can.”
Sometimes, this kind of observation must be fol-
lowed up with speculation: “I wonder whether
he is afraid that you will hurt each other again?”
Sometimes, a straightforward statement of con-
viction, with or without a piece of develop-
mental guidance, is better than a speculation:
“Children can have funny ideas about what
causes what, and they sometimes feel that they
are to blame even for things they had nothing to
do with. I believe that Timmy thinks you hurt
each other because he did something wrong.”
Representing a possible experience of the baby
has been identified as another infant-parent
psychotherapeutic technique: “I wonder if what
he’d like to say is, When you disappear from day

care and don’t say good-bye, it scares me that
you could just disappear at any moment.” Some-
times, the therapist makes an observation-in-
action, such as when a toddler brought a broken
toy to a therapist after his father stepped on it,
and the therapist in turn placed the toy in the
hands of the father. This suggests that it is the
father’s job to repair the things that are broken
between him and his son. This is, in a sense, an
emblematic comment in action.

These and related psychotherapeutic tech-
niques are aimed in general at assisting the
family in symbolizing through words, actions,
and interactions the issues that matter to
them, rather than remaining stuck in patterns
of thought and action that are unfulfilling 
or damaging to them. Domains that are fre-
quently addressed via psychotherapeutic in-
terventions include space, time, and energy.
The significance of home visiting with regard
to a family’s situation in relation to the space
they occupy has already been discussed. In ad-
dition, issues of connection, separation, and in-
dividuation are navigated across space, both
physical and psychic.

The domain of time has to do with memory
and repetition (past), the capacity for spontane-
ity, flexibility, and connectedness (present),
and the ability to be planful and hopeful (fu-
ture). One mother in our program had lost cus-
tody of an older child and was arrested in a
state of perpetual lamentation of the loss of that
child, to the extent that she would hold her new
infant close, rock her, and cry “I lost my baby. I
lost my baby.” Stranded in a kind of timeless-
ness, this woman was in the process of “losing”
her potential connection with her present baby.
The infant-parent psychotherapy involved as-
sisting this woman in moving from melancholia
to mourning (S. Freud, 1917/1957) with respect
to the loss of her first child, in becoming emo-
tionally available to her present child, and in
conceiving of a future with this child that
would be different from her own childhood and
from the pattern she had lived out with the
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older girl. (This case is described in more detail
later in the chapter.) Infant-parent psychody-
namic intervention in the domain of time also
frequently involves sorting out or establishing
generational lines that are functional for a fam-
ily, whether this means relieving the burden of
the parentified child of a depressed mother, as-
sisting a father in assuming a position of part-
nership with a mother rather than remaining in
an infantile position in relation to her and a
competitive relation to his child, or liberating a
woman who was deprived as a child from a sib-
linglike rivalrous relation with her own child.

Infant-parent psychodynamic interventions
in the domain of energy have to do with assist-
ing infant-parent dyads and triads in under-
standing the ways their respective systems of
self-regulation work in relation to one another,
how their temperaments complement or chal-
lenge one another, and how the intense influx
of both life force and demand introduced by the
presence of the baby influences the parental
system. Furthermore, through psychodynamic
intervention, depression-related depletion and
passivity may be lifted, trauma-related numb-
ing may be reduced, and anxiety-related perse-
veration may be arrested such that new reserves
of energy become available for relationships
and life.

M A J O R  S Y N D R O M E S ,
S Y M P T O M S ,  A N D  

P R O B L E M S  T R E A T E D

The symptoms and problems of central interest
to the infant-parent psychotherapist are those
embedded within the transactions of the infant-
parent relationship. These are the focus of treat-
ment. Frequently, these problems are seen as
nested in ideas of abuse, deprivation, and neg-
lect, whether emotional or more physically man-
ifested. Although problems may exist within
parent or child and clearly contribute to the
troubled relationships, they are not the primary

focus of the work, though they are totally rele-
vant and involved.

Without exception, the parents treated in this
program are diagnosable, and these diagnoses
range widely across the entire spectrum of dis-
turbances described in the DSM-IV (American
Psychiatric Association [APA], 1994). Crucial as
this information is, it is not that disturbance
that is directly treated, although treatment will
have some positive impact on those problems.
Directly treating the parent’s disturbance is not
the main intent of infant-parent psychotherapy,
even though the treatment may prove to have a
main effect in improving the adult’s function-
ing in a variety of spheres in addition to being a
parent.

Infants’ and toddlers’ diagnoses tend to be
more limited, and include Depression, Reactive
Attachment Disorder, Separation Anxiety Dis-
order, Attention Deficit Disorder, feeding and
eating disorders, sleep disorders, and syn-
dromes that may be revealed by neurodevelop-
mental assessment. Outside of DSM-IV, the
Diagnostic Classification Zero to Three (1994) di-
agnostic framework offers a useful system for
discerning and describing what can go awry re-
garding infants’ and toddlers’ capacities, rela-
tional orientations, and ways of experiencing
the world.

The problems treated using infant-parent
psychotherapy focus on what occurs between
parent and child, even as the therapist must
strive to understand the internal world of each
participant.

C A S E  E X A M P L E

DIAGNOSIS

Helen and her 1-year-old baby Angel were re-
ferred for infant-parent psychotherapy by the
social worker at the halfway house where they
had been living for the previous six months.
The referral was made because of this worker’s
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concerns that Helen’s mental illness left her at
risk of neglecting Angel. Helen carried a diag-
nosis of Schizoaffective Disorder, for which she
received disability assistance and was pre-
scribed Stelazine. She was followed by a psychi-
atrist at the county hospital, who met with her
on a once-monthly basis for medication moni-
toring. Helen had lived on her own since she
was 16 years of age, rotating between periods of
precarious stability during which she managed
to maintain housing, usually shared with tran-
sient friends, and periods of decompensation
during which she was homeless or lived in shel-
ters. She had suffered numerous traumas, in-
cluding a rape and a stabbing, and she exhibited
posttraumatic symptomotology such as dereal-
ization, disassociation, and numbing as well as
the severe mood and thought disturbances
present during periods of decompensation. She
also suffered from pervasive depression and her
thinking was extremely concrete.

Helen had had another daughter, Cathy,
eight years prior to this pregnancy and had
lost custody of her on grounds of neglect when
she was an infant. Angel’s birth had precipi-
tated a decompensation, and Helen had re-
ceived more comprehensive mental health
assessment and treatment at that point because
Angel’s presence in her life brought her to the
attention of multiple mental health and social
service systems. The two lived for a time in a
residential psychiatric program for mothers
and babies, and then were discharged to the
halfway house where they currently resided.
The halfway house social worker who referred
the pair for infant-parent psychotherapy re-
ported that Helen was “so depressed she was
depressing the baby,” and that “all she talks
about is her other kid.”

CASE FORMULATION

The infant-parent psychotherapy assessment
confirmed the social worker’s impression that

Helen’s psychological disposition was adversely
affecting Angel, and that Helen was preoccu-
pied with thoughts of her older daughter to
Angel’s detriment. As was described previ-
ously, Helen would clasp Angel to her and rock
her with a faraway look in her eyes, repeating,
“I lost my baby. I lost my baby.” She rarely
spoke directly to Angel, except in an inauthen-
tic-seeming syrupy babytalk. She attended to
Angel, but only in a noncontingent way. That is,
she was given over completely to rituals of child
tending such as feeding and bathing, but she
administered to her automatically, rather than
in response to perceived needs and desires on
Angel’s part, and treated Angel as though she
were a much younger infant: a babe in arms. She
tended to dress Angel (as well as herself) in
multiple layers of clothing that constricted her
movement and to feed her more frequently and
in bigger quantities than necessary or desirable.

Helen found it anxiety-provoking to leave the
house, and so the pair were confined to a small
interior space that was shared with other men-
tally disabled adults and one other, younger
infant. Angel was receiving precious little stim-
ulation and had few arenas in which to exercise
the expansion of motor, cognitive, or social-
emotional developmental capacities. She had
long since given up efforts to engage her mother
in nuanced exchanges, and instead presented as
an alarmingly placid 1-year-old. Helen experi-
enced Angel’s ability to smile on cue and her
compliance with and perhaps enjoyment of the
cuddling sessions Helen initiated as evidence
that Angel was a “happy baby.” On the contrary,
we saw Angel as a depressed, deprived 1-year-
old well on the way to developmental delay in
many areas.

TREATMENT APPROACH AND RATIONALE

FOR ITS SELECTION

We saw Helen as suffering from a mental illness
that had bearing on her ability to adequately
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parent Angel, but that might not preclude the
possibility that she could succeed in this re-
gard. That is, it was clear that her historical vul-
nerability to decompensation put her at risk for
again finding herself in a state in which it was
impossible to care for Angel, and there were
even now serious problems in her present rela-
tionship with Angel. It seemed possible that the
care Helen was receiving now would enable her
to maintain an adequate level of functioning
such that infant-parent psychotherapy could be
beneficial. Specifically, Helen was in psychi-
atric treatment and was medically compliant,
was in a stable, assisted-living housing situa-
tion, and was receiving a number of family sup-
port services that had not been available to her
in the past.

The infant-parent psychotherapy that ensued
focused on two areas. First, the therapist as-
sisted Angel in reinitiating and amplifying a
signaling system that had fallen into disuse as a
result of the failure of her environment to re-
spond. Second, the therapist focused on loosen-
ing the grip of Helen’s perseverative ideas about
her older daughter so that she was able to per-
ceive and respond to Angel in the here and now.
Both of these processes were facilitated by the
therapist’s attentiveness to the immediate ob-
servable experience of both mother and child.
She made use of all of the techniques of inter-
vention described previously to bring Helen
and Angel into focus for each other and to assist
them in communicating with each other.

The therapist learned early on that it was nec-
essary to be very specific and clear with Helen,
whose concrete thinking and pervasive sense of
ominousness conspired to make the world quite
frightening for her. For example, the therapist’s
use on one occasion of the expression “I’ll keep
my eyes peeled” inspired terror in Helen, who
could not keep the gruesome image this phrase
evoked out of her head. Any metaphors, in other
words, tended to be more baffling and unset-
tling than enlightening, and it was necessary to
avoid them. In addition, the therapist developed

a special communicative style with this pair 
in response to their combined difficulties. This
style was characterized by a slight expansion or
amplification of responses—surprise, puzzle-
ment, amusement, consternation—as a way of
enlivening the affective field and highlighting
the expressive texture that most people take for
granted and deploy and respond to as a matter
of course. She expressed both her own experi-
ences and her understanding of Helen’s and
Angel’s experiences in this way. For example,
once, when Helen was methodically spooning
oatmeal into Angel’s mouth despite the fact
that Angel seemed more and more reluctant to
consume it, the therapist said, “Angel, you look
like you’re so finished you’re ready to say ‘No
more oatmeal!’ ” and stuck out her tongue.
Angel laughed and stuck out her tongue too. As
predicted, Helen found the therapist’s antics
amusing and intriguing rather than irritating 
or unremarkable. When Helen was treated
inconsiderately by a disability clerk, the thera-
pist registered indignation and anger in a simi-
lar, slightly intensified manner, and Helen
responded with wonder that someone would
“get their dukes up over me.”

From these initial sparks of affectively
charged exchange, a true system of signal and
response caught fire between Helen and Angel.
Miraculously, as the flesh-and-blood child in
her care became more real and present for
Helen, the older child receded to her place in
the past. The therapist assisted in this process:
for example, when Helen made her global state-
ment “I lost my baby,” she responded by saying
“You are remembering Cathy and feeling sad
about the things that happened to the two of
you back then.” Helen was able eventually to ar-
ticulate her fear that she would inevitably lose
Angel just as she had lost Cathy, and the thera-
pist was able to reassure her “Angel is right here
in your arms.” Helen and the therapist retraced
the events that had occurred in the past, identi-
fied the elements of Helen’s life that were dif-
ferent now, anticipated junctures that might be
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difficult in the future, and planned ways of cop-
ing and securing extra help should Helen’s dis-
tress increase.

But they never strayed far in their conversa-
tions from their present interactions with Angel.
Angel herself became the most engaging advocate
for the urgency of the present. Within a few
months of the beginning of treatment, Angel
became much more expressive and engaging dur-
ing sessions. She demanded her mother’s atten-
tion with age-appropriate insistence. It took
longer for her to maintain this persistence outside
of the sessions; the therapist’s missing amplifica-
tions and focus resulted in less effectively re-
warding responses from Helen to Angel than
when in the therapist’s presence. Over time, how-
ever, Helen’s ability to engage on her own in en-
livened, responsive interactions with Angel took
hold, and she became a devoted and effective, if a
somewhat odd and sometimes sad, mother.

POSTTERMINATION SYNOPSIS AND

EFFECTIVENESS DATA

The two remained in infant-parent psychother-
apy for three years. At the time of termination
they were living independently, and Helen still
made use of the psychiatric services available to
her through the county hospital. Angel attended
a family day care, where she had a positive
relationship with the provider and enjoyed in-
teractions with other children. Her vulnera-
bilities included a tendency to withdraw into
elaborate fantasy play when upset or anxious.
Her strengths included her creativity and pleas-
ure in artistic activities, an advanced vocabu-
lary and appetite for conversation, and powerful
imaginative capacities that drew certain adults
and children toward her. It seemed to us a
poignant picture of how this child had learned
to survive in a world mediated by a mother as
devoted but troubled as hers. When the going
got rough, Angel retreated into a fantasy world
that was perhaps a version of the mysterious

world of her mother’s disturbance, but she com-
municated its intrigues successfully enough
that others were motivated to stay in touch with
her when she went there. And, unlike her
mother, that world was one that she symbolized,
rather than one that impaired her capacity for
symbolization.

Helen and Angel continue to live indepen-
dently seven years after termination. Helen has
continued to receive individual psychiatric treat-
ment, but no educational or family support pro-
fessional involved with the pair has seen cause to
refer Angel for mental health treatment or to
bring the family to the attention of the Depart-
ment of Human Services.

S U M M A R Y

Although infant mental health programs vary
greatly in the structure and specific foci of their
services, many share a commitment to treating
infants in the context of their family from a
psychodynamic perspective, and the modality
of infant-parent psychotherapy has provided a
theoretical framework and a technical model
for doing so. Mental health professionals spe-
cializing in infancy address clinical concerns in
a broad range of areas, including the internal
experiences of infants and toddlers; the inter-
nal experience of parents or primary caregivers;
and the delicacy and power of expectations and
experiences of interpersonal exchange, includ-
ing exchanges between patients and therapists.
These professionals are knowledgeable in the
areas of mental health and its disturbances,
human development, and the practical de-
mands of being the parent of an infant or tod-
dler. They are familiar with the multitude of
social systems in which families routinely or
occasionally become involved, such as the med-
ical, educational, social service, and legal sys-
tems. They are committed to treating infants in
the context of the relationships in which they are
embedded, and are inclined to think in terms of
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the child-caregiver dyad whenever difficulties
are presented by either. These professionals also
are highly aware of the impact they themselves
have on their clients. Tracking the vicissitudes of
these relational networks is a vital aspect of the
therapeutic endeavor.
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THE EVOLUTION OF PSYCHODYNAMIC

THEORIES OF CHILD DEVELOPMENT

Freud was the first to give meaning to mental
disorder by linking it to childhood experiences
(Breuer & Freud, 1895) and to the vicissitudes of
the developmental process (S. Freud, 1900). His
original developmental formulations (S. Freud,
1905) radically altered our perception of the
child from one of somewhat idealized naïveté
and innocence. He suggested that children are
constitutionally predisposed to an inevitably
partially successful struggle to adapt their sex-
ual and aggressive instincts to the demands of a
civilized society. S. Freud (1933) painted a pic-
ture of the child as an individual in turmoil, con-
stantly struggling to master biological needs and
make these acceptable to society. He posited that
the drama takes place universally in the develop-
ment of every human being within the micro-
cosm of the family (S. Freud, 1930).

Over a period of 45 years of psychoanalytic
writing, Freud gradually moved from seeing
psychological problems as arising out of sup-
pressed emotions, which gained expression in
the form of symptoms, to an increasingly com-
plex view, where the counterbalance of psycho-
logical forces within the mind was seen as the
critical aspect of psychological adaptation. In
his last full formulation, the so-called structural
model, S. Freud (1923) envisioned three psychic
agencies: (1) instinctual, principally sexual and
aggressive energies located in the id; (2) an in-
ternalized set of moral values encoded in the
superego; and (3) adaptive mechanisms organ-
ized in the ego. In this complex model, normal
adaptation could be seen as the harmonious
functioning of these agencies, whereas psycho-
logical abnormality invariably reflected a break-
down of the ego’s capacity to respond to the
demands of the id, the superego, and the exter-
nal environment.

Ego psychologists both elaborated and bal-
anced Freud’s view by focusing on the evolution
of children’s adaptive capacities, which they bring
to bear on their struggle with their biological
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needs. Hartmann (1939) attempted to take a
wider view of the developmental process, to
link drives and ego functions, and to show 
how negative interpersonal experiences beyond
the expectable range could jeopardize the evolu-
tion of the psychic structures essential to adap-
tation. He also showed that reactivation of
earlier structures (regression) was the most im-
portant component of psychopathology. Hart-
mann (1955, p. 221) was among the first to point
to the complexity of the developmental process,
stating that the reasons for the persistence of a
particular behavior are likely to be different
from the reasons for the original appearance of
the behavior earlier in development. Among 
the great contributions of ego psychologists are
the identification of the ubiquitous nature of
intrapsychic conflict throughout development
(Brenner, 1982) and the recognition that genetic
endowment, as well as interpersonal experi-
ences, may have a critical influence on the
child’s developmental path.

Freud’s daughter, Anna Freud, was strongly
influenced by these psychological ideas of 
the North American psychoanalytic tradition,
although her practice was in London. Her
major contribution was linking normal emo-
tional development to diagnosable psychopath-
ology (A. Freud, 1965). She charted normal
development along a series of “developmental
lines” and made the powerful suggestion that
equilibrium between developmental processes
was a key aspect of normal development. Her
work emphasized that symptomatology is 
not a fixed formation, but rather a dynamic en-
tity superimposed on, and intertwined with,
an underlying developmental process. A child
whose environment selectively compromised
some but not other developmental processes
was thought to be at risk of maladjustment and
psychopathology. Anna Freud’s vision of the
relationship of development and psychopathol-
ogy lies, conceptually at least, at the heart of
the new, integrative discipline of developmen-
tal psychopathology (see Sroufe, 1990).

Margaret Mahler (1968) drew attention to the
paradox of self-development: that the achieve-
ment of a separate identity involves giving up a
highly gratifying closeness with the caregiver.
Her observations of the “ambitendency” of chil-
dren in their second year of life assisted under-
standing of individuals who experienced chronic
problems consolidating their individuality.
Mahler’s framework highlights the importance
of the caregiver in facilitating separation and
helps explain the difficulties experienced by
children whose parents fail to perform a social
referencing function for the child: evaluating for
them the realistic danger associated with unfa-
miliar environments (Feinman, 1991; Hornik &
Gunnar, 1988). A traumatized, troubled parent
may hinder rather than help a child’s adaptation
(Terr, 1983). An abusive parent may altogether
inhibit the process of social referencing (Cic-
chetti, 1990; Hesse & Cicchetti, 1982). The patho-
genic potential of the withdrawing object, when
confronted with the child’s wish for separate-
ness, was further elaborated by Masterson (1972)
and Rinsley (1977) and helps to account for the
transgenerational aspects of psychological dis-
turbance (see Baron, Gruen, & Asnis, 1985;
Links, Steiner, & Huxley, 1988; Loranger, Old-
ham, & Tullis, 1982).

Edith Jacobson (1964) and Joseph Sandler
(1987) further elaborated the ego psychological
model. Both theoreticians suggested a move
away from the mechanistic psychological
model suggested by Freud to one that was far
more compatible with modern cognitive neuro-
science. They de-emphasized the biologically
rooted notions of drives and instincts, replac-
ing these with constructs such as wishes and
the role of representational structures in the
child’s mind and how these might mediate
both reality and its distortion associated with
internal conflict. Sandler’s development of A.
Freud’s and Jacobson’s work (e.g., Sandler &
Rosenblatt, 1962) coherently integrated the
developmental perspective with psychoana-
lytic theory. His comprehensive psychoanalytic
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model has permitted developmental researchers
(Emde, 1983, 1988a, 1988b; Stern, 1985) to inte-
grate their findings with a psychoanalytic for-
mulation, which clinicians also have been able
to use. At the core of Sandler’s formulation lies
the representational structure, which contains
both reality and distortion and is the driving
force of psychic life. A further important compo-
nent of his model is the notion of the back-
ground of safety (Sandler, 1987), which is
closely tied to Bowlby’s concept of secure at-
tachment (Bowlby, 1969).

Concurrently, in the United Kingdom, a com-
pletely different approach to psychodynamic
theory grew out of the work of Melanie Klein
(1946). One of Klein’s fundamental postulates
was the assumption of two radically different
modes of mental functioning. The first, the para-
noid-schizoid position, described a state of
mind (prototypically in the human infant) in
which loving and destructive feelings toward
the love object could not simultaneously be ac-
commodated, so that the conflict had to be dealt
with by splitting, that is, creating separate im-
ages of the loved and the hated figure. With cog-
nitive development, this inevitably leads to what
Klein termed the depressive position, in which
children recognize that the object they love and
the one they hate are one and the same. Klein’s
ideas originally met with considerable skepti-
cism because of her extravagant assumptions
about the cognitive capacities of infants, which
were incompatible with the state of developmen-
tal knowledge at that time. More recently, devel-
opmental research has confirmed many of
Klein’s claims (Gergely, 1991), such as those con-
cerning the perception of causality (Bower,
1989) and causal reasoning (Golinkoff, Hardig,
Carlson, & Sexton, 1984). Klein’s ideas rapidly
became popular, principally because of the help-
fulness of her clinical observations. For example,
she proposed the notion of projective identifica-
tion, a concept that others subsequently devel-
oped to provide a means of accounting for the
common experience of therapists that patients

can exert a significant influence over the thera-
pist’s state of mind. Klein believed that projec-
tion was the most basic mechanism available to
children to deal with destructiveness: They rid
themselves of their destructive fantasies by
placing them onto other persons. It is only
through the therapist’s interpretive work, par-
ticularly with such destructive fantasies, that
children are enabled to reclaim disowned as-
pects of themselves and allow for the develop-
ment of a less malevolent and more realistic
appraisal of others.

Studies of severe character disorders by psy-
choanalysts in Britain focused on the early rela-
tionship with the caregiver as a critical aspect
of development. Fairbairn (1952) shifted theo-
retical emphasis from the satisfaction of biolog-
ical desires to the individual’s need for the
other. This helped shift psychoanalytic atten-
tion from structure to content, and profoundly
influenced both British and North American
psychoanalytic thinking. Working in this tradi-
tion, and also influenced by Klein, Donald
Winnicott (1965) proposed a number of funda-
mental psychodynamic developmental notions,
such as primary maternal preoccupation, the
mirroring function of the caregiver, and the
transitional space in development between fu-
sion and separateness, within which symbolic
thought and play were considered to be rooted.
Most recent studies support Winnicott’s asser-
tions concerning the traumatic consequences of
early maternal failure, particularly maternal
depression (see, e.g., Cummings & Davies,
1994), and the importance of maternal sensitiv-
ity for the establishment of a secure relation-
ship (Ainsworth, Blehar, Waters, & Wall, 1978;
Belsky, Rovine, & Taylor, 1984; Bus & van Ijzen-
doorn, 1992; Grossmann, Grossmann, Spangler,
Suess, & Unzner, 1985).

Heinz Kohut (1977), who was probably influ-
enced by Winnicott’s work, rekindled the inter-
est of North American psychoanalysts in the
interpersonal aspects of early development. He
saw the caregiver as having a mirroring role
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and the goal of development as one of achieving
a coherent sense of self. If the caregiver is able
to become a “selfobject,” empathically attuned
to the infant’s or young child’s mental states,
the child’s sense of personhood will be firmly
established. Within a self psychology, drive the-
ory took secondary importance. Kohut (1971)
suggested that the dominance of drives was
itself an indication of the child’s failure to have
attained an integrated self structure, which nor-
mally would adequately regulate drive states.
Kohut’s formulations concerning narcissistic
personality structures have been highly influen-
tial and helpful in extending the applicability 
of psychodynamic approaches from the strictly
neurotic to the so-called character disorder
spectrum of disorders.

Kernberg’s systematic integration of struc-
tural theory and object-relations theory (Kern-
berg, 1976, 1982, 1987) is probably the most
frequently used psychoanalytic model, particu-
larly in relation to personality disorders. His
model of psychopathology is developmental, in
the sense that personality disturbance is seen to
reflect the limited capacities of the young child
to address intrapsychic conflict. Kernberg
followed Jacobson and Sandler in seeing the
mind as principally a representational organ. 
He postulated the existence of relationship
representations consisting of self, object, and af-
fect that characterize the specific relationship.
Kernberg reconceptualized the theory of drives,
seeing these as developmental achievements, in-
tegrations of multiple triadic self-object-affect
representations. Whereas in neurotic cases, the
integration achieved is relatively complete, in
personality disorders, the self and other repre-
sentations are only partial and are infused with
overwhelming and extreme emotional states of
both ecstasy and persecutory terror and ag-
gression. Kernberg’s ideas have been enor-
mously influential in psychoanalytic thinking
and are particularly helpful because they lend
themselves relatively well to operationalization
and empirical study (Clarkin, Kernberg, & Yeo-
mans, 1999).

John Bowlby’s (1969, 1973, 1980) exposition of
attachment theory shares this virtue of open-
ness to empirical scrutiny. Bowlby’s work on
separation and loss focused developmentalists’
attention on the importance of the security
(safety and predictability) of the earliest rela-
tionships. Safety and predictability must be ex-
perienced for the child to acquire a capacity for
relatively problem-free later interpersonal rela-
tionships. Bowlby assumed that representa-
tional systems and internal working models
evolve based on a template created by the earli-
est relationship of the infant to the caregiver. If
the expectation that need and distress will be
met by comforting is encoded into these mod-
els, the child will be able to approach relation-
ships in a relatively undefensive way. If this is
not the case, if the child’s caregivers lack sensi-
tivity (Ainsworth et al., 1978), the child’s repre-
sentational system will be defensively distorted
to either minimize or heighten experiences of
arousal and dismiss or become entangled in the
response of others (Main, Kaplan, & Cassidy,
1985).

Daniel Stern (1985) took a novel approach to
the psychoanalytic study of childhood. His mile-
stone contribution to the psychoanalytic theory
of development is exceptional in being norma-
tive rather than pathomorphic and prospective
rather than retrospective. Like Kohut, his main
concern is the development of a coherent self
structure. His psychoanalytic model, however,
has much in common with Sandler’s representa-
tional theory as well as Kernberg’s focus on the
affective aspect of early relationships.

THE EVOLUTION OF PSYCHODYNAMIC

TECHNIQUE WITH CHILDREN

Specific therapeutic techniques that could help
psychoanalysts to address the psychiatric prob-
lems of childhood did not appear until the
1920s. S. Freud’s observations concerning the
psychology of young children prepared the way
for the application of the insights gained from



Psychodynamic Approaches to Child Therapy 109

psychoanalytic treatment of adults to the treat-
ment of children. Best known are Freud’s grand-
son’s separation game (S. Freud, 1920) and his
case study of Hans (S. Freud, 1909), a 5-year-old
with an animal phobia, whose treatment by his
physician father was supervised by Freud.
Freud used these observations principally to
confirm his assumptions about infantile instinc-
tual life through the direct observation of chil-
dren and to prevent him (and other adult
psychoanalysts) from making false developmen-
tal assumptions (S. Freud, 1926).

Hermine Hug-Helmuth (1920, 1921) was the
first clinician to use the technique of play ther-
apy. Her pioneering work, now largely forgot-
ten, combined an insight-oriented technique,
focused primarily on the child’s unconscious
sexual fantasies, with a powerful developmental
perspective, whereby she saw children as need-
ing to be “strengthened” in the mental capaci-
ties needed for their developmental tasks. This
latter emphasis has echoes in present-day cogni-
tive therapy and psychoanalytic approaches.

The other great pioneers of the field, Anna
Freud (1946) and Melanie Klein (1932), inde-
pendently (but frequently with reference to one
another) evolved techniques to enable clinicians
to take a psychoanalytic therapeutic approach
to children. Working under the influence of
Karl Abraham (1927), a Berlin-based psychoan-
alyst, Klein regarded children’s play as essen-
tially the same as the free association of adults:
motivated by unconscious fantasy activated
principally by the relationship with the analyst
and requiring verbalization (interpretation) if
the child’s anxiety was to be adequately ad-
dressed. The interpretation of the child’s deep
anxieties concerning destructive and sadistic
impulses was the principal focus of child ana-
lytic work. She advocated that therapists estab-
lish an interpretative relationship, even with
preschool children, from the beginning. The
emphasis placed on the relationship with the
analyst meant that work with parents and other
adults in the child’s life (e.g., teachers) was not
seen as central.

Klein saw direct interpretation of the projec-
tive processes as critical. In “Notes on Some
Schizoid Mechanisms” (Klein, 1946) and “The
Origins of Transference” (Klein, 1952), she dis-
cussed the importance of the common child-
hood unconscious fantasy of placing part of the
self into another person and perceiving un-
wanted qualities in the other rather than in one-
self to relieve oneself of unwanted feelings
(such as greed or envy). She regarded this form
of fragmentation of the sense of self as part of
normal infantile development, but as the cause
of pathology and the key focus for interpreta-
tions when it persisted beyond infancy. She as-
sumed that although projective identification
was distressing, it also helped children to create
the fantasy, not only that the other was the “con-
tainers” of their own unwelcome traits, but also
that (as these unattractive attributes still partly
belonged to the self) the children could control
the other person (object). The clinician’s under-
standing was enriched by the assumption that
children’s perception of him or her gave clues
about conflictual aspects of their experience of
themselves. Bion (1959) showed how such pro-
jective experiences could be expected to have an
impact on “the container” and how the capacity
of that individual to “metabolize” (understand
and accept) the projection may be critical 
in development as well as in the success of
therapy. Thus, the therapist’s subjective experi-
ence (countertransference) could be a clue to
the child’s unconscious fantasies, and the ther-
apist’s capacity to understand and tolerate 
these became the key component of successful
treatment.

Modern Kleinians (e.g., DeFolch, 1988;
O’Shaughnessy, 1988) have, to some degree,
modified the classical Kleinian position; early
interpretations of assumed deeply unconscious
material are less frequently offered, and there
is greater attention to the defensive qualities of
many manifestations of the child’s noncon-
scious processes. The immediate interaction
with the analyst, however, remains the core
focus of therapeutic work, and the underlying
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conceptualization continues to be based on 
the notion of fragmentation of the self-
representational structure, which may be un-
done through verbalization and interpretation.
The countertransference experience of the
therapist is the central guide.

Drawing on the work of Klein, Winnicott
(1965, 1971) reinforced Klein’s emphasis on the
influence of early life on childhood pathology
while introducing additional techniques into
child analysis. For example, specific drawing
techniques were used, and Winnicott also em-
phasized nonverbal aspects of the therapist’s
stance, in particular the importance of a “hold-
ing” environment and the central role of play.
One of his major contributions was the concept
of a transitional area between self and object,
where the subjective object and the truly ob-
jective object are simultaneously recognized
(Winnicott, 1971). This insight was critical in de-
veloping an appreciation of the interpersonal na-
ture of therapeutic interaction in child analysis
(Altman, 1994).

By contrast, Anna Freud’s approach placed
more emphasis on the child’s developmental
struggle with adaptation to a social as well as an
intrapsychic environment. Her training as a
nursery school teacher led her to be very con-
cerned with children’s actual external circum-
stances, as well as their unconscious internal
world. She made fewer assumptions concerning
the meaning of children’s play, approached ther-
apeutic work far more gradually, recommended
working in collaboration with parents and teach-
ers (particularly in communicating understand-
ing derived from the therapy), and focused far
more on the complications and conflicts arising
from children’s libidinal (sexual) impulses than
on innate aggression. Her focus was on chil-
dren’s wish to protect their fragile internal
world from conflict by adopting psychological
strategies (mechanisms of defense; A. Freud,
1936) such as denial, repression, or identification
with the aggressor. The focus of her technique
therefore was the interpretation of defenses and,
through this, the anxieties that motivated them.

Her approach to child analysis invariably
takes into consideration the limitations im-
posed by development on the child’s “ego func-
tioning,” and focuses primarily on the support
of the development of the ego and the restora-
tion of the child to a normal developmental
path. Pine (1985) stressed that the analyst, like
the parent, creates a supportive environment
for the child’s incompletely developed ego. He
saw such techniques as mutative in their own
right and considered interpretations in the con-
text of support to be qualitatively different from
interpretations in the context of abstinence, as
is recommended by Kleinian child analysts. The
pressure for the analyst to be an active and
“real” participant in the therapeutic situation
has grown in recent years (see also Altman,
1992; Warshaw, 1992). However, many of these
reconceptualizations lack coherent theoretical
rationale and specific technical recommenda-
tions as to how departures from abstinence may
be put to good therapeutic effect.

Freudian child psychoanalysis became popu-
lar as a treatment in the United States in the
first half of this century, and was systemati-
cally described by Anna Freud and her col-
leagues (Sandler, Kennedy, & Tyson, 1980); it
has also influenced many forms of psycho-
dynamic treatment of children and families. In-
dividual child psychodynamic psychotherapy,
based on these principles, is frequently used
and highly regarded among child psychiatrists
and psychologists in the United States (Kazdin,
Bass, Siegel, & Thomas, 1990). In the United
Kingdom, as well as in Latin America, Melanie
Klein’s model proved to be more popular.

U N D E R L Y I N G  T H E O R E T I C A L
C O N S T R U C T S

As the historical review indicates, there is no
agreed upon formulation shared by all psy-
choanalytic schools. There are major theoreti-
cal divisions, which overlap in part with
issues of technique originating from different
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understandings of the nature of development
and psychopathology (King & Steiner, 1991).
Nevertheless, there are probably a core set of as-
sumptions to which all psychodynamic thera-
pists would, to a greater or lesser extent,
subscribe. They can be summarized as follows.

PSYCHOLOGICAL CAUSATION

Psychodynamically oriented child therapists
assume that mental disturbance may be use-
fully studied at the level of psychological causa-
tion, that is, that the representation of past
experience, its interpretation and meaning,
largely unconscious, determines children’s re-
action to their external world and their capacity
to adapt to it. The emphasis on psychic causa-
tion does not imply either a lack of respect for
or inattention to other levels of analysis of
childhood psychiatric problems, such as the bio-
logical, the family, or broader social factors.
Nevertheless, psychiatric problems, whether at
the root genetic or constitutional or socially
caused, are seen by the psychodynamically
oriented child clinician as the meaningful con-
sequence of the child’s unconscious beliefs,
thoughts, and feelings, and therefore as poten-
tially accessible in psychotherapy.

UNCONSCIOUS MENTAL PROCESSES

Psychodynamic clinicians assume that the ex-
planation of conscious ideation and intentional
behavior requires the assumption of complex
unconscious mental processes functioning outside
of awareness. Psychodynamic clinicians pro-
bably no longer think in terms of “an uncon-
scious” in the sense of a physical space where
forbidden or repudiated feelings and ideas are
stored. Yet, they assume that nonconscious fan-
tasies, associated with wishes for gratification
or safety, profoundly influence children’s be-
havior and their capacity to regulate affect and
to adequately handle their social environment.

INTERPERSONAL INTERACTIONS

Like cognitive scientists, psychodynamic thera-
pists assume that the experience of the self with
others is internalized, leading to representational
structures of interpersonal interactions that, at the
simplest level, determine the child’s expecta-
tions of others, and more elaborately determine
the “shape” of self and other representations
and the nature of the internal world of the
child. Psychodynamic clinicians from different
traditions formulate this general idea somewhat
differently. Bowlby’s (1973, 1980) concept of
“internal working models” of self-other rela-
tionships based on the infant-mother relation-
ship is perhaps the closest to formulations from
other areas of clinical psychology. In essence,
all so called object-relations theories posit that
the emotional life of the child (and adult) is
organized around mental representations, how-
ever partial, of the self in relation to an impor-
tant figure, imbued with a specific affect (e.g.,
Kernberg, 1976).

CONFLICT

The ubiquity of intrapsychic conf lict is as-
sumed. It is seen as causing suffering (or a felt
lack of safety; Brenner, 1982). Adverse child-
hood environments may create intrapsychic
conflicts of overwhelming intensity and/or fail
to equip the child adequately to deal with con-
flicts within the normal range of early experi-
ence (Winnicott, 1965). Thus, trauma (such as
loss of a caregiver) or long-term abuse under-
mines personality development by intensifying
incompatible wishes or reducing the child’s ca-
pacity to resolve conflicts through mental
work.

DEFENSE

The child is predisposed to modify unaccept-
able unconscious wishes through a range of
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mental mechanisms aimed at reducing the
sense of conflict. Defense mechanisms form a
developmental hierarchy, which reflects the de-
gree of pathology experienced by the individ-
ual; developmentally early defenses, such as
splitting, or projective identification, are nor-
mally associated with more severe distur-
bances. A neurotic symptom, such as phobic
anxiety, may be understood as a result of dis-
placement of fear from the representation of one
model of interaction (e.g., father-child) to an-
other (e.g., teacher-child). Considerably more
resistant to therapy is the more primitive de-
fense of splitting of affect, whereby a child
alternately derogates and idealizes the caregiv-
ing figure. Immature or early defenses are as-
sumed to reflect the absence of higher-level,
integrative capacities (Pine, 1985).

MULTIPLE MEANINGS

Psychodynamic therapists assume that chil-
dren’s communication in the session has mean-
ing beyond that intended by the children and, by
analogous mechanisms, that children’s symp-
toms carry multiple and complex meanings, reflect-
ing the nature of their internal representations
of others and others’ relationship to the children
as they perceive it. The therapist is able to bring
children’s attention to aspects of their behavior
that are ego-dystonic and hard to understand. By
making appropriate links, the therapist illus-
trates to children that these behaviors may be
seen as rational in terms of unconscious mental
experience and psychic causation (Sandler et al.,
1980).

TRANSFERENCE

It is generally accepted that internalized repre-
sentations of interpersonal relationships, which
determine the child’s behavior with others in
the outside world, also become active in the

context of the therapeutic relationship. They do
so by means of the process known as transfer-
ence. The relationship to the therapist has pri-
macy, in that it provides a window to the child’s
expectations of others and can come to be a ve-
hicle for the unwanted and disowned aspects of
the child’s thoughts and feelings. Transference
displacement may include such aspects of past
relationships or past fantasies about these as
well as conflictual aspects of current relation-
ships to parents, siblings, or important others.
The relative neutrality and ambiguity of the
therapeutic relationship encourages external-
izations of repudiated aspects of past relation-
ships (R. L. Tyson & Tyson, 1986), but the
situation becomes more complicated because
the child’s verbal and nonverbal behavior must
naturally have an impact on the therapist’s ex-
perience. However, modern psychodynamic
therapists tend to make extensive use of their
subjective reactions to understand the roles
that the child is implicitly asking them to play.
Through exploring the role they have been
placed in by the child, therapists are enabled to
achieve a better understanding of the child’s
representation of role relationships and feelings
about them (Tyson & Tyson, 1986).

THE WHOLE PERSON

Modern psychodynamic child psychotherapy
emphasizes the current state of children in re-
lation to their environment, history of past 
relationships, and adaptations to these. Psy-
chotherapists generally recognize that the
therapy they offer has an important holding or
containing function in the child’s life, which,
beyond interpretation and consequent insight,
creates the possibility of a reintegration or re-
organization of the child’s internal world that
in turn facilitates the child’s adaptive develop-
ment. The child therapist thus takes a whole
person perspective, encompassing all aspects 
of the child’s unfolding concerns (biological,
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environmental, intrapsychic). The establish-
ment of a relationship with an adult that is
open and nonexploitative may serve as the
basis of new internalizations, bringing about a
healthier resolution of pathogenic experiences.

M E T H O D S  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N

ASSESSMENT

Traditionally, psychodynamic therapists have
worked with relatively less severely disturbed
young people. Hoffman (1993), Glenn (1978),
Sandler et al. (1980), and others have identified
the criteria of suitability for psychodynamic
psychotherapy as the following:

1. Good verbal skills and psychological-mind-
edness, that is, the ability to conceive of
behavior as mediated by mental states
(thoughts and feelings). Equally important
here is the child’s capacity to tolerate
awareness of conflicts and anxieties, partic-
ularly those previously kept unconscious,
without risking substantial disorganization
or disintegration of the personality.

2. A supportive environment that is able to
sustain the child’s involvement in an in-
tense and demanding long-term interper-
sonal relationship. Particularly important
here is the willingness of parents to re-
spect the boundaries of the child’s therapy
and promote the child’s commitment to
the treatment.

3. A diagnostic assessment that indicates the
primacy of internal conflict underlying
symptomatology.

4. Traditionally, psychotherapists were reluc-
tant to treat children with major develop-
mental deficits (ego deviations) that were
not the result of unconscious conflict and
therefore could not be seen as resolvable
through insight.

5. As the child’s motivation for treatment
stems from anxiety, guilt, or other unpleas-
ant affects, these experiences are often
seen as essential to ensuring the child’s
commitment to the treatment as well as a
sense of agency (a sense of responsibility
for one’s problems and actions).

6. It is assumed that a capacity to form rela-
tionships and develop trust must be pres-
ent for psychodynamic therapy to operate.

There is evidently a group of children com-
monly treated by psychodynamic psychother-
apy who do not meet the criteria discussed
above. We have described this group in our ret-
rospective examination of case records at the
Anna Freud Centre (Fonagy & Target, 1996a,
1996c). Other descriptions by Cohen, Towbin,
Mayes, and Volkmar (1994), Towbin, Dykens,
Pearson, and Cohen (1993), and Bleiberg (1987,
1994a) have arrived at strikingly similar de-
scriptions. This group of children appear to
suffer from a variety of deficiencies of psycho-
logical capacities, indicated, for example, by
lack of control over affect, lack of stable self and
other representations, and diffusion of their
sense of identity.

Whereas the two groups may be readily
distinguished in terms of descriptive criteria,
elsewhere, we have tentatively suggested a con-
ceptual framework that may help to provide a
theoretically based psychodynamic distinction
(Fonagy, Edgcumbe, Moran, Kennedy, & Target,
1993). In this model, we distinguish children
whose problems may be seen as a consequence of
distortion in mental representations, either of
others or of themselves. Such distorted represen-
tations may arise out of exceptional environmen-
tal factors or defensive distortions associated
with various forms of intrapsychic conflict.
Broadly speaking, these children correspond to
what has traditionally been regarded as the neu-
rotic category. By contrast, children with more
severe problems, who usually present with mul-
tiple disorders, low levels of adaptation, and
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poor personality functioning, may be seen as
suffering from defensive inhibition or distortion
of mental processes rather than just the mental
representations that such processes generate.
Thus, for this group of children, a wide variety
of situations are likely to bring about maladap-
tive functioning, as the very capacities that may
be involved in achieving adaptive functioning
are impaired. Although biological factors may
play an important role in both types of pathol-
ogy, in both cases, the focus on psychological
causation is retained. For example, inhibitions
on specific ways of thinking occur as attempts at
adaptation.

METHODS OF INTERVENTION

Important considerations from the point of
view of psychotherapeutic technique arise out
of this distinction. Disorders of mental repre-
sentation are well served by a primarily inter-
pretive therapeutic process, which aims at
addressing distorted ideas and integrating re-
pudiated or incoherent notions of self and
other. The reintegration of split-off (repressed),
often infantile but troublesome ideas into the
child’s developmentally appropriate mental
structures is the therapeutic aim (Abrams,
1988). In the more severely disturbed group of
patients, this kind of approach has limited use-
fulness. There is a need for strengthening or
disinhibiting mental processes that may have
been disengaged (decoupled) or distorted for
defensive or constitutional biological reasons.
These patients may need assistance in labeling
and verbalizing affects and ideas. Much of psy-
chodynamic intervention aimed at the so-called
neurotic patient may change the organization
or the shape of the child’s mental representa-
tion (Sandler & Rosenblatt, 1962). To regenerate
mental processes, an alternative set of psycho-
dynamic techniques, emphasizing a develop-
mental approach, is necessary. Our review of
current therapeutic approaches is based on this
distinction.

Therapeutic Approaches Addressing Disorders of
Mental Representation
It follows from the assumptions of psychody-
namic psychotherapy reviewed above, that child
therapists using these techniques expect chil-
dren to be using distorted and/or unconscious
mental representations in maladaptive ways.
For example, children may unconsciously rep-
resent their father as cruel and rageful, a repre-
sentation distorted by their own unconscious
aggression. Further, it is anticipated that these
distortions have a developmental dimension
whereby ideas or feelings are more appropriate
to an earlier stage of development and are likely
to confuse the child’s current perceptions
(Abrams, 1988). The separation (repression,
denial, displacement) of such early ideas is as-
sumed to be defensive. For example, the percep-
tion of a caregiver as cruel and destructive may
be based on an infantile perception of that par-
ent. As a consequence of the pain associated
with this perception of a loving father, this rep-
resentation never came to be integrated into the
evolving representation of the father in the
child’s mind. It exists as a separate yet disturb-
ing idea. Children may react to the presence of
such a representation as potentially painful and
incompatible with their perception of the parent
as loving and affectionate. By displacing this
perception onto others whom they then per-
ceive as frightening, children may exaggerate
the subjective likelihood of burglars or other
intruders attacking them and their family. Of
course, if such ideas are based on the external-
ization of their own aggressive feelings toward
the father, it is these feelings that have to be ad-
dressed in the context of the therapy.

The therapist, using the child’s verbalization,
nonverbal play, dream reports, or other behav-
iors, attempts to create a model of the child’s
conscious and unconscious thoughts and feel-
ings. On the basis of this model, the therapist
helps children to acquire an understanding of
their irrational or at times inappropriate feel-
ings and beliefs. This kind of understanding
may, under ideal conditions, result in the 
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integration of developmentally earlier modes of
thinking into a more mature and age-appropri-
ate framework. The structure of the treatment
appears to be relatively unimportant. Some
therapists use toys or games, others more read-
ily engage children in a process of self-
exploration. In most contexts, the therapist
works to draw attention to possible uncon-
scious determinants of the child’s behavior.
Therapists tend to use material of the child’s
fantasy and play in conjunction with other in-
formation they have obtained about the child
(parental reports, school reports, etc.) to con-
struct a plausible picture of the child’s emo-
tional concerns. The most common foci of
psychodynamic child therapists tend to be chil-
dren’s concerns about their body, anxieties
about conscious or unconscious destructive or
sexual impulses, and concerns about relation-
ships with or between caregivers or siblings or
peers.

Psychodynamic therapists use a range of
standard techniques. These have been system-
atized on the basis of empirical studies by
Paulina Kernberg (1995), who observed a num-
ber of somewhat overlapping but reliably distin-
guishable categories of interventions. These
include:

1. Supportive interventions aimed at reduc-
ing children’s anxiety or increasing their
sense of competence and mastery using
suggestion, reassurance, empathy, or the
provision of information.

2. Summary statements or paraphrases of
children’s communication to that point
that support and develop the therapeutic
exchange with the children.

3. Clarifications of children’s verbalization
or affect. These help prepare children for
interpretation or simply direct their atten-
tion to noticeable aspects of their behavior,
such as a repeated tendency to behave in
self-defeating, self-destructive ways.

4. Interpretations attempt to identify and
spell out representations of which children

are likely not to be aware and which they
are likely to find difficult or totally unac-
ceptable. It is therefore expected that chil-
dren will show a certain degree of
resistance to such verbalizations on the
part of the therapist. Interpretations have
to be carefully timed to maximize their ac-
ceptability to the child. Ideally, therapists
accumulate considerable evidence to sup-
port their conjectures, making their accep-
tance more or less automatic.

In formulating an interpretation, the thera-
pist is well advised to concentrate attention on
the therapeutic situation itself, where evidence
is most likely to become available. Although the
therapist often may be able to identify signifi-
cant connections between the child’s behavior
in therapy and what the therapist knows about
the child’s past experience, interpretations, at
least in the early phase of treatment, are best re-
stricted to the child’s current conflicts, in the
immediate context brought into the therapy.
The ultimate aim of the therapist is to provide
the child with an emotionally meaningful, com-
prehensive understanding of the connections
between past experiences and current methods
of coping with conflict.

Kernberg (1995) distinguishes three kinds of
interpretations: (1) interpretations of defenses,
(2) interpretations addressing repudiated
wishes, and (3) reconstructive interpretations.
The first of these draws the child’s attention to
actual exclusion of certain ideas from aware-
ness. This focuses attention on certain contents
but also invites the child to consider alternative
strategies for coping with or expressing these
ideas or feelings. The second kind of interpre-
tation generally aims to explain the child’s be-
havior in terms of a putative nonconscious
wish. Most frequently, the need for defense is
explained in terms of the presence of an uncon-
scious wish. For example, the therapist might
say, “I think you tend to forget your dreams be-
cause in these dreams, you are able to think
about how angry you feel with your father and
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about your wish to punish him in cruel ways
for how he has treated you.”

Reconstructive interpretations aim not only
to explain a current state of affairs in the
child’s mind, but also to give an account of
how this may have come about. The reconstruc-
tion of early experience in this context is
somewhat controversial. Psychodynamically
oriented psychotherapists frequently assume
that the representation the child constructs of
them is powerfully influenced by the child’s
prior experiences with caregivers, but it does
not invariably follow that these experiences
find direct expression in such representations.
For example, a child might see the therapist as
a critic who persistently undermines the
child’s sense of confidence and well-being. The
child is thus evidently externalizing an inter-
nal representational figure who constantly
bombards the self with disparagement and
criticism. Such a representation may well be
the product of defensive maneuvers rather
than an indication of the presence of a severely
critical adult figure in the child’s past. Thus,
the therapist might safely interpret “I think
you are worried about my criticizing you be-
cause there is a voice inside your head that
constantly says that you are such a naughty
child that nobody could love you.” It would
probably be unwise to assume, however, that
such a critical figure was actually part of the
child’s earlier experience. Such an “internal ob-
ject” is more likely to be a split part of the
child’s self-representation, which may indeed
be based on the internalization of an actually
destructive and aggressive caregiver or may be
a disowned destructive or aggressive part of the
child, separated off precisely because the per-
ceived kindness of the actual parent made such
aggressive impulses seem totally unacceptable
and intolerable to the child. In either case, what
needs to be addressed in reconstructive inter-
pretations is how unacceptable a child finds
even a small amount of residual aggression and
destructiveness that has remained as part of

the self structure. Through verbalization of
these defensive aspects, children are gradually
able to modify their internal standards for ac-
ceptable ideas and feelings and take on board
the destructive aggression as part of their self-
representation, leading to greater integration
and flexibility in their psychic functioning.

Thus, therapists’ interventions mostly tend
to combine a focus on defenses, wishes, and
past or current experience. Such interventions
have in common a focus on the child’s emo-
tional experience in relation to these domains.
The therapeutic action of psychoanalytic psy-
chotherapy is assumed to be “work in the
transference” (Strachey, 1934). The child’s in-
teraction with the therapist becomes increas-
ingly invested with affect as the therapy
progresses, as internal representations of rela-
tionships find expression in the relationship
with the therapist. “Working through,” help-
ing children to understand their reactions to
the therapist in terms of anxieties, conflicts,
and defenses, is regarded as the essence of
therapeutic work.

The development of the transference is facili-
tated by (1) the therapist’s neutrality; (2) emo-
tional availability (attunement to the child’s
predicament); (3) encouragement to freely ex-
press thoughts and feelings; (4) the regularity
and consistency of the therapeutic structure;
and (5) the child’s underlying perception of the
therapist as a benign figure (Chethik, 1989).
The transference relationship offers a window
on both the nature of the child’s relationship
with the caregiver, as experienced by the child,
and aspects of the child’s experience of the
self—particularly those aspects the child expe-
riences as unacceptable and wishes quickly to
externalize onto the figure of the therapist.
This role enables the therapist to learn about
the child’s internal world. Distorted mental
representations are identified, clarified, and
understood and ideally reintegrated with 
the mature aspects of the child’s thinking
(Abrams, 1988).
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For example, a shy, frightened, and with-
drawn boy, age 8, who was referred because of
his depression, developed an exceptionally acri-
monious relationship with his therapist. The
therapist frequently found herself shamed and
ridiculed, endlessly failing in the tasks set by
the child, and accused of being stupid. The
child simultaneously bullied and patronized
the therapist. The therapist gently showed the
child how he often considered himself not to be
good enough and placed himself in situations
where this would be all too evident. Gradually,
the idea was presented that being insignificant
and “no good” was preferable (safer) because it
avoided the even more unpleasant possibility of
observing that the therapist or his parents
might be disappointed with him. Eventually,
the problem was traced back to his guilt feelings
about his sadistic, aggressive feelings toward
his younger brother, whose birth precipitated
his depressive episode.

Termination of the treatment is signaled by
(1) symptomatic improvement; (2) improved
family and peer relationships; (3) the ability to
take advantage of normal developmental oppor-
tunities; (4) the ability to deal with new envi-
ronmental stressors; and (5) the ability to use
the therapy more effectively (experience the
therapy as helpful, allow the therapist’s inter-
pretive work to continue, express feelings more
readily, show gratitude as well as criticism and
anger, show insight, humor, and healthy self-
mockery, etc.; Kernberg, 1995). “Traditional”
psychodynamic treatment of this sort is rarely
prolonged; much may be achieved in once-
weekly meetings over one year, although treat-
ment length is generally 18 months to two years
(Fonagy & Target, 1996c).

Therapeutic Approaches Addressing 
Disorders of Mental Processes
Not all childhood disorders respond readily to
psychotherapeutic intervention. Over recent
decades, the psychodynamic approach has been
extended to children who are categorized as

narcissistic, borderline, or severely conduct dis-
ordered and delinquent as well (see, e.g.,
Bleiberg, 1987, 1994a, 1994b; Marohn, 1991;
Rinsley, 1989). From a psychodynamic perspec-
tive, most children with so-called neurotic
disorders may be understood in terms of distor-
tions of mental representations of either self or
other (Sandler & Rosenblatt, 1962). The dis-
torted ideas with which more severely dis-
turbed children tend to present cannot be
readily addressed solely by interpretative psy-
chotherapeutic work. Ideas that, in less severely
disturbed children, appear to be repudiated
(aggression or aggressive sexual ideation) are
often consciously accessible for such children;
insight into these seems of little therapeutic rel-
evance. Defenses, as normally conceived, are
often hard to identify. Referring to children’s
anxiety rarely makes them feel understood; it
simply leaves them confused. Psychodynamic
understanding of these children is possible if
we assume that defensive operations for this
group do not simply entail the modification of
specific ideas and feelings but rather the mental
processes responsible for generating the mental
representations (Fonagy et al., 1993). For exam-
ple, children traumatized by their caregiver
find contemplating the caregiver’s feelings and
ideas intensely painful because, at least in their
eyes, these must involve the caregiver’s wish to
harm them. Thus, they defensively inhibit the
psychological functions (mental processes) re-
sponsible for generating representations of
mental states, at least in the context of attach-
ment relationships (Fonagy et al., 1995).

The therapeutic approach required to ad-
dress problems of inhibited mental processes
are qualitatively different from those that may
be helpful in treating neurotic children. The
therapist’s task is to make children feel that it
is once again safe to make full use of their
mind. It may be assumed that most mental
processes are, at least potentially, available,
and the free exploration of thoughts and ideas
serves to disinhibit the child’s pervasive
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defensive stance. Therapeutic approaches with
such children have increasingly emphasized
the promotion of opportunities for playing with
ideas (Fonagy & Target, 1996b). To some degree,
the therapeutic approach is unchanged. It is the
aim of therapy that is modified (Fonagy & Tar-
get, 1998). Neither the recovery of repressed
memories or feelings, nor arriving at an under-
standing of unconscious reasons for their avoid-
ance is relevant to therapeutic change. The very
process of achieving understanding or the very
act of contemplating feelings and ideas may, in
itself, help severely disturbed children to re-
cover their capacity to regulate, organize, and
represent mental states. Some techniques re-
quired to achieve this end have been previously
systematically excluded from psychodynamic
work with neurotic children because of their ex-
pected interference with therapeutic neutrality.

Effective interventions are surprisingly sim-
ple and include strategies such as (1) the en-
hancement of reflective processes through
observation and verbalization of the child’s feel-
ings; (2) the enhancement of impulse control
through helping the child identify ways of chan-
neling impulses into socially acceptable forms of
behavior; (3) building cognitive self-regulatory
strategies through symbolization and metaphor
and by the demonstration of the therapist’s own
capacities for the modulation of experience
through reflective thinking and talking; (4) gen-
erating interest in the mental states of others,
often, at least initially, by focusing on the child’s
perception of the therapist’s mental state; (5) de-
veloping the child’s capacity to play, at first with
objects, then with others, and finally with feel-
ings and ideas; and (6) the demonstration to the
child of multiple ways of seeing physical reality
(Bleiberg, Fonagy, & Target, 1997). Looked at in
this way, psychodynamic therapy is no longer
considered a predominantly insight-oriented,
conflict-solving psychological treatment, but
rather a developmentally based mentalization-
enhancing approach. It may link diverse thera-
peutic orientations such as systemic family

therapy and cognitive-behavioral therapy (CBT).
For example, both CBT and mental-process-
oriented psychodynamic psychotherapy aim to
enhance the child’s capacity to organize and
structure experiences. The difference lies in the
focus of the cognitive approach on particular
mental schemata, whereas the psychodynamic
approach aims at promoting a broad set of capac-
ities. We expect that an important component of
the effectiveness of both therapeutic orientations
may be mediated through the rekindling of the
child’s confidence in the self-organization of in-
ternal states. A more focused approach is likely
to be more appropriate to children with less per-
vasive dysfunctions. As yet, there is no evidence
available to substantiate this kind of distinction.

P R O B L E M S  F O R  W H I C H  T H E
P S Y C H O D Y N A M I C  A P P R O A C H

I S  E X P E C T E D  T O  
B E  E F F I C A C I O U S

The psychodynamic approach to child therapy
was designed to treat what has traditionally
been referred to as neurotic disturbance.
P. Tyson (1992) describes neurosis as character-
ized by (1) a predominance of internalized con-
flicts producing symptoms, (2) a capacity for
affect regulation, and (3) a capacity for self-
responsibility. Kernberg (1975) has added to this
list the predominance of repression as a mecha-
nism of defense. However, modern descriptive
psychiatry has largely discredited the term neu-
rosis as lacking in clarity and reliability, and
probably also overinclusive and based on an out-
moded theory of psychological disorder.

Despite this slight, neurosis refused to disap-
pear. Empirical studies of psychiatric symptoms
in children (Achenbach, 1988, 1995) support a di-
chotomy between internalizing (emotional) dis-
orders and externalizing (conduct) disorders. In
an oversimplified way, this dichotomy distin-
guishes children who make themselves miserable
(i.e., those who experience their symptoms as
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ego-dystonic) from children who make everyone
but themselves miserable (i.e., those who experi-
ence their symptoms as ego-syntonic).

Obviously, an easy differentiation between
inner suffering and outwardly directed misery
does not stand up well to close clinical scrutiny.
Aggressive, delinquent, and hyperactive chil-
dren experience much suffering and inner tur-
moil (Katz, 1992; O’Brien, 1992), just as surely
as anxious and inhibited youngsters can entrap
their parents and teachers in a tight web of con-
trol and unhappiness.

Nonetheless, the internalizing-externalizing
dichotomy captures meaningful dimensions of
children’s psychopathology. Clinically, children
with internalizing disorders resemble the anx-
ious, inhibited, neurotic children that consti-
tute the primary indication for child analysis
according to the child analytic literature; inter-
nalizing disorders can be roughly described as
neurosis shorn of theoretical baggage.

There is little research available on the out-
come of psychodynamic treatment that might
guide appropriate application (Weisz, Weiss,
Morton, Granger, & Han, 1992). The most exten-
sive study of intensive psychodynamic treat-
ment was a chart review of more than 700 case
records at a psychoanalytic clinic in the United
Kingdom (Fonagy & Target, 1996c; Target &
Fonagy, 1994). The observed effects of psycho-
dynamic treatment were relatively impressive,
particularly with younger children and those
with an emotional disorder or a disruptive dis-
order whose symptom profile included anxiety.
Children with pervasive developmental disor-
ders or mental retardation appeared to respond
poorly to psychodynamic treatment. There was
some evidence that more intensive treatment
was desirable for children with emotional dis-
orders whose symptomatology was extremely
severe and pervasive.

Some smaller-scale studies demonstrated that
psychodynamic therapy could bring about 
improvement in aspects of psychological func-
tioning beyond psychiatric symptomatology.

Heinicke (1965; Heinicke & Ramsey-Klee, 1986)
demonstrated that general academic perfor-
mance was superior at one-year follow-up in
children who were treated more frequently in
psychodynamic psychotherapy. Moran and
Fonagy (1987; Fonagy & Moran, 1990; Moran,
Fonagy, Kurtz, Bolton, & Brook, 1991) demon-
strated that children with poorly controlled di-
abetes could be significantly helped with their
metabolic problems with relatively brief inten-
sive psychodynamic psychotherapy. Lush and
colleagues (Lush, Boston, & Grainger, 1991) in
a naturalistic study offered preliminary evi-
dence that psychodynamic therapy was helpful
for children with a history of severe depriva-
tion who were placed in foster homes or
adopted. Improvements were noted only in the
treated group. Negative findings, however,
were reported by Smyrnios and Kirkby (1993).
In this study, no significant differences were
found at follow-up between a time-limited 
and a time-unlimited psychodynamic therapy
group and a minimal contact control group.

All these studies suffer from severe method-
ological shortcomings, including (1) small
sample size; (2) nonstandardized, unreliable
assessment procedures; (3) nonrandom assign-
ment; (4) nonindependent or overnarrow 
assessments of outcome; (5) lack of full specifi-
cation of the treatment offered; and (6) the ab-
sence of measures of therapist adherence.
Better evidence is available for the success of
therapeutic approaches that cannot be consid-
ered as direct implementations of psychoana-
lytic ideas. Kolvin et al. (1981), for example,
demonstrated that psychodynamic group ther-
apy had relatively favorable effects when com-
pared with behavior therapy and parent
counseling, particularly on long-term follow-
up. A sobering finding is reported by Szapoc-
znik and colleagues (1989), who randomly
assigned disruptive adolescents to either indi-
vidual psychodynamic therapy, structural fam-
ily therapy, or a recreational control group. Both
active forms of treatment led to significant
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gains, but on one year follow-up, family func-
tioning had deteriorated in the individual
therapy group while the child functioning was
improved for both groups.

Interpersonal psychotherapy, although not a
psychodynamic treatment, (Klerman, Weiss-
man, Rounsaville, & Chevron, 1984), neverthe-
less incorporates interpersonal psychodynamic
principles. In a preliminary implementation of
this therapy for depressed adolescents, Mufson
and colleagues (Mufson, Moreau, Weissman, &
Klerman, 1993) report promising results. In
terms of the conceptual framework outlined
above, these children would be described as
suffering from disorders of mental representa-
tion. Generally, pervasive developmental disor-
ders, psychosis, and major deficiencies in
psychological capacities are regarded as nega-
tive indications. Although there have always
been a number of child psychotherapists who
have attempted to work with psychotic and
autistic children (e.g., Alvarez, 1992; Klein,
1930), the majority have felt that they cannot
help these children using psychoanalytically
oriented work. More recently, however, the psy-
chodynamic approach has been extended to
apply not only to so-called neurotic disorders,
but also to the understanding and treatment 
of borderline, narcissistic, delinquent, and con-
duct disordered youngsters (Bleiberg, 1987,
1994a, 1994b; Marohn, 1991; O’Brien, 1992; Rins-
ley, 1989), as well as schizoid and even psychotic
children (e.g., Cantor & Kestenbaum, 1986). We
have seen how clinical work with these more
severely disturbed children quickly highlights
the limitations of the “classical” analytic strat-
egy. Bleiberg, Fonagy, and Target (1997) identi-
fied two clusters of youngsters who may be
regarded as suitable for modified psychody-
namic therapy, notwithstanding the severity of
their disorder. They suggest that these clusters
have in common the presence of at least one
emotional disorder (e.g., depression, dysthymia,
Generalized Anxiety Disorder, Separation Anx-
iety Disorder, social phobia); however, these

symptoms must be seen in the context of a
broader disturbance of social and emotional de-
velopment, including marked impairment of
peer relationships, affect regulation, frustration
tolerance, and poor self-esteem.

One subgroup, designated Cluster A, are char-
acterized by fragile reality contact and thought
organization, idiosyncratic magical thinking,
ideas of reference, suspiciousness, and deep dis-
comfort in social situations. They can neither
make full sense of the social world, nor commu-
nicate adequately their internal states. They re-
semble the Cluster A Diagnostic and Statistical
Manual of Mental Disorders (DSM-IV) personality
disorder diagnoses for adults, and children de-
scribed by Cohen et al. (1994) and Towbin et al.
(1993) as multiplex personality disorder. By con-
trast, Cluster B children (if referred below school
age) show a hunger for social response, intense,
often dramatic affect, clinginess, hyperactivity,
and temper tantrums. School-age children may
meet Axis 1 criteria for Attention-Deficit/
Hyperactivity Disorder, Conduct Disorder, or
Mood Disorder, but their lack of adequate affect
regulation is the major feature of the picture; a
sense of elation and blissful merger with others
close to the child seems to alternate with rage
and self-hatred. They have been linked to adult
“dramatic” personality disorders (Cluster B) and
have been described by Bleiberg (1994a, 1994b)
and by Petti and Vela (1990). We have linked both
clusters to an impairment of reflective fun-
ction (Bleiberg et al., 1997). With the more se-
verely disturbed children in these two clusters,
the therapeutic approach that addresses disor-
ders of mental processes, described above, is
appropriate.

C A S E  S T U D Y

HISTORY, DIAGNOSIS, AND ASSESSMENT

A few days after his tenth birthday, David was
found unconscious on the floor at school. He
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had refused to have breakfast and had had a hy-
poglycemic episode. Since the diagnosis of dia-
betes at the age of 7 years, he had had at least 12
hospitalizations associated with hypoglycemic
episodes. David’s referral for psychodynamic
therapy was preceded by several attempts at be-
havioral intervention and two years of family
therapy. David’s referral was prompted by the
need to improve control over his diabetes, but
his violence and provocation of family members
and peers was an equally grave source of con-
cern. He was aggressive with his mother and fa-
ther and was immediately abusive with the
therapist as soon as he showed curiosity and in-
terest in David. David met the DSM-IV diagnos-
tic criteria for Oppositional Defiant Disorder
and hyperactive-impulsive Attention Deficit
Disorder, and suffered from anxiety and mal-
adaptive health behavioral problems that af-
fected his ability to control his diabetes.

David’s mother had had considerable diffi-
culties even before his birth. An unwanted and
aggressive child, she had been sent away to
boarding school at the age of 5. David, her first
child, strained her meager resources. She was
unable to feed him or see him for two weeks
after his birth and remained on antidepressants
for most of his early years. When David was 3,
she was briefly hospitalized for depression. Ag-
gression seemed to be an accepted part of life 
in this household. In her fights with David,
mother “gave as good as she got,” sometimes
sitting on him, hitting him in the head, and
pulling his hair. David’s father was a conscien-
tious provider who retired to the sidelines after
coming home from work, leaving his wife to
handle the three children, but then denigrating
her for her failure to manage them.

CASE FORMULATION

David showed an unusual form of intense
resistance from the very beginning of his as-
sessment: He could not tolerate his therapist

thinking about him. This intolerance mani-
fested itself in the form of a quite generalized
unwillingness to contemplate the thoughts and
feelings that anyone might have about anyone
else close. David appeared to be almost phobic
about the thoughts and feelings that people
generally could be expected to experience. He
protected himself from his therapist’s thinking
about him just as he might have tried to blot out
his mother’s rejection of him through her years
of depression and then active hostility. His
vehement attacks on his therapist and the thera-
peutic process attempted to obliterate the real-
ity of the therapist’s interest and insight,
maintaining an illusion of mutual lack of con-
cern. Simply interpreting this state of affairs
was of little help to David. Cases such as his
highlight the limitations of conflict interpreta-
tion. They also point out that limited mentaliz-
ing abilities are rooted in various combinations
of developmental deficit—constitutionally and/or
environmentally derived—and active defensive ef-
forts against the awareness of mental states.

TREATMENT APPROACH AND

RATIONALE FOR ITS SELECTION

The therapeutic situation in itself pushes chil-
dren to become aware of another person’s men-
tal state. When children actively resist such
awareness, the therapist may focus the children’s
attention on his or her own mental state rather
than attempting to comment on their goals, be-
liefs, and desires. Clinical experience has shown
that children find it helpful to focus interven-
tions around their perceptions of the therapist’s
mental states, as a precursor to self-reflection.
Many such children find the mental states of
adults around them either confusing or frighten-
ing. The therapeutic environment provides a rel-
atively safe context for getting to know the way
they are seen by others, which can then become
the core of their own self-perceptions. Thera-
pists, of course, do not necessarily reveal to the
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children what they actually experience; rather,
they share with the children their perception of
how the children might be experiencing the
therapist’s state of mind at that moment. Some
therapists have used guessing games along
these lines (Moran, 1984), which seem to appeal
to certain children, and we include an illustra-
tion of this form of technique. The approach
taken here was described elsewhere as psycho-
dynamic developmental therapy (Fonagy & Tar-
get, 1996d).

David entered treatment and wasted no time
in launching vicious attacks and attempts to
provoke the therapist. Although seemingly an
imaginative, creative boy, his material somehow
lacked the qualities of spontaneity and mutual-
ity. David insisted on playing a stereotyped
board game of his own invention. The game
consisted of describing an alien culture of ex-
ceptional physical and intellectual prowess. The
therapist interpreted that this helped him to
feel competent in the therapeutic environment,
which in so many ways felt frightening and
alien. Such interventions, however, failed to
alter the pattern.

Indeed, David perceived his therapist as
frightening and as potentially violent. Interpre-
tations of David’s projection of his anger onto
the therapist were rarely effective in curtailing
his attacks, which often required direct physi-
cal restraint. The alternative to attack was re-
treat. Increasingly, he would withdraw form the
therapeutic encounter. When it seemed rele-
vant, the therapist commented on David’s un-
certainty about his identity except when angry
and fighting; on his secret pleasure in the phys-
ical contact with his mother, however violent
and frightening this was; on his rebellion
against authority, his lack of acceptance of his
illness, and many other themes. Such interpre-
tations only led to more abusive behavior. He
claimed not to care about the therapist, whom
he found stupid and irrelevant. In response, the
therapist talked about David’s difficulty in un-
derstanding or expressing what was going on in
his mind and the terrible helplessness this

caused him to feel. David shrugged his shoul-
ders, said his head was empty, and buried him-
self in his comic book.

David’s attacks on his therapist continued.
The more the therapist tried to forge links in
David’s mind, the more hostile or withdrawn
David became. Even when David felt under-
stood, the consequences were dire. About one
year into his treatment, in an exceptionally
lively session, David acknowledged feeling en-
slaved by his mother, his diabetes, and his ther-
apy. This moment of rare therapeutic exchange
was short-lived. Soon afterward, David was
hospitalized in a ketotic state and on return to
the sessions, appeared even more withdrawn.

David frequently accused the therapist of
wearing a Darth Vader mask. At other times, he
would look at the therapist and ask, “What’s
the matter? Do you want a fight?” Beyond high-
lighting the ever present fear of the therapist,
these comments gave a clue as to the reasons
David could derive little help from interpreta-
tions that went beyond reflecting his current af-
fect. Looking at a person gave him no clear idea
of the person’s mental state. He could rely only
on a fixed, concrete image: a cruel, vindictive
other. His sense of himself as a being with a
mind was so poorly established that he would
not conceive of his therapist as someone trying
to understand a mental life that he could hardly
grasp himself. David’s obsessive fantasies of
alien figures, incapable of affect and possessing
destructive mental powers, became understand-
able as proto-representations in which subjec-
tive experience had been replaced by mindless
aggression.

David’s therapist was inventive; a game
emerged in the second year of treatment in
which David and his therapist made notes on
“what I think you think I am thinking about
you today.” David wished to repeat this game
day after day for months. Increasingly, he
would call for a round at times of heightened
anxiety during his session. Taking his cue from
David, the therapist focused on clarifications of
David’s current mental state, particularly in 
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relation to him, rather than offering formula-
tions of David’s unconscious feelings about his
past and present relationships.

During one session, the therapist and David
played “tennis” on the table. David won and
showed the guilty anxiety he often manifested
on such occasions. He became highly excited
and began to throw himself on the couch,
shouting the names of tennis stars. The thera-
pist said: “I wonder if you think I might be less
disappointed if I knew I had been beaten by a
great tennis player, and then you would not
have to feel so uncomfortable.” Rather than re-
plying, David stood up on the couch and hit the
therapist with his racquet. The therapist moved
out of harm’s way but did not restrain David. A
few moments later, David shouted: “You don’t
know me!” The therapist replied: “You don’t
want me to know you, because then I might not
like how big and strong you feel.” David spun
round and round on his heels making himself
dizzy and collapsed in a heap on the floor. He
then said he had a headache, intimating that he
was dangerously hypoglycemic. The therapist
assumed that David was feigning the headache
both to test the therapist and to take revenge
against him. Reflecting on the confusion he felt
about David’s possible urgent need for food, the
therapist said, “One can feel very helpless when
one doesn’t really know how someone else feels,
but it’s even worse when one doesn’t know how
one feels oneself. I think you feel very fright-
ened that if you become strong and powerful, I
will no longer want to help you and perhaps
just let you die.” David, without saying a word,
emptied the contents of his pockets onto the
carpet. He then proceeded to stuff everything
back in a careless way so that there was no room
for about a third of his pieces. Before the thera-
pist could say anything, David snapped, “Why
don’t you just shut up?” The therapist said, “By
bullying me and shouting at me, I think you
hope to get rid of all the thoughts and feelings
that you feel we could not cope with.” David
looked at his therapist for the first time in a
friendly way and suggested they play the “I

think you think” game. He wrote, “frightened”
as his first guess about what the therapist
thought David thought, then added “get lost!”
The therapist confirmed that he thought David
was frightened because somehow he felt that
his success would destroy the therapist and
then David would get lost.

POSTTERMINATION SYNOPSIS

In this interchange, the therapist treated
David’s aggression as a defense against the anx-
iety that close mental contact engendered in
him. Gradually, David became more prepared
to contemplate fears, thoughts, and wishes in
himself and in his therapist. In the third and
fourth year of David’s treatment, his terror of
being seen as “bad” began to surface. His un-
provoked, excessively aggressive acts could now
be seen as aimed at people whom he experi-
enced as seeing him in a negative way. Thera-
peutic work on David’s avoidance of
recognizing thoughts and feelings, and his anx-
ieties about being shamed, helped him to estab-
lish diabetic control and settle into school. His
treatment, which lasted four years, was success-
ful in that his destructive outbursts were
greatly reduced and his deliberate self-harm
ceased. His relationships with others, however,
remained restricted and somewhat mistrustful.

S U M M A R Y

Psychodynamic psychotherapy has a well-
developed and helpful body of theory that has
inspired many generations of clinicians. Psy-
chodynamic ideas are applied in contexts well
beyond the treatment of psychiatric disorders,
such as the fields of psychology, other social
sciences, literature, and the arts. Psychody-
namic psychotherapy is one of the oldest
theory-driven forms of psychological treat-
ment of mental disorders (probably antedated
only by hypnosis). Nevertheless, in terms of
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empirical investigations of either its underly-
ing constructs or its therapeutic outcome, it is
still in its infancy.

The shortcomings of psychodynamic ap-
proaches include:

1. Lack of operationalization in most descrip-
tions of technical interventions, whose ef-
fectiveness is supported almost entirely by
evocative case illustrations.

2. Inadequate specificity regarding techni-
cal interventions appropriate for children
with a particular diagnosis or clinical pre-
sentation.

3. Limited evidence of efficacy, specially evi-
dence derived from randomized, controlled
trials.

4. A rather loose relationship among theory/
ies of psychopathology (in turn, poorly
supported by empirical data), theory of
technique, and technique as actually car-
ried out in clinical practice.

5. Lengthy treatments, with rather global
goals, raising concerns about cost-
effectiveness.

6. Shortage of reliable procedures for evaluat-
ing ongoing clinical progress.

7. A significant heterogeneity of therapeutic
approaches within this category, defying
integration and rationalization.

8. An overt as well as covert antagonism on
the part of many psychodynamic practi-
tioners to the idea of systematic evaluation
and scrutiny.

Psychodynamic child therapists thus face
formidable challenges to their clinical and the-
oretical convictions, to their professional sta-
tus, and, as managed care relentlessly expands
its control over reimbursement and denies pay-
ment for child therapy, to their livelihood.
There are many of us, however, who, notwith-
standing our awareness of the current limita-
tions of the approach, remain convinced of its
unique value, not just as a methodology for the

study of the psychological difficulties of child-
hood, but also as a method of clinical interven-
tion with children whom we find it hard to
reach using other methods. Psychodynamic
child clinicians are for the most part well aware
of the tremendous challenge they face in per-
suading health care organizations as well as
consumers of services of the unique value of
their approach. Considerable work remains to
be done, but a new culture of research is now
emerging within the psychoanalytic commu-
nity (Emde & Fonagy, 1997; Wallerstein & Fon-
agy, 1999). It is, we believe, a realistic hope that
over the next decade, substantial evidence will
emerge that will delineate the specific value of
the approach for the long-term development of
children with psychological disorders. Work is
already underway at a number of centers inter-
nationally, and time will tell whether psycho-
dynamic treatment works and, if so, for whom.
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Eating Disorders in Adolescence

CECILE RAUSCH HERSCOVICI

H I S T O R Y  O F  T H E
T H E R A P E U T I C  A P P R O A C H

Eating disorders are a major health problem 
in most Western countries and rapidly becom-
ing an issue of concern in the majority of West-
ernized cultures. They have become a frequent
prototypical disorder of female adolescent de-
velopment in our time and the third most
prevalent chronic condition for this group. A
review of the studies of mortality rates for
Anorexia Nervosa shows that compared to fe-
males 14 to 24 years old in the general popula-
tion, these patients are 12 times more likely to
die. When comparing death rates of Anorexia
Nervosa with those of female psychiatric pa-
tients for this age range, the former are twice as
likely to die (Sullivan, 1995). Only 10% of those
presenting with eating disorders are males.
Gordon (2000) refers to eating disorders as “eth-
nic disorders” to emphasize the sociocultural
factors that explain their increase in our time.
This concept, originally proposed by Deveraux
(1980) proposes that certain disorders express
the contradictions and anxieties that are partic-
ular to a particular culture at a certain historical

period. As is characteristic of ethnic disorders,
eating disturbances express themselves in vari-
ous degrees of intensity, ranging from mild to
severe. They are exaggerated extensions of nor-
mal and highly valued behaviors and attitudes
in a culture and thus become a widely imitated
model for expressing distress.

The contemporary craze about fitness, diet-
ing, and food control have become the vehicle by
which many individuals escape from seemingly
unmanageable personal suffering and thus at-
tain an elusive sense of control. Eating disorders
represent a final common pathway for express-
ing a wide variety of idiosyncratic problems,
such as difficulty with autonomy, emancipa-
tion, self-worth, control, and refusal to comply.
It is common knowledge that eating disorders
generate fascination and awe, and in a sense,
they seem to mirror the conflicting pressure 
to consume and control that is so prevalent in
our society. These disturbances also become po-
litical when viewed in connection with female
submission to prevailing and unrealistic stan-
dards of beauty and slimness associated with
discipline, success, and acceptance. The charac-
teristic experiences and dilemmas of anorexic
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patients seem to exaggerate and reflect perva-
sive problems of female identity in the wider
culture. Cross-cultural studies of normal female
development show that despite the changes that
feminism has brought along, most girls are still
brought up to be people pleasers, very sensitive
to external demands. They are less encouraged
than boys are to develop autonomous behaviors.

Baker Miller (1976) suggests that women’s
sense of self-worth is still determined by re-
sponding to the demand to help others, and this
requires the subordination of one’s own needs to
those of others. Furthermore, women often feel
that their achievements are not a proof to them-
selves of their worthiness; rather, a performance
to please others is. In this frame of mind, their
constant dread is not being certain of their abil-
ity to sustain that level of excellence. A conse-
quence of this pattern of socialization is that the
girl often reaches adolescence with a feeling of
powerlessness and dependency, which hinders
the process of leaving home. This is one of the
main reasons for the emergence of eating disor-
ders at this developmental stage in a girl’s life.
Her body is the only part of herself over which
she feels that she has control.

EPIDEMIOLOGY OF EATING DISORDERS

The most researched and well-known eating
disorders are Anorexia Nervosa and Bulimia
Nervosa. Anorexia Nervosa is characterized by
a relentless pursuit of thinness, leading to a
state of emaciation. Anorexia restrictors, reduce
weight by severe dieting; anorexic bulimic pa-
tients, maintain severe weight loss by further
purging. This added stress on a malnourished
body often causes additional damage. Bulimia
Nervosa is characterized by cycles of binge eat-
ing. The patient, in an attempt to control the
feared increase in weight, follows the binge,
either by purging, by severe dieting, or excessive
physical activity. The prevalence of Anorexia
Nervosa and Bulimia Nervosa among middle

and high school girls is 0.2 to 0.5% and 1 to 2%,
respectively (van Hoeken, Lucas, & Hoek, 1998).
Later additions to the diagnostic categories are
Eating Disorders Not Otherwise Specified, of
which Binge Eating Disorder and borderline con-
ditions are the most commonly found (Hoek,
1995; Shisslak, Cargo, & Estes, 1995). This het-
erogeneous category accounts for 8% of the
adolescent female population and comprises in-
dividuals who struggle with body dissatisfaction
and disordered eating patterns that produce
significant physical, psychological, and social
distress (Austin, 2000; Shisslak et al., 1995).
Taken together, the disordered eating behavior
spectrum affects at least 10% of adolescent girls;
8:1 is the estimate of the female-to-male ratio for
the more severe syndromes (Levine, Piran, & Irv-
ing, 2001).

Due to the secrecy surrounding this problem
and the few community-based studies, the true
incidence of Bulimia Nervosa is not known, 
but surveys using questionnaires have revealed
that as many as 19% of female students report
bulimic symptoms. Regarding Anorexia Ner-
vosa, it is unclear whether the increase in cases
reported in health care facilities reflects an ac-
tual increase or is mostly due to improved
methods of case identification. Over 40% of
cases of Anorexia Nervosa are detected by gen-
eral practitioners; conversely, only 11% of the
community cases of Bulimia Nervosa are de-
tected. Because of the secretiveness and shame
associated with these disorders, probably many
more cases go unreported. That is why studies
of clinical samples probably will always reflect
an underestimation of the incidence of these
disorders in the community (Hoek, 1995).

HERMENEUTICS OF THERAPEUTIC APPROACH

Hermeneutics refers to how the therapist un-
derstands the patient’s experience. In the case
of eating disorders, this understanding often
does not suffice when attempting to change a
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multidimensional syndrome of still enigmatic
etiology; therefore, a multimodal approach is
suggested (Pinsof, Wynn, & Hambright, 1996).
In recent years, the therapist’s understanding 
of the patient’s dynamic psychopathology often
has been clearly differentiated from the inter-
ventions needed to help the patient (Dare &
Crowther, 1995). This chapter presents an inte-
grated relational approach to eating disorders
that articulates constructs from systemic and in-
dividual treatment paradigms (Magnavita, 2000).

Eating disorders occur along a continuum of
severity, from mild to seriously disturbed.
Symptomatic expressions can occur in a rela-
tively intact psyche in the context of normal
family development, or in a very impaired indi-
vidual immersed in a family context that fails to
further the process of separation and individua-
tion (Herscovici & Bay, 1990). Such is the case of
imitative anorexics, who have had a healthy devel-
opment in a favorable family context, go on an
“innocent” diet with the goal of looking better,
and then become trapped in the biological vul-
nerabilities to food restriction and the psycho-
pathology of starvation. Many of these cases
remit spontaneously or with little therapeutic
effort, if detected early. These are the ones that
prove most amenable to self-help and psychoed-
ucational strategies.

A second group is composed of those for
whom the disorder evolves in the context of a dys-
functional family whose members are immersed
in the tension derived from unresolved issues 
of the past. Often, their equilibrium is threat-
ened by the exogenous striving inherent in ado-
lescence. They will benefit most from family
therapy.

The third and most serious form of presenta-
tion is an eating disorder in the context of a dys-
functional family system where the patient has
experienced a pervasive developmental impairment
resulting in a personality problem and ref lecting a
disorder of the self (Herscovici, 1996). It may take
the form of symbolic expressions of distorted
self and object representations (object-relations

model) or nonsymbolic restitutional emergency
measures utilized to gain cohesion of the self
(self psychology model).

THE SYSTEMIC PARADIGM

The application of systems theory to psycho-
therapy can be seen most clearly in the general
literature on theory and practice of family ther-
apy. Moreover, in recent years, the development
of family systems medicine increasingly has
become the operational frame for conducting
treatment of eating disorders, the epitome of a
systems approach combined with a biopsy-
chosocial model. Epistemology refers to the
rules we utilize to get to know and understand
the world and our experience. Cybernetic epis-
temology is considered to have been a turning
point in the behavioral sciences (Nichols &
Schwartz, 1998). This new understanding of
human behavior emphasizes the role of the
social context in shaping individual behavior,
emotions, and ideas. General systems theory
deals with the study of the relation among the
parts that interact in a context, stressing that
they are parts of a whole that is not equal to the
sum of its components. From this relational per-
spective, symptomatic behavior in a family
member is understood as the manifestation of
interactive processes that take place in the here
and now of family life. Organization refers to
the consistent way in which the components 
of a system relate to each other and provide 
its structure. This psychotherapeutic approach
aims at changing the family organization as a
means of changing the life of its members.
Changes are believed to last longer because the
change in each member continues to affect the
other members, thus reverberating through the
system and reinforcing change (Becvar & Bec-
var, 1996).

In the initial stages, family therapy relied on
“more scientific” disciplines such as cybernetics,
physics, and biology to be considered a valid
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alternative to psychoanalysis. In the 1970s, when
family therapy had attained a place of its own 
in the mental health field, the animosity with its
early rival subsided. Nowadays, most family
therapists agree that it is equally important to
understand the forces that are behind the rela-
tionship among the family members as to under-
stand those that are inside the individuals. In
other words, to comprehend human nature, one
must focus on and understand both the individ-
ual and the system he or she inhabits. A relevant
caveat is the need to distinguish whether the un-
derstanding of the individual’s “inner forces”
assists or misleads in bringing about necessary
change (Herscovici, 1999).

The family system is viewed as a network of
interpersonal relationships. Haley (1987) said
that to look at symptoms in individual terms 
is similar to imagining a stick with only one
end. What we formerly thought of as emerging
from an individual, in this theory is considered
a response to something that is somewhere in
the system. A relational perspective (Kaslow,
1996) inevitably leads to changing the focus
from content to process. In other words, instead
of searching for the historical explanation of the
current problems, one looks for the maintaining
factors that operate on the current interactions.
Instead of thinking in terms of who started
what, family therapy deals with human prob-
lems as a series of movements that evolve in
repetitive cycles. The underlying premise is
that insight per se does not bring about change.
Therefore, the focus of change is on behavior
rather than cognitions or emotions. One great
advantage of this perspective is that in lieu of
inferring underlying causes that one cannot
observe and that often are not amenable to
change, it focuses on observable, current inter-
actions that perpetuate the problems. Because
these can be accessed, change can take place.

Family structure includes dyads, triangles,
subsystems, and boundaries. To think in dyadic
terms implies that both members of the rela-
tionship are mutually defined. Consider, for

example, a case in which the social phobia of the
anorexic was related to her mother’s depres-
sion. If the young girl avoids going out, she can
keep the mother company and thus mitigate her
depression. That the mother and daughter re-
main overinvolved, with blurred boundaries, is
maintained at the expense of distance with the
angry father and husband, who is kept periph-
eral; this reinforces the symptomatic structure.
Triangulation is the process by which a con-
flicted dyad pulls in a third person to regain
its balance. In the above case, the marital dyad
had been through significant conflict due to an
infidelity of the wife. This led to violence and
threats of divorce. At that point in time, their
daughter started her weight-loss program,
which turned into a severe case of Anorexia
Nervosa. The parents rushed to rescue their
daughter, and resolution of their conflict was
postponed. The subsequent social phobia kept
her at home at a stage when she felt her mother
needed her.

Boundaries are a crucial concept in this theory.
They refer to a way of describing the distance
kept among members of the system (Minuchin,
1974). In the case just described, the boundary
between mother and daughter was blurred due
to their enmeshment. As a result, there was an
excessive closeness and a permanent intrusion
into the other person’s feelings and thoughts.
The mother would proudly state that words
were unnecessary between them, that by simply
looking at her face, she would know exactly
what was going on inside her daughter. Contrar-
ily, the impermeable boundary that separated
the mother from her husband kept them alien-
ated. Consequently, the daughter became trian-
gulated; one way of avoiding taking sides was to
remain involved in her obsessive preoccupation
with food and calorie counting.

Boundaries can protect the individual from
outside intrusion so that autonomy can be nego-
tiated. In families with a chronic anorexic mem-
ber, it is frequent to see blurred boundaries
among the members that result in overprotection
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and enmeshment. The family members feel
very close and often create a rigid boundary
separating them from the outside world. This is
expressed in the suspicion and fear that perme-
ate interactions with individuals who do not be-
long to the family system. One father said, “We
are like a hand with five fingers; they may move
separately, but they all belong to one hand.”

In another case, a female patient who suf-
fered from Binge Eating Disorder and had a
long history of eating disorders was part of a
Jewish Orthodox family. The family motto was
that to be safe, you had to remain within the re-
ligious community. The mother was a phobic
and a hypochondriac who always feared im-
pending catastrophe. The parents’ main con-
cern was that their daughters seemed to have
no interest in marriage. In fact, none of the three
young women had ever become emotionally in-
volved in a heterosexual relationship. They all
studied and worked well but kept a guarded
distance from the outside world. When the fam-
ily overinvolvement was pointed out, the girl re-
alized that she automatically called her home
every couple of hours, “just checking to make
sure everyone was all right.” Leaving home
seemed like an overwhelming task. Instead, she
resorted to daydreaming about unavailable can-
didates who would live with her in the family
home. Her binge eating and consequent over-
weight reinforced her staying at home, where
she fought and cried but felt safer than “being
outside in the cold.”

This is a case of what Magnavita (2000) calls
“the developmentally arrested dysfunctional
personologic system,” which thwarts individu-
ation and maturation of its members (p. 64).
These families have difficulty tolerating differ-
ences and movements toward autonomy. Not
surprisingly, the entry into the adolescent peer
world with the accompanying sexual awaken-
ing and decrease in family control is a challenge
for these families and their members. Addition-
ally, if the youngster is triangulated in the mar-
ital conflict and is needed to stabilize the

system, the eating disorder serves to reinforce
her permanence in that position. Rigid interac-
tions commonly are seen in disturbed families.
They may have been functional at an earlier
stage in the family’s development but have be-
come outdated. These families often lack the
flexibility to adjust to normal life crises and
thus become more dysfunctional at the transi-
tion points of developmental stages. They fail to
reorganize to respond to the new demands of
the context (Minuchin, 1974).

In the past decade, the focus of family therapy
has expanded to include the way families are af-
fected by gender roles, race, social class, and sex-
ual orientation. The feminist perspective (Baker
Miller, 1976; Brumberg, 1988; Walker, 1996) chal-
lenges the malevolent influence of certain values
and cultural practices, such as gender stereo-
types and inequalities. There is tremendous so-
cial pressure for women to be concerned with
social judgments about their appearance. Girls
are often brought up to put the needs of the
other before their own. These patriarchal struc-
tures shape gender differences, and the dis-
proportionate gender representation of eating
disorders are a dramatic expression of this bias.
Nevertheless, one should be cautious not to
overextend this line of thought. Pointing out op-
pressive cultural attitudes should not over-
shadow the role played by the patient and her
family in the development and maintenance of
problems. In essence, the therapist should strive
for an inclusive both/and stance.

The goal of structural family therapy (Min-
uchin & Fishman, 1981) is to tackle the symptom
and to attain change in the family structure.
Narrative therapists (White, 1991) assist clients
to emerge from therapy with a sense of empow-
erment that enables them to take a proactive role
as an agent of change in their community con-
text. One therapeutic formulation of this is by
the Anti-Anorexia League. The purpose of this
virtual organization is to educate individuals
about Anorexia Nervosa by identifying and cir-
culating among the patients knowledge and
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practices that counteract the culture-bound
practices that contribute to fuel the spread of the
disorder (White 1991, p. 39). Bowen (1978) re-
ferred to the family as a combination of emo-
tional and relationship systems. The systemic
approach involves understanding of an individ-
ual within the context of interactions and rela-
tionships. This view seems to lead to a logical
link with a developmental perspective.

THE PSYCHODYNAMIC FRAME

The psychodynamic model may be oriented to-
ward traditionally analytic, interpersonal, ob-
ject-relations, or self psychology. The core of
psychodynamic thinking is the meaning of the
symptomatic behavior. It emphasizes the place
of infancy and early childhood experiences 
in shaping the person so that when the social,
familial, cultural, biological, and cognitive pro-
cesses converge to render individuals vulner-
able to an eating disorder, the syndrome choice
and the tenacity with which they cling to it may
be understood in terms of certain developmen-
tal characteristics.

In contemporary psychoanalytic thinking,
eating disorders are understood in terms of dis-
orders of personal relationships and the organi-
zation of the self. Each theoretical model has its
own language and emphasizes a specific devel-
opmental phase when attempting to explain the
developmental failure associated with an eating
disorder. Most authors agree that there seems to
be a maturational crisis inherent in eating disor-
ders (Crisp, 1980), and the symptomatic arrange-
ment serves the ultimate purpose of avoiding
maturational fears and freezing conflicts. Never-
theless, there is no evidence of any such consis-
tent association implicated in the etiology of
eating disorders. Therefore, the main value of
the psychodynamic constructs is in giving thera-
pist and patient a common ground for a psycho-
logical rationale for the disorder, expressed 
in therapeutically workable concepts. Patients

differ greatly at presentation in terms of person-
ality, level of motivation for change, resources,
conflict-free areas, family context, and so on.
They also vary along the stages of treatment. Ac-
cordingly, our lenses for understanding and in-
tervening should be flexible and coherent.

Attachment Theory
Bowlby’s (1969) attachment theory posits that
close, positive attachments are a core human
necessity. The quality of the early attachment
with the primary caretaker plays a leading role
in determining the quality of future relation-
ships. It is held that deprivation of early bonds
with or threatened loss of an adequate attach-
ment to the primary caretaker will render the
child vulnerable to and subsequently result in
adverse psychological reactions. If the innate
attachment need is satisfied via positive inter-
personal relationships, normal development
takes place. Contrarily, if this need is frustrated
due to disturbed interpersonal relationships,
the individual feels unworthy of love and low
self-esteem ensues. Disturbed interpersonal re-
lationships include fear of abandonment or re-
jection as well as loss of approval or acceptance
of affect and attachment.

Object-Relations Theory
This model, stemming from the British school
of theorists such as Mahler (1968), Klein (1957),
Spitz (1965), and Fairbairn (1952), has focused
on showing how past childhood experience is
reflected in object relations. This developmental
theory points out that we develop our patterns
of relating following those of our early relation-
ships, particularly with the parents who are in-
ternalized as objects. Core issues in psychic
development are the deficiencies or distortions
in the development of object relationships. The
human drives naturally seek connections, they
are oriented toward establishing relationships,
and tension results in the context of frustrated
relationships. In fact, the term object is a mis-
nomer that refers to the person toward whom the
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drives are directed. Interpersonal contact is in-
ternalized as a representation of that relation-
ship (introject). Understanding of the individual
and his or her motivations is derived from com-
prehending how the relationships were inter-
nalized by that individual and transformed into
a notion of self or self-image.

In this theory, the most important relation-
ship is with the early caretaker, usually the
mother or the primary parent surrogate, as a
pattern for subsequent relationships in life. If
the interactions of the infant with the caretaker
are positive, the emotional experience will be
one of satisfaction and the self will be experi-
enced as loved and cared for. If the interactions
are negative, the infant will experience the care-
taker as hostile and abandoning, will feel per-
sistent emotional hunger, and experience the
self as frustrated and angry.

For a child to tolerate separateness from the
caregiver who provides support, nurturance,
and comfort, the provider must be perceived as
reliable. In normal development, ambivalence is
tolerated. Deficient early attachments will neg-
atively influence relating style in later stages of
life, not only in how but also regarding to whom
one relates. The goal of object-relations therapy
is to understand how these childhood patterns
are repeated in adult life.

Patients with eating disorders tend to have a
deficient sense of being in control of their lives
and well-being, which feeds into their fear of
novelty and striving for order and restraint.
They feel that others have an overwhelming
power over them and that they must strive to 
be perfect; otherwise, they are totally bad and
therefore hated and abandoned. These are some
of the potent forces that shape the personality
problems of many eating disordered patients.
According to this theory, the anorexic’s attempt
at separation and individuation is met with a
hostile, rejecting, withdrawing maternal intro-
ject. Conversely, her clinging, regressive behav-
ior is met with support and reward (Masterson,
1978). More recently, Masterson (1995) described

the mechanism by which these patients defen-
sively focus on others instead of themselves,
thereby contributing to their impaired sense of
self-worth. Sugarman and Kurash (1982), who
focus on bulimic patients, state that these pa-
tients lack the ego function of object constancy.
Therefore, when separated from their symbiotic
mother, they are unable to soothe themselves by
automatically evoking a mental representation
of the mother. Bingeing becomes a means of
evoking the mother or primary caretaker and
thus being soothed.

For Kernberg (1994), eating disorders are a
“relentless sadistic attack on the patient’s
body” that alternately represents conflicting
pleasure, femininity, and heterosexuality. This
construct is easily applicable to those patients
who so often restrain from eating as a way of
self-punishment and depriving themselves of
the pleasure derived from their favorite foods.
The symbolic component in the anorexic’s atti-
tude to food is intensified by restrictive behav-
ior and food preoccupation. The capacity to
resist eating can be felt as a victory against an
intrusive desire. Food and sexuality seem to be
closely intertwined in these patients’ inner
world. The emaciation usually also serves the
purpose of blurring the adolescent body and
thus postponing the desired and feared sexual-
ization of relationships. The possibility of an-
other person exerting sexual attraction renders
the subject vulnerable to the desirable but dan-
gerous loss of control and feared submission to
the other.

Self Psychology Theory
The main author of this model is Kohut (1971,
1977), who developed self psychology based on
the construct of the self. He defines the self 
as an organization of experience characterized
by cohesiveness, vitality, and a sense of conti-
nuity in time and space. Starting in infancy, the
self integrates and develops to produce either
health or pathology. If caregiving is adequately
responsive to the infant’s needs and if early
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relationships are healthy and nurturing, the re-
sult will be a healthy and mature organization
of the self, capable of healthy relationships. Ac-
cording to this theory, what drives us is the
search for those relational experiences that are
required to sustain a cohesive sense of self. A
stable, healthy, or true self will result in the abil-
ity to provide one’s own regulation of tension,
self-esteem, and self-cohesion. Conversely, if
the early environment is one of emotional dep-
rivation, these functions will be impaired and
development will become derailed. The result
will be structural deficits and pathological de-
fenses that result in a vulnerability to a person-
ality impairment, such as seen in those eating
disorders associated with personality disor-
ders. Often, this takes the shape of a painful ex-
periential state of emptiness and numbness, a
sense of being an automaton, not really living.
Symptoms then represent attempts to restore
cohesion or a sense of being alive.

Nevertheless, it is not only the early years
that exert such a fundamental influence on de-
velopment. In the childhood years, if parents
are self-absorbed, overwhelmed, or depressed,
they often are unavailable to supply selfobject
needs. The future anorexic tends to respond to
this with a facade of pseudo-self-sufficiency
and believing she is the cause of burden; she
may embark on a rescue mission of maintaining
the well-being or narcissistic balance of those
close to her. Deprived from the satisfaction of
her selfobject needs, she devotes herself to the
care, feeding, and narcissistic support of others,
thus embodying the compliant model child so
often described in families of anorexic patients.

T H E O R E T I C A L  C O N S T R U C T S

As we progress in the research and practice of
psychotherapy, we become ever more aware of
the complexity and multidetermination of all
human phenomena. Patients and their contexts
are unique, and therapists are constantly faced
with the challenge of selecting which treatment

plan is best for each stage of the therapeutic pro-
cess (Beutler & Clarkin, 1990). Eating disorders,
specifically Anorexia Nervosa and Bulimia
Nervosa, have been studied intensely over the
past three decades. As a result, we have gained
in our understanding of the disorders and the
accompanying treatment issues. With Anorexia
Nervosa, crude mortality rates increase with
longer follow-up periods, ranging from 5 to 20%
over a 20-year period (Ratnasuriya, Eisler, Sz-
mukler, & Russell, 1991). On the average, more
than 40% of anorexics recover, 33% improve,
and 20% have a chronic course (Gowers, Nor-
ton, Halek, & Crisp, 1994). A short interval be-
tween onset of symptoms and beginning of
treatment is a favorable prognostic factor (Stein-
hausen, 1995). These facts underscore the im-
portance of early intervention. In the case of
Bulimia Nervosa, only 50% of patients have a fa-
vorable outcome and the associated mortality
rate is uncertain but may be higher than ex-
pected when compared to the general popula-
tion (Hsu, 1995).

Eating disorders remain serious and poten-
tially lethal illnesses. Pinsof, Wynn, and Ham-
bright (1996) have shown that a multimodal
approach is required for the treatment of seri-
ous disorders such as these. When focusing on
eating disorders, many therapists are led to-
ward a systems approach while considering the
convergence of biological, individual, familial,
social, and cultural dimensions in the form of
predisposing, precipitating, and maintenance
factors (Garfinkel & Garner, 1982).

THE BIOPSYCHOSOCIAL PARADIGM

Eating disorders are biopsychosocial in nature
(Engle, 1980). Etiologic components include
biogenetic and sociocultural factors, individual
personality traits, body dissatisfaction, and di-
eting history as well as life stressors. The fam-
ily of origin system often plays a leading role
both in the development of the eating disorder
and as a health resource in treatment of child
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and adolescent patients. Clearly, dieting and
pursuit of thinness are rampant in Western soci-
ety, and yet only a small proportion of those who
are terrified at facing the onset of adolescence
develop Anorexia Nervosa. As Strober (1997) ele-
gantly points out and consistent with the afore-
mentioned frame of reference, this disease is
perceived as originating in inherited extremes of
personality traits that severely restrict a young
woman’s ability to cope with the challenges of
pubertal growth. Taking into account the impor-
tance of early failures in parenting and trauma
or other hazards to the development of the self,
this author places special emphasis on three
main avenues of influence for the development of
Anorexia Nervosa: personality traits, the chal-
lenges of puberty, and the family context.

Personality Traits
There is evidence that major structures of our
personality are partly inherited, and these inter-
act with experience in shaping both normal de-
velopment and psychological illness (Cloninger,
1986). The notion that certain qualities of per-
sonality make a person vulnerable to Anorexia
Nervosa is consistent with the recurrence of
such traits in these patients. Sometimes, they are
accounted for prior to the onset of the disease
but are often accentuated by the weight loss and
persist beyond weight recovery. The personality
traits that Strober (1997, p. 233) describes for
Anorexia Nervosa patients are:

• High emotional reserve and cognitive inhi-
bition, with subsequent emotional with-
drawal.

• Preference for routine, orderly, and pre-
dictable environments, with poor adaptabil-
ity to change. Avoidance of novelty and
need to retain control of their surroundings.

• Heightened compliance and perfectionism,
with a tendency to persevere even in the ab-
sence of ostensible reward.

• Risk avoidance, including of intimacy, es-
pecially with those outside the immediate
family.

• Dysphoric reactivity to stressful events
with low tolerance to emotionally charged
experiences.

• Excessive rumination, frequently in the
form of nagging self-doubt.

These personal dispositions undoubtedly play
an active role in shaping the way a youngster
responds to the demands of the developmental
stage he or she is facing.

Challenges of Puberty
This is a stage in which, typically, the young-
ster begins to withdraw from the family, feel-
ing a pull in a different direction of belonging.
The peer group is assigned greater relevance 
in terms of determining what is appropriate;
more intimate and sexualized relationships
are established; family loyalties are under
scrutiny and differentiation ensues. The fami-
lies of these patients often secretly share the
anorexic’s fear of adolescent growth. In dys-
functional family systems, with intergenera-
tional coalitions, it is frequent to find that the
patient is convinced that her physical and emo-
tional proximity is indispensable to the allied
parent’s safety and well-being. The new dis-
tance introduced by adolescent peer relation-
ships is avoided. In those families in which
patients have experienced abuse, neglect, or
hostile criticism, the youngster feels threat-
ened by emotional relationships, which they
are certain will be intrusive and disappointing.
Additionally, there are changes in body ap-
pearance, and sexual characteristics emerge.

All of these challenge the rigidity of those
girls who approach this stage with the belief
that safety and esteem are tied to compliance
and the ability to keep the new and threatening
life changes at bay. The body, a symbol of matu-
rity, sexuality, and pleasure, becomes a source
of unrest, and its growth must be arrested at 
all costs. Her natural inclination to rigid disci-
pline turns dieting into a way to gain an in-
creasing sense of control. As the weight loss
progresses, the feared emotions and needs are
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silenced. The biological and psychological re-
gression that follows the increasing weight loss
allows her to move from impending fear to psy-
chological safety. Anorexia Nervosa becomes
the armor that shields her from being noticed
and discovered in her weaknesses and sense of
inefficacy. It allows for a display of discipline
and self-control. A tight grasp is kept on the dis-
ease that becomes her raison d’être.

The Family Context
An eating disorder develops in the context of a
particular relationship, which is quite different
from saying it is caused by it. Even though it is
obvious that patients vary and so do their fami-
lies, most of the characteristics that Minuchin
(Minuchin, Rosman, & Baker, 1987) postulated
decades ago as descriptive of psychosomatic
families continue to apply, at least for many of
the severe, chronic Anorexia Nervosa cases.
Rather than preceding the illness, these charac-
teristics may be a way of adapting to the gruel-
ing intricacies of the disorder.

Any attempt to distinguish the current fam-
ily organization from the one clients had prior
to the onset of the illness will probably be ap-
proximate and certainly hypothetical. Recent
literature has cautioned against confusing ob-
servations of current family functioning with
the idea of a familial etiology of the disorder. 
As Eisler (1995) warned, clinical observation is
likely to be idiosyncratic and will probably
highlight a striking aspect of family functioning
that may be applicable to only most severe
cases. Yet, over time, those accounts become
embedded in the “professional folklore” and are
mistakenly considered facts that apply to the
syndrome (p. 156). Current beliefs should be
scrutinized carefully when one is reviewing the
role of family factors in the etiology of eating
disorders. Some facts that should be kept in
mind include:

• The pattern of distribution of eating disor-
ders according to social class may have

changed in recent years, and the greater
aggregation of Anorexia Nervosa in higher
social classes may no longer reflect the
current picture. No differences have been
found for anorexics or bulimics regarding
birth order, family composition, or family
size (Eisler, p. 157).

• Parents of adolescents with minor neurotic
signs are not more psychologically dis-
turbed than the parents of those with
Anorexia Nervosa.

• The level of closeness among family mem-
bers is often lower than what the subject
would ideally like. Communication in gen-
eral and affective expression in particular
are usually reported as restricted. Overall,
the differences found between eating disor-
der families and controls, accounted for by
questionnaires, may apply only to highly
select clinical samples (p. 166).

• Levels of expressed emotion (EE) are gen-
erally low in families of anorexics. The
number of critical comments is small and
hostility is rare. This is consistent with clin-
ical findings of these families as conflict-
avoiding. There is moderate warmth and
relatively few positive remarks are made
(p. 167).

• Families of bulimics have a tendency to
blame and belittle, with raised levels of
hostility and criticism (p. 169).

• Studies show that emotional overinvolve-
ment, defined by EE scales of parents
showing exaggerated emotional behavior
in response to the child’s problems, or
marked overprotective behavior, is consis-
tently low in these families. Eisler (1995)
suggests that this may be part of a
broader trait of subdued affective expres-
sion (p. 167). It is also possible that this
difference may relate to how this feature
is defined in the scales.

• Family members of bulimic patients have a
higher incidence of affective disorder and
alcoholism. Additionally, there is a higher
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incidence of obesity and eating disorders
among the mothers of binge/purge-type
Anorexia Nervosa and Bulimia Nervosa
patients.

• In the families of binge/purge-type An-
orexia Nervosa and Bulimia Nervosa, con-
flict is more overt and explicit. This is prob-
ably due to the nature of the symptoms and
how family members react to their secrecy.
They usually feel cheated, disappointed,
and impotent to make things better. This
often translates into anger. The patient, in
turn, feels spied on, controlled, and frus-
trated in failing to control the bingeing.

• When comparing families of eating disor-
dered patients with the general popula-
tion, the families that differ less are those
of restrictive-type Anorexia Nervosa pa-
tients. On the other hand, families of
binge/purge-type Anorexia Nervosa and
Bulimia Nervosa have more similarities
among each other.

• Anorexic patients tend to perceive their
mothers as more empathic and understand-
ing of their feelings. Conversely, their fa-
thers usually are less expressive of their
emotions and their daughters experience
them as more distant.

• Usually, bulimic patients are less pleased
with their families and report more con-
flict and distress in family life. This may
not reflect the parents’ appreciation of fam-
ily life. Notably, as the patient recovers
from her eating disorder, she also improves
her perception of her family.

In summary, many of the differences ob-
served when comparing families of eating disor-
der patients and controls are found only in
clinical samples. In community-based samples,
the differences are smaller or even disappear.
There do not appear to be common family fac-
tors that lead to the development of an eating
disorder. Furthermore, in light of recent re-
search, there does not appear to be a particular

type of family functioning style that can be con-
sistently linked with eating disorders. This ar-
gues against the disorder’s originating in a
specific type of experience in the family. The
difference between the clinical and community
samples suggests that much of what therapists
identify in the families they treat are factors as-
sociated with a more entrenched course of the
illness (Eisler, 1995).

THE BODY IN EATING DISORDERS

A path often leading to eating disorders is de-
scribed by Sands (1989), who notes that devel-
oping girls are encouraged to show and thus
obtain exhibitionist gratification mainly in the
sphere of physical appearance. In later life, the
body becomes the privileged arena to reveal
psychopathology.

Developmentally, the self starts out being the
site of bodily sensations. When the cohesion or
integrity of the self is threatened, it is experi-
enced by these patients as a loss of control of the
body. One attempt at restoring control is to
focus on the shape of one’s body or the amount
of calories ingested. The ideas that accompany
the relation between eating behavior and the
body are often delusional. One patient re-
mained awake all night because she was certain
that the calories consumed at dinner would be
greater if she fell asleep immediately. Another
girl was so worried about her weight that she
developed a stiff neck when she stepped off the
weighing scale after she had taken the commit-
ment of not looking at the scale numbers. A
young boy pleaded not to be made to cry any
longer, because his swollen eyes made him look
fat. Yet another patient would vigorously mas-
sage her toothpick arms with reduction gel
after each meal, to make sure the food wouldn’t
settle there. All have in common the concept of
their body as a dangerous field where mysteri-
ous forces operate and they must exert a frantic
attempt at control to keep these forces in check.
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Other patients experience their bodies as a
battlefield where the separation and individua-
tion process is fought. Who decides what one
needs to eat and how much one needs to weigh
become the controversial issues. Such is the case
of a young boy who had a grandiose and om-
nipotent self that colored his stance in the
world. His e-mail address started with “super-
bobby@,” and he demanded to be at the core of
any family decisions regarding mealtimes, out-
ings, and so on. The mealtime agreed on was
never acceptable to him, and he threatened to
not eat unless they yielded to serve his dinner
at 11 P.M. He was a smart and sweet child, un-
less he wasn’t getting his way; then, he would
break out in a tantrum. When physical activity
was restricted to save the little energy he in-
gested, Bobby resorted to doing push-ups vig-
orously to get his way.

There has been considerable attention lately
on the issue of child sexual abuse and its possi-
ble impact on the individuals who develop eat-
ing disorders. Needless to say, depending on
the personal vulnerabilities, the relationship to
the perpetrator, and the developmental timing,
sexual abuse can have a devastating impact, af-
fecting the attitude not only toward one’s body
but also toward a sense of self-worth. For the
anorexic, ridding herself from her female body
through starvation may be seen as a way of pro-
tecting herself from further assaults. Binge eat-
ing and purging can become ways of managing
intolerable levels of tension. Waller (1992) has
shown that those bulimic patients who have a
history of sexual abuse are more likely to en-
gage in the most violent purging. The reported
figures range from approximately 10 to 60%,
depending on how stringent the definition of
sexual abuse, with the highest prevalence for
the operational definition of “any unwanted,
unpleasant or coercive sexual event” (Palmer,
Oppenheimer, Dignon, Chaloner, & Howells,
1990). Comparison of studies is difficult due to
different methods and samples. Reviews indi-
cate that, whereas most studies cluster around

30%, there is conflicting evidence as to whether
bulimic patients are more likely to have experi-
enced sexual abuse than restricting anorexics
(Waller, 1992). Even though this rate is higher
than in the general population, it is comparable
to that found in other psychiatric disorders
(Vanderlinden & Vandereycken, 1995).

Reports indicate that manifestations of phys-
ical violence are more prevalent in bulimic
subjects (30%), who experience violence against
themselves and/or directed at another family
member, compared to 7% of anorexics, who
experience violence against themselves. A thor-
ough study comparing eating disordered pa-
tients in terms of abusive experiences (Schmidt,
Tiller, Blanchard, Andrews, & Treasure, 1997)
suggests that bulimics are more likely than
anorexics to experience a variety of childhood
adverse circumstances, including indifference,
abuse, inconsistency in care arrangements, and
discord. What remains unclear is to what extent
these occur in their lives more frequently than
in the general population.

HOSTILITY IN EATING DISORDERS

In Bulimia Nervosa cases, the impulsivity that
accompanies the syndrome facilitates the ex-
pression of anger. Patients and their families
tend to have a much more open expression 
of conflict in their interaction. In contrast,
anorexic patients usually appear to be compli-
ant and find it hard to express anger; their fam-
ilies are frequently conflict-avoidant. Most
anorexics usually are covered with layers of
clothing that not only keep them warm but also
hide the body they feel embarrassed about.
Sometimes, they take pleasure in exhibiting
their emaciated body, as though taking pride in
exposing their disorder, a way of saying “Look
at how miserable I am. Look at how I suffer.”
Needless to say, this may be a nonverbal way 
of accusing significant others of causing their
plight.
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In one case, Lucia, a restrictive anorexic,
would wake up exactly one hour and a half
after falling asleep to peel and slice the fruit she
was about to eat. The fruit was then laid out in
strict order, matching colors, sizes, and flavors
organized by gradual increases in intensity.
This young woman refused to eat in the pres-
ence of any family member. Her parents begged
for compliance. Lucia inwardly felt that her re-
fusal was a way of punishing them for having
made her break up a relationship with a man
they disapproved of. Her Anorexia Nervosa 
had been active for the prior 10 years, ever since
this separation had occurred. Even though
other therapists had pointed out this connec-
tion, she had been unable to transcend the sym-
biosis with her parents. She continued to use
her body and her life as a means to relate to
them with all the ambivalence this entailed.
She felt very guilty for being ill and causing her
parents so much worry and pain and feared
being the reason of their feared premature
death. They, in turn, felt guilty because they
had been told so often in previous treatment
settings that they had caused their daughter’s
condition and so continued to spend a fortune
on her treatments without realizing that they
had inadvertently given up their own lives. The
only thing that mattered to these parents dur-
ing all those years was whether their daughter
had gained a gram. Thus, the anorexia kept par-
ents and daughter together in this crazy, miser-
able fashion.

M E T H O D S  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N

ASSESSMENT

Usually completed in two weeks, assessment
has three main goals: initial assessment, psy-
choeducation, and the establishment of a treat-
ment alliance. There are a number of refined
instruments (self-report and interview-based)

currently in use that enable one to diagnose,
score, and compare subjects and evaluate out-
come (Christie, Watkins, & Lask, 2000). One
recent valuable addition is the Structured In-
ventory on Anorexic and Bulimic Disorders,
with special instructions for evaluating adoles-
cents (Fichter & Quadflieg, 2001).

Initial evaluation is done at the individual
and familial levels. The individual patient is
evaluated regarding the severity of symptoms
and time of onset as well as psychosocial per-
formance and psychopathology. Once diagnosis
of the eating disorder is ascertained, family and
patient are instructed regarding the eating dis-
order, the self-perpetuating nature of food re-
striction and purging habits, and the probable
treatment pitfalls in future stages. This psy-
choeducation portion of treatment is extremely
relevant in helping families consolidate a ra-
tionale that supports the treatment.

From the individual stance, attention is paid
to the meaning of the eating disorder at the
behavioral, relational, and cognitive levels. The
family system is assessed regarding its current
life cycle stage and the developmental struggles
the family members are dealing with or avoid-
ing. Knowledge of the family structure in terms
of boundaries, intergenerational coalitions, and
alliances as well as the family’s resources will
guide the treatment plan.

Assessment of the family system involves the
elaboration of a functional hypothesis of the
eating disorder in the context of the family sys-
tem. This implies exploring the role the eating
disorder plays in stabilizing the family system
(e.g., Does it serve the purpose of keeping fam-
ily members overinvolved? Is it related to diffi-
culty dealing with a developmental crisis
regarding career choice and leaving home?)
and, conversely, the ways the family contributes
to stabilizing the symptom (e.g., when the girl
gains weight, the father expresses his fears of
her becoming chubby, as in the past). It is im-
portant to establish what the central theme is 
in this family that is organized by the eating
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disorder and its consequences. Is it an issue of
power, of control? Is it an issue of separation
and individuation? Is it a matter of who is to
blame for bringing this about (the father’s deci-
sion to divorce; the mother’s new plastic sur-
gery). Additionally, because patients usually
present a therapeutic dilemma in terms of their
desire to change the existing problem without
having to change themselves, it is critical to ex-
plore the feared consequences of change (Papp,
1983; Vanderlinden & Vandereycken, 1989).

An important goal is the establishment of a
therapeutic alliance. Of the nonspecific thera-
peutic factors associated with good outcome, 
it appears that instilling hope, defining the
problem as solvable, and setting up a therapeu-
tic alliance are the most important. Anorexia
Nervosa is commonly ego-syntonic; paradoxi-
cally, patients cling to their potentially lethal
symptoms as though they were lifesaving. Not
surprisingly, patients seldom seek treatment
but are usually referred for therapy and ap-
proach it with hesitation and suspicion. Con-
versely, Bulimia Nervosa is a very distressful
and shame-producing disorder. Patients with
both disorders share a morbid fear of fatness.
The former group is totally opposed to weight
restoration as a crucial goal of treatment and
therefore, more often than not, come to therapy
because they are brought, not because it is their
choice. Therefore, the establishment of a thera-
peutic alliance is the critical issue at commence-
ment of treatment and should be carefully
monitored throughout. The challenge to the
therapist is to assure the patient that the re-
wards of change will be more beneficial to her
well-being than holding onto her eating disor-
der as an armor that protects her from the tur-
bulence of developmental struggles.

TREATMENT FOR ANOREXIA NERVOSA

Ideally, treatment should be tailored to the re-
quirements of each case, with a progression from

least intrusive to most intensive interventions.
Inpatient care is a valid option when there is
lack of positive response to or availability of
outpatient care, significant weight loss, and/or
medical complications and a suicide risk. So far,
the best therapeutic results for treatment of
Anorexia Nervosa are linked to nutritional re-
habilitation accompanied by family and indi-
vidual therapy.

Minuchin’s (Minuchin, Rosman, & Baker,
1978) seminal insight regarding the wisdom of
treating adolescent anorexics with family ther-
apy has been further demonstrated in later re-
search. Of the few randomized controlled
studies for Anorexia Nervosa that have been
carried out so far, Russell, Szmukler, Dare, and
Eisler (1987) found that family therapy was su-
perior to supportive individual therapy for
those patients whose onset of illness occurred
at 18 years of age or younger. At a five-year fol-
low-up, family therapy proved to have a radi-
cally superior effect both for recovery and for
abbreviating the course of the disorder (Russell,
Dare, Eisler, & Le Grange, 1992). Family coun-
seling, where parents were given advice in man-
aging their sick child, has shown a similar
effect. This option is recommended when par-
ents have a hypercritical attitude toward the pa-
tient because evidence shows that this attitude
further undermines the patient’s self-esteem.
Once the parents are more at ease and less
angry, conjoint sessions can be resumed. The
possible common positive elements for change
in these approaches deserve to be looked at.

Undoubtedly, weight restoration should be
the first goal of treatment for the seriously
malnourished patient, not only because it is
lifesaving, but because it improves personality
functioning and mood and reduces obses-
sional thinking and body image distortion.
Weight restoration is generally effective in
about 85% of cases (Hsu, 1990, p. 136) if it is
carried out in conjunction with family and in-
dividual therapy, when the latter is necessary.
A major consideration is the patient’s trust
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that the caring team will prevent her from be-
coming fat. In this sense, the creation of a
safety net that protects the patient from her
fear of loss of control (e.g., meal plan) has
proven useful. At the beginning, therapy deals
with the patient and her family regarding the
conflictive aspects related to eating. Addition-
ally, the presence of psychiatric comorbidity
ought to be identified and dealt with.

Psychosocial interventions preferably should
include a shared understanding of the psycho-
dynamic conflicts underlying the disorder as
much as the complexity of family relationships
and developmental issues. The former are often
useful constructs that contribute to enhancing
the therapeutic alliance by giving meaning to
the patient’s plight. In this newly formulated,
workable reality, alternatives become apparent
and change can take place.

Family and couples therapy are useful not
only for symptom alleviation, but also for deal-
ing with problems in the family system that
may be contributing to the maintenance of the
disorder. Furthermore, these therapies have
been found to be a cost-effective way of tapping
into the therapeutic resources of the family.
There has been little study of the optimal role of
either individual or group psychotherapy for
Anorexia Nervosa. Nevertheless, because of the
enduring nature of many of the features that ac-
company this disorder in the most entrenched
cases, it is advisable to follow these patients
with some form of individual therapy for at
least a year. If group therapy is an available op-
tion, it should be considered only as an adjunct,
and caution should be taken regarding a careful
selection and monitoring of patients to ensure
that they do not get caught in competitive loops
regarding who is the thinnest or sickest patient.

When the anorexia becomes a chronic condi-
tion, it tends to provide the person with a
compensatory identity that allows for some sig-
nificant presence in the world. That is why the
initial stages of weight restoration often are
sailed through rather quickly; it is when the

patient approaches her target weight and envi-
sions the crossroads of normality that she be-
comes terrified of what lies ahead. The sick
identity has enabled her to access a seemingly
safe place in the world (Herscovici, 1996). These
cases benefit most from ongoing individual ther-
apy that fosters a more realistic body image, self-
assertion, self-esteem, and empowerment.

TREATMENT OF BULIMIA NERVOSA

The patient with bulimia is usually in her late
adolescence or early adulthood. Contrary to the
patient with Anorexia Nervosa, who is brought
to therapy, the person with Bulimia Nervosa is
in desperate need of help to alleviate the dis-
tress of the symptoms she wants to get rid of.
The weight of these patients is usually in the
normal range. Nevertheless, because these pa-
tients suffer from a morbid fear of fatness, when
they realize that the goal of treatment is not
weight loss and they fear normal eating habits
will undermine their cherished desire, they
tend to have difficulty managing the anxiety
derived from this. It is important to ascertain
motivation status before treatment is under-
taken, because dropout is frequent when this
variable is not carefully considered.

Of the psychotherapeutic control studies for
Bulimia Nervosa, cognitive-behavioral therapy
(CBT) has been found to be the treatment of
choice. Results show a significant reduction in
binge eating and purging, attitudes toward
body shape, and general psychological func-
tioning. Recent studies show that early progress
in therapy is the best predictor of outcome
(Agras et al., 2000). This marker (70% decrease
in purging by the sixth treatment session) en-
ables clinicians to try other therapies for pa-
tients who do not respond to CBT in the first
weeks of treatment. Interpersonal therapy has
shown to be a good alternative (Agras, Walsh,
Wilson, & Fairburn, 1999). Antidepressant med-
ication, when combined with psychotherapy,
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has been shown to be effective in dealing with
bulimic and depressive symptoms. Group ther-
apy and self-help groups also have shown posi-
tive treatment effects.

The American Psychiatric Association treat-
ment guidelines (2000) recommend “family ther-
apy whenever possible, especially for adolescents
still living with parents or older patients with
ongoing conflicted interactions with parents.”
Additionally, they caution that “the nature and
intensity of treatment depends on the symptom
profile and severity of impairment, not the DSM-
IV diagnosis” (p. 25).

THE PSYCHOTHERAPEUTIC PROCESS

The therapeutic process follows certain general
stages. It must be kept in mind that patients
vary, and so does the amount of time and
specific interventions devoted to each stage.
Research has shown that when treating young-
sters with eating disorders, it is better to focus
on the family context and empower the parents
rather than look at the intrapsychic level alone
(Russell, 1994; Russell et al., 1987). In the treat-
ment of children and adolescents with eating
disorders, it is critical to help parents move be-
yond the sense of blame that seems inherent in
most families. This translates into two major
distinctions: (1) Separate blame from responsi-
bility, the latter creating a sense of agency
while the former usually sets off a defensive
and blaming spiral that fosters a malignant
context; (2) Differentiate those family factors
that might have precipitated the onset of an
eating disorder (excessive concern with body
appearance, parental abuse or negligence, or
overinvolvement that discourages autonomy)
from current family patterns that might per-
petuate the problem. The common denomina-
tor along the entire therapeutic process is for
the clinician to help family members view
themselves not as guilty but as an irreplaceable
resource for recovery.

THE TREATMENT FRAME

Due to the complex nature and outcome of eat-
ing disorders, it is advisable for the therapist to
be specially trained in their treatment. Relying
on ongoing supervision, collaboration, or con-
sultation is always preferable. The therapist
should have a collaborative frame, with the abil-
ity to negotiate strategies and interventions
within a multimodal team approach. Comorbid
features as well as severity of clinical condition
are relevant to deciding treatment frame. It is
preferable to have specialized inpatient or day
hospital care as a referral option if outpatient
treatment is not safe enough. Nevertheless, be-
cause recent studies support that family-based
outpatient care has proven to be a good treat-
ment for Anorexia Nervosa patients living at
home (Lock, Le Grange, Agras, & Dare, 2000),
this cost-effective treatment option is always
preferable for this group. The number of mem-
bers of the treatment team should vary accord-
ing to the requirements of the given case and
special care should be taken to avoid collusions.
It is not uncommon for the members of the
treatment team to be inadvertently drawn into
the patient system and take sides with the indi-
viduals. If this divisive strategy is not acknowl-
edged and neutralized, often it has detrimental
effects on the treatment.

The feminist model of family therapy fo-
cuses on how gender issues are perpetuated
through the family life. This approach empha-
sizes cultural factors associated with eating
disorders as well as issues of power, so perva-
sively influential in women’s everyday lives
(Walters, Carter, Papp & Silverstein, 1988).
These principles involve accepting and cele-
brating gender-related differences and also
emphasizing personal responsibility for health
and well-being. Enhancing autonomy, self-
worth, and standing up against a sense of
weakness or ineffectiveness are central tenets
in feminist ideology. These principles consti-
tute a therapeutic attitude that should prevail
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regardless of the gender of the patient or ther-
apist (Bryant-Waugh, 2000).

A pragmatic approach that takes into consid-
eration the idiosyncrasies of the presenting
problem and constantly monitors effectiveness
is more advisable than a stringent model. Fur-
thermore, we have evidence from research and
our clinical work that involvement of parents in
treatment is absolutely crucial. Regardless of
the family intervention chosen (parental coun-
seling or family therapy), the goal is to go be-
yond blaming and empower the parents to feel
capable of helping their children overcome and
transcend such a life-threatening way of ex-
pressing their often impaired sense of ability to
deal with life challenges.

STAGES OF TREATMENT FOR EATING DISORDERS

Stage 1: Symptom Management
This phase is usually completed in two to four
months. During this period, it is strongly ad-
visable to focus attention on the family context
rather than the intrapsychic level. As we stated
earlier, in the treatment of young people with
eating disorders, it is important to enlist the
parents in the treatment system. For this part-
nership to be viable, it is essential to move
beyond blame. Treatment seeks to enable the
parents to assume temporary control over the pa-
tient’s eating behavior until it is normalized. A
technique that favors this is the behavioral para-
digm, by which the youngster’s access to a nor-
mal life is contingent on weight gain. In other
words, a policy of bed rest and no privileges (so-
cial visits, physical activity, entertainment, etc.)
is enforced until weight recovery and normal
eating habits occur (Minuchin et al., 1978). It is
important that the therapist keep a critical bal-
ance so that the patient doesn’t perceive thera-
pist and parents as ganging up against her, but
rather that they are all united to battle the “in-
truding” eating disorder. The narrative ap-
proach, with its technique of “externalizing the

problem,” is especially useful in safeguarding
the patient’s dignity and self-respect (White &
Epston, 1990). It allows for detaching the prob-
lem from the person and, subsequently, the
problem’s establishing an identity of its own.
The joint exploration of the many ways in which
the problem (eating disorder) inflicts pain and
suffering allows for those affected by the prob-
lem to join in fighting it. This is a very practical
way of moving beyond explanations that em-
phasize pathology and blame and progress to-
ward positive change, enlisting the patient in
this pursuit.

To override the youngster’s strongly held
views regarding eating behavior, the parents
need to be knowledgeable about the required
changes that will ensure long-term goals of well-
being. This can be achieved through parental
counseling. The goal is to create an environment
in which parents are helped to find their own so-
lutions, what works for them, keeping a balance
between acknowledging the patient’s experience
and enforcing her safety and health. When there
is current or premorbid family dysfunction, it is
advisable to embark on family therapy. Neverthe-
less, during this stage, other family conflicts are
deferred and focus is kept on enhancing motiva-
tion for change of eating behavior and weight
restoration.

Stage 2: Normalizing the System and 
Conf lict Resolution
This phase has a variable duration, usually
around two to four months. Once the sympto-
matic behavior is in check, there is a gradual
restoration to the patient of control over her eat-
ing habits. This allows for other family issues to
be addressed. Additionally, siblings often en-
dure suffering and postponement of attention
to their needs due to the stress of living with an
eating disordered member. It is useful to have
family sessions that will allow for the explo-
ration and planning of ways to minimize the
impact of the illness on their everyday lives
while routines haven’t yet normalized.
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Another reason for moving from parental
counseling to family therapy is the evidence 
of ongoing marital conflict that involves the
identified patient. This does not imply that
family therapy should turn into marital ther-
apy, with the children as onlookers; rather, this
is an opportunity for marital conflict to be iden-
tified as a stress-producing problem that the
parents need to work on and for which the
patient should not feel responsible. Other indi-
cators are when we observe difficulties with the
separation-individuation process that hinder
the youngster’s voice from being expressed and
heard in the family. Another possible focus of
family therapy is the enhancement of a context
that facilitates any disclosure of abuse. Because
one cannot underestimate the importance of the
identified patient openly communicating such
issues during the family sessions, it is essential
that the therapist monitor this process.

In working with separated and stepfamilies,
one must have a clear image of the roles played
by the different adults involved. Because these
contexts strongly favor splitting and coalition
forming, it is likely that the patient will exploit
these to her disadvantage. A helpful interven-
tion is to acknowledge these divisions and the
history of disagreements between the parents
while stressing the need for joint decision mak-
ing (Honig, 2000). During this stage, the devel-
opmental issues are dealt with and particular
focus is placed on age-appropriate autonomy
and non-eating-disorder issues. Individual ses-
sions with the patient are often in order, spe-
cially for older adolescents.

Stage 3: Termination
At this phase, which usually lasts no more than
two sessions, the goal is to enhance family mem-
bers’ sense of empowerment, focusing on their
strengths in overcoming the eating disorder and
their capacity to grow from that experience.
Autonomy of the subsystems is checked and
future routes of development are anticipated.
Additionally, special care is taken to highlight

family members’ weaknesses and developmental
pitfalls that might precipitate a family crisis or a
relapse of the eating disorder. During this pro-
cess, therapists usually are rewarded when they
ask the family what they think were turning
points that enabled change in the therapeutic
process as well as what they learned from the ex-
perience. Follow-up at scheduled intervals is a
cost-efficient safety net for preventing relapse
that cannot be overestimated.

In addition to the basic treatment frame de-
scribed, multidimensional disorders sometimes
require an array of ancillary interventions
(physiotherapy, exercise, massage, group work,
and/or assertiveness training). Of special note
are techniques to improve body image dis-
tortion. These are currently carried out at an
experimental level because we do not have con-
trolled trials regarding their efficacy. Because
this has been shown to be a feature predictive
of outcome, we should follow this development
with care.

TREATMENT OUTCOME

For all age groups, eating disorders represent
an extreme of psychiatric morbidity and have
an adverse impact on most areas of life. Evi-
dence shows that eating disorders tend to be-
come refractory and autonomous over time.
Therefore, early, appropriate interventions may
significantly affect recovery. There is agreement
in the field that a four-year span from the onset
of the disorder is the minimum time required to
evaluate outcome. A short duration of illness
correlates with a good outcome. Dropout and
response to treatment in adolescent eating dis-
orders have been associated with high scores of
family EE (van Furth, 1991). Moreover, EE lev-
els have been shown to decrease after success-
ful family treatment (Le Grange, Eisler, Dare, 
& Hodes, 1992). Additionally, a dysfunctional
family environment negatively affects progno-
sis for all eating disorders (Herzog, Keller, 
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Lavori, & Ott, 1988; Steinhausen, Rauss-Mason,
& Seidel, 1991; van Engeland, van der Ham, van
Furth, & van Strien, 1995). Thus, family therapy
counseling is the treatment of choice whenever
possible and attainment of family support for
treatment is a critical goal. Authors are gener-
ally in agreement that the wisest approach to
multidetermined disorders such as Anorexia
Nervosa and Bulimia Nervosa is multidimen-
sional and biopsychosocial in nature.

Most studies evaluating treatment efficacy
contain poor descriptions of how therapy was
conducted and are thus difficult to replicate.
Additionally, the majority of patients are treated
outside of research settings with a variety of
therapeutic approaches that differ significantly
from those utilized in research. Even though,
more often than not, the therapeutic approach
chosen is determined more by therapist’s pref-
erence than by research findings, many patients
seem to improve significantly. To this date, no
specific treatment factors have been found to be
consistently effective. Because the silver bullet
is eluding us, it is important that we attend not
only to the hard scientific data but also to non-
therapeutic factors that have been studied more
recently.

M A J O R  S Y N D R O M E S  T R E A T E D
U S I N G  T H I S  A P P R O A C H

The treatment outlined so far has been found
to be useful for most cases of Anorexia Nervosa
and Bulimia Nervosa (Herscovici & Bay, 1996).
A difficulty associated with the treatment of
eating disorders is the fact that they so often
involve personality and trait disturbances.
Available data show that adolescent sufferers
present a range of comorbid psychopathology
that is comparable in content to that of adults.
These findings are striking when considering
that latent disturbances often do not become
apparent during adolescence. Those most com-
monly seen, even in recovered patients, include

depression, Obsessive-Compulsive Disorder,
and Anxiety Disorder (Neiderman, 2000, p. 87).
A follow-up study of adolescent-onset Anorexia
Nervosa showed that after six years of presenta-
tion, 30% qualified for Affective Disorder and
43% for Anxiety Disorder (Smith, Feldman,
Nasserbakht, & Steiner, 1993). A 56% rate of co-
morbid Major Depression was reported in a
sample of adolescent bulimics (Herzog, Keller,
Lavori, & Bradburn, 1991). Often, Major De-
pression and Anxiety Disorder develop prior to
the eating disorder.

Psychometric studies assessing personality
factors report purging anorexics as more dis-
turbed and emotionally labile, and more impul-
sive, oppositional, and antisocial (Leon, Lucas,
Colligan, Ferlinande, & Kamp, 1985). In other
words, restrictive and binge/purge patients
vary along personality dimensions that involve
control, and often disorders coincide with per-
sonality disturbances (Steiger & Stotland, 1995,
p. 52).

Evidence suggests that the patients’ premor-
bid traits are mostly timidity and perfection-
ism. Rastam (1992), when studying adolescent
anorexics, estimated that 67% of them showed
a personality disorder (PD) prior to onset of the
eating disorder and 35% showed Obsessive-
Compulsive Disorder. Others report that eating
disorders are associated with stable underly-
ing personality disturbances that exist inde-
pendent of the eating disorder. In fact,
obsessional traits in weight-restored anorexics
are strikingly stable through the years, and
adult bulimic samples suggest the existence of
primary characteristics that become exagger-
ated during the active phase of the eating dis-
order (Strober, 1980; Windauer, Lennerts,
Talbot, Touys, & Beaumont, 1993). Still, other
studies show that weight restoration in
teenage anorexics leads to a normalization of
disturbed traits, indicating that an active eat-
ing disorder will either color characterological
features or exacerbate latent personality prob-
lems (Leon et al., 1985; Strober, 1980).
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Overall, estimates of PD in mixed anorexic
and bulimic samples are high and concentrate 
in the 50% to 75% range (Steiger & Stotland,
1995, p. 53). Restrictive Anorexia Nervosa ap-
pears to show the most consistent pattern,
aligned with the anxious-fearful (Cluster C) PD.
For normal-weight bulimics, borderline and
histrionic PD are the most frequent; yet, compul-
sive, avoidant, and dependent are also common
personality disorders. Studies show that eating
disordered patients have been found to have
heavy loadings on risk avoidance, conformity, ob-
sessiveness, self-criticism, and narcissistic need
for approval (Steiger & Stotland, 1995, p. 54).

In terms of relational diagnoses, eating disor-
ders occur in families showing variable forms of
dysfunction. Additionally, studies point to the
idea that severity of family dysfunction may be a
better predictor of personality disturbance in
the eating disordered sufferer than of eating dis-
order symptom severity (Head & Williamson,
1990). Although we need more clarity as to the
possible influences of individual and family
processes in the development of eating disor-
ders, we have enough knowledge about mainte-
nance factors to pursue meaningful treatment
that will enable recovery.

C A S E  E X A M P L E

Susana, 18, was the only daughter of a very ra-
tional, articulate set of parents, both physicians
who had three older sons, also physicians. She
had always been a bright student, very compli-
ant, and socially appreciated, mainly for her
helping ways. She was apparently cheerful and
full of life, a disciplined ballerina who didn’t
mind being chubby and seemed to please every-
one around her. The family tradition was that at
age 18 years, the youngsters would leave home
and move 1,500 miles away to Buenos Aires to
attend the university. The youngsters would
live in the maternal grandmother’s home dur-
ing those years, under the supervision of the

grandmother and two aunts, whom Susana was
certain were virgins.

She had always been extremely close to her
mother, who confided all of her troubles, includ-
ing the father’s infidelities, to her daughter. Su-
sana was brought up in an adult atmosphere and
always had wise comments regarding any issue.
The girl seemed to be extremely independent,
traveling often as an unaccompanied minor. She
led a family-centered life with cordial but few
peer relationships. During the weekend, the
men in the family would go to their summer
home, but she would rather stay with her
mother, reading at home. She had always known
she was going to be a lawyer and was looking
forward to moving to Buenos Aires.

The girl started her weight loss at age 16, fol-
lowing a mastectomy performed on her mother
after she was diagnosed with cancer. The mother
was cured but refused to have plastic surgery to
repair the aesthetic damage. Soon, these con-
cerns were replaced by the terror that inundated
the mother when she realized that her daughter
was anorexic. The father was in stark denial; in
his eyes, his daughter was too smart and happy
to embark on such a self-destructive enterprise.
They engaged in a long-distance treatment, trav-
eling to Buenos Aires monthly. During that time,
the mother took full charge of supervising the
daughter’s food intake. Susana regained weight,
although along with that, she became obses-
sively preoccupied with her body image and
calorie consumption in a way that was not evi-
dent when she had been underweight.

The psychotherapeutic functional hypothesis
put to the family was that Susana, due to leave
home two years later, had panicked over sepa-
rating from her family. The Anorexia Nervosa
stunted not only the girl’s bodily transfor-
mation and subsequent sexual challenges, but
also her leaving home process. This fear, which
may have been triggered by the danger of losing
her mother due to her recent cancer, was in fact
imbedded in the family structure. Mother and
daughter were inseparable. Additionally, her
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overinvolvement with this warm and generous
family left her experientially and emotionally
unprepared to leave home. The family denied
all this. They believed that the daughter’s intel-
ligence and the mother’s tenacity at controlling
her food intake would suffice to overpower the
Anorexia Nervosa. What more proof than the
fact that she was slowly and steadily gaining
weight?

As the year ended, Susana was about to
finish high school and move out of her parents’
home. The day the girl reached her target
weight, she broke down and embarked on a re-
lentless pursuit of thinness, which now openly
alienated her from the world. She became
tyrannical and fought her mother to tears for
every pea on her plate. She quickly became ema-
ciated and was about to be hospitalized. At that
point, the realization that she was in danger un-
leashed intense hypochondriac anxieties and
served the purpose of allowing her to eat and
regain weight, not because she desired food but
simply to avoid death. With her nutritional re-
habilitation completed, the family brought her
to Buenos Aires to start her university studies
and embark on a formal therapeutic endeavor.
The parents went back to their home town and
Susana remained with the grandmother and
virgin aunts.

Susana became totally out of control. She
would have panic attacks when going to the
university. She felt terrified of failing at school
and could not tolerate the anxiety provoked by
just the thought of taking exams. Her childlike
grandiosity suffered a great disappointment
when she dropped out of school, unable to cope
with the possibility of not being able to achieve
at her A-plus level, as in the past. She was con-
vinced that she was a total failure and would
never amount to anything. Susana perceived
her idealized mother as someone who had been
able to overcome adversity and strive for excel-
lence, regardless of the circumstances.

She began dating a boy her age; this was her
first brush with heterosexual love. She became

very excited with this novelty and feared her
parents’ disapproval. Her guardians became
outraged that she should want to date in this
condition; they thought she wasn’t emotionally
stable enough to handle such a volatile situa-
tion. The mother became frightened and uti-
lized the medication for her panic attacks as 
an excuse to demand that Susana not be given
permission to go out. This formerly most serene
and predictable mother suddenly became in-
creasingly frantic, interrogating Susana over
the phone as though her daughter were a delin-
quent. The girl became more disorganized each
day. When medication was increased, she
calmed down and started to restrict her food in-
take, this time with a clear desire to die. Susana
felt lifeless, not entitled to have a life of her own,
naughty and guilty for not agreeing with her
mother, who responded to her separation intent
with a hostile and rejecting stance. If this was
her maternal introject, it certainly became rein-
forced by her mother’s real attitude.

The crisis that unfolded surpassed the imagi-
nable for this rational and most proper family.
The girl would make plans to go to the country
for a weekend with her married brother and
family, and the mother would call in a rage,
demanding that the trip be canceled immedi-
ately, threatening to have the police intervene to
stop her daughter from going to a carnival pa-
rade where “nude bodies were being exhibited.”
When this sort of conflict ensued, the girl
would bang her head against the wall and crawl
into a corner and refuse to eat. The parents were
summoned to Buenos Aires and the family un-
derwent intense family therapy until the symp-
toms were under control and the maturational
crisis became manageable.

DIAGNOSIS AND ASSESSMENT

The individual diagnosis (DSM-IV criteria;
APA, 1994) was of Anorexia Nervosa, restric-
tive type. Following this author’s classification
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stated earlier, this is an eating disorder in 
the context of a dysfunctional family system,
where the patient has experienced a pervasive
developmental impairment resulting in a per-
sonality problem and reflecting a disorder 
of the self. Other assessment instruments uti-
lized showed that this patient had an 85 to 95
percentile range on the body dissatisfaction,
perfectionism, maturity fears, and asceticism
subscales. Additionally, the somatization and
paranoid ideation dimensions were signifi-
cantly elevated. The former reflects distress
arising from perceptions of body functioning
and somatic equivalents of anxiety; the latter
refers to suspiciousness, hostility, grandiosity,
centrality, and fear of loss of autonomy (Dero-
gotis, 1994). The initial family assessment,
which had led to a diagnosis of developmen-
tally arrested dysfunctional personologic sys-
tem (DevDps), had missed the overlap with
another category: the covertly narcissistic dys-
functional system (CNrDps; Magnavita, 2000).

In fact, Susana was not only having difficulty
in the separation-individuation process because
of her protective role of the parental subsystem;
more important, this system was involved in an
arrangement such that the offspring were serv-
ing the unmet emotional needs of the parents.
The parents had always had an unhappy mar-
riage, perhaps partly because each of them had
failed to differentiate from their own family of
origin. The trade-off for their financial and pro-
fessional success as physicians was that they
left Buenos Aires early in their marriage but
remained guilty and indebted to their elders 
for this distance. They responded to this with
implicit covert pacts. The father secretly chan-
neled money to his mother. The mother’s ar-
rangement was more sophisticated; all their
offspring were to come to Buenos Aires to fur-
ther their university education, but they were
to live in the grandmother’s home under her
strict and loving care, in an atmosphere where
sex was sinful and family loyalty was the high-
est value. Thus, they became engulfed in the

mother’s world, which protected them from
the father’s “dangerous” influence. The father
participated only in medical (professional)
matters, and the couple remained hindered in
their capacity to become emotionally involved.
Triangulation was the interactional rule for
this family. Susana, the only daughter and
mother confidant, was the epitomized victim
of this plight. Through her body, she expressed
the conflict around sexuality and pleasure and
punished herself by depriving her body of the
needed nourishment and by banging her head
against the wall while crying that she was use-
less and bad because she was ruining every-
one’s life. At a time when she felt totally out of
control of her circumstances, the one domain
she was still able to exert omnipotent power
over was her food intake. In this, she was able
to defeat her idealized mother and her “bitter
guardians,” who had attempted to control 
her life. Additionally, as her weight loss pro-
gressed and her adolescent body vanished, she
became totally absorbed by this preoccupa-
tion; she forgot about boys, love, life, and the
pain of growing up and of separating. Now she
was no longer separated. Her mother opened
her arms to embrace her regressive daughter,
and momentarily this family regained their
balance.

TREATMENT APPROACH

Interestingly, most of the above constructions
were never openly shared with the family. Their
main value was serving as a frame that allowed
for the intense joining with each of these family
members in their pain and dilemmas and to
challenge them to act differently. From that
vantage point, it was possible to tap into their
resources to further positive change. The initial
treatment stages did not follow the earlier
stated outline because of the living conditions
and distance of the parents. During the indi-
vidual sessions with Susana, it was possible to
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piece together the family picture, at least from
the girl’s perspective. This allowed for a good
joining with the therapist that enabled the new
experience of relating to someone outside the
family circle and feeling understood and val-
ued. One cannot underestimate the importance
of the therapist’s being knowledgeable and ex-
perienced in eating disorders. Eating disor-
dered patients are often delusional and become
more inclined to trust someone who is an em-
pathic connoisseur. During this stage, the main
achievement was to motivate Susana to over-
come her Anorexia Nervosa and gather the
courage necessary to wander into the outside
world. For this, it was imperative that she dif-
ferentiate from her parents and construct her
own identity. She realized there was a life
beyond the family that she had not felt entitled
to and that her life plan had been designed by
others. In her words, “I am faced with the
plight of transforming from a marionette to a
young woman.”

The turning points of this therapy were:

1. Defining the crisis as having reached a
life-threatening point. Her safety was se-
cured by enforcing adequate nutrition. Her
clinical condition was monitored by a spe-
cialized physician.

2. Realization that the individual sessions
with Susana were augmenting her trian-
gulation (she was encouraged to move
forward in her development, embracing
peer-appropriate behaviors, and that was
contrary to the family rule).

3. Realization that her mother was trapped
beyond her will (and knowledge?) in this
multigeneration pact and was unable to
undo it alone.

4. The father was strongly encouraged and
supported to reenter the family system.
He challenged the mother in her child-
rearing values and approach.

5. Both parents were helped to sort out rea-
sonable expectations and put in charge of

monitoring Susana’s living arrangements
while in Buenos Aires.

6. The therapeutic system was opened to in-
clude the siblings, maternal grandmother,
and grandaunts.

7. The brothers’ difficulties with growing up
were worked through, highlighting their
educational value for Susana.

8. The father was connected with Susana in
new outdoor physical activities. They were
able to enjoy sharing time together.

Conditions that enabled this therapeutic pro-
cess were:

1. The certainty that there was no malevolent
intent in this family arrangement.

2. The therapeutic alliance based on trust
and respect that permeated the whole
treatment, even at the most difficult times.

3. Susana’s strong will and determination to
succeed in this therapeutic endeavor.

OUTCOME

Soon after family therapy started, Susana began
to recover her weight, eating habits, and hope.
Four months later, she successfully completed
her admission course and exams for entering
the university. It was a very trying experience
for her, and as soon as she finished, she went
back to her parents’ home for summer vacation.
The psychometric data obtained six months
after family therapy had commenced showed
significant improvement in most subscales. The
ones that remained stable were those of body
dissatisfaction and perfectionism. The former is
a known risk factor for eating disorder relapse;
the latter is a personality trait characteristic of
Anorexia Nervosa patients. Further therapy
will focus on these issues, and individual treat-
ment is more suitable for that work. It is impor-
tant to keep in mind that a systems frame is not
defined by the number of people in the therapy
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room, but rather by how the problem is per-
ceived and understood. Since the last session,
Susana has called on two occasions to say she
was enjoying her social and family life and ex-
perimenting with finessing her parents when
they tried to pull her into their issues. She trusts
this will prepare her to face the next semester,
living away from home and getting on with a
life of her own.

S U M M A R Y

The case presented previously illustrates the
multimodal treatment of an eating disorder 
in the context of a dysfunctional family sys-
tem. Susana’s pervasive triangular involve-
ment in the parental conflict had resulted in a
thwarted maturation and individuation. De-
velopmentally appropriate autonomy threat-
ened the family equilibrium and the Anorexia
Nervosa not only kept her peer involvement
and sexual awakening at bay; it also invited
maternal intrusion and control. In her rigid
mind frame, any attempt at separation and in-
dividuation that failed to coincide with the
mother’s expectations, was inherently terrify-
ing. Unfortunately, reality confirmed these
fears and only the process that evolved in the
family therapy allowed for this to change. The
psychodynamic object relation theory formula-
tions were useful in contributing to the thera-
pists’ understanding of some of the underlying
processes. Nevertheless, if they would have
been utilized as interpretive interventions in
lieu of family therapy, the patient’s triangula-
tion probably would have been reinforced and
her outcome impaired. In other words, when
considering therapeutics, one must be weary of
the boundaries of such theory. The approach of
choice must be guided by efficacy evidence.

Critical to this outcome was the maintenance of
a solid therapeutic alliance with each one 
of the family members, which made it possible to
move beyond blame and empower the individuals

to attain the courage to strive for ageappropriate
autonomy. This case clearly illustrates that
when treating eating disorders, it is not a matter
of knowing all or more approaches, but rather of
utilizing interventions that are of clinical rele-
vance to the specific case.
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C H A P T E R  7

Psychodynamic Psychotherapy with
Undergraduate and Graduate Students

PAUL A. GRAYSON

In many respects, college and graduate stu-
dents are model candidates for psycho-
dynamic psychotherapy. Young, attractive,

verbal, intelligent, headed for success, they 
are YAVISes par excellence. Developmentally,
they’re at just the right stage: mature enough to
reflect on their experience and see family dy-
namics in perspective, yet still pliable and un-
fettered enough to make changes in their lives.
No wonder therapists delight in working with
this population. Students are the sort of pa-
tients insight-oriented therapies are designed
to treat.

Yet, for all they have going for them, students
still can be a therapeutic challenge. One reason
is their unreliability about treatment. Brief ther-
apy is the rule at campus services anyway, but
students are not fastidious about sticking to
even brief therapy time schedules. A second
reason is the complexity of their difficulties.
Maybe at one time college psychotherapy was a
cozy enclave, the treatment of the developmen-
tal struggles of emotionally healthy, ethnically
homogeneous, economically privileged young
people—but no longer. The work today still em-

phasizes developmental struggles, but thrown
into the mix are also diversity concerns, “real
life” stressors, and considerable psychopathol-
ogy. Students’ problems can be a conundrum to
sort out, let alone treat, especially within such
brief and uncertain time conditions.

These, then, are the defining features of stu-
dent psychotherapy: gifted clients, scarce time,
and complex problems. This chapter describes
the therapy approach I have fashioned to work
with this talented but challenging population.
Unless otherwise indicated, I refer throughout
to both undergraduates and graduate students,
whom I see at New York University’s Counsel-
ing Service (UCS) in roughly equal numbers.

H I S T O R Y  O F  A P P R O A C H

The field of college psychotherapy took off
slowly. Although the first mental hygiene pro-
gram was set up at Princeton in 1910, roughly
half the nation’s colleges and universities had
no organized mental health programs in 1951
(Reinhold, 1991). Even years later, many schools



162 PSYCHOTHERAPY WITH ADOLESCENTS AND YOUNG ADULTS

still lacked such programs, leaving it to stu-
dents who had personal problems to chance
upon sympathetic faculty members or deans,
brave off-campus treatment, or, most often, suf-
fer in silence. At my own small, all-male liberal
arts college in the late 1960s, not only was there
no psychotherapy service, but nobody I knew
had ever seen a therapist—or dared to admit it.

Perhaps antiwar and civil rights protests,
burgeoning drug use, and the advance of coed-
ucation convinced the laggards. Whatever the
reason, by the end of the next decade, psy-
chotherapy services had spread throughout aca-
demia, and, despite budgetary vicissitudes and
occasional “outsourcing” experiments, they’ve
remained a fixture ever since. Today, virtually
all colleges in America—and many institutions
overseas—provide some sort of on-campus as-
sistance for students who have psychological
concerns.

But what sort of assistance? Originally, there
were two models: mental health services, which
grew out of the campus health service, and coun-
seling services, which were sponsored by psy-
chology departments and/or student personnel
programs (Archer & Cooper, 1998). Mental
health services had primarily psychiatrist staffs,
specialized in personal issues, and attended
closely to psychopathology—even though, by all
accounts, there was less of it back then. In the
very physician-like words of two college psychia-
trists 30 years ago, their “fundamental task [was]
to prevent and treat illness” (Farnsworth &
Munster, 1971, p. 1). By comparison, counseling
services were more relaxed, welcoming places.
Staffed mostly by counseling psychologists, they
dealt with academic and vocational concerns as
well as personal problems and emphasized nor-
mal student development over psychopathology.

Over time, the differences between mental
health and counseling services blurred. Fewer
original mental health services could afford the
budgetary extravagance of all-psychiatry staffs.
Fewer original counseling services bothered
with vocational and academic counseling, as

these areas were now normally farmed out to
separate campus offices. Most important, all
services sought a middle ground between the
purely mental health service approach, which
seemed too heavy-handed for the average case,
and the purely counseling service approach,
which seemed ill-equipped to deal with psycho-
pathology. The common goal became to reach
out to everyone, from the healthy student to the
severely disturbed.

As for college psychotherapy’s theoretical
orientation, historically, the one area of general
agreement, endorsed by mental health and
counseling services alike, is the relevance of a
developmental perspective. (With a few excep-
tions [see Committee on the College Student of
the Group for the Advancement of Psychiatry,
GAP Report, 1999], the development in question
has been that of undergraduates, not graduate
students.) According to the developmental per-
spective, college students are in a transitional
stage between adolescence and adulthood. To
negotiate this transition, they have to master
certain developmental tasks: separating from
family, living autonomously, forging a positive
and coherent identity, forming friendships and
intimacies, advancing toward career goals. The
challenges of the college experience push them
to accomplish these developmental tasks. Thus,
the first-year student’s move from childhood
home to on-campus housing is, if all goes well, a
maturational step toward separation and auton-
omy. Choosing courses and an academic major
during the middle college years are steps to-
ward identity formation. Making postgradua-
tion plans during the fourth year is a step
toward career choice. In many such ways, the
time-ordered tests of the college years dovetail
with the maturational tasks of becoming an
adult (Medalie, 1981). And so the college thera-
pist’s task is, in part, to help students simulta-
neously manage college pressures and master
developmental tasks.

Although academics have churned out many
versions of student development theory, bristling
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with formidable professorial language like
“domains” and “vectors” and “modes” (Slimak,
1992), all college therapists more or less endorse
the points outlined above. College therapy is
unanimously deemed to be about supporting
student development. On other theoretical ques-
tions, however, the unanimity disappears. Pe-
rusal of the literature shows therapists adopting
a variety of theoretical positions—when, that is,
they trouble with theory. There has been, and is,
no consensual model of college psychotherapy.

Modified psychoanalytic approaches turn up
regularly in college therapy writings. Blos
(1946), a pioneer writing from an ego psycho-
logical perspective, frowned on on-campus clas-
sical psychoanalysis for neurotic conditions,
recommending instead “deal[ing] with the de-
rivatives of [unconscious infantile] conflicts in
terms of ego reactions” (p. 577). May’s (1988)
Psychoanalytic Psychotherapy in a College Context
draws on Freud and other main psychoanalytic
theorists to apply the psychoanalytic approach
to college students in the college environ-
ment. Other psychoanalytically influenced col-
lege therapists have invoked Melanie Klein’s
concept of projective identification (Romney &
Goli, 1991), Mahler’s research into the toddler
(Webb & Widseth, 1988), and Kohut’s self psy-
chology (Schwitzer, 1997).

Nonpsychoanalytic approaches have been
adopted too, among them cognitive-behavior
therapy, solution-focused therapy, paradoxical
interventions, and family systems therapy. I
particularly want to pay homage to one work
that does not fall in with any of the popular
models, Eugenia Hanfmann’s too seldom re-
membered Effective Therapy for College Students
(1978), which draws on the even more over-
looked theoretical and clinical contributions of
Andras Angyal (1965). If I had to pick a single
guide to explain the art of treating students 
on campus, Hanfmann’s wise, humane, and jar-
gon-free volume would be the clear choice.

Although various treatment approaches have
been used, overall the literature on college

psychotherapy has not stressed theory. My ex-
perience attending college psychotherapy con-
ferences confirms this atheoretical slant. On the
whole, college therapists are more concerned
with special problems, like substance abuse or
eating disorders, and special populations, like
first-year students and women, than with ap-
plying the theories of Freud, Kernberg, Kohut,
or Beck. When writings do incorporate theory,
the approach tends to be integrative, as in
May’s (1988) broad-based psychoanalytic treat-
ment. To me, this makes sense. Day-to-day in-
teractions with students demand therapeutic
flexibility, discouraging any inclination toward
theoretical purity.

Two other recent trends remain to be dis-
cussed: the ascendance of brief therapy and the
diversification of the student population. Be-
cause these topics are central to my own think-
ing and practice, they are reserved for the next
section.

T H E O R E T I C A L  C O N S T R U C T S

BRIEF THERAPY AND ITS VARIANTS

College psychotherapy naturally gravitates to-
ward brief treatment. The college semester, for
one thing, permits only about 16 weeks of unin-
terrupted treatment, and then only for the
provident few who start at the beginning of the
term. Although some students return to ther-
apy after the winter break or summer vacation,
usually the semester’s end is a natural stopping
point.

Brief therapy is also an economic fact of life.
Most colleges and universities these days sim-
ply cannot fund enough therapists for a long-
term, open-ended psychotherapy program. This
reality has sparked debate, some college thera-
pists optimistically calling brief therapy the
treatment of choice for many students anyway
(Hersh, 1988, Steenbarger, 1992), others decry-
ing session limits (Webb & Widseth, 1988).
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Practically speaking, the debate is moot. The
typical college service has no fiscal choice but
to cut down on appointments by imposing a
brief therapy model.

But even if the academic calendar and college
finances didn’t limit therapy, students them-
selves would. The reason is their fast-changing
lives. College stressors, as we have seen, change
from first year to last. On a smaller scale, some-
thing similar happens over the semester, with
students early in the term adjusting to new
classes and perhaps new roommates, then to a
relatively tranquil but academically decisive
middle period, and finally to the pressure
cooker of final exams, followed by another
leave-taking (Grayson, 1985). As if all these
changes weren’t dizzying enough, on a day-to-
day basis students are forever experimenting
with relationships, sex, alcohol and drugs, aca-
demic and extracurricular commitments, sleep
schedules, and diet. Such a mercurial existence
inevitably bollixes up treatment schedules. As
stressors flare up and fade, so goes students’
therapy attendance.

College therapy is therefore brief, but not
uniformly brief. In reality, we can discern sev-
eral basic attendance patterns, each a distinct
treatment experience: traditional brief therapy,
very brief contacts, abbreviated therapy, irregu-
lar therapy, and intermittent therapy. Confus-
ingly, it’s usually unclear at the beginning of
treatment which attendance pattern will ensue.
Therapists must dive into the work without
knowing beforehand how deep or far they are
destined to go.

Before we turn to the nontraditional atten-
dance patterns, which are so characteristic of
college therapy, it must be stated that many stu-
dents do pursue traditional brief therapy, the
kind one reads about in treatment manuals.
These faithful souls show up reliably for every
appointment and proceed until arriving at the
semester break or the session limit. Their treat-
ments can be understood in terms of distinct
beginning, middle, and ending phases, the last

phase permitting an emphasis on termination
issues (Mann, 1973; Sifneos, 1979).

Nontraditional Attendance Patterns
But the majority of college treatments play out
in less orderly fashion. Very brief contacts (al-
most one half of UCS’s cases) last for only a ses-
sion or two. Though their official purpose may
be to get referrals or receive information, they
are, in their own way, true therapy experiences.
Abbreviated therapies start off like traditional
brief therapy, but then come to an earlier con-
sensual conclusion, slowly fizzle out, or stop
abruptly with a dropout. Irregular therapies
wend their wobbly way through cancellations,
reschedules and no-shows, changes in appoint-
ment day, and requests for spaced-out appoint-
ments, emergency unscheduled appointments,
and perhaps a new therapist. After a while,
their unpredictability becomes the norm. Fi-
nally, intermittent therapies consist of multiple
courses of brief treatment over a student’s col-
lege career.

From students’ standpoint, all such trun-
cated or erratic or discontinuous therapies
make perfect sense. Students show up at the
psychotherapy service when they feel dis-
tressed. They miss appointments, as they miss
classes, because that is the casual way on cam-
pus. And sooner or later, they leave therapy, be-
cause the latest crisis has passed, they’ve had
enough exploration, or they’re busy with other
matters. Their original decision to visit the col-
lege service was not a commitment to under-
take therapy but an immediate response to a
pressing need.

But for therapists trained in traditional brief
therapy (if trained in brief therapy at all), non-
traditional patterns disrupt the game plan. One
can’t count on a set number of sessions to con-
duct an inquiry, develop a relationship, and
achieve treatment goals. One certainly can’t
count on getting to all the issues one might like.
The only recourse is to be ready for anything.
Because the student may in fact continue in
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treatment, thought must be given to follow-up
sessions and goals. But because every session
may be the last, each must be a helpful experi-
ence in its own right. Treatment must be both
cumulative and catch-as-catch-can.

Nontraditional attendance patterns have a
double-edged influence on the therapeutic al-
liance. On the one hand, very brief and irregu-
lar treatments are neither conducive to nor
reflective of strong student-therapist bonds. The
student who flits in and out of the office may
feel no stronger attachment to the therapist than
to faculty advisors, academic counselors, or half
a dozen others on campus—not to mention
group therapists, psychiatric consultants, or
other individual therapists. (One way or an-
other, many students acquire a number of
helpers.) And yet, the mere prospect of return
visits—intermittent therapy—prolongs a thera-
pist’s influence; students feel attached to their
therapist even when not actively in treatment,
drawing consolation from the therapist’s ongo-
ing availability. What these therapy relation-
ships may lack in intensity is made up for in
staying power.

Nontraditional attendance patterns also de-
fuse or cloud termination issues. Very brief and
highly irregular cases generally have a low-key
ending. Interrupted treatments may allow no
discussion of ending at all. The prospect of in-
termittent treatment, meanwhile, renders last
sessions less final, more like trial separations
than a true goodbye. Throw in the fact that
many treatments are overshadowed at the end
by final exams anyway, and the result is therapy
that often ends anticlimactically, not with a
bang but a whimper.

PSYCHODYNAMIC OPPORTUNITIES

Compared to the developmental perspective,
which makes students’ problems seem like nor-
mal growing pains, psychodynamic explana-
tions have a way of emphasizing what’s wrong

with a person. For this reason, many campus
psychotherapy services call themselves Student
Development Centers, dissociating themselves
from anything smacking of traditional psycho-
dynamic psychotherapy that might scare away
skittish students. But although one perspective
sounds benign and the other incriminating, de-
velopmental and psychodynamic explanations
are really two sides of the same coin. The major
psychoanalytic models are stage theories, after
all, and the most renowned developmental the-
orist, Erik Erikson, built his conceptualization
on Freud’s foundation. In my own practice, it is
difficult to imagine treating students’ develop-
mental struggles without thinking and re-
sponding psychodynamically.

Not that students on arrival at the psychother-
apy service are necessarily ready for psychody-
namic ministrations. Although they show up for
all sorts of reasons, including the ever-popular
“I just want to talk” and “My roommate’s in
counseling so I thought I’d try it too,” many
come in, or are coaxed in by friends and family,
because something is acutely wrong that wants
putting right. The issue may be an academic set-
back, anxiety attacks, homesickness, a romantic
breakup, an unwanted pregnancy, or any of sev-
eral dozen other upsets. Often, a combination of
stressors, on- and off-campus, does the trick: too
many sleep-deprived nights juggling job respon-
sibilities and study pressures, family strife and
roommate tensions. (Whoever imagines stu-
dents have it easy doesn’t know them.) What-
ever the presenting concerns, what students
usually want is fast relief. Crisis management or
at least problem solving is where college therapy
tends to begin.

But students are resilient and their crises are
short-lived. They are also introspective (some-
times morbidly so), intensely curious about
themselves, their relationships, and their place
in the world, and even those not so inclined
have a hard time avoiding self-scrutiny when
so much at college shakes comfortable old as-
sumptions. A little prompting, therefore, is all
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it may take to nudge therapy from crisis mode
to self-reflection. Once the immediate upset
calms down and before the next one erupts,
opportunities arise to dig deeper and work
psychodynamically.

As I apply it, the psychodynamic is an inclu-
sive model, in the spirit of Pine’s (1990) and
McWilliams’s (1994) integrative view of the
drive, ego, object relations, and self perspectives.
Sometimes, a student’s fears of and defenses
against experiencing affects come to the fore-
front, a classically psychoanalytic theme that,
among brief therapy models, best fits the ap-
proaches of Malan (1976) and Davanloo (1980).
Sometimes, the spotlight shifts to lifelong mis-
perceptions of other people and associated self-
defeating relationship patterns, a theme in
keeping with either an object relations or inter-
personal perspective and the brief therapy mod-
els of Luborsky (1984) and Strupp (Strupp &
Binder, 1984). Salient too may be problems with
personal agency, authenticity, and self-esteem:
self psychology emphases. The challenge isn’t to
find plausible perspectives. It is, rather, to select
an apt one for emphasis. Thus, although in-
evitably and almost automatically I view stu-
dents through different theoretical lenses at
different times, I’m always on the lookout for the
one perspective, and the one core issue, to ele-
vate in importance. In very brief therapy, a single
big theme thoroughly examined packs more wal-
lop than a dozen loosely connected insights.

In practice, this approach involves looking for
a focus or, more accurately, two foci. The first,
the focal problem, is a primary symptom or
problem area, usually one of the student’s orig-
inal complaints. The focal problem not only
keeps the initial inquiry from flying off in all
directions, but also points to a goal: One mea-
sure of therapy’s success will be progress on
this problem. The second focus, the focal theme,
usually evolves later. The focal theme is a
deeper issue or core theme—the one big psycho-
dynamic insight—that speaks to the student’s
problems and serves as the therapy’s motif,

tying the inquiry together. Working with the
focal theme is what makes meaningful change
possible: “One changes significantly in one’s
roots, not in one’s branches” (Angyal, 1965,
p. 205).

Exploring the past is important, as in any
psychodynamic treatment, but because of time
limitations, one must do so efficiently. The chief
importance of mining the past is to illuminate
the present, especially the focal problem and
theme. Reviewing childhood experiences re-
veals to students how they unwittingly keep
their histories alive in their current maladaptive
perceptions and responses.

Another staple of psychodynamic therapy, at-
tention to the therapeutic relationship, is im-
portant too—but with a caveat. Unquestionably,
when a student’s focal problem or focal theme
comes up in relation to the therapist, gently cit-
ing this here-and-now example is therapeuti-
cally useful, bringing the issue into sharp relief.
And if a student has a negative reaction toward
the therapist, that reaction had better be dealt
with promptly or the student may drop out of
treatment. But, unlike in psychoanalysis (see
Schafer, 1980), in brief therapy the study of the
therapist-student relationship should not be-
come an end in itself. When a student’s depend-
ent or flirtatious or superior manner has no
apparent tie to either focus, usually it’s best to
sit on the information until it may prove clini-
cally relevant.

Interpreting resistances, another standard
psychodynamic activity, similarly requires cau-
tion. Certainly, it’s sometimes necessary to
point out how students deny, minimize, or
make a joke of problems, how they hide feel-
ings, blame other people and events, and use
their formidable reasoning abilities to explain
away the truth. But resistance interpretations
to late adolescents risk being heard as conde-
scending or blaming or controlling—in one
dread word: parental. They are best made,
therefore, in an egalitarian spirit, and then only
when the student is ready to hear.
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THE IMPACT OF DIVERSITY

In recent years, college campuses have dramat-
ically diversified in race, ethnicity, and culture,
sexual lifestyles, age, and level of psychopathol-
ogy. Students from these newly represented
groups face the same college stressors and de-
velopmental strains as everyone else, but their
adjustment is further complicated by their par-
ticular pressures. The tricky assessment task
raised by diversity is teasing influences apart.
When are a student’s coping difficulties attrib-
utable to the burdens of being somehow “dif-
ferent”? When is diversity a smoke screen
obscuring other factors?

The influence of race, ethnicity, and culture
on student adjustment deserves a volume in it-
self. At the cost of oversimplification, let me
offer a few observations about the three princi-
pal racial minorities. African Americans, partic-
ularly if from disadvantaged backgrounds,
often shoulder major outside burdens—debt,
full-time jobs, family responsibilities—and the
weight of being pioneers, the first from their
family to attend college. On campus, they some-
times feel alienated, viewing White classmates
and professors as uncomprehending and unsup-
portive. Yet, they can’t win, because when they
do make White friends or academically shine,
other African Americans may ostracize them as
“too White.” With all these pressures, the devel-
opmental tasks of separating from home, fitting
in on campus, and forming a positive sense of
identity are made that much more difficult.

The same themes crop up with Latino stu-
dents, again especially those from disadvan-
taged backgrounds, although Latino-White
student relationships, though hardly smooth,
are less charged than Black-White relations. But
Latinos sometimes face the additional handi-
caps of English-language problems and families
living abroad. Asian Americans sometimes
have these last handicaps too, and many also re-
port intense family pressures to excel at stud-
ies, study only certain fields, and pass up

extracurricular activities and romance. Because
many Asian Americans simultaneously chafe at
and deeply respect parental control, their sepa-
ration and identity strivings can tie them in
knots. Another common complaint is the stereo-
type that all of them are, or should be, academic
“geeks.”

Having made these broad-brush statements,
let me hasten to qualify them. Not only don’t
the generalizations apply to many individuals,
but they give no hint of the scope of ethnic and
cultural diversity on campus, of all the inter-
national and first-generation students, all the
unlikely biracial and bicultural, multiracial
and multicultural combinations. In the week
these words were written, I have seen a Niger-
ian student raised in England, a Japanese na-
tional new to America, an ethnic Indian raised
in the Middle East, a first-generation Ecuado-
rian, and an Irish Korean born in the United
States. Not one of their stories neatly fits broad
racial generalizations.

And yet, along with the dazzling variety in
experiences, one also finds an opposite phe-
nomenon: students from dramatically differ-
ent backgrounds articulating certain common
themes. Time and again, minority and interna-
tional students speak of the clash between
family and American mainstream values (to
say nothing of Greenwich Village values), the
feeling of being different and an outsider on
campus, and the wish for more same-group
adult role models. Repeatedly, they remark
that in their culture one doesn’t go to therapy
or talk about feelings to outsiders, or at all. The
speaker may be a Turkish international stu-
dent, an African American, a first-generation
Korean American, or a Hasidic Jew, but the
messages are remarkably alike.

One final point before leaving race, ethnicity,
and culture: These influences can be crucial—
or they can be therapeutically beside the point.
Overestimating the ethnic factor is as much an
assessment risk as missing it. A foreign-born
student gave an account of her mother’s harsh
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style of upbringing. “Was that typical of moth-
ers from your country?” I asked, confident from
something I’d read or heard that the answer
would be yes. “Oh no,” she said. “That was just
my mother.”

A second area of diversification is sexual
lifestyle. These days, students matter-of-factly
talk about their same-sex partners and their
jaunts to late-night sex clubs, and nobody on my
campus gives it a thought that there’s an Office
of Gay, Lesbian, Bisexual, and Transgender Stu-
dents. Yet, just 30 years ago, homosexual stu-
dents were threatened with expulsion from
college and were viewed by comparatively toler-
ant college psychiatrists as having a “basic char-
acter disorder” (Farnsworth & Munster, 1971,
pp. 101–108). But though the times today are
relatively open and tolerant, societal and inter-
nalized homophobia are of course still realities,
and students’ adjustment is still a struggle. Re-
lations with unsympathetic parents, for one
thing, leaves gay, lesbian, and bisexual stu-
dents two unhappy choices: either hiding their
sexuality or coming out and facing estrange-
ment. Making friends, establishing intimacies,
and particularly maintaining self-esteem can
be complicated. So can deciding on sexuality;
students confused by erotic and sexual feelings
sometimes feel pressure to prematurely de-
clare a sexual orientation. Again, these are
broad generalizations. For many students, a
minority sexual orientation, like minority eth-
nic status, is a source of pride and identifica-
tion but otherwise no big deal. They request
therapy not because of their sexuality but be-
cause they have other personal problems, just
like anyone else.

The influx of students today who are in their
late 20s, 30s, and sometimes far older are a
third, and growing, source of diversity. When I
entered the field of college therapy two decades
ago, I didn’t expect someday to listen to a soph-
omore weigh the pros and cons of disciplining
her teenage daughter. But so I have, as I have lis-
tened to other students describe marital affairs

and troublesome ex-spouses, mortgages, career
changes, and enlarged prostates. Older under-
graduates obviously have different concerns
from traditional-age undergraduates as gradu-
ate students have different concerns from un-
dergraduates. Yet, certain aspects of the school
experience can elicit the adolescent in anyone.
Educational expenses, to choose a prime exam-
ple, can oblige older students to depend on
parents again for financial support, even to
move back in with them. Student status brings
out child-parent overtones in relationships
with professors. Student activities—reading
books and exchanging viewpoints, receiving
grades, thinking about career choices—
pulls for a quintessentially adolescent self-
examination and doubt. Therapy with older
students, or for that matter with graduate stu-
dents, therefore involves an intriguing combi-
nation of concerns. Sometimes, it feels like
talking to an older adult, sometimes, to a
floundering 18-year-old.

A final area of diversity is level and type 
of pathology. Unlike college therapy’s early
days, today’s student population spans the full
spectrum of mental health. At one end are
healthy young men and women, the ones who,
when they stumble over the hurdles that college
and growing up place in their path, right them-
selves with relatively straightforward therapeu-
tic interventions. At the other end are a large
number of chronically disturbed individuals,
many more than in years past, drawn to campus
partly because of laws requiring colleges to pro-
vide accommodations for psychiatric disabili-
ties. And in the middle is the largest group of
psychotherapy service consumers, whose strug-
gles reflect some combination of traditional
student concerns and demonstrable pathology.
Added to the other kinds of diversity, the range
and variety of pathology keeps things clinically
interesting. College therapists never know
who’s coming into the office next. Each student
poses a fresh clinical challenge calling for a
distinctive therapeutic response.
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M E T H O D S  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N S

ASSESSMENT

Although some college psychotherapy services
use formal instruments (A. J. Schwartz, per-
sonal communication, 1999), most confine the
assessment process to student-completed intake
forms and the therapeutic interview. UCS’s
own three-page intake form packs in dozens 
of questions about treatment history, academic
history, current employment, and family back-
ground. Included is a 46-item problem checklist
that runs the gamut of student miseries from
Academic Performance to Suicide Concerns.
The Intake Form takes 15 minutes to fill out and
5 minutes to review. At the end of reading it,
one already has a fair idea of what to expect
from the student.

The main assessment tool, the therapeutic
interview, is not much different from that in
other time-limited settings. My first question
is the standard query about what brings the
student in for help at this time. I then ask about
the history of these presenting concerns, key
symptom areas (mood, sleep, etc.), and any
other areas of difficulty, using the Intake Form
response as a guide: “You checked off Sexual
Orientation. Would you like to tell me about
that?” As in any initial interview, I form
impressions of the patient’s overall level of
mental health, psychological-mindedness, ex-
pectations of treatment, attitudes about self,
and manner of relating to me.

Although the assessment interview is famil-
iar, I stress student issues. When a student fails
to mention studies, I am sure to ask. Acade-
mics, after all, are the point of college, and aca-
demic problems are often the channel through
which separation and identity conflicts are
expressed. Eating and body image concerns,
rampant among females and not rare among
male students, call for careful assessment. Alco-
hol and drug use can be tricky; the knee-jerk

student response, “I don’t have problems with
drinking or drugs,” too often translates to
downing 12 beers at a sitting or smoking mari-
juana every afternoon, but it’s no problem
because a friend consumes more. Suicidal con-
cerns merit careful questions, and more and
more these days, so do violence and abuse—to-
ward or by the student. Throughout the inter-
view, I listen for difficulties in separating from
(or ever attaching to) parents, establishing a
coherent and positive identity, progressing to-
ward career goals, and forming friendships and
intimate relationships: the overarching tasks of
late adolescent development.

Several years ago, UCS experimented with a
formal intake system, assessing students first
and then assigning them to an appropriately
matched therapist. But after a year, this experi-
ment was scrapped, because too many students
objected to making the switch after opening up
to the initial interviewer. Besides, it seemed lu-
dicrous to separate assessment and therapy if
most students came in for only one to four ses-
sions anyway. The current system matches stu-
dents and therapists based on a mutually free
time; that pairing remains unless there’s reason
to change it. Assessment and treatment both
begin in session 1 and proceed in tandem for as
long as the student stays in therapy.

TREATMENT

The First Session
Assessment is not the only task of the first 45
minutes. Many students, especially interna-
tional students and racial minorities, have never
talked before to a therapist, and they’re not cer-
tain how they feel about it. An early piece of
business, therefore, is to educate and reassure
about the process: the preparatory work that
Hanfmann (1978) calls “precounseling.”

The particulars of precounseling vary, de-
pending on the student. Sometimes, I state that
going to therapy does not mean one is crazy or
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abnormal, one is entitled to go even if a room-
mate’s problems are worse, and I am not sitting
in judgment of the student, or parents. Some-
times, I explain how talking helps, what is
expected of the student (some sit quietly and
obediently, as if at a medical examination), and
why, despite all the hype, emotional problems
are not simply “biochemical.” If a student
seems uncomfortable because we’re somehow
different, I open this up for discussion. (Fortu-
nately, differences in ethnicity, gender, and
sexual orientation are seldom fatal to the thera-
peutic alliance.) It goes without saying that no
words at this stage can dissolve deeper resist-
ances. All patients want both to know and not
know about themselves, want to change and not
change; that’s the challenge of any psychother-
apy. Still, sensitive early handling of a student’s
fears, doubts, and misconceptions can tilt the
balance in favor of giving therapy a try.

Students who feel a sense of urgency about
their problems need encouragement to be pa-
tient: “When you insist on ending these anxiety
attacks all at once, you only make yourself more
anxious.” However, I do try from the very first
session to relieve pressing problems, for maybe
this will be my only chance with the student. At
the beginning, then, I am at my most eclectic,
using whatever I have in my bag of tricks to alle-
viate acute suffering and restore impaired func-
tioning. In a case of panic attacks, I teach that
the symptom is extreme anxiety rather than
something more sinister, point out the harm of
negative thoughts and the benefit of construc-
tive thoughts, and give a quick demonstration
of deep breathing and relaxation techniques. 
In the aftermath of a romantic breakup, I vali-
date the painfulness of the experience (nothing
wounds inexperienced young people like a
breakup), review coping methods the student
has tried, and may advise spending a weekend
with family or close friends. Although I do not
emphasize insight at this point, I do make a 
few gentle probes: “Do you have any ideas what
may be causing you to feel so anxious?” “Have

you had other losses that affected you like
this?” The student may not be ready yet, but the
seeds are planted for later exploration.

Toward the end of the session, I briefly sum-
marize the main themes and open for discus-
sion what should come next. Should the student
have more sessions? (Almost always the re-
sponse is yes.) If so, should the sessions be with
me, or should I give a referral for time-unlim-
ited off-campus treatment? (Most students elect
on-campus therapy.) Is group therapy indi-
cated? (Often it is, although most students ini-
tially balk at the idea.) Is a medication consult
warranted? (Once anathema, medications have
become, sad to say, the only treatment some stu-
dents value.) With luck, the student’s opinions
jibe with my own. If we disagree, I generally
suggest we put off final treatment decisions
until we’ve met at least one more time.

For the majority of students who will con-
tinue to see me, the next step is to identify a
focal problem (the first focus). This takes nego-
tiation. The typical first response to my request
for a focal problem is anything but focused:
“Well, I’d like to work on my temper, and my
relationship with my father, and self-esteem,
and procrastination, and . . .” And so I try again,
using follow-up questions adapted from solu-
tion-focused therapy: “But if one thing could
change that would make you later feel glad you
worked with me, what would that change be?”
(Walter & Peller, 1992). Eventually, most stu-
dents are able to name a symptom or problem as
their main priority. Next, I seek a therapeutic
goal: “How would you know you’ve made prog-
ress on this problem? What would be differ-
ent?” The goal introduces the idea that therapy
isn’t just talk. Our sessions are to help change
something in the student’s approach to the
focal problem.

At the end of the session, I give homework,
which reinforces the focus and sends the moti-
vating message that there’s something con-
structive to do right away. My usual assignment
is to notice examples of the focal problem:



Psychodynamic Psychotherapy with Undergraduate and Graduate Students 171

“Why don’t you be aware of times during the
week when the problem happens. Pay attention
to the situation and how you react. Then next
time, we can explore these instances together.”

Next Sessions
In contrast to the first session, I begin follow-up
sessions without structure, inviting students to
bring up what’s on their mind. (In later ses-
sions, the simple prompt “So” can get the ball
rolling.) Given the encouragement to begin any-
where, many students strike off in unforeseen
directions and show new sides of their person-
alities. Someone who in the first week seemed
to be falling apart may now composedly muse
about friendships and career options; someone
else who seemed to have run-of-the-mill home-
sickness may now confide a horrific history of
childhood sexual and physical abuse. I expect to
be surprised by students and am always ready
to revise early assessment conclusions and re-
visit the question of the most suitable focal
problem.

Although subsequent sessions begin nondi-
rectly, there is an agenda. If the student brings
up previously undisclosed problems, I look for
connections to the focal problem, assuming the
original problem still seems to be the main pri-
ority: “How do you think this topic you’re talk-
ing about now might be involved in your central
concern?” If the student directly talks about the
focal problem, I ask questions about it: How
does the student understand that the problem
happened again this week? What thoughts and
feelings accompanied its occurrence? When
else do these thoughts and feelings surface?
How does the student feel about the problem
(anxious? ashamed? defeated? guilty? secretly
proud?), and how might this feeling affect its
perpetuation? How do other people under-
stand, and react to, the problem? Through this
directed inquiry, I invite the student on a collab-
orative search, the two of us together following
up leads on the nature and source of the focal
problem.

Sometime in the first few sessions, I briefly
but systematically ask about the past, asking for
characterizations of each family member, each
one’s relationship with the student, and the stu-
dent’s role within the family. If I sense some-
thing, I also ask about early relationships with
peers and teachers. If necessary, I inject imme-
diacy into the exercise: “If you could be 10 years
old again, what would you say to me about your
parents divorcing?” The answers are culled for
further clues about the focal problem: “So your
father would blow up whenever he saw you cry-
ing. What impact do you think that has on you
now, during this period of depression?” “I won-
der how all those times feeling like the odd per-
son out with your sisters is related to your
social isolation now.”

Throughout, I’m on the alert for changes in
the student’s affect, level of resistance, reactions
to me, and my own reactions to the student.
Sometimes, these phenomena are pronounced
enough to comment on without knowing if they
relate to the focal problem: “You seem to be hav-
ing a strong reaction right now. What are you
feeling?” I am most inclined to pounce, though,
when I sense a relevance: “You’ve explained how
you always stop yourself while writing papers. I
wonder if you’re not doing the same thing right
now, stopping yourself from talking to me.”

There quickly emerges, as can be seen, an
embarrassment of therapeutic riches: the stu-
dent’s current life in its many aspects, the past,
here-and-now reactions during the session,
any reported dreams or fantasies. There’s a
wealth of material, but precious little time to
mine it. The challenge, therefore, is to sift
through it all and extract a focal theme, a dom-
inant trend or pattern that pulls the material
together and bears on the focal problem. Obvi-
ously, selecting a focal theme is a matter of
judgment and simplification. The more one
speaks to a student, the more connections, par-
allels, and explanations come to light, the more
nuanced an understanding of the relative in-
fluence of external stressors, developmental
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strains, diversity factors, and pathological ele-
ments. Students are complicated, their prob-
lems amenable to different interpretations.
Ideally, however, one theme stands out that
makes sense to both of us, comes up recur-
rently in the clinical material, and lends itself
to change. Ideally, there’s a big idea around
which we can organize our investigation.

The focal themes I favor are plainly observ-
able in students’ day-to-day lives and statable 
in simple language. They are often, at least in
early formulations, rather homely ideas, which
taken out of context can sound trite. But the test
of a good focal theme is that it registers as true.
Often, the truth is something the student al-
ready hazily knows but hasn’t faced up to. 
A few examples will demonstrate. A student’s
focal problem was puzzling anger outbursts.
The focal theme we arrived at, which he’d half
realized before, was his sensitivity to slights;
his anger boiled over whenever he felt put down.
Another student’s focal depressive symptoms
were traced to the sweeping extent she denied
herself wishes and needs, which therefore be-
came our focal theme. With a third student, also
mired in depression and at a loss to explain it,
the thrust of our discussions—the focal theme—
became her depression-inducing guilt and fear
about breaking away from her traditional Indian
family.

Once a focal theme is identified, its explo-
ration takes center stage. The initial focal prob-
lem is by no means forgotten, other topics are
fair game, and new insights accrue, but every-
thing is tested for its relationship to the pre-
dominant theme. Exploration of the focal theme
leads to ever more precise and elaborate formu-
lations. The angry student whose focal theme
was sensitivity to slights was later understood
to be unconsciously getting back at anyone who
reminded him of his sadistic older brother and
demanding, rejecting father. The depressed stu-
dent fearful of asserting her wishes and needs
was later found to be trapped in her role as the

strong, healthy daughter in an emotionally
troubled family. These versions, in turn, were
further modified as more information came to
light. Refining the focal theme is an ongoing
process.

The purpose of all this attention to the focal
theme is to help the student break free, to
change. Change, of course, is a mysterious phe-
nomenon. Why certain students make progress,
and precisely what makes it possible, is impos-
sible to pin down. Still, the dogged investiga-
tion of a central theme surely plays a part. Once
students understand their self-defeating ways
and the price they pay for them, the natural ten-
dency is to try a healthier path. And once the
first step is taken, it becomes easier to take the
next, and then the next.

To support change in relation to the focal
theme, I look for it, scanning for even small ex-
amples of movement in the student’s day-to-day
life: “But you see, you actually spoke up this
time. What was that like for you?” And: “How
were you able to do it?” Setbacks are treated as
opportunities to learn more: “So you held your-
self back from speaking up. What do you think
made it hard to do?” And: “If you could rewrite
history, how would you handle the situation
differently?” Occasionally, I assign homework
inviting change, although I’m wary of pushing
students before they’re ready.

The general strategy, then, is as follows: Iden-
tify a focal problem, examine it from all angles,
arrive at a “deeper” focal theme, then concen-
trate on the theme with an eye to encouraging
change. That, at any rate, is the plan. In actual-
ity, many cases take a different path. Some stu-
dents, especially the very brief and irregular
attenders, finish therapy without our homing
in on, let alone sinking our teeth into, a viable
focal theme. They still may part gratefully,
whether due to improved fortunes, my support-
ive listening, or who knows what factor (it helps
treatment outcomes when cases start in the
gloomy winter and finish with the flowers in
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bloom), but we never arrive at that “aha” mo-
ment when their story yields a larger meaning.
Other students do come away with insight into a
focal theme and perhaps determination to pur-
sue long-term treatment, no mean accomplish-
ments for a handful of sessions, but they finish
still mired in their basic struggle. But then there
are the successes, when the student’s surface
problems yield to a deeper understanding, and
deeper understanding fosters genuine change.
Trainees who’ve slogged through slower thera-
pies at other settings marvel at witnessing this
phenomenon. Their college patients who were
bogged down in problems suddenly grasp some-
thing fundamental about themselves and deter-
mine to act differently. It’s a heady process to
witness.

The Role of Nondirective Responses
Brief therapy requires activity and structure,
particularly in directing attention to the foci.
But a healing ingredient of any treatment is
simply talking to an empathic listener. Active
interventions must be balanced, therefore, with
a softer therapeutic response: patient listening.
In the same vein, I favor liberal use of mirroring
responses, brief restatements (the briefer the
better) that clarify students’ meaning, affirm
their worth, and encourage further disclosures.
There’s no need to say more about the univer-
sal techniques of listening or mirroring, but I
do want to make clear that, focal emphasis
notwithstanding, I actually spend more time in
sessions patiently attending to a student’s
words than directing the inquiry.

Nimble balancing is also required around 
a possible parental role. As a rule, I take pains
to avoid playing the parent, because late adoles-
cents struggling to be free of adult control don’t
need controlling by me. To establish a collabo-
rative, egalitarian relationship, I open up for
discussion the decision to work together, the
choice of focal problem, and the meaning of
clinical material (“What are your ideas about

what this means?”), and couch statements in
tentative, nonauthoritarian language (“Tell me
if I’m getting this right, but it sounds as if . . .”).
Even so, some students hear my remarks as
parentally intrusive or critical, and so I ask
about that: “What does it feel like when I make
an observation? You often have a pained expres-
sion on your face.” Other students solicit a
parental response, which also warrants com-
ment: “It sounds as if you’re asking me what to
do here, as if you can’t decide for yourself. What
do you think that’s about?” On occasion,
though, a student seems so lost or bent on self-
destruction that I put aside my theoretical scru-
ples and deliberately act in loco parentis:
“You’re feeling so desperate now that I sense
you’ll only make matters worse if you try to
study again tonight. Why don’t you take the
evening off and do something with your
friends.” Once students get past the rough
spots, I gladly relinquish my parenting duties
and return to supporting their autonomy.

Transference, Countertransference, and Termination
In addition to the child-parent undertones, other
relationship themes inevitably come up with
students. Late adolescents relate to therapists in
all the ways adults do: warmly, hyperrationally,
demandingly, placatingly, dismissively, suspi-
ciously, seductively. College therapists in turn
have a full complement of countertransference
reactions, among which I would single out
protective feelings (students are like children
sometimes), exasperation (they can be like diffi-
cult children sometimes), overidentification
(they’re at a pivotal point in their lives), at-
traction (they’re so young, good-looking, and
charming), and fascination (their life stories can
be the stuff of romance and drama). Although
many transference and countertransference
themes may enter the room, I generally do not
direct attention to these currents unless they
threaten the treatment alliance or clearly pertain
to the focus, in which case, I tackle the issue
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head-on: “We’ve seen how hard it is for you to
confront people directly. I wonder if something
like that isn’t going on here today between you
and me, because after I started the session late,
you’ve seemed much quieter than usual.”

Because the end of treatment is often indeter-
minate, there may be no opportunity to discuss
it. When a case does come to a known finish, I
emphasize termination to the extent that it
seems emotionally salient. My sense is that
many students have only mild feelings about
the finish of brief treatment, and so I don’t bela-
bor its significance. For those who view termi-
nation as a repetition of past abandonments,
rejections, or neglect, I do point out and ask
about their reactions. As with any other aspect
of treatment, I particularly stress termination
reactions when they relate to the focal theme.

P R O B L E M  A R E A S  
A N D  D I A G N O S I S

I am sometimes asked at social gatherings to
name the typical problems of today’s students.
The expectation seems to be that there’s a
bumper sticker answer, the top two or three
concerns defining the current college genera-
tion. In fact, users of the psychotherapy service
have just about every personal difficulty imag-
inable, save mental retardation and senile de-
mentia. On UCS’s intake form checklist, they
most frequently check off Anxiety, Stress, and
Depression, but there are plenty of mentions
too of Eating or Weight Concerns, Family
Problems, Identity Concerns, Romantic Prob-
lems, Academic Performance, Suicide, and so
on. Another popular misconception is that the
undergraduate and graduate school years are a
cushy respite from real-life pressures. Actu-
ally, today’s students are as likely to be
weighed down by full-time jobs, credit card
debt, and family obligations as by homesick-
ness, midterm exams, and roommate squab-
bles, and it’s not as if on-campus pressures are

trivial in their own right. (Who among us
would want to be cooped up again with a
roommate or saddled with four midterms?)
Add to the equation the particular adjustment
challenges faced by diverse groups and by
emotionally disturbed students, and inar-
guably, the problems of students are both
wide-ranging and substantial.

Although students fall into most Axis I and II
categories, certain diagnostic trends can be
noted. Adjustment disorders are prevalent,
reflecting both the stressfulness of students’
lives and the fluidity of their symptoms. A few
students—the once common, now quaint, pure
developmental cases—are most accurately de-
scribed by V-codes: parent-child relational
problems, partner relational problems, academic
problems, and identity problems. Many others
have an Axis I or Axis II feel but are hard to
pigeonhole diagnostically, partly because of lim-
itations in the diagnostic system, but also be-
cause of their puzzling variability. Sometimes,
the best recourse is to create a composite diag-
nostic picture by putting a question mark next
to several Diagnostic and Statistical Manual of
Mental Disorders categories.

Problems and diagnoses are one factor deter-
mining which students to treat in brief therapy.
All things being equal, serious eating disorders,
substance abuse, Bipolar Disorder, recurrent
Major Depressive Disorder, and Obsessive-
Compulsive Disorder call for referral to off-
campus providers. Other indications are vague,
diffuse, or chronically entrenched problems, an
extensive treatment history, and a history of
losses or unstable relationships: negative experi-
ences that short-term therapy might duplicate.
Conversely, students who present a clear focal
problem, are new to treatment, recognize their
own role in their difficulties, and are motivated
to change hold promise for brief therapy. But
with the majority of students, I would say, one
can build a case for either on-campus or off-cam-
pus treatment. Often, the inclination of student
and therapist alike is to start a trial of on-campus
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treatment and see how it goes, reserving the pos-
sibility of referral for later. Besides, a college ser-
vice serves the entire student community and
can’t be too fussy about selection criteria.

Some students unmistakably wrong for brief
therapy flatly refuse to take a referral or arrive
too late in the academic year to refer out. The
only alternative is to tide them over for a time
and pave the way for a future referral. Even in
these cases, students are unpredictable. Some-
times, the unlikeliest patients register meaning-
ful short-term therapeutic gains.

C A S E  S T U D Y

“Sonia” came to my attention in ominous fash-
ion, via a phone call from a local hospital. A
social worker called to ask what follow-up ser-
vices we could provide for a 25-year-old French-
speaking NYU graduate student from Belgium.
A week earlier, Sonia had been taken uncon-
scious to the hospital after making a serious
suicide attempt. Now that she was ready to be
released, could University Counseling Service
treat her?

It wasn’t clear from the social worker’s de-
scription what to expect, beyond the assurance
that Sonia was emotionally stable and willing
to meet with me. Indeed, at our first meeting,
Sonia spoke freely and amiably, although her
shifting gaze and fluttering hands betrayed
anxiety and she had some difficulty finding the
right words in English. She explained that her
Belgian boyfriend, Laurent, had unexpectedly
called 10 days earlier to break up with her.
Though she had never before seriously consid-
ered committing suicide, on hearing this news
she promptly made up her mind to do it. After
two days of planning, she left her roommate and
off-campus apartment, checked into a hotel, at
first tried to cut her wrists with a kitchen knife,
and then, when that proved too painful, swal-
lowed a half bottle of champagne and 32 over-
the-counter sleeping pills. That was all she

could remember, until she woke up having her
stomach pumped in the emergency room.

As Sonia spoke, I had something of the expe-
rience of watching a slick and stylish European
film. This sweet-looking, vivacious, smiling
young woman gave enough cinematic detail
that I could picture every scene, from the
boyfriend’s jarring phone call to her disorient-
ing hospital stay among psychotic patients and
brusque aides. The story was riveting, the
teller charming. But almost entirely missing
from her account was access to her inner life,
her emotions and motives. How had she felt, I
asked, when Laurent dropped his bombshell?
She couldn’t say. What went through her mind
while deciding to take her life and carrying out
her meticulous plans? She’d simply decided to
do it; she’d always been intrigued by death.
(Some of her responses had an existential fla-
vor.) But surely she’d been thinking about Lau-
rent during this time? No, not really; she was
too busy with her plans. How did she feel now
about taking her life? Oh no, she’d never do it
again, she’d had that “experience” and so
wouldn’t repeat it. Besides, Laurent had called,
it was all a big misunderstanding, and he’d
just flown in to stay with her for a week.

Sonia’s manner was lively, almost merry, as if
therapy, like suicide, were an interesting adven-
ture she’d happily experience. Yes, she said, she
would very much like to continue meeting so
we could understand her suicide attempt. And
yes, she’d take my office and the Protection Ser-
vice’s phone numbers in case of an emergency.

INITIAL DIAGNOSIS AND ASSESSMENT

After the first session, I wrote down this reluc-
tant diagnostic impression in Sonia’s chart: “Ad-
justment Disorder (this doesn’t at all do justice
to the puzzle she presents, but I can’t think of
anything closer).” The hospital report, which
arrived a week later, also settled on Adjustment
Disorder with Depressed Mood, putting “none”
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next to the Axis II space. My diagnosis was cho-
sen by default. At this initial session, it seemed
evident that despite her suicide attempt, Sonia
did not meet the criteria for a depressive dis-
order, let alone any other Axis I category. And
although a suicide attempt following a threat-
ened abandonment suggests Borderline Person-
ality Disorder, there were no clear indications
of instability of relationships, identity, or affect,
intense anger, or other borderline signs. Nor
did any other personality disorder seem to fit.

Adjustment Disorder seemed the best diag-
nosis available, but it revealed nothing about
what was most conspicuous about Sonia: the
disconnection between the events she reported
and her feelings and motives. She seemed all
pleasant surface, no inner life. I had no idea 
at this point what the disconnectedness was
about, only the conviction that it was impli-
cated in her suicide attempt and would have 
to be central to her treatment. As for her sui-
cidal potential, I wasn’t sure what to think.
Her cheerful manner and ready assurances be-
spoke someone not at all at risk. Yet, this same
lively young woman had methodically carried
out a lethal plan that surely would have suc-
ceeded had chambermaids not happened into
the bathroom where she lay unconscious. Sup-
pose Laurent had a change of heart and left her
again; how would she react? Suppose she was
deceiving me—or herself—about her suicidal
inclinations?

CASE FORMULATION

As might be expected, Sonia’s emotional inac-
cessibility had a long history; she couldn’t even
remember reacting when at age 8 she learned of
her parents’ divorce. The third session brought
the first clue about where this emotional block-
age originated. Her mother, she said, pressured
her to be productive, studious, and strong: a
doer and help giver, not a feeler and help

seeker. In later sessions, she periodically picked
up this thread again. Her mother was moody
and easily hurt, prone to depression, and, if she
felt wronged or disappointed, sometimes re-
fused to acknowledge Sonia for days afterward.
The little girl did everything possible to avoid
her mother’s displeasure, indeed, to stay out of
the mother’s way. But children cannot escape or
do without their mother for long. When contact
was unavoidable, the girl learned to placate,
cheer up, and essentially parent the mother,
and mercilessly drove herself to be the aca-
demic success her mother insisted on. These
strategies came at a steep price. Attentiveness
to her mother’s feelings, wishes, and needs had
made her a stranger to her own inner life. The
cheerful, stoical, and “good” false self she pre-
sented to her mother and, inevitably, to her
teachers, friends, and boyfriend—and now to
me—required ignoring the unfulfilled person
inside. In developmental terms, this 25-year-old
woman had neither separated from her mother
nor consolidated her own sense of identity.

Coming to New York, I suspect, was to be an
escape from her straitjacket, but it almost
proved her undoing. Although out of touch
with her feelings, Sonia surely missed her
boyfriend and Belgian friends, and she felt
lonely and isolated in a strange, anonymous
city, at a disadvantage because of her language
difficulties. Being far from home allowed her to
question her academic direction and career
plans and simply to have fun—liberating possi-
bilities, but also threats to her lifelong adapta-
tion. Already, then, she was feeling vulnerable
and uncertain, when Laurent’s abrupt long-
distance rejection overwhelmed her limited
coping resources. Without experience in reach-
ing out to others or soothing herself, or even
tolerating or making sense of what she was feel-
ing, and with a philosophical view of suicide
blinding her to the horror of what she was
doing, she almost inevitably latched onto sui-
cide. Sonia plotted to kill herself because at her
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darkest moment she was psychologically unpre-
pared to do anything else.

The irony is that her attempt came just as her
sense of self finally was awakening. Merely
coming to New York was a break from the
mother. Questioning her course of studies was
an unprecedented look inside herself. Even the
suicidal plan expressed a fledgling, if cockeyed,
self-assertion. Only far from home, she ex-
plained, did she feel free and selfish enough to
disregard other people’s wishes and do as she
pleased: end her life.

TREATMENT APPROACH

Despite her eagerness, I wasn’t optimistic after
our first meeting that therapy would be of much
help to Sonia. The focal problem, understanding
the suicide attempt, and the immediate goal,
preventing another, were both clear enough. But
how could we fathom her motives if she was un-
able or unwilling to access her inner life? As 
it happens, I underestimated her therapy re-
sources. After I twice pointed out the startling
discrepancy between her scary actions and her
bubbly manner, she readily agreed in the second
session to work on discovering her emotions.
This issue, a promising focal theme, struck
home. In the next sessions, she reported feeling
“sad” when Laurent returned to Belgium, but
“happy” to test herself by being alone again. She
felt “fed up” working on a major paper, was
starting to “enjoy” New York, and in a dream
felt “angry” with herself for having distanced
friends from home. Sonia reported these feel-
ings in a tentative way, the usual half-anxious,
half-ingratiating smile pasted on her face (which
I pointed out), but something genuine seemed
to be getting through. It was as if she was learn-
ing to speak the language of emotions as she was
also studying to improve her English. In focus-
ing on her inner life, we also looked for situa-
tions where she’d kept her emotions bottled up

or couldn’t find emotions at all, such as in her
dealings with Laurent. More and more, she
grasped the extent of her self-unawareness and
self-denial.

The next step was to discover what blocked
her from experiencing feelings. Questioned
about family background in the third session,
she cautiously ventured her first statements
about her mother’s inhibiting influence. From
then on, I looked for opportunities to return to
her relationship with her mother and to note
similar self-inhibiting tendencies in her other
relationships.

In session 5, I referred Sonia to a women’s
therapy group at UCS. My intention was to en-
courage further emotional expression and as-
sure her of continued support, as our individual
sessions were due to run out several weeks be-
fore her one-year program ended. Two weeks
later, she scheduled an emergency session. She
couldn’t talk about herself in the group, she told
me, visibly upset. Instead, she felt obligated to
help out the other members, to put their con-
cerns ahead of hers. When I commented that
this confining role sounded familiar, she said
yes, more and more she realized this had been
true her whole life. She then launched into a
full-blooded lament about her parentified rela-
tionship with her mother. Lately she’d felt
angry at her mother, she said. She looked
straight at me as she spoke, for once, not smiling.

Throughout the therapy, I was sensitive to
calibrating the degree of structure. As I always
do, I related material to our focal theme, which
in her case meant drawing attention to the con-
tents of her emotional life and the reasons for
and consequences of keeping it at bay. What-
ever we discussed—her mother, her studies,
her manner in the session—was examined
through this prism. But I also felt it crucial with
this young woman who’d devoted a lifetime to
obedience to allow her room to talk about
whatever she pleased. Given this license, Sonia
discoursed on her displeasure with the cold



178 PSYCHOTHERAPY WITH ADOLESCENTS AND YOUNG ADULTS

hospital attendants, her wish to be more affec-
tionate with Laurent, her obstacles as a female
scholar in a male-dominated field, her love of
taking walking excursions in Manhattan, and
her ambivalence about telling her mother about
the suicide attempt. She did not delve deeply
into her parents’ divorce or her relationship
with her father, nor did I push her to. Encour-
aged to say what she wanted, she seemed to get
in touch with herself at her own pace.

In our ninth meeting, Sonia asked if she could
conserve her remaining sessions. She wanted to
meet me several times right before leaving New
York to talk about dealing with her mother and
readjusting to life back home. In the meantime,
she would continue group sessions, which were
going better now. As it turned out, she returned
only once more, a week before her departure 
(I was pleased to see her on my schedule) to
bring me up to date and say goodbye. She had
decided, she said, to tell her mother about the
suicide. She’d been more open and affectionate
when Laurent came for a second visit, although
she wondered why she didn’t have stronger sex-
ual feelings for him or for any of her prior
boyfriends. She also noticed herself still feeling
angry about his original phone call breaking up
with her. Her plan was to continue individual
therapy and consider couples therapy when she
returned to Belgium. Would it be all right, she
asked at the end of the session, if she let me
know how things turned out? I told her I would
be delighted, and squeezed her hand as she got
up to leave.

POSTTERMINATION SYNOPSIS

Although I wouldn’t call Sonia’s therapy typi-
cal—no such case exists in my case load—it
does illustrate how college treatments can stop
and pick up again unpredictably, and how more
than one clinician, in this case, the group leader
and I, can work collaboratively with a student.
Her case also exhibits the familiar jumble of

diversity factors (an international student’s ad-
justment to New York and the English lan-
guage), family dynamics (the relationship with
her mother), personality deficits (renunciation
of her feelings and wishes) associated with
stunted development (separation and identity
problems), and the catalytic jolt of an unfore-
seen stressor (her boyfriend’s phone call).

But most of all, Sonia’s case illustrates college
psychotherapy’s characteristic lightning transi-
tion from crisis management to productive
exploration. In her initial presentation, Sonia
seemed a genuine suicide risk and a poor bet for
psychological insight. It appeared dubious
whether I could break through her merry facade
and make contact with the genuine human
being. But the suicidal threat never materialized,
and almost from the beginning, she showed cu-
riosity about breaking through her facade, our
well-chosen focal theme. In the span of weeks,
her manner in my office advanced from emo-
tional inarticulateness and a pleasing falseness,
to hesitant emotional expressiveness, to signs of
genuine communicativeness. Outside the office,
she became more responsive to her boyfriend,
enjoyed city strolls without beating herself up
for it, set her sights on a more congenial career
path, and steeled herself to be real with her
mother. More work remained to be done, which
she recognized. But in a remarkably short time in
treatment she had grasped a fundamental self-
defeating pattern and promptly set off in a
healthier direction—the kind of results that
makes treating students such a distinctive and
deeply gratifying experience.

S U M M A R Y

Although college and graduate students are
well suited for psychodynamic psychotherapy,
the work is complicated by students’ erratic
attendance in treatment and by their complex
problems, which typically embrace late ad-
olescent-young adult developmental struggles,
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college pressures, real life stressors, psycho-
pathology, and, more and more in recent years,
the particular problems of diverse groups. To
bring order to the complexity, therapists should
strive to home in on a focal problem area and a
focal psychodynamic theme. Even in a few ses-
sions, a directed psychodynamic inquiry can
help students surmount their immediate stres-
sors and also start to understand and change
fundamental self-defeating patterns.
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C H A P T E R  8

Supportive-Expressive Psychotherapy

LYNNE R. SIQUELAND AND JACQUES P. BARBER

H I S T O R Y  O F  T H E
T H E R A P E U T I C  A P P R O A C H

The term supportive-expressive (SE) psycho-
analytic psychotherapy was used originally 
to describe the open-ended, psychoanalytically
oriented therapy conducted at the Menninger
Foundation (Knight, 1949; Wallerstein, 1986;
Wallerstein, Robbins, Sargent, & Luborsky,
1956). As a theoretical orientation, SE is rooted
in Freud’s work on technique (Freud, 1958a,
1958b, 1958c, 1958d, 1958e, 1958f) and that of
some of Freud’s main followers in the psycho-
analytic tradition (e.g., Bibring, 1954; Fenichel,
1941; Stone, 1951).

SE is a succinct description of dynamic ther-
apy as conceptualized by important theorists,
such as Gabbard (1996), who wrote that “the ac-
tual interventions used in dynamic therapy and
psychoanalysis can be conceptualized on an
expressive-supportive continuum” (1994, p. 519).
This continuum lies at the root of SE as manual-
ized by Luborsky (1984). SE is a codification of
commonly practiced dynamic therapy. In our ex-
perience, clinicians readily consider SE a form of
dynamic therapy that is not very different from
their own therapeutic approach. SE has had a

widespread influence on modern dynamic ther-
apy in the United States and abroad (Gabbard,
1994, 1996).

The specific codification of SE developed by
Luborsky has been further defined in a series
of treatment manuals (Book, 1998; Luborsky,
1984, a revised edition of Luborsky, 1984, is 
in preparation) that are appropriate for a wide
range of patients and conditions. Additional
adaptations of SE have been developed for
depression (Luborsky & Mark, 1991; Luborsky,
Mark, et al., 1995), generalized anxiety-disorder
(GAD; Crits-Christoph, Crits-Christoph, Wolf-
Palacio, Fichter, & Rudick, 1995), opiate
(Luborsky, Woody, Hole, & Velleco, 1995), co-
caine dependence (Mark & Faude, 1995, 1998),
and avoidant and obsessive compulsive person-
ality disorders (Barber, 1990).

SE manuals do not prescribe therapist in-
terventions on a session-by-session basis, but
provide general principles of treatment and
guidelines for therapists. This degree of specifi-
cation is consistent with dynamic therapy’s
need for the flexible use of techniques as they
are relevant to the configuration of defenses and
conflictual relationship patterns of each patient.
The SE treatment manual for depression, for
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example, includes specific techniques and issues
related to the treatment of depression, such as
suicidal risk, helplessness and hopelessness,
dealing with loss, anger, and poor capacity to
recognize depression. Nevertheless, the SE treat-
ment manual for depression is very similar to the
general manual, but with an emphasis on under-
standing the depressive symptoms in the con-
text of interpersonal/intrapsychic conflicts. In 
SE, these are called the core conflictual relation-
ship theme (CCRT; Luborsky & Crits-Christoph,
1990, 1998).

T H E O R E T I C A L  C O N S T R U C T S

The CCRT method has been used to assess and
study central relationship patterns in SE ther-
apy. It refers specifically to patients’ recurrent
main wishes (or needs or intentions), main re-
sponse of others (imagined or real; RO), and pa-
tients’ response (response of self in terms of
feelings, cognitions, or behaviors; RS) in inter-
personal relationships. The three components
of the CCRT are inferred for each interpersonal
interaction the patient describes.

The CCRT, like other similar concepts in
other forms of dynamic therapy (e.g., Barber &
Crits-Christoph, 1993), serves as a springboard
for the therapist’s interventions throughout
treatment and is developed separately for each
patient. In this way, the CCRT is utilized to ad-
dress the patient’s idiosyncratic way of relat-
ing, which may or may not be similar to that of
other patients. The use of the CCRT enables SE
therapists, like some other therapists (e.g., cog-
nitive therapists), to treat patients with a vari-
ety of conflicts and disorders. The SE model
assumes that gains in self-understanding about
the CCRT and subsequent change in the CCRT
mediate symptom improvement. Furthermore,
these changes are facilitated by the positive
therapeutic alliance.

SE and other dynamic therapists try to help
patients become aware of their central relation-

ship patterns and how these patterns are
associated with their symptoms. The CCRT
(Luborsky & Crits-Christoph, 1990) refers to
patients’ characteristic interpersonal and in-
trapsychic conflicts. The CCRT has received
substantial empirical support (see reviews by
Barber & Crits-Christoph, 1993; Luborsky, Bar-
ber, & Crits-Christoph, 1990; Luborsky & Crits-
Christoph, 1998) and has been employed for
many years in clinical work. Clinicians can de-
fine a specific CCRT for each patient coming for
treatment, without necessarily having a precon-
ception of the CCRT ahead of time. Patients’
self-understanding (greater insight) of their
CCRT and changes in the CCRT are hypothe-
sized to mediate changes in symptoms. The
mechanism of change and treatment techniques
are discussed in further detail later in this
chapter.

Some of the central concepts of SE, such as
transference, insight, interpretation, and the
therapeutic alliance, can be traced back to ear-
lier generations of psychoanalytic theorists and
clinicians:

Luborsky (1990) has compared the Freudian
(1958b) observations on transference and the
CCRT and found that the two concepts share
much in common. However, the specific oper-
ationalization of transference in the SE model
in the form of the CCRT (wishes, ROs, and
RSs) is original to Luborsky (1977).

With the introduction of Freud’s structural
model, the goal of psychoanalysis, insight,
changed from making the unconscious
conscious to emphasizing the integration 
of intrapsychic structure. In SE therapy, un-
derstanding the interrelations of the CCRT
components and the connections between
these components and symptoms in current
and past relationships is the main focus of
treatment.

Insight or self-understanding is achieved 
by therapists’ repetitive interpretations of 
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interpersonal themes across situations and
across relationships (working through). Es-
pecially important in SE, but not necessary, is
the interpretation of the transference. Work-
ing through of the transference is used to
help patients understand how early relation-
ships distort their present relationships, in-
cluding the relationship with the therapist.
SE therapists follow traditional short-term
dynamic therapists’ (e.g., Malan, 1976) rec-
ommendations of interpreting components of
the interpersonal themes in the three apexes
of the triangle of insight (present relation-
ships, transference, and past or parental rela-
tionships). In SE, interpretations are guided
by the CCRT formulation and the interpreta-
tions target the components. Studies have
explored the accuracy of therapists’ interper-
sonal interventions (i.e., the extent to which
the therapist addresses the interpersonal pat-
terns that have been identified by indepen-
dent judges to be salient for each patient).
Crits-Christoph, Cooper, and Luborsky (1988)
showed that accurate interpretation of the pri-
mary CCRT wishes (W) and ROs was signifi-
cantly related to good outcome in a sample of
neurotic patients treated with SE, even after
controlling for the effects of general errors in
technique and the quality of the therapeutic
alliance. Delivering expressive techniques
(i.e., interpretations) in a competent manner
(Barber, Crits-Christoph, & Luborsky, 1996)
was associated with lower depression in SE,
controlling for patient severity, quality of the
therapeutic alliance, and delivery of support-
ive techniques. More recent research indi-
cates that accurate interpretations of the
CCRT predict change in depression over the
first eight weeks of cognitive therapy for
depression, and also predict retention in cog-
nitive therapy for opiate addiction (Crits-
Christoph et al., 1996). Considering another
aspect of the impact of accurately interpreting
the CCRT, Crits-Christoph, Barber, and Kur-
cias (1993) showed that therapist accuracy in

addressing interpersonal themes facilitated
the development or maintenance of a positive
therapeutic alliance (another variable central
to change in SE) over the course of treatment.
These findings are particularly important
because they document that the alliance is not
an unchangeable patient characteristic, but
that therapists’ actions do indeed impact the
alliance, opening the door for further re-
search on specific attempts to improve the al-
liance through altering therapist actions. In
addition, this research suggests that support-
ive and expressive techniques do not conflict
with each other but instead enrich each other.

The concept of the alliance used in SE has a
rich history in psychoanalytic writings. For
example, Greenson’s (1965) concept of the
working alliance and Zetzel’s (1958) concept
of the therapeutic alliance contributed to
Luborsky’s (1976) concept of the helping al-
liance. But, in contrast to many Freudians
who saw the alliance as a background for
transference interpretation, Luborsky views
the alliance as curative. There is a substantial
body of empirical evidence indicating that a
good alliance predicts positive treatment out-
come (Horvath & Symonds, 1991).

M E T H O D S  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N

ASSESSMENT

Assessment is usually done through clinical in-
terview, as in standard practice. The therapist
collects information in the first sessions about
the patient’s background, current living and so-
cial situation, presenting problem, history of
psychological difficulties, and past treatment.
The case formulation also evolves over the course
of the first few sessions by reviewing patient nar-
ratives to develop the CCRT. Either therapist
notes, case material, or transcripts can be used to
develop the CCRT. The case formulation based
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on the CCRT serves as the basis for intervention
and is modified as new data are provided by the
patient over the course of therapy.

When SE therapy is used in research settings,
a patient typically receives a full structured
diagnostic interview with a separate clinical
evaluator prior to meeting with the therapist.
Luborsky and Crits-Christoph (1990) have
described the Relationship Anecdotes Para-
digm (RAP), a semistructured interview used
to gather narratives from which a CCRT can be
created. Patients are asked to tell about specific
and meaningful events that involved them with
another person; they are asked to provide spe-
cific information about the place and time of the
event and what happened and was said during
that incident. Patients are asked to tell 10 of
these interactions involving diverse people. It
has been found that RAP narratives told prior
to treatment are very similar to narratives told
in the first sessions of therapy (Barber, Lu-
borsky, Crits-Christoph, & Diguer, 1995).

INTERVENTION

What Changes in SE Therapy?
The Principles of Psychoanalytic Psychotherapy: 
A Manual of Supportive-Expressive Therapy (Lu-
borsky, 1984) serves as the foundation for
CCRT-based therapy or SE psychodynamic
psychotherapy. This general manual is cur-
rently under revision by Luborsky; other au-
thors have expanded or modified the work for
specific patient populations (see below). In the
general manual, Luborsky (1984) suggests that
there are specific changes that occur in SE ther-
apy. First, the patient comes to an increased un-
derstanding of the core conflictual relationship
problems and symptoms. This understanding
leads to changes in symptoms and “greater mas-
tery over deleterious expressions of the CCRT
and changes in some components of the CCRT
(e.g., responses of other or self)” (p. 16). Second,
the patient has an increased sense of an ally 

in the struggle to overcome aspects of self-
defeating CCRT problems through the helping
alliance with the therapist. Third, the patient
leaves therapy with an internalized mastery of
the CCRT patterns by both internalizing the
image of the supportive therapist and internal-
izing and being able to use the understanding of
the CCRT outside of the therapy room.

Beginning Phase of Treatment
The beginning stage involves setting the goals
and establishing the therapy arrangements. The
therapist works with patients over the first few
sessions to establish the goals of treatment,
which usually focus on the alleviation of symp-
toms. Some patients start with an interpersonal
focus, seeking help specifically for difficulties
in interpersonal relationships. The therapist
works to ground the symptoms within an inter-
personal framework by summarizing recent or
past interactions when symptoms arose.

Another therapist task is to explain the treat-
ment process or how treatment works. A num-
ber of researchers have found that informing 
or even educating patients about the treatment
process can aid in retention in or satisfaction
with treatment (e.g., Hoehn-Saric et al., 1964).
Many patients are uncertain of what therapy
entails and often expect advice or more direc-
tive treatment than is offered in dynamic ther-
apy. Patients need to be advised that they will
take the lead in determining the course and
content of the session. In addition, a therapist
goal is to aid patients in developing their own
understanding of their problems, leading to pa-
tient-generated solutions rather than telling 
the patient what to do. The therapist can also
tell patients that they will be focusing on inter-
personal relationships. The Luborsky (1984)
manual contains a socialization script that can
be used for these purposes. Finally, the thera-
pist clarifies the treatment arrangements as to
where, when, and how frequently sessions will
occur. It is crucial in short-term treatment that
the patient understands the number of sessions
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and time constraints for the treatment. This
needs to be stated clearly in the first session,
and the patient needs to be reminded through-
out treatment about the time and sessions
remaining.

Early and Middle Phases of Treatment
Eliciting Narratives. The CCRT provides the

basis for the interpretive work and requires that
patients be able to tell stories about their inter-
personal relationships and to come to under-
stand their stories. Some patients tell clear and
rich stories of their interpersonal interactions.
With other patients, many details and depth are
missing. With each narrative, the therapist is
listening for what the patient wished, needed,
or wanted out of the interaction (Wish-W), how
the patient perceived that the other person re-
sponded to this need (RO), and what the pa-
tient’s response was in the interaction or
afterward (RS). The therapist needs to listen for
what is missing. Patients’ narratives can have
deficits in a number of areas that are related to
their current difficulties and these give thera-
pists cues to targets of intervention. Does the
therapist know or understand what the patient
wished to get out of the interaction? Does the
patient even know what he or she wished for?
Does the patient have conflicting or even irrec-
oncilable wishes (e.g., to be close, and to not
open self up for fear of hurt)?

The RO focuses on what the patient perceived
about the others’ response, not what actually
happened. When the patient describes what the
other person did or said, does the therapist have
the same interpretation of the RO as the pa-
tient? Was the other person rejecting, as the pa-
tient describes, or distracted or not attentive?
The level of discrepancy in interpretations is in-
dicative of the patient’s difficulties and might
lead to different treatment strategies. Are the
other people in the patient’s life hurtful or re-
jecting, and does the therapist need to help the
patient question why he or she stays engaged
with these people? Or is the patient actually

receiving positive responses from others but
unable to recognize this or take it in? Is it clear
how the RS follows from the described inter-
action? For example, does the patient internal-
ize the rejection of others by deciding that he or
she is no good, becoming self-critical and de-
pressed? Or does the patient become either ap-
propriately angry or assertive about his or her
needs not being met? Or does the patient exter-
nalize and blame others, rather than recogniz-
ing his or her part in the interaction? Each of
these areas would lead to potential different
foci of intervention.

Therapists can help patients tell better sto-
ries with the goal that patients come to a clearer
understanding of what is happening in their
interpersonal interactions. Books by Mark and
Faude (1998) and Book (1998) provide helpful
suggestions on working with patients to de-
velop narratives. Some of this is quite straight-
forward and is described here. The therapist
can explicitly ask the patient: What were you
hoping would happen in this situation? What
did you want from this person? What were you
expecting would happen? If there is a lack of de-
tail, the therapist can help by asking these kinds
of questions: What did you say or do? Then
what happened? The therapist works with the
patient to generate both curiosity and a level of
reflection about interpersonal interactions. For
a very anxious patient, the therapist may have
to help slow the patient down. The therapist can
say: “It is really important that I understand
both what you were feeling and what happened,
so I am going to ask you some questions to be
sure I have it right.” The therapist can ask about
the ROs: “What did the other person do or say
that let you know he or she was not interested
or didn’t care? How could you tell?” For the RS,
the therapist can ask patients how they got to
that particular mood or state: “You say that
your boss inappropriately said you did some-
thing wrong that was not your responsibility.
How did you end up depressed and down on
yourself?” Many times, the links between
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events are missing. The therapist notices that
the story does not make sense and can gently
point out these missing pieces to patients.

Supportive Techniques of Treatment. Luborsky
(1984) discusses the importance of establishing
a relationship of rapport and trust with clients
and lists several techniques or strategies for cre-
ating and maintaining this helping alliance.
These techniques include conveying a sense of
understanding and acceptance of the patient
and developing a liking for the patient. The sup-
portive element forms the foundation of trust
that allows for the expressive work and, as re-
search suggests, is curative on its own.

The importance of a focus on patient’s goals
as part of the alliance is also stressed by
Luborsky (1984). He suggests that therapists can
build a strong alliance through a number of dif-
ferent approaches related to goals of treatment:

(1) Convey through words and manner support
for the patient’s wish to achieve the goals of
treatment. (2) Communicate a realistically hope-
ful attitude that the treatment goals are likely to
be achieved. (3) Recognize, on appropriate occa-
sions, that the patient has made some progress
toward the goals. (pp. 82–89)

Further, he suggests that maintaining an aware-
ness of patient goals, checking in regularly with
patients about their goals for treatment, and
noting steps in progress toward goals are part of
providing a supportive environment.

Luborsky (1984) highlights the importance of
establishing a “we bond,” creating a sense that
therapist and patient are a team to help the pa-
tient address the difficulties that brought the
patient to treatment. The therapist promotes
this bond by the techniques described above as
well as the following: “(1) Convey recognition of
patient’s growing ability to do what the thera-
pist does in using the basic tools of treatment.
(2) Refer to experiences that the patient and ther-
apist have been through together” (pp. 88–89).

The therapist points out instances in which pa-
tients use their growing understanding in and
outside of therapy. Early in treatment, this can
simply be a growing awareness of problematic
ways of relating. This awareness often first
arises after interactions are over; later, patients
become aware of their responses during the in-
teraction. This ability to recognize both typical
feelings and behavior “at the moment” allows
patients more opportunity for control and alter-
native ways of coping.

Expressive Techniques of Treatment. The pri-
mary purpose of the CCRT is to provide a case
formulation that guides therapist interpreta-
tions. The interpretations follow directly from
the CCRT. The therapist listens for and responds
to narratives from the “relationship triad”: cur-
rent relationships, family of origin, and the ther-
apist. The therapist determines from the current
material what aspect of the CCRT is most rele-
vant. Often, early in treatment, interpretations
simply relate two components of the CCRT for-
mulation. The interpretation could include a
wish-RO; for example, “You went to your hus-
band hoping he would validate your feelings, but
you experienced that he was not even interested
in hearing what you had to say.” In contrast, a
RO-RS example might be: “When you felt your
husband ignored you, you became depressed
and withdrew from talking to him.” Later, the
therapist could put these pieces together in one
interpretation: “You went to your husband hop-
ing for validation, and when he did not seem to
be listening, you became sad and decided not to
try to continue to talk to him.” The therapist
might also help the patient to make the link be-
tween RO and RS; for example, “It sounds like
when he wasn’t paying attention, you decided
your feelings weren’t important enough without
his acknowledgment, so you just sort of gave up
but then felt quite alone.” Many times, patients
have two conflicting wishes, for example, want-
ing to be close and wanting to protect them-
selves from hurt.
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The therapist tries to help the patient under-
stand how the symptom is linked to the core
conflictual relationship pattern. The symptom
is usually one of the RSs. Especially early in
treatment, symptoms are framed as coping at-
tempts. The symptoms may have been the way
the patient learned to master relationship con-
flicts. One of the goals of therapy is to explore
whether these coping strategies are still needed
and to consider other solutions that may be less
painful and self-defeating or more helpful.

The therapist is also gauging how complex an
interpretation should be made based on the pa-
tient’s responsiveness. As in all dynamic treat-
ment, either patient agreement/recognition or
the production of more material or emotion
guides whether the therapist proceeds or pulls
back. From the first session on, the therapist can
offer “trial interpretations” to assess the pa-
tient’s level of awareness or understanding and
ability to use the therapist’s interpretations.
Some patients have a clear and pervasive pattern
that affects most relationships. Others may have
one pattern that is most clearly linked to the
symptoms for which they seek treatment. Oth-
ers may do quite well in certain contexts, such as
work or friendships, and have a problematic in-
teraction only in their intimate relationships. In-
deed, Crits-Christoph and Luborsky (1990a)
have shown a significant decrease in the degree
of pervasiveness of the relational themes by the
end of treatment. Interestingly, the pervasive-
ness of wishes remained unchanged, while the
pervasiveness of ROs and RSs decreased. Fur-
thermore, change in pervasiveness was associ-
ated with change in symptoms.

The goals of SE are an increased understand-
ing of problematic interpersonal patterns as
well as mastery over these cycles. These two
outcomes are believed to lead to change in
symptoms because problematic cycles are main-
taining symptoms. Change is believed to come
about by mastery of the CCRT in a number of
ways. Patients become more explicit and clear
about their wishes and needs, becoming aware

and asking for what they want; therefore, the
ROs are more likely to be positive and congru-
ent with the patient’s wishes. Book (1998) has
expanded discussion of the wish component by
differentiating between regressive and progres-
sive wishes: “Regressive wishes have to do with
desires to destroy, mutilate or be sadistic, or
they represent desires to be overly dependent or
retreat and isolate oneself from others” (p. 51).
The therapist does not help patients actualize
such wishes; instead, Book suggests that re-
gressive wishes need to be reframed as a RS,
and the therapist needs to work with the pa-
tient to identify the unarticulated progressive
wish. The progressive wish can take many
forms but often involves the wish to make con-
tact, to be in control, and to be respected; the
regressive wish is a response to not having the
progressive wish met.

Change also occurs in many treatments re-
lated to the ROs. For some patients, the ex-
pected ROs are clearly transferential because
they are based on or biased by early childhood
experiences. The therapist helps the patient to
elucidate the connection between past and cur-
rent experiences. Patients can become lost in
trying to repair past relationships that are un-
likely to change because loyalty keeps them
trapped in deleterious patterns. Patients often
may wait and continue to wish that significant
others in their life will finally care, understand,
or respond in a particular way. Instead, patients
may need to grieve over these missed opportu-
nities or experiences and understand how these
experiences impact their current relationships.
Other patients need to become aware that they
are choosing people who cannot respond posi-
tively or meet their needs. At times, patients
provoke others to respond to them as their par-
ents responded in the past.

Much of the therapy work involves patients
becoming aware and taking responsibility for
self-defeating patterns. The therapist works
with the patient to understand whether the ex-
pected RO and RS are still necessary or useful.
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What is most likely to change is patients’ RSs,
either because patients become clearer about
what they want, or they understand how oth-
ers’ interactions affect them. This understand-
ing either leads to change in the interactions
themselves or to change in how patients per-
ceive themselves related to the interactions. RSs
have both affective and behavioral components;
patients come to either feel differently, behave
differently, or both. They begin to differentiate
themselves from others’ perceptions or ques-
tion others’ perceptions if these conflict with
their own experience. They learn to hold onto
what they know or understand of themselves in
the face of others’ reactions. Research in SE
treatment (Crits-Christoph & Luborsky, 1990a)
has suggested that wishes do not change sig-
nificantly with treatment perhaps because
some of the most common wishes are funda-
mental to the human experience (wishes to 
be close, to be accepted). However, RSs do
change, as do perceived ROs (Crits-Christoph &
Luborsky, 1990a).

Identifying the Level of Supportive and Expressive
Techniques. An SE approach attempts to be
flexible and adaptive to most types of patients
by determining the level of supportive versus
expressive techniques that are optimal for each
patient. Rather than using an exclusively inter-
pretive or confrontational model, the therapist
actually helps patients to maintain useful de-
fenses or coping techniques that bolster their
level of functioning. With most patients, a ther-
apist expects, at least in theory, to move from
using more supportive techniques in earlier ses-
sions to employing more expressive techniques
as trust and rapport develop over time. The
therapist always tries to point out when pa-
tients ignore or do not discuss certain topics or
emotions and to understand the discomfort as-
sociated with expressing oneself. However, pa-
tients’ ability to make use of interpretive or
expressive techniques evolves and changes over
the course of treatment and sometimes even

within sessions. Therefore, the therapist is con-
tinually evaluating and assessing how much the
patient can take in. Indeed, tact and timing of
dynamic therapy are the most difficult aspects
to articulate and teach.

We have found Wachtel’s (1993) discussion of
accusatory and facilitative interpretations very
helpful in both teaching SE therapy and defin-
ing good expressive or interpretive work. Wach-
tel suggests that patients become “defensive” 
or unable to respond positively to interpreta-
tions because so many times, interpretations
seem to convey that the patient has been caught
doing or saying something he or she should not.
Wachtel suggests that instead, interpretations
should be permission-granting, giving patients
the message that it is okay to be more accepting
of a part of their experience that they have 
been afraid to acknowledge. These permission-
granting interpretations address the patient’s
fear about the expression of feelings and help
the patient to question whether hiding or denial
is necessary. In his book, Wachtel gives exam-
ples of both types of interpretations and offers
examples of how to say things differently.

Finally, Connolly, Crits-Christoph, Shappell,
Barber, and Luborsky (1998) have provided 
one of the first descriptions of SE treatment in
practice and how it differs from traditional psy-
choanalytic therapy. They examined therapist
interventions in sessions 2 to 4 of a short-term
(16 sessions) SE treatment for depression. In gen-
eral, therapists were quite active, averaging 125
statements per session, indicating that they were
speaking about half the time. On average, 5 ther-
apist statements per session were interpretations
focused primarily on the patient’s parents, sig-
nificant others, and self. Here, interpretations
had a relatively broad definition that included
both statements that linked past and current ex-
periences and statements that explain possible
reasons for thoughts, feelings, or behaviors.
Only 5% of interpretations focused on the pa-
tient’s childhood past, and only one interpreta-
tion per session focused on the therapist-patient
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relationship. Therefore, in the time-limited ver-
sion of SE, the treatment is focused more on the
present and intensive exploration of the thera-
pist-patient transference is limited.

Termination
Termination has different implications and
course in an open-ended versus time-limited
treatment format. Often in open-ended treat-
ment, the patient has control over when termi-
nation occurs and it usually coincides with
improvement in symptoms or presenting prob-
lem. In time-limited treatment, however, pa-
tients may feel that therapy stops before they
are ideally ready. In either format, the goal of
termination of treatment is for the patient to in-
ternalize both the image of the therapist as
helper and the tools of treatment so that prog-
ress can continue after active treatment ends.

In addition, termination often leads to work-
ing through the CCRT as it pertains to the ther-
apist (the transference), if this has not occurred
previously in the treatment. Whereas the thera-
pist may have been perceived as caring and sup-
portive for most of the treatment, the therapist
can be viewed, if not worked through, during
this phase as another person who abandons or
disappoints (ROs) the patient. The therapist
helps by linking the feelings of termination to
the CCRT pattern that has been addressed in its
other forms. Luborsky, Mark, et al. (1995) sug-
gest that termination is about attachment and
separation. As these authors suggest, “ The first
part of treatment shows the fears and satisfac-
tions of making an attachment; the second part
shows the fears and satisfactions of the impend-
ing separation” (p. 30). The concern is that the
patient will not be able to cope with the loss of
the therapist and that all gains of therapy will
be erased as well. Often, there is an exacerba-
tion of symptoms around the time of termina-
tion, as if patients were testing their ability to
manage independently. The therapist can help
normalize this experience. The goal of termina-
tion is for patients to realize that they possess

the tools of therapy, and they use these tools to
work through the likely resurgence of symp-
toms during the termination period.

In short-term treatments, patients may have
to accept that only some of the goals they had
for treatment have been achieved or that they
now have the tools to continue the therapy work
on their own. Often, the time limit of short-
term treatment motivates patients to progress
faster than with open-ended work. The goal of
the termination is to help patients summarize
the work that has come before, understand their
CCRT pattern, and review how they have bro-
ken the cycle of the pattern.

M A J O R  S Y N D R O M E S ,
S Y M P T O M S ,  A N D  

P R O B L E M S  T R E A T E D

There is evidence supporting the efficacy of SE
in its open-ended form (Luborsky, Crits-
Christoph, Mintz, & Auerbach, 1988) with a di-
verse sample of patients. Modifications to the
basic SE model and treatment manuals have
been designed for depression, anxiety, and sub-
stance abuse. A chapter describing the modifi-
cations made to the original SE treatment and
basic dynamic themes for each type of patient
can be found in Barber and Crits-Christoph
(1995) on dynamic therapies for Axis I dis-
orders. Luborsky’s writings on depression
(Luborsky, Mark, et al., 1995) focus on nine
themes that are the focus of treatment: patient’s
sense of helplessness, vulnerability to disap-
pointment and loss, states of anger turned in-
ward, vulnerability of self-esteem, suicidal
ideation and intention, pessimistic explanatory
style, poor capacity to recognize the state of de-
pression, and events that trigger depression,
and inclination to expect negative responses
from self and other. The chapter on GAD (Crits-
Christoph et al., 1995) targets the role of inse-
cure/conflicted attachment and past traumas in
the development of the disorder. In addition,
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this treatment targets the role of worry, hypoth-
esized to be a defensive reaction that allows pa-
tients to avoid more difficult emotional and
interpersonal issues. Data supporting the effi-
cacy of SE for depression (Diguer, Barber 
& Luborsky, 1993; Luborsky, Diguer, et al., 
1996) and GAD are available (Crits-Christoph,
Connolly, Azarian, Crits-Christoph, & Shappell,
1996), with recent randomized data directly
comparing GAD to a reflective listening
(supportive therapy) recently completed (Crits-
Christoph, personal communication). Two addi-
tional open trials of SE were conducted 
by Barber, Morse, Krakauer, Chittams, & Crits-
Christoph (1997) over a period of 52 once-a-week
sessions for patients with avoidant and
obsessive-compulsive personality disorders.
Treatment emphasized the explorations of the
CCRT and focused on defense analysis, transfer-
ence interpretations, and increasing the ego-
dystonicity of dysfunctional ego-syntonic behav-
iors. Preliminary results of these trials indicated
that patients with obsessive-compulsive disorder
were more likely than the avoidant patients to
not meet personality diagnosis at the end of
treatment.

The modifications of SE for substance abuse
have been tested in three randomized clinical
trials. Luborsky, Woody, et al. (1995) describe 
its modifications for opiate dependence. Two
psychotherapies, SE and cognitive therapy (CT),
were added to methadone maintenance for opi-
ate addicts. Patients receiving SE and CT showed
greater improvement and benefit in more areas
than patients receiving standard drug counsel-
ing. Patients with comorbid psychiatric problems
benefited most from the addition of the psy-
chotherapies (Woody, Luborsky, McLellan, &
O’Brien, 1990; Woody et al., 1983). These benefits
were found mostly in areas of functioning other
than drug use. The efficacy for SE for opiate ad-
dicts was also replicated in a community sample
(Woody, McLellan, Luborsky, & O’Brien, 1995).

SE therapy has been modified for cocaine-
dependent patients (Mark & Faude, 1995, 1998).
The primary modifications include a more 

active role for the therapist, helping the patient
develop complete and coherent narratives, ad-
dressing the patient’s diminished capacity to
experience and reflect due to continued drug
use, interpreting the drug use as both a RS and
a wish, and working with enactments between
patient and therapist (Mark & Faude, 1995). 
SE for cocaine dependence was tested in the
NIDA Cocaine Collaborative Treatment Study,
a multisite psychotherapy outcome study. All
treatments significantly reduced cocaine use,
and SE was not significantly different in effi-
cacy from CT. However, in this study, both psy-
chotherapies were less effective on drug use
outcome than individual drug counseling
(Crits-Christoph et al., 1999).

Manualized standardized clinical trials of
SE without control conditions are ongoing in
several places in the world for both Axis I and
Axis II conditions. These include Toronto, Syd-
ney, and Stockholm in addition to the United
States.

C A S E  E X A M P L E

DIAGNOSIS AND ASSESSMENT

Presenting Problem
Lori was a 25-year-old white female who sought
treatment due to feeling inhibited and uncom-
fortable in her sexual relationship with her
husband. (Some details of patient history have
been modified to protect confidentiality.) She
felt little desire for sex and while engaged in
sexual activities felt “far away and distant”
(RS). She had hoped these feelings would have
disappeared with time; however, she had been
with her husband for three years and the feel-
ings had not changed. Interestingly, there were
few problems in the sexual relationship when
the couple first became sexually intimate, but
difficulties increased as they began a more seri-
ous, committed relationship. Lori had only
been married three months at the time of intake
but had been living with her now husband for



Supportive-Expressive Psychotherapy 193

about three years, and they had a 2-month-old
daughter.

In addition to the sexual difficulties, Lori de-
scribed struggling with an eating disorder, re-
stricting food to maintain a set weight and
being “fixated on not getting fat.” She had lost a
good deal of weight and was once hospitalized
at an eating disorders program. This was com-
plicated by an undiagnosed gastrointestinal dis-
order that caused severe pain. Once diagnosed
and put on medication, she did not lose more
weight and ate more appropriately, but Lori still
had body preoccupation and restricted her in-
take. In addition, she described a long-standing
coping style of not dealing with issues, not
wanting to think about feelings, and avoiding
conflict (wishes), especially anger, by blocking
it out.

Background Information
Lori was the youngest of four children. Her fa-
ther was a successful businessman who also
suffered from bipolar disorder and alcoholism.
At the time of intake, he was quite ill with can-
cer. Her father was described as very critical
and “mean” to all family members, especially
when intoxicated. Her mother was a home-
maker; Lori described her as passive and trying
to please her father. She described the family as
close, all living within a few blocks of each
other. Lori lived 30 minutes away and the fam-
ily commented on “how far away” she was. Her
parents were in their 60s, and Lori had some
caretaking responsibilities, such as handling
their legal and other paperwork. None of the
other siblings was reported to suffer from de-
pression or any other mental health problems.
Lori’s husband was a professional and 16 years
older than she. She had met him while working
as his assistant and continued to work with him
in his business. At the time of their meeting, he
was married; they began dating when he sepa-
rated from his wife.

Lori related her current sexual difficulties to
an experience of sexual molestation when she
was age 10 by her father’s best friend, who was

also the family doctor. She had been invited
over to play with her doctor’s son, who was not
there when she arrived. The family doctor took
her to a room and fondled her and penetrated
her with his finger and asked/made her to fon-
dle him. Lori told her mother about the incident
(it was unclear whether she did so at the time or
several months later), who believed her enough
to never leave her alone again with the doctor.
However, the mother asked that Lori continue
to see him as the family doctor because her
mother thought it would be too upsetting to
Lori’s father to hear what his friend had done.
Lori’s father was not told about the molestation
at the time of the incident.

Approximately one year prior to starting
treatment, Lori, with the support of her brother
and husband, confronted this doctor about
what he had done. She went to his office and
read him a letter she had drafted discussing 
the impact of his actions on her and his respon-
sibility for hurting her. The doctor did not deny
her allegations, but she did not wait to hear his
reply after reading her letter aloud. When her
father was finally told of the incident, he was
totally supportive of his daughter and cut off all
contact with his long-time friend. After this
confrontation, Lori felt less angry about the in-
cident and thought about it less, but her sexual
life remained affected. At session 4, she brought
in a newspaper article stating that this doctor
had lost his license because of medical malprac-
tice due to fraud. She reported satisfaction that
he was no longer practicing and was publicly
humiliated.

Previous Treatment
Lori had sought therapy twice before. She
claimed to remember nothing about the first
therapy that lasted one or two sessions. The sec-
ond therapy was with a female therapist she
had starting seeing two years before this ther-
apy. She was in therapy for about five months,
but then stopped because she didn’t feel she
was “getting much response or suggestions”
from the therapist. She returned six months
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later for another six months and then stopped
when she had her baby. Lori was due to return
after the birth of her baby but never called the
therapist back. She decided she needed to seek
another therapist because she felt her prior ther-
apist was uncomfortable talking about her sexu-
ality and the past abuse experience and this
was inhibiting her progress.

Diagnosis
Hypoactive Sexual Desire Disorder.

Anxiety Disorder Not Otherwise Specified.

Rule out eating disorder (Anorexia or
Bulimia).

TREATMENT

Beginning Treatment and Establishing 
Treatment Goals
As part of orienting the patient to treatment,
Lori and her therapist reviewed the expecta-
tions and parameters for treatment, including
weekly sessions. Given Lori’s past history in
therapy and her ambivalence, the therapist and
she made a contract for 10 sessions. They agreed
to the goal of a focus on Lori’s discomfort in the
sexual relationship with her husband and to
gaining understanding of the relation of these
difficulties to the past trauma. Despite these
preparations, Lori had a difficult time engaging
in treatment. She came to the first two sessions,
but a month elapsed between the second and
third sessions because of cancellations.

Establishing the Alliance and 
Supportive Component
Given Lori’s concerns about her past therapy, the
therapist attempted to provide a warm, support-
ive environment where Lori had control about
what was discussed and when. Lori was clearly
anxious in the sessions, talked very rapidly,
rarely allowing the therapist a chance to com-
ment. She also shared quite a lot of very personal

information about sexuality in the first sessions.
This was uncomfortable for her, but she felt “she
had to get it out.” The therapist encouraged Lori
to set her own pace and to decide what she felt
comfortable sharing. Lori reported “frustration”
at having to start over in therapy and the impact
of this problem on her life. The therapist em-
pathized with her frustration and provided en-
couragement and hope that their work together
would lead to improvement.

As part of the alliance-building portion, the
therapist also checked in with Lori regularly on
two issues: Did Lori perceive the therapist as
open and receptive to discussing the sexual dif-
ficulties and did she feel able to discuss her
problems with the therapist? Was treatment ad-
dressing the issues and goals she had for the
therapy? Lori reported feeling much more com-
fortable with the current therapist and felt the
therapist could “handle” what she had to say.
Lori said she had already found talking to the
therapist helpful.

Lori seemed even more anxious in session 3,
in which she read aloud the letter she had writ-
ten to the doctor when she confronted him a
year earlier. Despite Lori’s anxiety, the thera-
pist viewed this willingness to share the letter
as a sign of her growing trust in the therapist.
However, Lori reported that she often could not
remember what was talked about in session and
sometimes had an upset stomach after it was
over. Lori was aware of her confusion and ten-
dency to block out thinking about difficult is-
sues. She asked to come to sessions every two
weeks rather than weekly. The therapist agreed
to this arrangement after discussing her con-
cerns that Lori was having difficulty getting
started in treatment and Lori’s reported frus-
tration that things were not progressing quickly
enough.

Expressive Element
The therapist also used these initial sessions 
to gather relationship episodes to formulate
the CCRT. Lori told stories about her current
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relationship with her husband, past and cur-
rent relationship with her mother and father,
and her experience with the doctor who mo-
lested her. In general, Lori had difficulty identi-
fying and articulating her wishes and paying
attention to how she felt or responded to other
people’s actions. Early sessions then focused on
elucidating her wishes and helping her attend
to her internal states and reactions to others.
However, a preliminary CCRT was identified
that could be modified as treatment progressed
and as Lori provided more detailed narratives
(see Table 8.1). In general, she viewed her hus-
band as very supportive and understanding.
Her husband asked her to tell him what she
liked or disliked in their sexual relationship
and said he would honor her wishes and work
with her. However, Lori had decided to never
say no to her husband’s requests for sex. She was
afraid if she began to do so, she and her husband
would never have sex because she never wanted
it. Lori reported a long history of criticism by
her father and feeling that nothing was ever
good enough. By contrast, she currently felt

quite close to and supported by her mother.
However, Lori also saw her mother sacrifice her
own and her daughter’s needs for the father,
most obviously regarding the abuse incident.
Lori claimed that her mother was the one who
taught her how to block out what she felt or to
pretend things were okay because her mother
was an expert at doing this.

Case Formulation and Treatment 
Approach Selected
As stated, the case formulation is based on the
CCRT. In turn, the CCRT provides the targets
for intervention. The SE approach was chosen
based on the interpersonal nature of the pre-
senting problem and the patient’s wish for
increased understanding of this problematic in-
terpersonal cycle and her own feelings.

Initial Phase of Treatment. The therapist made
the first CCRT interpretations from narratives
told thus far. The therapist discussed Lori’s
wish to be close and to trust but also reviewed
important experiences where Lori felt that her

Table 8.1 Preliminary CCRT based on early narratives.

Wish Response of Other Response of Self

Husband To be close, intimate.

To provide for husband’s needs.

Wants and provides intimacy.

Insists needs met (sex) despite
wife’s lack of desire.

Close and loving in many ways.

Passive compliance.

Withdrawal, distance.

Doctor To trust.

To be cared for.

Betray trust.

Abuse and molest her.

Anger.

Withdrawal.

Forget or block out.

Experience self as damaged.

Intrusive memories.

Father To be close.

To be accepted.

Keep at distance.

Critical.

Withdrawal.

Argues back.

Guilt at distance.

Mother To be close.

To be cared for.

Also close, available.

Loving.

Sacrificed daughter’s needs to
husband.

Feels close, connected.

Loving.

Anger.

Model’s mother’s style of
“blocking out.”
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trust had been betrayed (most obviously, by her
doctor). Even when she did not feel betrayed,
Lori experienced others (mother and past ther-
apist) as not understanding her or putting
their own needs before hers. In general, Lori
coped by withdrawing and pretending every-
thing was okay, or by not clearly stating what
she needed and sacrificing to others’ needs.
The therapist suggested that these experiences
might make therapy difficult for Lori despite
her desires to be involved in treatment. Lori
and her therapist discussed ways these past 
experiences were impacting her intimate rela-
tionship with her husband based on expecta-
tions Lori now brought to her relationships
about intimacy and control. Therapy was of-
fered as a place of her own that was private,
and the goal was to focus on herself in contrast
to most of her experiences.

Lori came to sessions regularly for the next
two sessions but then two months elapsed be-
tween the fifth and sixth session. She had gone
on vacation for one to two weeks and her father
had been in and out of the hospital, with uncer-
tainty each time about whether he would re-
cover from cancer. With both her father’s illness
and her sexual difficulties, Lori was trying to
cope with blocking her feelings out, stating that
she was “sick of thinking so much.” She re-
ported that with all that was happening, she
could not make a commitment to come regu-
larly. The therapist and she discussed her usual
style of coping by shutting down when over-
whelmed and her tendency to sacrifice herself
to others’ needs. The therapist recommended
that she continue to come to treatment regu-
larly but also stated that Lori would have to
decide what she needed. In the sessions that she
did attend, Lori began to talk about feeling
anger at her husband regarding sexual issues.
She did not understand how she could feel that
way about him when he was not doing any-
thing. During these sessions, Lori would often
lose her train of thought or not be able to re-
member what the therapist had said. This was

particularly noticeable when asked about her
feelings of anger.

Middle Phase of Treatment. After treatment
had been going on for six months with only
about eight sessions, Lori asked if her husband
could come in too. She wanted her therapist to
meet her husband and she wanted him to give
his perspective on the situation. Given the in-
terpersonal nature of the presenting problem
and Lori’s request, the therapist agreed to meet
with him for one session with Lori also attend-
ing. Prior to the session, the therapist discussed
what Lori felt comfortable sharing about herself
and about the therapy work. In the session,
Lori’s husband spoke about his growing frus-
tration with the sexual problem and his concern
about his wife’s commitment to treatment. He
clearly seemed to care about his wife and have
empathy about the impact of her past trauma
and experiences with her family of origin on
her current difficulties. He expressed his will-
ingness to help. However, one of the husband’s
other goals was clearly to “check out the thera-
pist” and express his feelings about lack of
progress. He also talked about his concerns
about the viability of the relationship if prob-
lems did not improve. The therapist stressed
that Lori was working in treatment, that the
problem was interpersonal, and that it would 
be important for the husband to allow some
time to address the issue without his threaten-
ing to leave the relationship.

Lori began coming regularly after this ses-
sion with her husband, although she was often
late. She had felt fine about how the joint ses-
sion had gone and thanked the therapist for her
willingness to have the session. She stated that
she had been anxious throughout the session
that the therapist might share something she
considered private. In many ways, this session
served to build the helping alliance and enact
the CCRT. Lori was able to express her wish for
the therapist to meet with her husband and 
the therapist met this request. In addition, the



Supportive-Expressive Psychotherapy 197

therapist proved trustworthy about respecting
her privacy and not sacrificing Lori’s needs to
her husband. (Lori had a positive RO to her
more explicit wish and the therapist did not
react in the expected negative RO by abusing
Lori’s trust or sacrificing her needs.) Perhaps
not surprisingly given her usual coping style,
Lori had not remembered that her husband said
he considered leaving the relationship. The
therapist and Lori discussed the possible paral-
lel between feeling forced to be in therapy by
her husband as she felt forced to have sex even
though she did not desire it (repetition of the
issue in the transference). At the conclusion of
the tenth session, Lori stated that she felt com-
fortable with the relationship, had found ther-
apy helpful, and wanted to continue without a
set contract for number of sessions.

Lori became more engaged in and committed
to therapy. She began to talk in sessions specifi-
cally about not wanting to enjoy sex, began to
remember what was talked about in sessions,
and related things week to week more fre-
quently. She also began to talk about some de-
crease in anger and tension in the sexual
relationship. Lori began to talk about the disad-
vantage inherent in her coping style of blocking
things out, in that she had trouble remembering
good things as well as bad. Below, we provide
some excerpts from session 15 to illustrate the
expanded CCRT for this patient and ways of
working with the CCRT in session. To begin,
Lori and the therapist discuss Lori’s father
being in the hospital ill with cancer:

LORI: Yeah um, um, my father in the hospital
again on Monday and again on Friday and
it’s so screwed up. I mean it gets you in such
a turmoil because this is a man you love and
he has his pants on backwards and all this
other stuff got to put him in the hospital
and can’t talk. But they said, you know
we’re concerned that he’s not going to come
out of this. And it’s like you know you go,
okay is this something you’d prepared for,

is this something’s going to happen and
then he comes home he’s fine. It’s funny be-
cause it’s solely true that if he’s calling me
sweetie he’s still sick and if he’s miserable
he’s back.

THERAPIST: You were telling me about that.
LORI: It’s like so backwards and you know like

the doctor had said to me, well how does he
seem to you? And I said well he’s still calling
her sweetie, my mom, or honey, so that’s a
pretty given answer right there that you
know he’s still not better. Oh, yeah, he’s so
loveable when he’s sick, very sweet very you
know, he needs help to do this and you feel
like helping him.

THERAPIST: That must be so confusing when
you feel closer to him when he is ill than . . .

LORI: And it’s like, when I first found out he
was in the hospital I didn’t go over to see him
until like Thursday and then I was going over
this tremendous guilt by not going to see him
but I didn’t want to face all that because I
knew he wasn’t getting any better. I just
didn’t want to deal with it but then I was
overloaded with guilt. You know I called him
every day but then I was overloaded with
guilt that I didn’t go and see him. So I only
ended up seeing him once he got out yester-
day but because I can’t.

Here is the CCRT for the father derived from
this segment. This CCRT is similar to the work-
ing CCRT, with the added dimension of Lori
dealing with her father’s likely death.

W: Desire closeness and interaction with 
father.

To avoid contact or conflict.

RO: Father will act in way that will make her
angry.

Be critical or cruel.

Not recognize her being there because of
illness.

Father is nice to her only when he is sick.
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RS: Avoid interaction.

Denial of feelings.

Guilt.

Confusion.

The therapist then tries to help Lori articulate
the feelings guiding her interactions, to clarify
what she is concerned about in terms of re-
sponse from her father and what her RS is. The
therapist articulates a pattern to her way of
coping with this situation based on previous
material.

THERAPIST: How do you feel when you think
about going to see him or go see him?

LORI: I distance myself; it’s almost like I’m un-
able to open up that door because if you open
it up he’s going to go home the next day. And
then you are going to go, okay where does
this leave me now. He was real sick but he’s
good now . . .

THERAPIST: And if you open it up you are wor-
ried you’d get really upset . . .

LORI: Not necessarily to start crying because
there wasn’t actually anything to start crying
about but the reality of the situation will set
in. I mean, thinking of him now, I know that
he’s not well. I know that, but I don’t have to
open up the door to find that out either.

THERAPIST: So that’s another place you feel
you have to keep up a wall to keep those feel-
ings at bay. (The putting up and breaking down
walls is a metaphor the patient had used in a pre-
vious session. The therapist is labeling the most
prominent RS: avoidance and denying feelings.)

LORI: Yeah, yeah and that’s why I didn’t go
and visit him and then and then one day I
didn’t even call him at all but he doesn’t re-
member anything. And I kind of took advan-
tage of that because the one time I didn’t call
you know I felt. I mean I carry this tremen-
dous guilt that I didn’t call him to see how he
was doing but even if I did he wouldn’t re-
member me calling anyway. So it kind of 

fucks with your head. I don’t want to deal
with this . . .

THERAPIST: So sometimes you don’t deal with
him because he’s going to be angry and criti-
cal, but when he’s sick like that, it’s not that
your trying to avoid him. Is it more seeing
him so, so weak?

LORI: Yeah, and having it real, because when
he’s up and walking around you don’t con-
stantly think, man is he sick. I mean I can be
sweet to him, I mean I like him, when he’s
sick because I can be sweet from my heart,
it’s not a show or anything, um, but it’s
screwy because then once he gets better re-
ally better he becomes an S.O.B. You know
and it’s like fluctuation in feelings.

The therapist asks about the anticipated RO.
The pattern is for Lori to expect her father to be-
come angry or critical. However, in this situa-
tion, it is not clear that this anticipated reaction
is what is leading to the avoidance. Here, it ap-
pears that she does not want to accept the possi-
bility of his dying. She actually wants to be
sincere and loving with him but feels she can
only be that way if he is very sick. If he is well,
she fears he will be his usual angry self, and she
does not want to let herself be vulnerable to
being hurt.

THERAPIST: Do you worry what would happen
if he did die and you hadn’t been to see him
or were not able to say something to him.
Would that be harder on you, do you think?

LORI: Um, no because I mean I’m sure to a de-
gree it may, but I’m content with the way I
feel. I mean I’m, I feel justified I guess. It’s
not like I’m doing this for, I guess maybe it is
a selfish reason.

THERAPIST: But it feels like you have to kind of
protect yourself from him?

LORI: Yeah, I mean if it’s going to happen it’s
going to happen. I’ll deal with it when it hap-
pens but this in and out of the hospital bit.
It’s just confusing. So, um . . .
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THERAPIST: Well, you know, you’ve talked
about a number of situations that you try to
deal with by pushing your feelings away, try
to compartmentalize things like . . .

LORI: I can’t deal with the uncertainty of
everything, you know. If I knew what was
going to happen, maybe I would open that
door.

Later in the same session, the therapist and
Lori were talking about her feelings about her
husband. The therapist asks about whether
anger comes when he wants sex and she does
not feel like it. At first, one can see that Lori
moves to complete denial and goes to lengths to
say how positive her feelings are for her hus-
band. However, Lori tries to bring up the theme
that the therapist and she had started to discuss
in a previous session, about her conflicting
wishes with her husband.

LORI: I feel completely comfortable, very lov-
ing, very, um, and a lot of times, a lot of times
I’ll just look at him and I really am, I feel so
fortunate. And hopefully like you are in the
same position. I love this man so much and he
loves me so much. We get along so well. I
mean we work together every day from the
minute we’re together, from the minute we
wake up in the morning till we go to bed at
night. . . .

We were talking about how I want to make
him happy and then I get confused because I
don’t want to make him happy. It’s still ex-
tremely confusing to me because I love him. I
mean we just have, I mean I’m not like over-
doing it or anything like that and living in a
fairy tale or anything like that but we just
have a reciprocity. He doesn’t take advantage
of me because I’m younger than him or he
doesn’t put me down. I mean he’s very good
for me, and I’m very good for him and yet I
still feel this way. So I say don’t feel this way
because you love this person—this is your
everything this is your whole life. I mean I’m

sure that if this was somebody who really got
on my nerves or he abused me or we didn’t
get along or we constantly fought, then I
might not have as much drive or this anger. 
I want to get to the point where I get rid of the
anger. Where it goes from there I have no
idea.

THERAPIST: We’ve talked about it a few times
in various parts of your life, and I think it
happened in your sexual life too. One of the
ways you learned to cope with strong feelings
is to kind of compartmentalize. Like we were
talking about with your dad, about seeing
him. You try to put walls between your dif-
ferent feelings. You talk a lot about wanting
to break down the walls sexually—let your-
self experience your feelings.

LORI: That’s the walls I’m talking about
knocking down, I just want to be wall-free,
you know.

THERAPIST: I think what the problem is,
what’s happening to you now is that you
have these loving, caring, totally real feel-
ings for your husband and there’s no deny-
ing the truth of them, they exist. But then
this anger comes up in sexual relationship
that is very real too. I think by your trying to
keep the walls up, you can never integrate
the fact that you feel both so loving about
him and that there is something about
what’s going on there that makes you so
angry and rage-filled that you can’t feel the
love at the moment.

The therapist feels that she needs to affirm
that she heard and believes the positive feelings
Lori has for her husband. She validates these
feelings. However, she is working with Lori to
articulate her two, often conflicting wishes
about her husband to be close and to not please
him. In addition, Lori’s usual RS is to avoid these
feelings, pretend they don’t exist, or be able to
acknowledge that she feels both things. There-
fore, the therapist is working to more clearly ar-
ticulate the patient’s wishes and her RSs.
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LORI: Yeah, yeah, that’s exactly right. I mean
we love each other—I have peripheral vision,
I mean . . .

THERAPIST: So, rather than convincing yourself
out of what you are feeling—telling yourself, I
shouldn’t feel this about your husband be-
cause he’s not doing anything and he’s a nice
guy. We have to understand where that anger
is coming from. Trying to keep those two feel-
ings separated or convince yourself out of it
rather than understanding it, is what I think
is making it stay longer. No matter how lov-
ing a relationship you have with someone,
there are moments where your rage-filled
with somebody. It sounds as if something
comes up when your husband is initiating or
pushing you. There’s some reaction like Fuck
you—you will not do this to me, and I think
we need to understand what that’s about.
(Again, the therapist is using the patient’s ex-
pression or language from previous sessions
to label her feelings or reactions.)

LORI: Yeah, like, who do you think you are?
THERAPIST: Like, who’s this pushy dick, right?
LORI: Yeah, exactly, it’s just like I’m not a

cocky person, I’m not uh, um. I’m a very
friendly person. And I, I don’t cop attitudes
easily. I mean, I just get like really pissed, you
know. Not that I could hurt anybody or any-
thing like that, but it’s just like, you know,
who do you think you are?

I don’t know whether it’s necessarily what he
wants me to do to him or to myself or whether
he’s just talking to me. I don’t know, but like I
say, if I have something in my mind that I would
want him to do I’d never tell him. I’d never tell
him, because I don’t feel comfortable telling
him what would feel good, even though I
should tell him what makes me feel good be-
cause then it will make me feel good, it will put
me in a comfortable position, you know.

The patient begins to recognize the nature of
her reaction and to try to understand the reason
for her self-defeating behavior (RS).

THERAPIST: Is there an issue of not wanting
him to have information about you, like not
letting him have some of your secrets?

LORI: I might do just enough just to make him
react on his own but not obviously enough
where he’ll go, oh, is that what you want me
to do?

THERAPIST: Is there some way he has some
power or control over you?

LORI: I don’t know. Say that again.

The therapist is trying to articulate Lori’s
conflicting wishes for closeness and control.
Here, as at other times, the patient seems to
forget what the therapist said when she talks
about the patient’s wish for control. However,
in this session, the patient is able to stay with
the discussion and expand on this wish.

THERAPIST: I was wondering if there was any
way that it feels like, if you gave away that in-
formation or something like that, he’d have
some power or control over you that feels
scary to let go of.

LORI: Yeah, yeah, I guess in a sense that would
be right and then he would know, it’s like
giving away my cards or something like
that—I don’t like him getting that satisfac-
tion of pleasing me.

THERAPIST: Do you know why?
LORI: No, I have no fricken idea and I can’t

believe I actually got that out of my mouth,
because two minutes from now I’ll ask you
what did I say.

THERAPIST: Because I think the minute you
start to feel some of that anger, you feel there
is no justification. It feels illogical and so bad
for you to think that way about your hus-
band, who’s somebody you love. It seems that
you are using all your energy to convince
yourself you are not angry and instead try to
distance yourself or go away. But the anger
feels very powerful anyway.

LORI: I don’t know how I get it away um. I
mean, it’s almost like sometimes when I do
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feel angry I’ll want to just lay there and not
move at all and just be like a board.

THERAPIST: Because in that way you show your
anger?

LORI: And that’s like kind of getting it out,
you know; it’s kind of like lashing out at him.

THERAPIST: Because your being unresponsive
feels bad to him, I mean . . .

LORI: Because I’m being, I’m not responding
to him, it’s almost like I’m getting even.

THERAPIST: So you kind of know at that mo-
ment that your anger is one way to express
that somehow . . .

LORI: Yeah, because I never want to verbally
express it.

THERAPIST: How would it come out?
LORI: I’d probably just push him away. You

know, I don’t think that there’s too many
words to follow, like you know, how can you
do this to me or anything like that. It’s just
more like, knock it off, what do you think
your doing?

THERAPIST: Well, it’s so interesting. There’s a
way that the level of intimacy or closeness in
your relationship with your husband chal-
lenges and confronts you in a way other rela-
tionships have not. But also, your husband’s
style, which is quite assertive and dominat-
ing, probably provokes this more than other
men. You picked someone who will make you
address these issues of control.

Again, the CCRT, once elaborated, is similar
to the CCRT with the father set out earlier. The
therapist makes the link in the session between
the two patterns:

W: To be intimate (sexually), close, and 
spontaneous.

(To be in control).

RO: Supportive and loving.

To be controlling or dominant.

RS: Confusion.

Reaction formation.

Passive-aggression (not give self or take 
in what offered, deny pleasure).

Avoidance of anger.

The CCRT with the therapist can be inferred
from the patient’s behavior in this session, even
though it is not directly discussed in this tran-
script. Early in the session, Lori often inter-
rupted the therapist and did not let her comment
on what she was saying. Again, the struggle re-
garding intimacy and closeness versus control
was playing itself out in the patient-therapist re-
lationship. As the session progressed and Lori
came to a clearer understanding of what was
happening, she was able to slow down and let the
therapist in. The end of the session was really
much more of a reciprocal dialogue. Here is the
CCRT based on Lori’s behavior with the thera-
pist this session:

W: To be close, to disclose, to address 
conflict.

RO: Offer closeness and reflection.

Also guide or control session.

RS: Frustration.

Not want to take in what given or of-
fered because of loss of control.

Distance self.

Confusion.

The therapist and Lori addressed the CCRT
with the therapist at a number of different
points in the treatment. Early on in treatment,
Lori felt forced to “get it all out” or work at a
frantic pace in session, and the therapist encour-
aged Lori to set her own pace. They discussed
Lori’s tendency to interrupt the therapist or to
not let her speak. At first, Lori suggested that
she would interrupt because she was afraid of
forgetting her thoughts or what she had to say.
As time passed, they discussed this in the con-
text of protecting herself from getting too close
by not letting the other person in. Later in treat-
ment, the pattern was discussed as a struggle for
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control. Lori did not report experiencing the
therapist on the surface as controlling; however,
the therapist often pushed Lori to acknowledge
feelings or needs that she tried to avoid. From
about the tenth session on, the therapist and
Lori could notice when the struggle was hap-
pening in session and discuss together how to
stop that cycle.

Final Phase of Treatment. Treatment continued
for another 12 sessions after this fifteenth ses-
sion and focused primarily on the conflicting
wishes of closeness and control. The therapist
and Lori worked on ways for her to accept these
feelings and to more directly express her needs.
As she began to address her wishes and feelings,
Lori reported feeling more spontaneous and free
in her sexual relationship. Prior to therapy, she
reported few sexual fantasies or little exploration
of her own pleasure. She began to have very vivid
sexual dreams that involved both her husband as
well as an attraction to women. These dreams
also focused around issues of closeness and con-
trol. She became concerned and frightened at
first that her fantasies must reflect what she
wanted to do in her behavior. However, as the
therapist helped her clarify this distinction, she
began to enjoy the freedom to explore that she
experienced in her dreams. Lori was able to cope
with a number of major life changes over these
next few months that were both positive (buying
a new house, pregnancy) and negative (death of
her father). She was more able to be present with
her father before his death and to come to some
resolution about the positive and negative as-
pects of their relationship.

Termination Issues
Lori continued in therapy until the birth of her
second child about a year and a half after she
initiated treatment. The therapy focused on ter-
mination issues because she would be off for a
few months after the baby was born, even
though she said she planned to return. Prior to
the baby’s birth, Lori was feeling that the sexual

problem was much improved and that she was
enjoying sex. She became more aware of her feel-
ings and her pattern of responding or coping and
actively tried to change interactions with others,
especially her husband and her family.

POSTTERMINATION SYNOPSIS AND

EFFECTIVENESS DATA

Lori contacted the therapist about four months
after the birth of her child and scheduled a
number of appointments that were always can-
celled. Her second child suffered some medical
complications that required frequent doctor’s
appointments. About six months after the birth,
Lori did come in for a final session. She re-
ported continued improvements in her sexual
relationship, saying that she really wanted sex
now. Lori seemed to be a very good mother,
confident, not intrusive, and connected with her
children. It seemed as if the issues she strug-
gled with in her other relationships were not
impacting the relationship with her children at
this time.

Even though Lori seemed to be in some ways
repeating her pattern from the previous therapy
of not returning as planned after the birth of
her baby, she did handle this termination in a
different way. She came to a final session to
summarize and provide some closure to the
work. In addition, by her report, she felt con-
nected to her therapist, able to express when the
therapist was not meeting her needs, and felt
she received what she had wanted from therapy.
Lori reported that she would feel positive about
returning to therapy if she needed to at a later
time.

S U M M A R Y

We have presented very briefly the main con-
structs of SE therapy, a form of relatively struc-
tured dynamic therapy that has received some
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empirical validation. In the amount of space al-
lotted, we decided to provide the large picture
of where we are now in working in SE and in
researching its efficacy and its mechanisms of
change. Thus, we have also limited the more in-
depth discussion of the applications of SE. We
recommend interested readers to the Luborsky
(1984) manual and Book’s (1998) excellent How
to Practice Brief Psychodynamic Psychotherapy: The
Core Conf lictual Relationship Theme Method,
which provides rich, clinical detail about work-
ing with this approach.
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C H A P T E R  9

Brief Psychodynamic Therapy

FERRUCCIO OSIMO

H I S T O R Y  O F  T H E
T H E R A P E U T I C  A P P R O A C H

Short-term dynamic psychotherapies can be di-
vided into three groups, according to which
factor is mainly responsible for their brevity
(Osimo, 1991). In the first group, the abbreviat-
ing factor is time itself; that is, the therapy’s du-
ration is established rigidly beforehand. In focal
approaches, the working area is circumscribed
beforehand; once a focus, or the conflict area re-
garded as being pivotal, has been selected, all
interpretations or other interventions are for-
mulated in that direction. The third group,
based on an acceleration of the therapeutic pro-
cess, aims to resolve the significant symptom
and character issues, but more rapidly than in
longer methods. The approach described here,
according to Fosha (2000), is an experiential
short-term dynamic psychotherapy (E-STDP).
Davanloo’s (1986, 1990) approach and those by
Alpert (1992), Fosha (1992, 2000), Sklar (1992),
Coughlin Della Selva (1996), McCullough Vail-
lant (1997), and Magnavita (1997) are part of the
same group. These models are more efficient
than those in the first and second groups, as

they can be effective in a relatively short time
with people who show more complex problems
and a stronger resistance to change.

The idea of accelerating the therapeutic pro-
cess is not new in the field of psychodynamics.
Ferenczi, in the first lines of his essay “The Fur-
ther Development of an Active Therapy in
Psycho-analysis” (1920, p. 199), wrote: “Psycho-
analysis, as we employ it to-day, is a procedure
whose most prominent characteristic is passiv-
ity.” Another of Freud’s most brilliant disciples,
Rank (1924), was also deeply concerned with
the healing side of psychoanalysis, thus with
emotional experiencing, rather than with theoreti-
cal speculation: “Therapeutic possibilities do
not conform, in any expected degree, to the in-
crease of our knowledge, and . . . even simple
therapeutic action can be arrested by too much
knowledge and too much [cognitive] insight”
(p. 202). In 1933, Reich published Character
Analysis, in which he outlined a new dynamic
approach to personality disorders. Reich ques-
tioned the “basic rule” of free association, in
that the character of an individual “is usually
expressed in a specific attitude or mode of exis-
tence . . . [representing] . . . an expression of the
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patient’s entire past” (p. 48). These theoretical
and technical points, and Reich’s emphasis on
the freeing of emotions from the body, are highly
relevant to the present approach of short-term
psychotherapy. The first systematic, and indeed
highly productive, clinical trials explicitly aimed
at making psychoanalysis “briefer and more ef-
fective” are those reported in the milestone book
by Alexander and French (1946). A brief sum-
mary of their clinical evidence demonstrated the
following:

• Intense reexperiencing of the conflicting
emotions in the transference, that is, in the
actual relation with an emotionally respon-
sive therapist, brings about therapeutic
change. This is what Alexander (Alexander
& French, 1946, p. 22) called “corrective
emotional experience,” which is pivotal to
dynamic change.

• If such reexperiencing can be brought
about rapidly, dynamic change will also be
rapid. The phase of consolidation of change
or “working through” is not a question of
time, but of adequate emotional experience.

• When an effective approach is used, no
matter the length, frequency, and total
number of sessions, even relatively early
traumas can be reactivated and solved.

Balint (1955) founded the Brief Psychotherapy
Workshop (BPW) at the Tavistock Clinic, con-
sisting of a group of selected and gifted clini-
cians, one of whom was David Malan. Their
initial idea was to identify a conflict area on
which to concentrate dynamic work, for which
Balint coined the term focus. Malan has reported
that the therapies supervised at the BPW were
never really focal, because interpretations actu-
ally addressed all the meaningful material
(Malan, 2001, personal communication). The
term “focal” applied to brief therapy, however,
became widespread. In the mid-1960s, Malan
started his own Brief Psychotherapy Workshop,
and the first for trainees, at the Tavistock Clinic.

Malan postulated the unavoidable connection
among selection criteria, therapeutic technique
used, and the quality of results obtained. His elu-
cidation of the dynamic process and of change
mechanisms in brief psychotherapy is invalu-
able. Malan (1963, 1976, 1979) was actually able
to disprove the “hypothesis of superficiality”
which claims that brief psychotherapy is a super-
ficial treatment, applicable only to superficially ill
patients, and bringing about superficial results.
His own selection criteria, however, are fulfilled
by fewer than 10% of patients.

During the past 25 years, short-term psy-
chotherapy has made remarkable progress, es-
pecially due to the technical improvements
introduced by Davanloo (1990) and theoreti-
cally explained by Malan (1986a, 1986b). In 
the early 1980s, Davanloo was the first to
demonstrate, in his video presentations, that
even severe character problems can be dealt
with in under 40 sessions. This revolutionary
approach has been technically challenging to
master. Moreover, there always is a strong con-
nection between a therapeutic methodology
and the personality of its proponents (Osimo,
1994). Other therapists, after receiving Dav-
anloo’s teaching and supervision, have thus de-
vised approaches that are attuned to and
enriched by their own personalities.

Magnavita (1997) developed a flexible ap-
proach to the restructuring of personality disor-
ders that facilitates the planning and tailoring 
of treatment according to each patient’s needs.
The research work carried out in New York by
the Beth Israel Research Program (McCullough,
Winston, et al., 1991) empirically validated
Alexander’s intuition. Experimental evidence
demonstrates that transference interpretations
followed by an emotional response bear a signif-
icant correlation with improvement at termina-
tion, whereas an intervention followed by a
defensive response correlates negatively with
outcome. Also in connection with this research,
a group of colleagues, Alpert, Fosha, and Sklar
(Fosha, 1992), developed accelerated empathic
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therapy. They are especially concerned with the
sharing of emotions with the patient as a means
of accelerating the dynamic process. An impor-
tant evolution is described by Fosha (2000). Fi-
nally, an integrative approach was developed by
McCullough Vaillant (1997) called short-term
anxiety-regulating therapy. Her approach “cre-
ates a strong connection between research data
and clinical methodology and integrates the [ef-
fective] aspects of different theories, such as
dynamic, behavioral, cognitive, and gestalt ther-
apeutic approaches” (Osimo, 1998, p. 98).

T H E O R E T I C A L  C O N S T R U C T S
O N  W H I C H  E - S T D P  I S  B A S E D

The theoretical and clinical foundation of 
E-STDP is represented mainly by the discover-
ies and research work of Balint, Ornstein, and
Balint (1972), Malan (1963, 1976), Davanloo
(1986, 1990), and McCullough Vaillant (1997)
and, before them, by Ferenczi (Ferenczi &
Rank, 1925/1987), Reich (1933), and Alexander
(Alexander & French, 1946). Malan, in particu-
lar, has been the driving force in this field for
the past 50 years, carrying out outstanding
research. E-STDP can be regarded as an evolu-
tion of Malan’s brief psychotherapy, integrating
new elements that make it suited to a wider
range of patients, including many of those with
neurotic syndromes and personality disorders.
The main components of E-STDP are (1) Malan’s
triangles, (2) mirroring function, and (3) dy-
namic activities, which include defense restruc-
turing (DA), anxiety regulation (AA), and
emotional maieutics (XA), aiming to bring about
a rapid access to the unconscious conflicting
emotions.

E-STDP is characterized by the following:

1. A psychodynamic foundation and the
adoption of the two Triangles as its main
conceptual frame. It incorporates Freud’s
theory of human conflict, rooted in the

conscious-unconscious and id-ego-super-
ego systems.

2. Equal emphasis given to the actual experi-
encing of emotions, which are felt through
the body and are regarded as the most gen-
uine and meaningful expression of con-
scious and unconscious human inner life.

3. The therapist’s active mirroring of the pa-
tient’s nonverbal and verbal expressions is
regarded as pivotal. Various other analysts
emphasized aspects of the connection
between mirroring and psychoanalysis,
among them Mahler (1967), Winnicott
(1971), and Kohut (1971). The mirroring
function taken on by the therapist in 
E-STDP (Osimo, 2001b) consists of re-
peated and frequent description to the pa-
tient of his or her defensive attitudes,
feelings, and anxieties.

4. A real interpersonal relationship between
therapist and patient is seen as the only
basis on which therapeutic techniques can
build.

5. Operational ways in which this interper-
sonal relation can be used psychothera-
peutically. This includes three distinct
dynamic activities, each of which should
be implemented when required, depend-
ing on the moment-to-moment patient-
therapist interaction. DA, AA, and XA are
regarded as equally important and effec-
tive, but should be timed and dosed de-
pending on (1) the moment-to-moment
patient-therapist interaction, (2) the pa-
tient’s personality structure and present-
ing problems, and (3) the therapist’s
personal inclination and ability as regards
each dynamic activity.

6. No rigid scheme or operational sequence
can be formulated using the E-STDP
approach. On the contrary, all choices of
how to intervene stem from the patient-
therapist rapport, as well as from the clin-
ical feedback coming from the patient.
The ability to recognize and make use of
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these can be achieved only by means of
systematic viewing of the videorecorded
sessions together with supervision by an
experienced clinician specializing in this
approach.

THE TWO TRIANGLES

Malan (1963; Malan & Osimo, 1992) was the
first to develop the idea of putting these two tri-
angles together as a graphic representation of
all possible intrapsychic and interpersonal dy-
namics (see Figure 9.1).

The Triangle of Person divides the patient’s in-
terpersonal relationships into three categories:
(1) those that are current or belong to the recent
past (C); (2) the relationship with the therapist
(T); and (3) those of the past (P), that is, mainly

with the primary attachment figures (Bowlby,
1982). This last corner of the Triangle of Persons
is placed at the bottom, signifying that it is
“deeper” and tends to be reached after the
other two. The Triangle of Conf lict represents the
three elements on which psychodynamic theory
is based: (1) defenses (D); (2) unconscious feel-
ings, desires, representations, and impulses (X);
and (3) anxiety (A). Again, the X corner of the
triangle is placed at the bottom because feelings
and impulses that are excluded from conscious-
ness are regarded as “deeper,” as they tend to
be reached after the anxieties and defenses that
were mobilized for the purpose of excluding
them. The Triangle of Person represents the
other people in the patient’s life, and the Trian-
gle of Conflict represents the patient’s dynamic
self. Alternative names for the two triangles are
therefore Triangle of Self and Triangle of Oth-
ers. Thus, the relationship between the self and
others is also represented in the scheme.

By virtue of this scheme, it is possible to di-
vide the therapist’s interventions according to
what part of the dynamic self they address and
in connection with what category of others. A
therapist addressing the D corner will say, for
example, “You are detached.” But if a therapist
says “You seem anxious (A) because I detected
your anger (X), and therefore you detach your-
self from me (D),” the three corners of the
Triangle of Conflict are all addressed. This 
is termed a D-A-X interpretation. If we focus 
on the therapist’s saying “because I de-
tected . . . you detach . . . from me,” thus calling
attention to what is happening in connection
with himself or herself, the therapist has given
a D-A-X interpretation in the T (transference).
Similarly, a therapist might inquire: “Is this
anger (X) you felt at your boss reminding you of
any ( = C, P, or T) other time in your life when
you got angry at somebody?” In this case, the
therapist’s question links a current angry feel-
ing or fantasy with a feeling that may have been
mobilized in the patient in different moments of
his or her life and in connection with differentFigure 9.1 The two triangles.
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people. According to the two triangles, this in-
tervention would be called an interpretation of
X aiming toward a T-C-P link.

There are many ways of including or exclud-
ing one or more corners of the triangle(s).
Theoretically speaking, the most complete in-
terpretation is one comprising, linking together,
and making sense of all the elements repre-
sented by all the corners of both triangles. This
amounts to interpreting the conflict D-A-X in
its entirety and as experienced in connection
with all of the three categories of people—T, C,
and P—representing the patient’s others. On
practical grounds, this degree of exhaustive-
ness is not always necessary or appropriate, 
and the therapist’s intervention will be best
represented using some of the corners of the two
triangles. These distinctions, based on the dy-
namic function of what the patient “brings in”
moment by moment, have an important practi-
cal application, especially when making a deci-
sion about the right move on the therapist’s
part, and, using a concept from the present ap-
proach, a decision about which activity is most
appropriate at any given moment of the inter-
action with the patient. This type of decision,
however, does not rely solely on the here and now
of the relationship with the therapist. It also in-
volves the technical-methodological approach
employed. As regards E-STDP, this aspect is
further elaborated in the following sections and
by means of an illustrative case.

THE MIRRORING FUNCTION

One factor that undoubtedly favors an accelera-
tion of the dynamic process in E-STDP is the
mirroring function of the therapist. This is the
therapist’s ability to function as a mirror, re-
flecting aspects of the patient’s self onto him or
her, especially those aspects of which the pa-
tient is less aware, that can convey emotions,
fears, and defensive attitudes. Their “restitu-
tion” to the patient often mobilizes that sense

of wonder characteristic of the process of dis-
covering something new and revealing. In the
actual framework of the interaction with the
patient, the mirroring function may give rise 
to clarifications and interpretations, but the
essence of it is providing the patient with constant
feedback about what he or she is conveying. This is
achieved by frequent, repeated interventions
conveying to the patient what the therapist sees
or otherwise perceives. Mirroring is never ad-
ministered with a neutral attitude; rather, it is
used in connection with one of the three dy-
namic activities. This is why it is called a “func-
tion” and not an activity of its own.

ACTIVATION OF UNCONSCIOUS

CONFLICTING EMOTIONS

Research supports the view that, to start a thera-
peutic process bringing about dynamic change,
patients need to be enabled to experience their
conflicting emotions with a sufficient intensity.
Sufficiency is obviously a relative measure, vary-
ing in different cases and circumstances. Re-
search does confirm, however, that Alexander’s
emphasis on emotional experience as a crucial
requirement for change is entirely justified. For
this reason, the sooner this good-enough emotional
experience (Osimo, 2001a) takes place and the
dynamic process gets started, the briefer psy-
chotherapy will be. If one aims to make this pos-
sible, one needs to rapidly reduce or neutralize
the forces blocking this experience. Emotional
activation amounts to bringing about a sufficient
increase in the intensity with which the conf licting
emotions are experienced by the patient.

Because we need to activate the unconscious
emotions that are an expression of the patient’s
self (represented by X in the Triangle of Con-
flict), and because these are kept unconscious by
the defences (D) and are counteracted by in-
hibitory feelings (A), we need to alter the com-
plex balance existing among the three forces.
The most efficient way to alter this balance is to
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have ways of acting on all the corners of the Tri-
angle of Conflict and to know when to make 
use of each of these ways. This is what the dy-
namic activities are meant for, each of them aim-
ing for the dynamic element represented at the
corresponding corner of the Triangle of Conflict.
They may be represented by the capitals at the
three corners of the Triangle of Conflict fol-
lowed by a capital A, standing for “activity”;
thus, DA for defense restructuring, AA for anxi-
ety regulation, and XA for emotional maieutics.
What follows is a description of each of the three
activities. A way of assessing which activity
should be used at a given moment (i.e., the oper-
ational manual of E-STDP; Osimo, 2001b) is
summarized in the next section.

Defense Restructuring (DA)

Theory. Anna Freud (1937/1966) described
approximately ten defense mechanisms of the ego,
producing a clear conceptual analysis of the
methods that humans use to defend themselves
from emotional suffering. Though still accepted
for diagnostic purposes, this framework has no
great operational value. Vaillant carried out far-
reaching longitudinal studies of the ways vari-
ous Ds are used in attempting to adapt to life’s
changing needs. Vaillant’s research (1977, 1993)
provides strong evidence that Ds are distributed
along a hierarchy that moves from a very low
level of adaptation to an optimal level. In the at-
tempt to confront the complex reality of our con-
science, or superego, of our desires, or id, and
our relationship with others and reality, the ego
negates, distorts, or represses part of the exter-
nal or internal reality. This hierarchy of defenses
has remarkable diagnostic value because the
analysis of the Ds, carried out during the evalu-
ation sessions or the trial relationship (next sec-
tion), provides crucial information regarding
the level of maturity/immaturity of the Ds
used. This, in turn, is highly relevant to the ra-
pidity with which Ds can be restructured, and
hence to the degree of acceleration that is possi-
ble and desirable in the therapeutic process.

Practice. Whatever the degree of maturity of
the predominant Ds a patient uses, what the
therapist is met with is the patient’s interactive
style. Some of these ways are in fact ingrained
patterns of behavior that a person habitually
employs in connection with others in his or her
daily attempts to perform a successful inter-
change without being exposed to intolerable
emotional suffering (X) or overwhelming anxi-
ety (A). They are the basic building blocks of a
person’s character and can be broadly referred
to as character defenses. Because a patient uses
them to take certain attitudes with others, in-
cluding the therapist, they may be called posi-
tion defenses. To give a few examples: Facial
expressions and glances can be indicative of dis-
tance or proximity; posture might indicate open-
ness or lack thereof, as it might also indicate the
presence of both together; striated or voluntary
muscle tone is an indicator of anxiety (Coughlin
Della Selva, 1996, p. 10). Even tone of voice will
reveal anxiety and suggest one’s overall atti-
tude; it can be circumspect or arrogant, joyous
or angered, open or timid, leaning toward ide-
alizing or sweetening or pessimistic, plaintive
or sarcastic, seductive or childish, according to
the case. Finally, the content of the communica-
tion may reveal, hide, or distort certain impor-
tant aspects of the self. All these levels together
represent position defenses, whose combination
forms the individual’s character.

Besides position Ds, there is another way 
a therapist encounters the patient’s defenses
from the very beginning of their interaction.
Whereas structural and position Ds represent
an individual’s consolidated internal function-
ing and interpersonal patterns, other Ds are
more fluid and are activated to maintain emo-
tional distance. Their degree of activation is
thus proportional to the extent to which a pa-
tient feels threatened by a therapist’s attempts
to create a close relationship.

The theory of these Ds arose from the close
collaboration of Malan (1986a, 1986b) and Da-
vanloo (1986, 1990), who named them “tactical
defenses.” They are “operating in the human
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psyche, or, as it is more correct to say, in the psy-
che of a patient when he/she is interacting with
the therapist” (Osimo, 1991, p. 44). Such Ds in-
clude vagueness, approximation, evasiveness, di-
versions, and retractions (Osimo, 1991) as well as
some nonverbal Ds that have similar effects,
such as avoiding glances, frequent smiles, gig-
gles, or whimpers and an air of detachment
(Coughlin Della Selva, 1996, p. 9).

Before Davanloo (1986–1990) understood
their importance, these Ds were often over-
looked. In fact, they play an important role, in
that they enable a patient to communicate ap-
parently important information while remain-
ing minimally involved. Statements such as “I
think I’m angry,” “I have the sensation of sad-
ness,” and “I think that I’m satisfied with my
marriage” are so void of emotional content that
they constitute a pure dialectical exercise. If
therapists are not aware of this, they may take
such statements as acquired facts, whereas the
patient has stated them in a noncommitting
way, without taking on any emotional owner-
ship of them. Simple but direct clarifications by
the therapist, such as “Are you or aren’t you
angry?”, “Are you sad or not?”, and “Are you re-
ally happy or is that something that you are
simply telling me?”, force patients to define
their emotional stance, communicating to their
unconscious the therapist’s intention of con-
fronting all the issues in depth. On the one
hand, this message leads to resistance in pa-
tients, sometimes causing them to defend even
more. At the same time, however, patients real-
ize that the therapist is determined, knows
what he or she wants, and is strong enough to
accept patients’ feelings (X), even if these may
be unconsciously frightening. As a result of
this, patients feel reassured and the therapeutic
alliance is strengthened. An efficient manage-
ment of the interactive Ds, therefore, can reduce
the patient’s distance, thereby increasing thera-
pist’s and patient’s emotional involvement in
the relationship. This emotional involvement is
a prerequisite for a rapid activation of the
greatest possible dynamic interaction between

patient and therapist and for the creation of a
strong therapeutic alliance.

There is another important element of the Ds,
involving the degree to which the individual is
aware of using them. It often happens that a
person makes constant use of position and tacti-
cal Ds, without being aware of their defensive
function. In such cases, it can be said, using a
term that I find contorted, that the defenses are
ego-syntonic or even that the defensive barrier
is “cemented with the ego” (Davanloo, 1986,
1990). Essentially, this means that a patient
completely identifies with his or her own Ds
and, as a consequence, cannot see them. To the
therapist’s observation “Do you realize how
you speak of everything in generalizations and
in a monotone?”, an ego-syntonic patient would
respond by saying “Yes, yes, that’s how I am” or
“That’s my personality,” as if this were an un-
changeable fact, like the color of one’s eyes.

At any given time in the session, each patient
brings some resistance and some therapeutic al-
liance. It is the prime responsibility of the ther-
apist, who is involved in restructuring the Ds,
to render all of them visible and recognizable to
the patient. This is carried out by calling pa-
tients’ attention to the D modes that they use,
describing them, and, if necessary, clarifying
their use as Ds. Such mirroring interventions
must be repeated each time, until the patient is
able to clearly see and understand the Ds. The
more ego-syntonic the Ds are, the more it will
be necessary to draw attention to them repeat-
edly. As this mirroring continues, patients be-
come increasingly aware of their own defensive
mechanisms and the therapist thus will be able
to move on to the second part of the restructur-
ing. This involves helping patients to renounce
those Ds that, instead of helping, are hindering
the therapeutic process and limiting patients’
adaptation to their social environment.

Two powerful techniques capable of obtain-
ing this renunciation are the challenge to the de-
fenses (Davanloo, 1986, 1990) and the validation
of the defenses in the past but not in the present (Mc-
Cullough Vaillant, 1997). Suffice it to say here
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that a therapist might feel more comfortable or
more suited to one or the other. Whereas the
challenge technique implies a daring attitude
and tone, an active confrontation, D validation
requires an equal amount of specificity and re-
lentlessness but a more welcoming attitude and
tone. The therapist’s perception of a given pa-
tient’s personality structure may also influence
this technical option, in that the more the de-
fensive system is seen as presenting with a
rigid, tough resistance to change, the more a
therapist may feel it appropriate to give a pow-
erful shock, thus resorting to the challenge
technique. The illustrative clinical case dis-
cussed later is basically an example of this kind.
If, on the other hand, the defensive system of a
patient is perceived by the therapist as a mal-
functioning system needing highly active modi-
fication and healing, the corresponding attitude
will be in the direction of D validation.

Anxiety Regulation (AA)
In the psychodynamic paradigm, anxiety (A in
the Triangle of Conflict) is the prototype emo-
tion mobilized in response to deep feelings (X)
whose expression would be adaptive but is
made impossible by their intensity and conflict-
ing nature. According to McCullough Vaillant’s
(1997) functional view, the main function of A
is inhibitory. Practically all other feelings can
play an inhibitory role, but those most often
having this effect, besides A, are shame, guilt,
and emotional pain. A is typically experienced 
both psychologically and physically. Its most
frequent manifestations are sensations in the
abdomen or stomach, accelerated heartbeat,
sweating, and a subjective experience similar to
fear.

Not all of the A, however, is experienced at a
conscious level. Like Coughlin Della Selva (1996,
pp. 10–11), Davanloo identified three principal
channels to the depth of the conscious and un-
conscious A: (1) through the striated muscula-
ture, (2) through the smooth musculature, and
(3) by producing an alteration of the cognitive

processes. When most A takes the way of the
striated musculature, A is nearer to conscious-
ness and patients “tend to associate their physi-
cal tension with A and to have a fairly accurate
idea of what they are anxious about” (p. 10).
When, instead, most of the A and its causes are
unconscious, either the smooth musculature or
the cognitive processes will be affected. Smooth
musculature is involuntary and can involve most
of the internal organs as well as the neuroen-
docrine system. Essentially, this is the case with
people who tend to somaticize, often remaining
unaware of the connection between their physi-
cal ailments, such as headaches, diarrhea, gastri-
tis, and their state of nervousness. In such cases,
too rapid a freeing of A is damaging because it is
released directly on the organs involved, a po-
tentially dangerous consequence in the case of
organic pathologies such as asthma, ulcerative
colitis, and duodenal ulcers. These situations
must be nurtured with time so that patients can
gradually become accustomed to the knowledge
of their own A and can thus develop increasing
tolerance toward it. Finally, when A alters the
cognition, the body is not the victim, the ego
function is. Mobilizing A could result in losing
one’s train of thought; sudden sensations of
weakness, dizziness, or drowsiness, an urgent
and sudden need for motor activity; and thought
dissociation.

In the relationship between patient and thera-
pist, A is mobilized in response to deep feelings
coming nearer to consciousness. This usually
happens as a consequence of the therapist’s ac-
tivities (DA or XA; see below). But within the
session, it is crucial that, as McCullough Vaillant
(1997, p. 13) states, the level of A must be “bear-
able and not overwhelming.” Otherwise, A
would act as a cloud covering all other emotions.
The desirable level of A is one that does not ex-
ceed the patient’s tolerance threshold.

The essence of the concept of AA (McCul-
lough Vaillant, 1997) lies in not limiting oneself
to merely making anxiety-laden material sur-
face, but also in helping the patient to confront
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the A that derives from it. If, because of a grad-
ual AA, deep emotion (X) continues to be per-
ceived within tolerable intensity levels, this
experiencing can continue uninterrupted for 
as long as necessary without inhibitory inter-
ference. This is likely to provide a corrective emo-
tional experience (Alexander & French, 1946).
Various effective techniques for AA are de-
scribed by McCullough Vaillant (1997); see her
book (for clinical illustrations). Suffice it to say
here that patients must be helped to recognize
the ways they experience A. Another element of
AA consists of making patients aware of the
connection between their A and the underlying
conflicting feelings (X). Finally, all interven-
tions are to be carried out in an atmosphere of
emotional presence and sharing between thera-
pist and patient. The therapist is thus perceived
as strong and allied to the patient, and this has
a powerful supportive effect, which increases
the patient’s tolerance of A.

Fear of Expression and Emotional Maieutics (XA)
The Oxford English Dictionary defines “maieu-
tic” as: “Pertaining to intellectual midwifery,
i.e. to the Socratic process of helping a person 
to bring into full consciousness conceptions
previously latent in his mind.” When applied to
E-STDP, this definition can be paraphrased:
“Pertaining to emotional midwifery, i.e., to the
process of helping persons to experience fully
emotions previously latent in themselves.” A mid-
wife (maia, in ancient Greek) helps the mother
to give birth and to withstand the pain of deliv-
ery. The parallel with what a therapist can do is
not just metaphorical. Emotions are in fact felt
through the body, and moving them out (in
Latin, e-movere means “move out” or “move
from”) can indeed be painful. XA serves to cat-
alyze the expression of emotions, experiences,
or impulses that have not entered consciousness
because of the fear, also unconscious, of releas-
ing them or experiencing them for what they
really are. The purpose of this activity is to at-
tenuate this specific fear, help the coalescing of

an emotion and the experiencing of it, make emo-
tional expression possible, and accept what is ex-
pressed (Osimo, 2001b).

What led the author to realize the impor-
tance of this aspect was the observation that in
some cases, even after Ds were restructured
and the level of A and emotional contact were
adjusted to a satisfactory degree, the expected
unconscious emotions did not emerge, and this
was puzzling. Taped sessions were reviewed
many times, seeking possible errors or omis-
sions. Which of the patient’s Ds had been over-
looked? Which Ds was the patient not able to
overcome despite his or her commitment and
the therapist’s help? The author realized that
there is a varying degree of resistance in each
patient, directly deriving from the fear of expres-
sion in and of itself. Thus, when the patient is the-
oretically ready and even actually willing to
express, but is simultaneously paralyzed by the
fear of doing so, there is resistance.

It is useful to keep this fear, so closely con-
nected with the act of expressing, distinct from
other types of A in that it has an intense, pri-
mordial quality and is not accessed by con-
sciousness for the very reason that it precedes
emotional expression. With some patients, a
holding or generally accepting attitude is insuf-
ficient, and acting on their Ds is even less use-
ful. They need the therapist’s active support of
their expression because they are not able to
sustain the emotional impact themselves. Of
course, there are other individuals for whom
this particular fear is negligible. With such indi-
viduals, XA is not really necessary. In a number
of cases, however, it is necessary to facilitate ac-
cess into their innermost emotions.

The ways of carrying out XA are simple and
almost as primordial as the fear of expression.
Obviously, the purpose of XA is to attenuate
fear and, therefore, to provide a highly specific
support of emotional expression. Verbal inter-
action is not always necessary, and is usually
very limited, aiming to directly support expres-
sion or diminish the fear of it. Generally, it is
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limited to short phrases such as “A feeling
seems to be coming,” “Is there an emotion stir-
ring within you now?”, and even “You seem
frightened/terrified of something that is mov-
ing inside you.” Because the verbal component
is the least important, describing XA solely
with words is very difficult. It is best to work
with the videotaped material to make the inter-
action between therapist and patient directly
observable. In fact, the fundamental aspect,
whether accompanied by statements such as
those above or not, is the therapist’s whole dis-
position toward the patient. This involves the
therapist’s presence, which includes the spirit of
willingness to accept the patient’s emotions. An
openness, which is expressed through looks
and tone of voice, empathically reflects expres-
sions and posture.

Fostering the springing out of emotions in-
volves presence, containment, and contact. It
must serve to alleviate pain, to give strength
without rejecting, thus making patients feel
that their attempt to “let go” and the fear that
accompanies it are balanced with a sufficient
amount of understanding support. To express,
patients may need additional strength, which
can be derived from the emotional connection
formed with the therapist. This overall attitude
helps the experience of emotions and strength-
ens the relationship with the therapist, who is
then perceived as a living human being, truly
involved in the relationship and capable of
closeness. It also catalyzes the therapeutic pro-
cess, avoiding excessive cognitive efforts and
rationalization. To achieve this it is crucial to be
open and to participate and connect as much as
possible. This involves actively getting close 
to the other person, whereas the fact of deliber-
ately limiting communication to a verbal level
notably reduces the possibility of carrying out
XA, increasing the Ds and leading to the de-
tachment and freezing of emotions in both pa-
tient and therapist. A frequent omission by
therapists is failure to observe, support, and fa-
cilitate everything that is expressed through

the body. As a result, many aspects of the ex-
pression are lost, especially in cases where most
or a considerable part of the expression takes
place through the body.

M E T H O D S  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N

THE TRIAL RELATIONSHIP

Trial relationship (TR) derives from Davanloo’s
(1990) trial therapy, with a number of modifica-
tions and more emphasis on the interpersonal
aspect. It takes place during the first therapeu-
tic session and subsequently can be completed
in one or two sessions. In this phase, it is prefer-
able to conduct longer, two- to three-hour ses-
sions, as this is a complex intervention that
fulfills a variety of needs.

1. To establish an emotional contact with the
other person.

2. To try out the three activities, DA, XA, and
AA, and, on the basis of the patient’s re-
sponsiveness to each of them and combina-
tions of them, to determine the possibility
of a more or less rapid access to the uncon-
scious emotions and conflicts.

3. To make a psychodynamic formulation of
the patient’s problems.

4. To collect a thorough history, paying par-
ticular attention to the psychoemotional
development and the quality of relational
experiences in the patient’s life. Physical
pathology will also have to be detected
and recorded because of its importance
and possible connection with emotional
problems. A psychiatric or descriptive di-
agnosis will be formulated.

5. To evaluate the results of the TR itself, that
is, the motivation of both therapist and pa-
tient to work together and the feasibility of
this type of psychotherapy, including an
estimate of its duration.
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FLEXIBLE FORMAT

In general, the TR lasts between one and six
hours over one or two sessions. The higher the
patient’s resistance and the greater the complex-
ity of his or her problems, the longer the TR will
have to be. Another reason for the extended du-
ration of the TR session(s) is that it often mobi-
lizes A and arouses emotions that must be
allowed first to be experienced and then to set-
tle, avoiding a sudden interruption of the ses-
sion while the patient is in contact with very
intense emotions.

The E-STDP approach requires that therapists
use all of their relational skills in establishing an
open rapport with the patient. Therefore, it is
important that therapists “be themselves” and
act naturally. Everything counts: the way one
looks at the other, facial expression, body posi-
tion, emotional attitude; willingness to respond
to the most common requests for clarification,
such as those concerning the session, the face-to-
face position of the chairs, videorecording, pay-
ment arrangements, and so on. Therapists can
introduce themselves by saying their name and
shaking hands with the patient, which is re-
peated at the beginning and end of every
session.

Therapists cannot always be readily open and
attentive. They may have gone to bed too late the
night before or be distracted by their own per-
sonal happiness or worries. Certainly, it is essen-
tial to feel “well enough” to be able to conduct a
session, because pretending to feel well will hin-
der the creation of a good connection. It must be
clear from the onset that in making themselves
available to develop a relationship with the pa-
tient, therapists expect a similar commitment in
return. Generally, the most efficient way of con-
veying this message is to start immediately to
mirror the tactical Ds used by the patient. These
are used by the patient with an unconscious aim
to create an emotional distance from the thera-
pist. As soon as they appear, patients must be
made aware of their tendency to engage in 

diffuse discourse, to retract, divert, indulge in
stereotypical smiles or facile whimpers, to leave
everything vague, and to always weigh words.
By making patients immediately aware of these
maneuvers and of their effect on the relation-
ship, it gradually becomes possible to:

• Mirror the defenses (DA) and determine
patients’ responsiveness to this.

• Evaluate patients’ initial motivation to
work with this approach, on the basis of
their willingness to cooperate, to a lesser
or greater degree, in seeking to avoid re-
liance on tactical Ds after they have been
mirrored.

• Observe even the slightest signs of A or
any other feeling (X).

• Speed up the taking of personal history.

It is not always best to start by mirroring the
tactical Ds. If a patient is charged with A, it first
is necessary to carry out AA, bringing it down
to levels that will make satisfactory communi-
cation possible. This also represents a way of
taking care of the relationship with the patient,
showing interest in his or her experience of the
interaction with the therapist. Finally, it can
occur, though more rarely, that patients arrive
at a session under the influence of a prior feel-
ing. For example, they may be irritated by ear-
lier having explained their problems to other
therapists or by having to fill in boring ques-
tionnaires and take projective tests. Or patients
may be in a state of acute grief. In such cases, it
is best to begin the session by facilitating these
emotions by means of XA.

Regardless of how the session has begun,
throughout the TR, there will be a repeated
succession of passages from one dynamic activ-
ity to another. The result will be an activation of
the patient’s unconscious conflicting emotions.
This means a rapid uncovering of the relevant
dynamics, as well as an acceleration of history
taking and the creation of a relationship with
the patient. As a result of this, in a relatively
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short time, the TR will answer a few crucial
questions: (1) Is this patient responding suffi-
ciently well to the E-STDP approach? (2) Is he or
she working with sufficient rapidity to make it
realistic to undertake an accelerated therapeu-
tic process? (3) Is E-STDP powerful and specific
enough for this patient’s type of problem, or are
other approaches likely to be more effective?
When the answers to these questions are affir-
mative, a therapeutic contract will be agreed on
with the patient and standard-length therapeu-
tic sessions will follow on a weekly basis.

M A J O R  S Y N D R O M E S ,
S Y M P T O M S ,  A N D  P R O B L E M S

T R E A T E D  W I T H  E - S T D P

The inclusion or exclusion of possible candi-
dates to E-STDP rests, ultimately, is the out-
come of the TR. No scale, no questionnaire, no
diagnostic classification of patients can make
up for direct clinical judgment and provide an
accurate enough prediction of the answers to
the three crucial questions mentioned at the
end of the preceding section. This does not
mean, though, that diagnosis, projective testing,
and other measures or indicators are useless or
irrelevant. Nevertheless, their resolving power is
insufficient for this purpose, in that the descrip-
tive recognition and classification of a syndrome
or “disturbance” says too little about the extent
to which the profound forces behind it can be
permanently modified. Three indicators are re-
garded as valuable aids and are considered here:
descriptive diagnosis, prevailing defensive style,
and Global Assessment of Functioning (GAF;
American Psychiatric Association [APA], 1994,
p. 32).

Patients with personality disorders and most
neuroses are the major target of E-STDP. Treat-
ment, as well as its length, is always patient-
tailored in E-STDP, but Avoidant, Dependent,
Passive-Aggressive, Depressive, Antisocial, and

some Obsessive-Compulsive, Borderline, and
Histrionic Personality Disorders tend to require
up to 40 sessions, the same as a number of other
Axis I disturbances, such as depressive, anxiety,
somatoform, and sexual disorders due to psy-
chological factors, and Bulimia Nervosa. Pa-
tients with Narcissistic, Paranoid “traits of”
(McCullough Vaillant, 1997, p. 408) Schizoid
and Schizotypal Personality Disorders, and the
remaining types of Obsessive-Compulsive, Bor-
derline, and Histrionic Personality Disorders
will more often need a higher number of ses-
sions, ranging from 40 to 80.

As regards the prevailing defensive style, Vail-
lant’s hierarchy of defenses (Vaillant, 1977) is
extremely useful. Vaillant served as a DSM-IV
advisor on defense levels and individual defense
mechanisms (APA, 1994, Appendix B). The dis-
tinction made there between neurotic and im-
mature defensive styles provides an excellent
indicator. The more that projection, schizoid
fantasy, hypocondriasis, and other immature Ds
are woven into the structure of the patient’s de-
fensive system, the greater the therapeutic task
that lies ahead.

The GAF also represents a useful index. A
GAF > 60 is likely to allow for a rapid activation
of the unconscious conflicting emotions and,
consequently, for a shorter therapy, whereas 
a GAF between 50 and 60 generally requires a
more gradual pace. With a GAF between 40 and
50, the application of a longer format of E-STDP,
over 80 sessions, is often required.

C A S E  E X A M P L E :  
A N  E V E R - W A I T I N G  

Y O U N G  W O M A N

DIAGNOSIS AND ASSESSMENT

This patient, a woman 22 years of age, had been
seen a few times prior to the TR, by a psychiatric
resident at the Psychiatric Clinic, Universitá
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Statale di Milano, Italy.* The DSM-IV diagnosis
was Panic Disorder Without Agoraphobia,
300.01 on Axis I, and Dependent Personality
Disorder, 301.6 on Axis II. She had  had panic
attacks for the prior 21⁄2 years, which were un-
successfully treated with fluoxetine and benzo-
diazepines.

CASE FORMULATION

Her history included her father’s death from a
sudden heart attack when her mother was two
months pregnant with the patient. She spent
many years with her maternal grandparents,
with whom, apparently, she got on well. She saw
her mother mainly on weekends. Then she
moved in with her mother and brother. Recently,
she had had problems concerning work, having
been fired, and this seemed in some way rele-
vant to the precipitation of her problems, even
though it was unclear exactly how. Besides the
panic symptoms, the patient had strong inner
feelings of being different from her peers; she
felt inferior, easily dismissed, and not cared
about. She was highly compliant with others’
needs and demands (mother, boyfriend, boss),
which resulted in a tendency to let herself be
used. She was unable to achieve the closeness she
craved.

TREATMENT APPROACH AND RATIONALE FOR

ITS SELECTION

The case was discussed at weekly case confer-
ence, where the resident emphasized the stub-
bornness with which the patient was constantly
complaining about her panic attacks (PA). It was

understandable that she needed to call atten-
tion to this symptom, which she perceived as
very frightening and paralyzing, but, at the
same time, the patient’s monotonous and repet-
itive complaints made it arduous to address
other meaningful aspects of her life. As a result
of the case discussion, we decided to offer her a
TR, in the hope that a direct approach to the
patient would elicit a good response and that
this would improve our understanding of the
underlying dynamics. It was expected before-
hand that we would be faced with a patient who
was at the same time very anxious and using her
symptoms as a defensive barrier, opposing all
attempts to get to the deeper issues involved.
The emphasis placed on the rigidity of the pa-
tient’s character in the case conference called
for a challenging stance on the therapist’s part.
It must also be observed that:

• According to a more organic, but equally
respectable, vision of things, PA might arise
from a biological predisposition, in which
case, there would be little sense in looking
for a psychodynamic explanation and cure.

• Even in cases where there is or may be a
psychodynamic etiology or explanation,
this would not necessarily imply that a
given patient is willing to have it ad-
dressed and that he or she is capable of
using this understanding constructively.

There was an implied twofold mandate in
this TR: first, to try to go beyond the patient’s
defensive anxiety and stubbornness; and sec-
ond, to explore the patient’s dynamics and see
if they were amenable to psychotherapy, and, if
not, to refer the patient for an alternative ap-
proach that has proven useful for anxiety disor-
ders in other cases, such as cognitive therapy,
psychotropic drugs, or autogenic training.

One of the advantages of the extended format
of the TR is that it can answer a number of ques-
tions in a single session, which saves time. Of

*A few vignettes from this clinical case, in much less de-
tail and without the 5 years 8 months follow-up mate-
rial, are included in an article published by the Journal of
the American Academy of Psychoanalysis (Osimo, 1998).
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course, the time required for such an interview
is generally longer than the ritual 50 minutes.
In this case, total time was 2 hours and 15 min-
utes. The following version is abridged, but re-
markably detailed, to convey how far-reaching a
TR can be, both in terms of the areas covered
and the depth of the emotional response. This
richness of data and the possibility of starting
up the therapeutic process do indeed justify the
session’s long duration.

TRIAL RELATIONSHIP

The Symptom Used as a Defense 
against the Relationship
Predictably, the patient started off with her fa-
vorite subject: anxiety and PA.

THERAPIST: What seems to be your problem?
PATIENT: Panic attacks: out of the blue, with

really no reason, a lot of anxiety . . . it practi-
cally paralyzes me.

THERAPIST: Uhm, uhm.
PATIENT: That is, when a bad panic attack oc-

curs, I must do something because . . . other-
wise, if I think about it, I get worse. A
mounting terror takes hold of me and . . . I
am afraid of something. (Puts her left hand
on her chest.)

THERAPIST: You mean you have a physical sen-
sation right where you pointed?

PATIENT: Yes, my heart beats right here. As
though something made me anxious.

As usually happens in this type of syndrome,
there is anticipatory anxiety. Moreover, after
21⁄2 years, PA have become a “natural” or famil-
iar aspect of the patient’s life, as though, rather
than arising in one way or another from the pa-
tient, they had an independent reality of their
own that is totally out of the patient’s control,
the same as would apply to an epileptic fit. This
aspect adds to the seemingly organic origin of
this syndrome. Nevertheless, the patient is 

really anxious and the ways in which her A is
manifested need to be explored. If A is too in-
tense, it can work like a cloud, preventing any
other aspect from being seen, so it will need to
be regulated (see above). The patient describes
her A:

PATIENT: Here it’s like having a weight on my
stomach, my hands start sweating, I start
going cold, pale, that is, it feels like a knot in
my throat, at times I get palpitations . . . at
times instead I only have these . . . but I am
afraid of fainting, of falling ill.

This patient feels taken over by her attacks of
A, as though she is made totally powerless by
them. The feeling she is conveying is: There is
nothing anyone can do about it! She cannot see
the defensive use she constantly makes of her
symptom; that is, her defense is ego-syntonic, it
is felt as being a part of her ego. The therapist
starts to challenge this conviction:

THERAPIST: Uhm, uhm, I understand. Then this
is just a physical problem you have.

PATIENT: Well, physical . . . I went for blood
testing . . . and I’ve got nothing physically
. . . I happen to get up in the morning feeling
well, I get up; in the night, after supper, I
throw myself on the sofa, I don’t know, I start
getting anxious, anxiety starts and so forth.

The patient explains that it comes about more
often in the night, either at home, especially if
she is alone, or at the store (where she used to
work) or in the street.

THERAPIST: Do you often happen to be home
on your own?

PATIENT: No, well, not really. There’s my
mother and my brother; I don’t know, per-
haps when my mum goes to the mountains
on weekends, and my brother goes out . . . at
times I am left alone, I may watch TV, so I
don’t think about it . . .
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THERAPIST: Your mother goes to the moun-
tains. Do you never go with her?

PATIENT: No, I prefer staying home. There’s my
boyfriend there. On Sunday I go out, so . . . it
comes in the night when I am alone.

THERAPIST: Uhm, uhm.
PATIENT: I get scared to feel ill. I start thinking

I’m feeling ill, that something will happen,
all this comes about and I start feeling shaky.

THERAPIST: So the idea of feeling ill . . .
PATIENT: Scares me.

This indicates the need for further explo-
ration of her anxiety.

THERAPIST: What is your idea of what might
occur?

PATIENT: I don’t know, that something is about
to come. That is, when I start feeling my heart
pounding, Oh God, now something is hap-
pening to me.

THERAPIST: What is happening?
PATIENT: Ah, that I will faint, or I will get a

heart attack, or I get dizzy . . . I start being
shaky, I’m afraid of falling down, of feeling
ill, that something will happen to me, and of
fainting.

THERAPIST: Uhm and also of dying. (This com-
ment is based on what the patient said in pre-
vious interviews.)

PATIENT: Yeah, yeah, that goes in phases, I
mean, at times, I often think I will die there
and then, at other times instead, I use my
head and I say: Well once you’ve died, that’s
it! But at times it hinders and weakens me.

Here the therapist makes a tentative interpre-
tation, with no response whatsoever:

THERAPIST: Your inner experience, then, is
that you might die and nobody would come
to your rescue.

PATIENT: That is, more than dying I am afraid
of feeling ill, especially among people . . . I
am afraid something will happen to me

among people . . . also when I am alone at
home and none of the family is around . . . I
am scared that something will happen to me
and nobody can help.

THERAPIST: Did this ever happen?
PATIENT: No, it’s 21⁄2 years now I’ve been going

on like that. Last year, worse; this year, a bit
better. Last year, right horrible: every night at
a given time . . .

By now, the interviewer has realized what the
resident must have experienced while she was
interacting with this patient, and that unless
one is prepared to go on forever talking about
panicking and anxiety, this D needs to be put
aside. That is, it is crucial to break down this
barrier hiding whatever else is meaningful in
the patient’s emotional life. From now on, the
patient’s defense of putting forward her symp-
tom as a shield is challenged again and again
with a view to making a better and freer emo-
tional connection with the therapist possible, in-
stead of continuing to confine their interaction
to that single theme.

THERAPIST: Now then, when I ask you What’s
your problem, what do you answer?

PATIENT: Well, that . . .
THERAPIST: No, because it isn’t a physical prob-

lem, no?
PATIENT: Not in my opinion, no.
THERAPIST: So, what is the problem you think

you have in your life?
PATIENT: In my life?
THERAPIST: Yes, because by now, we know

everything about your symptom.
PATIENT: It is hindering me . . .
THERAPIST: Do you notice you keep on talking

about that?
PATIENT: To me, this is the main problem.
THERAPIST: So, why is it that you are coming

here? Your doctor would certainly prescribe
you a new sedative if you ask him.

PATIENT: Am I supposed to be on sedatives all
my life?
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THERAPIST: Why have you come here?
PATIENT: To get help.
THERAPIST: But the point is, What kind of

help? Because I don’t know if you notice it,
but you are saying nothing about your
life . . . and if you go on like this, we’ll never
understand why the symptoms came about.
What’s the problem in your life?

It is remarkable how, as the therapist is trying
to corner the patient’s defensive use of her
symptom, the patient’s unconscious starts to
release just a bit of information about her life.
Initially, however, this happens in homeopathic
dosage, and in a doubtful, tentative way.

PATIENT: Well, maybe . . . partly about work . . .
I liked that job, but they fired me . . . I was left
at home and it was . . . I started with this
symptom thing, because I could not have the
job I wanted. I had many interviews, but . . .
nothing. (The patient seems sad while saying
this.)

Breaking through the Defensive Barrier
Now the patient is providing an important link
between her symptoms and “not managing to
have the job I wanted.” In a different frame-
work, such as a less active psychodynamic ther-
apy or psychoanalysis, this communication by
the patient could and should be interpreted, for
example, by inquiring about the patient’s feel-
ings about that incident, or about other situa-
tions in her life when she felt similarly
disappointed or left out. But the therapist here
chooses to carry on with his challenge to the
Ds, which will actually bring about a faster sur-
facing of emotions (X) in the patient. Another
consequence of this rapid weakening of the pa-
tient’s defense will be that a notable part of the
derepressed feelings will be felt in connection
with the therapist, who has been “guilty” of
having disabled the patient’s defensive system.
In the triangles’ language, there is an activation

of X at the T. The next intervention by the thera-
pist is ruthlessly unsupportive, but what he
says is accurate and, again, refers the patient to
the emotional part of herself:

THERAPIST: So, we are getting nearer to some-
thing [meaningful]. At the same time, this is
not an employment agency, just as it isn’t a
drug dispensary, and you haven’t come here
to find a job.

PATIENT: Sure. (Voice changes, eyes are look-
ing around.)

THERAPIST: So, what’s happened, your job
ended and . . .

PATIENT: (Choked.) And nothing.

Now the patient is visibly emotionally
aroused. It is crucial for the therapist to realize
this and to shift from DA to helping the patient
to express what she is feeling using XA.

THERAPIST: What is your feeling right now?
PATIENT: There is anger, more than anything

else.
THERAPIST: Anger, at whom?
PATIENT: That is . . . at myself, that is, I’m un-

able to . . .

Frequently patients suddenly getting in touch
with an intense feeling (X) react with A and try
to protect the therapist from what they feel. This
patient, under the impact of her emotion, stops
looking at the therapist and seems unable to
direct her anger at a specific person.

THERAPIST: You say you feel anger. You don’t
look at me and say it is at yourself.

PATIENT: No, I mean to say . . . (Again looks
away.)

THERAPIST: And you keep on looking away . . .
there, do you notice that?

PATIENT: (Defiant.) Have I to look you in the
face?
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THERAPIST: Do you notice you tend to avoid my
face? (The patient nods.) That is, when you
say you feel anger, and we still don’t know at
whom, you start avoiding my eyes.

PATIENT: I’m not doing it on purpose.
THERAPIST: I didn’t say that. So, can we look at

this anger you have?
PATIENT: Okay.
THERAPIST: It is what kind of anger, is it strong

or . . .
PATIENT: Strong.

The patient has now admitted to her rage and
to her avoidance of the therapist’s eyes, but she
will immediately resort to a sequence of other
Ds: She first generalizes, then tries to retract
what she said and to deny her feeling, and fi-
nally she starts rationalizing about not wanting
to blame it on anybody. It would seem that she is
angry, but not at anybody in particular. We take
up the interview after a few lines.

THERAPIST: Uhm, do you notice that you have
this tendency to remain vague? When you
say “at people.” (The patient nods.) Can we
look at it more closely?

PATIENT: Yes.
THERAPIST: Because this rage came about,

sure, it can be at more than one person, but,
to start with, at whom? There must be some-
one in particular.

PATIENT: No, not as far as that. That is, I have
rage in a general sense, meaning that . . .

THERAPIST: But this is general.
PATIENT: Ah, that is, I am not angry at some-

body.
THERAPIST: Do you notice the way you avoid

focusing on the target of your anger?
PATIENT: The point is that I don’t know. That

is, I think I am angry.
THERAPIST: Now you think you are angry.

You’re not sure anymore?
PATIENT: Okay, I am sure, with somebody, in

that I didn’t expect they would leave me . . .

THERAPIST: With somebody?
PATIENT: Since it is a firm, it cannot be just one

person to tell me: You stay home.
THERAPIST: This is a nice piece of reasoning,

but are you angry at the wall? At the world?
PATIENT: No.
THERAPIST: Then you are angry at somebody.
PATIENT: (Again trying to rationalize.) I am not

angry at someone, I am angry in the sense . . .
THERAPIST: (Extremely direct.) Are you saying

that I am being unclear or that I am mad?
PATIENT: No, I am not saying that . . .
THERAPIST: Because if I am, I won’t be able to

help you.

The therapist is conveying, by implication,
that the decision about whether to disclose
emotionally charged information rests entirely
with the patient. Only if she will disclose, how-
ever, will the therapist be able to help her. The
patient ends up admitting to her anger:

PATIENT: Yes, I have rage, I did not expect this
decision.

THERAPIST: Someone is likely to have made
you think differently.

PATIENT: Yes, in the office, voices . . .
THERAPIST: Some people’s voices?
PATIENT: Correct.

After some further resistance, the patient ad-
mits her anger at her floorwalker. The patient
got on pretty well in that job, and she describes
Mr. R. as a kind and lenient man, trying to be
helpful. She worked there for two years on a
time-limited contract. As this is being said, 
the patient gets a bit sad, which the therapist
mirrors back to her, using XA to facilitate the
feeling:

THERAPIST: And you get a lump again (The pa-
tient smiles.) when I say it is a time-limited
contract. How come?
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PATIENT: I don’t know. Today this is the way it
goes.

Last Resistance and Surfacing of Deep Emotion
The patient resorts to vagueness again, but sad-
ness is coming, and she needs just a bit of fur-
ther XA. The therapist mirrors to the patient
what he is seeing.

THERAPIST: When you say “Today this is the
way it goes,” again you tend to leave things
vague. But you are here out of your own 
free choice, aren’t you? Because you have a
problem you want to solve, because these
problems are hindering you and make your
life a misery and . . . uhm, pitiful. And you
said “Today it’s the way it goes.” Not today
only, but yesterday and the day before as
well . . . and in a way also tomorrow, unless
we do something today. And there is a lot of
feeling in you. In a way, I have in front of me a
young woman who seems to me to have a
great need to share with me what she feels; at
the same time, she avoids looking at me and
she seems afraid to let me see, even if she de-
sires it, she seems to be afraid . . . and it
seems that you have much sadness and not
only anger. (XA, AA, and DA.)

PATIENT: Uhm. (Starts sobbing.)
THERAPIST: Uhm, what does it mean?
PATIENT: That you are right.
THERAPIST: That this is true?
PATIENT: (Nods, already sobbing for some

time.)

For some time, the therapist helps the patient
to sustain the experience of her feeling, using
XA. Because such an intense sadness is being
freed in the patient, it is a good moment for get-
ting to understand something regarding the ori-
gin of this sadness, helping the patient to stay
with her feeling and express thoughts or mem-
ories coming on its wave.

THERAPIST: What are the sad thoughts coming
to your mind and that accompany this sad-
ness of yours?

PATIENT: (Sobbing more and more, with a
broken voice.) That is, all that I ever had was
failures.

THERAPIST: So there is much sadness, there is
much more that needs to come out. When you
say that, in a way, all that you had was fail-
ures—which is quite a statement—what is
the first thing that comes to mind?

PATIENT: Ah, that I was born, that is, since I
was born . . .

THERAPIST: Go on.
PATIENT: (Cannot speak.)
THERAPIST: You are overwhelmed with sadness.
PATIENT: I can’t manage to stop sobbing.
THERAPIST: Uhm, so there must be plenty of

things to say, ah? (AA + XA.)
PATIENT: In my opinion, it’s been since I was

born . . . (Sobs.) Well, I am unlucky. Every-
thing I decide to do . . .

THERAPIST: Mmmh. You see, in this moment,
what you are saying may well be true, but it is
very general, isn’t it? “From when I was born
to date: all wrong.”

PATIENT: It’s also to do with my character,
whenever I start something . . .

THERAPIST: Blaming it all on yourself is not
helping you.

PATIENT: Ah, I know . . .
THERAPIST: (Continuing to help the patient’s

expression.) Because there is much sadness,
but there is also much anger, as we know. So,
unless you want to keep on avoiding, even
here with me, to share with me your most
genuine thoughts and feelings—which would
be a self-destructive thing to do, no? Because
you come here in order to solve a problem you
have. We know this problem of yours has 
to do with these feelings you have inside. It
would be counterproductive if they don’t
come out.
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PATIENT: Yes, you are right.
THERAPIST: Then you would leave the place

with your fear, your symptoms, and all the
rest that we know by heart, everybody knows
that by heart, but it is not what you want.

PATIENT: I am fed up even mentioning it.
(Goes on sobbing.)

THERAPIST: Since you are fed up, let’s look at
where all this feeling there is in you comes
from, okay? If you wish the two of us to get
somewhere together.

PATIENT: Yes.
THERAPIST: Can you afford leaving this place

without getting anywhere?
PATIENT: I don’t believe so. (Whispered.)
THERAPIST: Then let’s see where all this sad-

ness and this anger come from, uhm?
PATIENT: (Pause, sobbing.) Well . . .
THERAPIST: Where do you want to start?

Mourning of Father’s Death
PATIENT: When I was little, that my daddy

died, that my mother was pregnant with me
when he died. (Sobs.) And then . . .

THERAPIST: Hang on . . . wait before saying
“and then.” Clearly, there’s already a very
intense feeling about this (The patient keeps
on sobbing, but more intensely.) and you are
defending against it because it is very
painful.

PATIENT: There are times when I feel almost
calm, at other times I think about it . . .

THERAPIST: Do you see there is a very great
pain?

PATIENT: Mmmh?
THERAPIST: It seems to me that there is some-

thing very painful that you are feeling.
PATIENT: Yes, I told you. At times, when some-

body asks, I, quietly, say “He died.” At times,
I think of it and anguish comes. (Broken
voice.)

THERAPIST: What is tormenting you? Be honest
with yourself.

PATIENT: At times, I might have wished he was
near me. I don’t even know, let’s say, the way
he was. Yet, I would have liked . . .

THERAPIST: (Implicitly linking the patient’s
desire to look at her father with the T.) And
you are not looking at me!

PATIENT: I would have liked to get to know
him, that is . . .

It turns out that, in spite of never having seen
her father, she saw pictures of him, keeps one in
her wallet, and often looks at it. There are a
number of meaningful feelings concerning her
father, which are now explored together by pa-
tient and therapist. Since the moment the pa-
tient got in touch with her profound sadness,
she has been in a “core state,” in which there is
no resistance, and she is going through a “vis-
ceral experience of deep affect” (Fosha, 2000,
2001). This makes it possible to weave together
the inner emotional life of the patient, her de-
sires, and her conflicts. By the end of this TR
session, therapist and patient will have put to-
gether a “dynamic map,” enabling them to
make a decision about type of treatment and its
planning. The doubts about whether the patient
is responsive to dynamic psychotherapy are re-
solved. A very rich inner life involving the fa-
ther is now unfolding. From her youth and
adolescence, the patient had always had a long-
ing to do things with her father, to go around
with him, to get to know him, his character. She
often thinks of him, imagining his facial ex-
pression, his eyes.

THERAPIST: First of all, do you imagine his
eyes would look at you or avoid looking?

PATIENT: No, they look at me!

Father’s expression would convey that he is
willing to help her, that he is close. This dead
father is very much alive in the patient’s mind
and has kept her company through the years.
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This says much about the patient’s emotional
life and, moreover, suggests some difficulty 
or inadequacy in her relationships with her
mother and, possibly, with other parental fig-
ures. All this will need to be investigated before
the end of the TR.

When she was a girl, she spent time with her
male cousin, who is her age, and her uncle. She
remembers she felt different from her cousin as
well as from other children, whose families
would get together on weekends. As the patient
is recalling all this and describing her inner life,
there are waves of emotion coming. She is at
times sobbing in sadness, and at other times
angry, as when she says:

PATIENT: It does not feel just to me that I was
not able to know him . . . . nor that he, auto-
matically, could see me. He hasn’t seen his
daughter, do you understand?

She loved her cousin, but felt envious of his
closeness with his father. She starts feeling
compassion for herself and gradually comes to
other painful feelings of both pity and anger at
her father for having died. All these feelings are
tangled together and are also often conflicting
with each other. The patient’s desire for her fa-
ther and her need to mourn his death are thor-
oughly understandable, but, at the same time,
her enormous emphasis on this suggests that
other important relations in her life may be
missing some crucial element and this might
be the reason that she needs to overinvest her
inner images and memories of father, thus
using a mechanism of displacement.

PATIENT: But now more than before. Now I
would perhaps need my father, even if there
is my mother. I don’t know, at times I’d really
wish . . . (Sobs.) I think of him, I’d really wish
to see him, you see?

THERAPIST: As though the picture could come
to life . . .

PATIENT: Exactly.
THERAPIST: This is what you intensely desire.

A poignant desire, this one. That is, I mean, it
is painful.

PATIENT: (Sobs.) And yet, I’d love that. That is,
in my fantasy, I would want something like
that to happen.

THERAPIST: So, in your life, you are still very
connected with this father you never met.
You long for him. You want him. You never
stopped wanting him . . . and in a way, you
go as far as thinking that you will die from a
heart attack. Quickly. Out of the blue. Which
is what happened to your father, mmh?

PATIENT: I am afraid of ending like him. With-
out managing to live all my life. Enjoy my
children . . .

Various aspects of the defensive identifica-
tion of the patient with her father are high-
lighted, and further anger is uncovered. As the
therapist points out, however, if she really were
to die from a heart attack:

THERAPIST: Somebody else would suffer then.
PATIENT: If something happened to me? Of

course, there would be my mother. At times I
think of that, though.

Precipitating Event
For the first time, the patient’s mother and
brother come into the dynamic picture. The pa-
tient, metaphorically speaking, needs to be
with her father, but she is starting to admit
other important people on the scene of her un-
conscious life. Before getting to all this, we may
observe that one of the deep desires mentioned
by the patient was that her father could have
seen her having a job for the first time in her
life. This accounts for the fact that being let
down by her floorwalker had such a dispropor-
tionate impact on her and precipitated her
symptoms.
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PATIENT: I think of my father more often now.
THERAPIST: Excellent. Then let’s see a specific

time you remember.
PATIENT: Thinking of him? When I was happy,

when I had my job, and I felt settled, let’s say,
I thought of him; my thought was that he
might, well, feel satisfied, had he been here.

THERAPIST: When did this happen, when you
started working?

PATIENT: Yes, when I worked. I had my inde-
pendence, I saw that my mum was happy
about me. I thought that if my father had
been there, surely he would have felt satisfied
with me. That is . . . (Pause. The patient sobs
and cannot speak. She bends forward in
pain.)

THERAPIST: Is it very strong, this pain?
PATIENT: Rather so. I believe I missed out some

moments in life which a father and a son can
share. Like feeling a protection . . .

Brother
The patient said “son” and not “daughter” (the
Italian for these differ by just one vowel), 
and the therapist takes this chance to explore
the patient’s feelings in connection with her
brother. It turns out that there is some envy of
the brother, who had a father for seven years
and was “recognized” by him. As will emerge,
other sources of this envy are that her mother is
more attentive to him than to the patient.

THERAPIST: But you’ve been the one who was
not recognized?

PATIENT: Sure, I have been unlucky. I am not
aware of whether he knew my mother was
pregnant before he died. Apart from that, I
would have liked it if we’d seen each other, if
we’d had a rapport, like father and child.

THERAPIST: Would you have looked at him in
his eyes?

PATIENT: That is my remorse.
THERAPIST: When you say “remorse,” you feel

guilty about something.

PATIENT: Yeah, I mean: I could have been born
one year earlier. (Smiles.)

THERAPIST: You see that, in a way, there is rage
because your father didn’t conceive you one
year before! Because, of course, it rested with
him, no? Not with you.

Here, in an utterly spontaneous way, the pa-
tient depicts her ability to use detachment as a
defense, pretending indifference. As will ap-
pear later, this defense is also closely connected
with her relationship with her mother.

PATIENT: Of course! Not with me, at last! Let’s
say it is a burden; that is, when I think about it.
At other times, instead, even when I talk about
it I don’t care . . . At times, when I talk with
friends, they may ask—like at school, you
know, when they get to know each other—I
am peaceful. There is no rage as I speak.

THERAPIST: Are you detached?
PATIENT: Yes, I am detached. That is, I say: He

died, that’s it. He died from infarction, the
end. Instead, maybe, when I talk like this, I
get a lump in my throat. Probably I am . . .

THERAPIST: But did you happen to talk about
this with someone else?

Mother: The Missing Closeness
PATIENT: With my mum, no. I refrain; that is,

because I feel ashamed. We may talk about it
when she brings up the subject . . . and I
think to myself: I would have enjoyed seeing
him. Then maybe I get a lump. And I go, be-
cause I don’t want my mum to see me crying
about that.

THERAPIST: Let’s look at it, because clearly, no-
body can give you back your father, that’s for
sure. But when someone dies, he leaves mem-
ories, and regarding your mother, he left her
you, your brother, a number of memories,
part of which are nice, . . . I don’t know if you
are aware of them or not, because if you never
talked about it, you can’t know!
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PATIENT: We don’t often face this subject, at
home.

THERAPIST: It seems to me that you never 
face it!

PATIENT: As a child, clearly, I was told that he
died. But it is not the case that I go and ask
my mum about the way he was, the way he
behaved. That is, it feels absurd to me, and
shame comes!

THERAPIST: We have already learned about this
ability of yours to detach yourself, leave
things vague, to say “couldn’t care less”; yet,
one of the things your father left, on his
death, are the memories of him. And he left
feelings in you, that we partially saw, and
who knows how many feelings he may have
left in your mother, brother, or other people!
But many of these memories are preserved in
your mother . . .

PATIENT: It’s true!
THERAPIST: And your mother is alive.
PATIENT: We never talked about it.
THERAPIST: Let’s see, because it is curious, in a

way, if we think about it.
PATIENT: Yes, curious. I live with her everyday,

and . . . we don’t . . .
THERAPIST: This huge gap that there is in your

life—and that you feel so intensely—your
mother could partly fill it both by being a
good mother (this we will look at later, we
cannot put all together) and, regarding your
father, also telling you about him, and shar-
ing your feelings for this husband/father.
That is, this man did exist. He is not here any-
more, but he was. It’s not the case that he’s
never been there, which would be a different
situation.

PATIENT: I don’t know. To me it is as though
he’d never been there.

The father comes to the forefront again: He
smoked cigarettes, he liked station wagons for
the family and often changed cars, but the 
patient finds it very difficult to talk about all
this with her mother. This shows that in the 

relationship with her mother, there must be
some difficulty about closeness. In the session,
this gives rise to some resistance, which, in
turn, will need to be dealt with.

PATIENT: But at the same time, I don’t feel like
asking my mother. That is, it’s almost like . . . I
don’t want my mother to see me crying or . . .
to talk about this . . . (Sobs, broken voice.) Nei-
ther do I want her to know that I suffer be-
cause of this.

THERAPIST: Then you are without a father and
without a mother!

PATIENT: No, I talk to my mother, I am not
saying . . .

THERAPIST: Talk about the weather?
PATIENT: Of all the problems I have, but not of

this one.
THERAPIST: Certainly not of all. . . . It seems to

me that there is a lot you don’t talk about
with your mother. I don’t know. This is my
impression.

PATIENT: My mother is like a friend.
THERAPIST: What kind of a friend? A seaside

friend? Let’s see.
PATIENT: But I talk to my mother all the time,

but not about this.
THERAPIST: Yes, yes, let’s see. Because I think

this is crucial. The first crucial thing in your
life.

At this point in the TR interview, because 
the patient’s conflicting emotions have already
been activated, the simple fact of having stated
that her mother is important to her and that it is
unclear whether this relationship is fulfilling or
not, is enough to trigger the patient’s feelings.
What comes out is that there is some good com-
munication about daily life events. The patient
can talk to her mother about job problems and if
she and her boyfriend had a row. The latter usu-
ally happens when the patient feels neglected
by him.

The patient is again sobbing and the therapist
wonders if it is her fate to be always neglected.
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Her answer confirms this, as she lists other ne-
glecting people (e.g., her relatives). Feelings of
shame about being neglected emerge, as though
it was her fault. This aspect of the patient’s
character is explored carefully; she tends to be
underdemanding with everybody, in terms of
her emotional needs, which makes her feel a bit
of a victim. Actually, she is not victimized
about her real needs and wishes; rather, she
calls attention to her symptoms or to her job
problems, with a complaining but ineffective at-
titude, without managing to get the help and af-
fection she wants. With some further help from
the therapist, the patient is capable of overcom-
ing her resistance: She admits to her jealousy of
a previous boyfriend of her mother’s, as well as
to her anger and pain about never having felt
that her mother’s love was exclusive and uncon-
ditional. All this takes up a large part of the TR
interview; it is summarized here for reasons of
space. The relationship with her mother turns
out to play a big part in the patient’s character
problem: her compliance and lack of assertion,
her avoidance of what really matters, and her
(consequent) detachment. Her feelings of shame
and guilt block her desires and cripple her 
self-affirmation. As a consequence of this, she
developed a dependent, underdemanding per-
sonality, and the only way she can call attention
to her needs is through her panic symptoms.
The careful and exhaustive exploration of the
nuances of the patient’s feelings and defenses is
made possible only by a constant monitoring
and mirroring of her attitude, posture, and
expression in an atmosphere of closeness with
the therapist. We take up the interview after
about 45 minutes of constructive, cooperative,
and emotionally charged exploration of all this.

A Corrective Emotional Experience
THERAPIST: You see, then, that there is a paral-

ysis in you, in your life? Because you would
need to talk about this and more than this
with your mother, but this rage is still there!
And as a result of not expressing it, you are

crippled! You don’t manage to do what you
need to do, you can’t talk to your mother, you
take a detached position, and a wall of cold-
ness gets built between you and your mother.

PATIENT: (Sobbing.) Yes.
THERAPIST: And you play a part in this. As we

saw here, you can put up this wall, but you
can also break it down.

PATIENT: But I can’t. I don’t really feel I can go
to my mother and talk about these things.
What do I tell her: I am enraged with you . . . ?

THERAPIST: You can talk about these issues,
since here with me you seem to be talking
about them.

PATIENT: But not with her.
THERAPIST: I mean, can you do it here?
PATIENT: Yes, but I feel ashamed.
THERAPIST: Do you feel ashamed here with me?
PATIENT: No, but I do with my mother. I would

never speak of this with my mother.
THERAPIST: Do you see that this is self-

destructive?
PATIENT: I know, but what could I tell her: I am

angry with you because . . . I wouldn’t know
where to start!

THERAPIST: What to say is something you will
decide that moment. What I want you to re-
flect on is that when you are in front of your
mother, you tend to take a detached, distant
position, and this is the opposite of what you
need. This way you cut your own throat. This
is what I want you to reflect on. Do you agree
with what I said?

PATIENT: Yes.
THERAPIST: I mean, does it feel far-fetched or

clear?
PATIENT: Clear. It is the truth.
THERAPIST: In a way, you tried to create this

distance even with me. I am no exception, it is
something you do with others as well.

PATIENT: Sure, yes.
THERAPIST: So it is unthinkable that you do

this only with me. This inability to open up
and instead to close down is something you
have with others too, no?
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PATIENT: Yes. (Pause.)
THERAPIST: How do you feel in this moment?
PATIENT: Calm. Now I do. (Pause.)

This relational problem with her mother is
certainly crucial. It erodes the quality of the pa-
tient’s affective life, leaving her dissatisfied in
relation to most people, including her mother,
brother, and boyfriend. The therapist now
wishes to try to complete the picture by explor-
ing the other important relationships.

Brother, Grandparents, and Close of the Interview
The patient’s brother is older than she by eight
years. There is a distance with him as well. He is
“different” from the patient, meaning that he is
able to open up and ask for advice, either from
their mother or from the patient. She is pleased
with this, but never asks for support or advice in
her own turn, and ends up feeling neglected.

PATIENT: I always decide everything on my
own. I do what I want. If something comes to
mind, I do that. I ask nobody.

THERAPIST: Are you stubborn?
PATIENT: Stubborn.
THERAPIST: But you defeat your own inter-

ests . . . because it seems to me that you have
a few strong desires, like, for instance, the one
about closeness . . . You have this capacity to
do everything on your own . . . but this is
keeping you far from satisfying your need for
closeness.

PATIENT: So it is. That is, I laugh and I joke,
but . . . I’ve always been a shy, shut-in girl, but
I’ve always adjusted, also with my friends . . .
But even with them, it is not that kind of
friendship . . .

THERAPIST: Is it a bit superficial?
PATIENT: Exactly! With many people. On the

other hand, there are two women friends
with whom there is real attachment.

THERAPIST: Really?
PATIENT: Yes, but regarding these things, I do

not talk of my problems.
THERAPIST: Not even with them?

PATIENT: I happen to see others who have 
a rapport, with friends, they joke and laugh.
I, I mean, I joke, I talk, but not a lot. I don’t let
them very close . . . as though I didn’t care,
which is not the case.

THERAPIST: When you say so, I do not under-
stand in this moment what position you take.

PATIENT: What?
THERAPIST: When you say you cannot do as

the others do, with that kind of despondent
air, I don’t understand if it is something
you’d want to be able to achieve, or if you like
being the victim.

Here, the therapist is exploring the patient’s
motivation to work hard in therapy to change
her character. A therapist can be available and
provide help and competence, but he or she
would be unable to carry out the work in the ab-
sence of a patient willing to change. In this par-
ticular case, as in many others in this respect,
one of the things to check is the possibility of
working together. The majority of personality-
disordered people do, in fact, have either a defi-
ant or an overcompliant attitude.

PATIENT: No, I would like to be able to do that.
THERAPIST: There are times when you say “I

cannot” with such a beaten attitude, as to let
one think that it is something that cannot
change. What is the way things are?

PATIENT: (Smiles.) I’d like to be different from
how I am.

THERAPIST: I don’t know . . . these things we
said, about your stubbornness and the fact
that you put a distance . . . You may well
make a different decision.

PATIENT: I know one could behave differently,
but how does one do it?

THERAPIST: What counts here is not how, be-
cause there is therapy for this. The thing is
what you want, I mean . . . this is a choice.

PATIENT: I’d prefer to be a different person.
THERAPIST: And, as you say, there is no magic

wand for changing character.
PATIENT: It’s true.
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THERAPIST: It involves work.
PATIENT: Yes quite!
THERAPIST: Do you feel you want to face this

work or not?
PATIENT: Yes. (Pause, looks away.)
THERAPIST: Yes or no? Because you say yes

looking away.
PATIENT: I have tried at times.
THERAPIST: By yourself, you mean?
PATIENT: Yes.
THERAPIST: Right! That’s the way you are used

to! But this is a type of work that one cannot
do alone. It has taken the two of us to do it.

The patient is clearly willing to get the help
she needs, and now she is able to see into her
defense of proud self-sufficiency. Before bring-
ing the TR to a close, the therapist inquires
about her relationship with the maternal grand-
parents, because as a child, the patient lived
with them for many years. A few highly mean-
ingful words by the patient:

PATIENT: . . . my grandparents . . . Well noth-
ing, they brought me up . . . and

THERAPIST: With whom was the relationship
stronger?

PATIENT: With my grannie. In fact, she was
like a mother to me.

The patient, assisted by the therapist, reviews
her attachment to her grandmother until the
moment of her death, when the patient was 12.
Her grannie also died from heart problems, like 
her father. The patient says there was a lot of
closeness between them and, at the therapist’s
comment about how painful it must have been
when she died, the patient starts sobbing again.
She did not want to see her grannie’s body, but
she went to the funeral. The grandfather died
shortly after.

THERAPIST: So, there is this big emotional 
involvement with those who died: your fa-
ther . . .

PATIENT: And my grandparents.

THERAPIST: Your grandparents. Your grannie
more, but also your grandpa.

PATIENT: Well, my grannie more because I was
closer to her, but with my grandpa as well.
He was with me all the time, our connection
was really strong.

THERAPIST: And for some reason, with people
who are alive—whether it is your mother,
your brother, your boyfriend—part of your
affection does not flow, it remains . . . it
doesn’t . . .

PATIENT: (Pause, sigh.)

By this time, there is enough evidence about
the following:

1. The patient presents with panic attacks
and a character problem, with elements 
of overcompliance, low self-assertion, low
self-esteem, difficulty expressing disagree-
ment, need for reassurance, feeling help-
less when alone.

2. She is responsive to a highly active and
challenging but also empathic dynamic
approach.

3. The psychodynamic picture is clear enough
to confirm the descriptive diagnosis and to
exclude other, more severe problems that
might require a different approach.

4. Hence, she is a good candidate for E-STDP.

THERAPIST: Do you think that the points we
touched on are relevant to your life and to
your problems?

PATIENT: Yes, they are.
THERAPIST: And regarding your feelings of

fear, of dying from a heart attack or from
something else . . . do you think there may 
be a connection . . . between these symptoms
and the fact that the people you most loved
have died?

PATIENT: Yes, yes.
THERAPIST: And there is rage because they died

and, in a way, a part of you would like to take
revenge and end up the same way!

PATIENT: It’s not that I want to die!
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THERAPIST: I know you don’t want to. But, in a
way, you do. I mean: you don’t go as far as
dying, but you manage very well to spoil your
life, in a way!

PATIENT: I am realizing that.

It is now possible to propose a short-term
psychotherapy to the patient, and to make plans
for the 50-minute therapeutic sessions. The TR
session can come to a close.

THE OTHER NINE SESSIONS

Session 1 was scheduled three months after the
TR. During that time she had three major PA,
with a strong component of fear of dying. The
first session centered on her conflict between
her longing for emotional closeness and feeling
cared about, and her keeping others distant out
of rage at not being understood and respected.
She ended up not really saying the important
things to anybody.

In session 2, other people’s problems contin-
ued being more important than hers. She felt
and behaved in a self-dismissive way. She men-
tioned having always slept in bed with her
mother. When she was alone, she was afraid
and needed to turn on the lights and TV. Dur-
ing the prior week, however, breaking her usual
habit, she was able to speak with her mother
about her state of suffering.

Session 3 threw light on a number of crucial
aspects, providing further dynamic understand-
ing. The patient said her symptoms were improv-
ing; she did not feel anxious either outside or at
home and was generally calmer inside, more
contained. However, she missed her boyfriend,
Marco, whom she had recently left. She used to
meet with him every day. At the same time, as a
result of leaving him, she now felt more self-
assured and independent. Two important new
elements arose in this session:

1. The patient recalled that, at age 16, when
the relationship with Marco started, her

mother had to be admitted to the hospital,
where she spent 20 days. Her condition
seemed potentially severe, even though
later she was completely cured.

2. In that same period, the patient started
high school. She remembered having felt
extremely anxious the night prior to the
first day of school lest she would not be
able to wake up in time the following
morning. Her mother was in the hospital,
and she was home alone. The habit of
sleeping with mother had always provided
physical closeness to the patient, which
might have been positive in itself, had it
not been the only type of closeness the pa-
tient felt she could have with her mother.
Finally, one of the patient’s symptoms, her
need to turn on all the lights and TV when
she is alone in the house, is starting to
make sense as a way of making up for the
lack of mother’s physical presence in the
house.

In session 4, the patient reported that she had
been symptom-free during the prior week and
that she felt more relaxed. She went out with
two women friends and spoke about her present
difficulties, giving up her usual falsely self-
assured attitude. A meaningful series of in-
cidents that she addressed in this session
concerned her mother’s behavior regarding food.
This turned out to be an excellent illustration of
the different attitudes the mother had from the
patient and from the brother. The patient re-
ported that when they were having fish or rice,
of which the brother is fond but which the pa-
tient dislikes, her mother “forgets or pretends to
forget that I don’t like it,” and this behavior trig-
gers the patient’s rage. This problem clearly goes
beyond food: It highlights some real difficulty
the mother must have always had with the pa-
tient, who, it is worth remembering, was born
seven months after the husband’s death.

The patient began session 5 by saying, “Com-
ing here, which makes me think about things, I
understood that, actually . . . I do not want to



Brief Psychodynamic Therapy 233

take things in anymore . . . so I thought about
these things which I kept inside, since my
mother never talked of them . . . Now I am
aware of what I could do.” Asked for clarifica-
tion, she added: “Yes, I mean that I could be dif-
ferent . . . more open, even if . . . it is difficult
for me! But let’s say that I am aware of this, that
I should open up, not keep things inside, at least
with my mother.” This spontaneous opening is
meaningful in that it marks the moment when
the patient feels it is in her power to change her
character. The session is concerned with consol-
idating the patient’s recent insights: (1) which
of her mother’s behaviors are likely to make her
anxious or to trigger an angry reaction; (2) what
exactly are the patient’s desires (i.e., to feel that
she can talk to a mother who does really take into
account what she says, wants, and feels, and to
feel, at least once in her life, that she is the most
important person for her mother; and (3) what are
the patient’s feelings about not having her de-
sires noticed or satisfied (i.e., raging inside).
The final realization is that she doesn’t really need
her mother so badly, because she is able to re-
late well to other figures, such as her women
friends.

Session 6 gave way to the patient’s intense
anger. When the therapist asked where the
anger came from, the surprising answer was: “It
goes back to when I was born,” followed by “It
was not worth being born.” The essence of 
all this was the patient’s thought that, because
her father died when her mother was two
months pregnant, she might well have decided
to abort her.

This session began as a partial relapse into
anxiety and passivity, and ended with a deepen-
ing of the patient’s conflicting feelings of anger,
love, and compassion for her mother. These dy-
namics were further elucidated in session 7,
which started out with the patient being highly
resistant, detached, nervously biting her nails,
and seemingly having nothing to say. Over the
weekend, she “did something different,” she
“enjoyed herself,” she said, not very convinc-
ingly. At the therapist’s question whether she

felt disturbed or annoyed, the patient started to
cry, an angry crying, and said she was worried
lest she disturbed the women friends with
whom she had gone out. The therapist, with an
implicit reference to what had emerged in the
previous session, pointed out that she was not
sure if they really enjoyed her company or were
just tolerating her out of pity. She felt that the
latter applied, and a sad account started of her
feeling “different” in the years of her primary
school. Her mother worked full time, even on
Saturdays then (a schoolday in Italy), and there
was an arrangement with the teacher, who
caught the bus with the patient and put her off at
the right stop. She cried a lot, feeling different
from the other children and not really cared for
by her mother. This last impression was fostered
by the mother’s forgetfulness when, a number 
of times, she forgot to collect the patient from
school. This made her feel ashamed and at the
center of a pitiful scene. The therapist, making a
link with the transference and giving the patient
a corrective emotional experience (Alexander &
French, 1946), commented that the two of them,
patient and therapist, would have to make sure
that, before concluding treatment, she had come
to feel really ready to go on independently, so as
not to feel dumped by the therapist the way she
felt abandoned by her mother.

With the aim of testing the patient’s self-
esteem, in session 8 the therapist inquired
about any lack of confidence she might feel as a
woman in relation to men. She felt she was not
particularly beautiful, but knew that boys could
feel attracted to her, so that was not a worry.
The therapist tried to explore as much as possi-
ble before fixing a termination date. Consider-
ing the patient’s multiple experiences of feeling
neglected and let down, this also represented 
a corrective emotional experience (Alexander &
French, 1946). The patient’s reassuring re-
sponse to this was that, as therapy progressed,
she got to discover a number of unsuspected
connections among the way she is, her relation-
ship with her mother, and her symptoms. She
would never have guessed that all her anxiety
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arose from such connections. Moreover, she
said she would try to “go on like this . . . not to
pity myself in a harsh way” and to “take part
more in things.”

PATIENT: It all seems different. When I am
here, I am capable of thinking about what I
have inside, I manage to get it out . . . of
course, it is not something I can do with peo-
ple I don’t know . . . but I am not even dis-
turbed, that is, when I talk about these things
with somebody else, this doesn’t bring
about . . . Here, instead, it has brought
about . . . it shook me a bit, that is . . . perhaps
it was my true feelings . . .

THERAPIST: Uhm, perhaps?
PATIENT: No, these were my true feelings

(Laughs.), my true feelings, the ones I
have . . . I think I got out all of my feelings 
in all the sessions we had. I don’t know what
else . . . there is nothing left to get out.

THERAPIST: (Eventually convinced.) In this case,
this is a good reason to terminate fairly soon.

Session 9 provided a confirmation of what
emerged in the previous session. Some degree
of character change was detectable, in terms of
a stronger sense of “being herself” and an in-
crease in self-esteem and in the ability to as-
sert herself and to participate emotionally.
Also, the fits of rage seemed to belong to the
past. There were positive feelings for the thera-
pist, and she stated she would come back if she
has problems.

POSTTERMINATION SYNOPSIS AND

EFFECTIVENESS DATA

The patient was given three follow-up inter-
views: 6 months, 2 years 10 months, and 5 years
8 months after termination. By the first follow-
up, her life was transformed, and this dynamic
change persisted over time. She was much
more in touch with her wishes and desires and

assertive enough to have them fulfilled in a re-
alistic way. Her feelings of inferiority had sub-
stantially subsided and there was more
closeness with her mother. Here is a brief quo-
tation from the 2 years 10 months interview,
which reflects this: “I am happy and I am, like,
trying to convey it to my mother, who knows
me . . . I can be affectionate with her, with my
women friends. Not that previously there was a
wall, but . . .” She had found a new job that was
satisfactory to her, and felt grateful to the ther-
apist. She had taken up again with Marco, but
now she felt they were on the same level. At
times, she would go out with friends without
Marco. She was studying to take her baccalaure-
ate. Once (in almost three years) she started de-
veloping the premonitory signals of a PA. This
was during the funeral of a close friend who
had died in a car accident; she had had to leave
the church. Later that night, she was home
alone, and she thought “Now it comes,” but it
did not. What follows is a summary of the last
follow-up, 5 years 8 months after termination.

PATIENT: (Warm smile.)
THERAPIST: Are you well?
PATIENT: Now I am. A number of changes took

place over these last two years.
THERAPIST: For better or for worse?

Relationships with Others
PATIENT: For better. I left my previous boy-

friend, with whom I had stayed for 10
years . . . and since I made that decision, I feel
better.

THERAPIST: Three years ago you said you got
on much better with him.

PATIENT: Yes, but in the end it was too tying. It
all started when I was attending my evening
classes to get my baccalaureate. I met a num-
ber of people and this gave me a push. I real-
ized I was doing something for myself. I
wasn’t valued enough when I was with him.
Now I realize it, even if it’s difficult to leave
someone, after 10 years. . . . I met another
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man, he’s totally different. So I said to myself:
Well, there are different people!

THERAPIST: Yes, because you started your rela-
tion with Marco at 16 . . .

PATIENT: I’ve gone out with him [the present
boyfriend] for one year now. I get on well. I
don’t have the problems I had. He’s more un-
derstanding, not stifling. I feel well, I don’t
have that anxiety that I had before. I feel well.

THERAPIST: Any plans for the future?
PATIENT: Not yet.
THERAPIST: In general what is the way you ex-

perience your relationships with others, in-
cluding your mother and brother? Did these
change?

PATIENT: Yes.
THERAPIST: Can you give me an example?
PATIENT: Before, I had problems of putting for-

ward my opinion. Now I feel a mastery over
myself, and I can sustain a dialogue.

THERAPIST: Do you see others differently?
PATIENT: They hindered me more, before.
THERAPIST: Are they more benign now?
PATIENT: Not benign, but I can express my

opinion without being afraid of being wrong.
THERAPIST: They scare you less.
PATIENT: Yes.
THERAPIST: And when there is something you

want or need from someone?
PATIENT: Perhaps because I feel better with

myself, I also feel that others understand me
more. Previously I was more shut in.

THERAPIST: Can you give an example?
PATIENT: When I talk to my mother, dialogue

is more spontaneous. It’s difficult to ex-
plain . . . I make myself understood.

THERAPIST: And then you feel understood.
PATIENT: Yes, in that respect. Maybe before, I

saw too many negative things. Now I see the
positive side and I react better. I feel better
inside, honestly, and I come to see others too
in a more positive way.

THERAPIST: And with your mother?
PATIENT: We get on better, even though, at

times, she’s a bit nagging.

THERAPIST: Can you give an example?
PATIENT: She tends to stifle me a bit, but it is

something I can handle.
THERAPIST: Your brother?
PATIENT: No problem with him.

Work
She took her baccalaureate and has a steady job.
She was promoted and is fairly satisfied, but
would like to be paid more.

Symptoms
THERAPIST: Do you still have anxiety attacks?
PATIENT: Not strong ones, I can control

them . . . strangely enough, it sometimes hap-
pens, last time a month ago, I was with my
mother . . .

THERAPIST: How was it?
PATIENT: I’d got home from work, we were

chatting and preparing for supper, I felt
giddy and a bit anxious.

THERAPIST: With palpitations?
PATIENT: No, just a bit anxious. Then, differ-

ently from before, I think of something else,
and it goes.

THERAPIST: Did you think of any possible
trigger?

PATIENT: No, I didn’t think of it, it is not a
problem that I feel to be important . . . be-
cause it goes away. Differently from before. I
am not afraid of it coming back again. Hon-
estly, I don’t think of something that worries
me during the day. One thing is that nowa-
days, I happen to be home on my own, some-
thing I previously feared. It’s happened even
for many days, and I get on well. I didn’t ex-
pect this because, at the idea of being alone I
used to get a bit agitated and scared. Now it
is demonstrated that it is not so. I am very sat-
isfied about this. I put myself to the test on
this and . . .

THERAPIST: Excellent, it was a pleasure to see
you, thank you for coming.

PATIENT: Thank you for calling me, I am happy
to come.
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Comment about Follow-Up Interviews
In this case, which exemplifies the course of
treatment utilizing this approach, the patient’s
life and her relations have changed, becoming
much more fulfilling for her. Symptoms are
much improved. There is some residual anxiety
that does not worry or hinder her, which might
be connected with her relationship with her
mother. She is pleased with her progress and
appears much more vital and alive.

S U M M A R Y

The idea of accelerating the course of psy-
chotherapy has a long lineage that begins with
Freud but was advanced by Ferenczi. An empha-
sis on emotional experiencing, instead of cogni-
tive insight, was encouraged by Rank. These
two trends have laid the groundwork for contem-
porary experientially based short-term dynamic
therapy. Many other pioneering workers have
elaborated and evolved theoretical and technical
components of brief psychodynamic therapy
(BPT) to create an ever stronger amalgam
that can be used for a broad spectrum of symp-
tom and character disturbances. The main com-
ponents of these models include the use of
theoretical triangles to conceptualize and guide
treatment, emphasis on mirroring, and rapid ac-
cess to the unconscious with technical interven-
tions aimed toward emotional activation. The
emphasis on emotional maieutics entails the pro-
cess whereby the patient enjoys a full emotional
experience brought to the surface by the emo-
tional midwifery of the therapist. BPT relies on
the use of a trial relationship ranging from one to
three hours to determine the suitability for treat-
ment with this approach. Regardless of the de-
gree of pathology, it is the patient’s response to
treatment that best determines suitability.
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An Object-Relations Approach to the 
Treatment of Borderline Patients

JOHN F. CLARKIN, KENNETH N. LEVY, AND GERHARD W. DAMMANN

Treatment research and subsequent clini-
cal guidelines for practitioners are, with
a few exceptions, designed around spe-

cific symptom constellations and diagnoses as
defined in the Diagnostic and Statistical Manual
of Mental Disorders, third edition (DSM-III;
American Psychiatric Association [APA], 1980,
and its successors). Research has focused on
manualized treatments of brief duration, often
cognitive-behavioral in orientation, with the
goal of reducing symptoms of specific Axis I
DSM disorders. At the other extreme are those
clinicians who perceive each patient as unique,
who must be treated by a creative and intuitive
therapist unhindered and unencumbered by a
manualized treatment. The treatment to be de-
scribed in this chapter, transference focused
psychotherapy (TFP), can be placed between
these two extremes. TFP is a principle-driven
treatment that calls on the creativity of the
therapist given certain principles and struc-
ture of treatment. TFP is not focused on a
DSM-IV (APA, 1994) symptom disorder. It ad-
dresses a group of patients selected and as-
sessed for a level of personality organization

called borderline personality organization
(BPO). BPO is defined by Kernberg (1976) as a
severely disturbed level of personality organi-
zation characterized by identity diffusion (e.g.,
an incoherent and contradictory sense of self
and others), the use of primitive defenses (e.g.,
splitting and denial), and deficits in reality
testing. Patients diagnosed with BPO often
meet DSM-IV Axis II criteria for Borderline
Personality Disorder (BPD) as well as other
Axis II personality disorders such as paranoid,
narcissistic, and antisocial.

Seen in this context, TFP is unique in a num-
ber of ways. It is treatment based on a specific
theory of etiology and psychopathology rather
than an atheoretical DSM-based category. TFP
is detailed in a manual for the long-term treat-
ment of these patients (Clarkin, Yeomans, &
Kernberg, 1999). There have been only a few
attempts to manualize psychodynamic treat-
ments, and these are for the brief treatment of
patients with mixed Axis I and II disorders
(Luborsky, 1984; Strupp & Binder, 1984). TFP
does not micromanage the therapist and spell
out the treatment for each session before the
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treatment begins. Rather, it is an articulation of
a structured treatment in terms of principles of
intervention that are applied carefully by a
therapist to an individual patient. The princi-
ples of the treatment are articulated at three
levels of intervention: (1) strategies that infuse
the whole treatment, (2) tactics that guide deci-
sions in each session, and (3) techniques that
are used in the moment-to-moment interaction
between patient and therapist.

In this chapter, we examine the theory of ob-
ject relations as it applies to people in gen-
eral and to patients with BPO specifically. We
describe TFP and examine our preliminary ef-
forts to empirically study it. As psychothera-
peutic treatment is the focus of this volume, we
then apply object-relations theory to the modi-
fied psychodynamic treatment of an individual
with BPO.

O B J E C T - R E L A T I O N S  T H E O R Y

OBJECT RELATIONS BEGINNING WITH FREUD

Freud’s early writings contained references or
implied the notion of internal objects and their
representation. For instance, in On Aphasia,
Freud (1891/1953) proposed a new model of
speech and was interested in what manner the
body is reproduced in the cerebral cortex. It was
in this paper that Freud first dealt with how Ob-
jektvorstellung, or object representations, come
into existence, proposing that object represen-
tations are constructed in the process of per-
ceiving and standing for something in the real
world. One year later, in Studies on Hysteria
(Breuer & Freud, 1895), Freud referred to trans-
ference as a “false connection” between some-
one who had been the object of the patient’s
earlier wishes and the doctor now treating the
patient. Freud did not explicitly use the concept
of object representation. He did believe that to
have such a false connection between the past
and the present, the object of the earlier wishes

must have been internalized and represented.
In his monumental work The Interpretation of
Dreams (1900), Freud referred to unconscious
memory traces and implied that they had the
power to perpetuate the feelings involved in the
forgotten early experience, to attract attention
to themselves in the course of dream and symp-
tom formation, and to press for conscious ex-
pression, dream representation, and symbolic
representation in symptomatic behavior and
character pathology. In the same book, Freud
also discussed “hysterical identifications” and
posited that many of his patients’ symptoms
were an unconscious likening of themselves to
significant persons in their lives, most often
perhaps to their character flaws and actual
transgressions.

In 1914, Freud introduced the idea that un-
conscious fantasies about objects may, under
certain circumstances, take the place of actual
relationships. Three years later, in Mourning and
Melancholia (1917/1957), probably his most sem-
inal work in terms of object relations, identifi-
cation is the means by which one not only
remembers, but in part emotionally replaces a
lost external object with an aspect of oneself
that has been modeled after the lost external
object. Freud described how, in melancholia, a
relationship with an external object is “trans-
formed . . . into a cleavage between the critical
activity of the ego and the ego as altered by
identification” (p. 249). In other words, an ex-
ternal relationship is replaced by an internal
one that involves an interplay of two active as-
pects of the person that have resulted from a
splitting of the ego. Here, identification was un-
derstood as a defense against the bereaved per-
son’s anger at or aggression toward the lost,
abandoned, and ambivalently regarded object,
already too fragile in being either dead or other-
wise gone. Identification with the figure’s neg-
ative qualities engaged patients in relentless
self-reproach and loathing. The ego’s develop-
ment occurs through several stages of aware-
ness, as well as the incremental differentiation
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and integration of self and object representa-
tions. In addition, Freud seemed to be suggest-
ing that the melancholic individual’s object
relations result from a failure to achieve the dif-
ferentiation of the self from the other.

Following Freud, Melanie Klein (1984a, 1984b)
and her student, Rado, increasingly emphasized
internal relationships. Rado (1928) suggested
that the melancholic absorbs in the lost other a
split, dyadic “good object” and “bad object,” the
former symbolic of the beloved but potentially
punitive parent surrogates. Rado’s concept of the
split good-bad introject became the basis for later
contributions by Klein, Fairbairn, and Kernberg.
Klein (1984a, 1984b) noticed that the internal im-
ages of objects were much more ferocious than
the actual parents appeared to be. She proposed
that these internal figures were distorted by
sadistic fantasies. For Klein, internal objects 
and an inner world were not replicas of the ex-
ternal world, but were built up through the
mechanisms of introjection and projection from
the beginning of life. She pointed out that the
newborn may be generating mental representa-
tions from birth in the form of bodily represen-
tations or instinctual/drive representations.
Klein proposed that infants attempt to protect
their own integrity as an organism and that of
the primary object of attachment (which they
experience as a part of themselves) by project-
ing their innate destructiveness onto the envi-
ronment and introjecting its good aspects or,
reciprocally, by projecting the good aspects of
themselves onto the good object and experienc-
ing themselves removed from discomfort or dan-
ger. Thus, the first object, the mother’s breast, is
split into a bad or frustrating breast and a good
and gratifying breast, each of which may be pro-
jected and introjected. Klein emphasized that
the ego must also be split in a way that corre-
sponds with the object, thus creating what was
later viewed by Kernberg (1976) as a self-object-
affect unit. Klein proposed that the integration
of these split representations is dependent on the
mothering person’s ability to hold, contain, and

metabolize toxic projections for the child to rein-
troject. As splitting resolves, whole object rela-
tions become central to mature functioning in
normal development. Maturing children learn
that their loving wishes are directed toward the
same object as their destructiveness. The mother
whom the child hates and wishes to destroy for
depriving him or her is the same mother the
child loves for nurturing him or her. Children
then develop remorse and guilt and wish to re-
store or repair the object they previously wanted
to diminish. As they work through their guilt,
they come to recognize their loving and destruc-
tive impulses as their own, and their mother’s
nurturing and depriving qualities as her own. Of
course, the self is loving and also somewhat de-
structive. The object is loving and also a bit de-
structive. Whole object-relatedness is achieved
as the self and object are increasingly differenti-
ated and integrated.

KERNBERG’S REFORMULATION

Following Freud (1900), Klein (1984a, 1984b),
and Jacobson (1964), Kernberg (1976) postulated
that representational models derived from at-
tachment relationships to caregivers through a
process called internalization (the taking in of
what is in the environment into one’s own
mind) can be conceived as personality. Kern-
berg proposed that early experiences with oth-
ers in relation to oneself are stored in memory
(internalized) and that these memories consist
of three parts: (1) a self-representation, (2) a rep-
resentation of others, and (3) the affective state
characteristic of these interactions. For Kern-
berg, the degree of differentiation and integra-
tion of these representations of self and other,
along with their affective valance, constitutes
personality organization. The basic logic of Kern-
berg’s model is that as development proceeds,
representations of self and others become in-
creasingly more differentiated and integrated.
These mature, integrated representations allow
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for the integration of good and bad, positive
and negative, and for the tolerance of ambiva-
lence, difference, and contradiction in oneself
and others.

For Kernberg, personality organization can
range from extremely disturbed, that is, psy-
chotic, through relatively reality-oriented and
adaptive levels, to high-level neurotic function-
ing. Kernberg (1976) coined the term borderline
personality organization as a broad construct,
encompassing severe forms of serious personal-
ity disturbances, including DSM’s (APA, 1994)
conception of BPD, Antisocial, Narcissistic, and
Histrionic Personality Disorders. For Kernberg,
borderline personality can be thought of as a
severely disturbed level of personality organi-
zation, characterized by the defense mecha-
nism of splitting. Splitting is the dividing of
people and things into two categories, good and
bad, with no middle ground nor understanding
of the complex nature of people and things.
This does not allow the person to see the self or
others at a particular time with much richness
or complexity.

GENERAL MODEL OF OBJECT-RELATIONS THEORY

There are shared hypotheses and issues of con-
cern that unite those who espouse the object-
relations point of view. These shared issues
have been summarized (Kernberg, 1995) as fol-
lows: (1) integration of drives with object rela-
tions; each drive derivative is constituted by a
self representation and a related object repre-
sentation linked by an affect disposition; 
(2) focus on the early, pre-Oedipal stages of de-
velopment; (3) impulse-defense equilibrium,
seen as impulsively and defensively activated
object relations; (4) focus on the structural
characteristics of the early ego-id matrix before
the consolidation of the tripartite structure;
and (5) the importance of the internalization 
of “bad” object relations (i.e., aggressively in-
vested and dissociated representations of self
and others).

Among the theorists who hold an object-
relations point of view, there are some identifi-
able issues that distinguish and separate them
(Kernberg, 1995): (1) the extent to which the
theory is consistent with or runs counter to
Freud’s drive theory; (2) the origin and role of
aggression as a motivator of behavior; (3) the
process by which actual experiences of infancy
and childhood are transformed by unconscious
fantasy; and (4) in treatment technique, the
interpretation of transference enactments in
terms of the activation of the patient’s intrapsy-
chic conflicts versus the view that transference
and countertransference are shaped by the ana-
lyst’s personality.

T R E A T M E N T  W I T H  
A N  O B J E C T -

R E L A T I O N S  A P P R O A C H

Object-relations theory provides the TFP thera-
pist with an organized theory of the develop-
ment of the patient’s personality pathology, a
cognitive map for the clinical assessment of the
patient, and a guide for organizing the inter-
ventions in the here-and-now therapeutic inter-
action with the patient.

ASSESSMENT

A psychoanalytic and object-relations assess-
ment of the patient for treatment planning high-
lights two aspects: the personality organization
of the patient, with an important distinction
between neurotic organization and borderline
organization, and a careful assessment of the
patient’s current symptoms. The assessment is
concerned with symptoms and personality or-
ganization as the essentials in treatment plan-
ning and does not overemphasize conflicts or
psychodynamics.

Kernberg (1981) has described a clinical in-
terview, called the structural interview, for this
assessment. The structural interview addresses
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the symptoms that the patient is experiencing
and the level of personality organization. The
interview attends predominantly to the current
situation(s) in the patient’s life. It begins with
an invitation for the patient to describe in detail
and exhaustively all current symptoms (depres-
sion, anxiety, etc.) and problem areas (work, in-
timate relations, etc.). In the second part of the
interview, the clinician invites patients to de-
scribe their sense of self and their sense of im-
portant others in their life; for example, “Please
describe for me in as rich detail as you can how
you see yourself and what makes you unique.”
From the patient’s description of self and others,
one begins to arrive at a diagnosis of the struc-
tural organization of the particular patient. Nor-
mal and neurotic level organizations have a clear
conception of self and a consistent and clear con-
ception of others, without identity diffusion.
These conceptions of self and others operate in a
functional pattern of neurotic defenses, such as
humor and rationalization, but in the context of
an accurate sense of the social reality. In border-
line organization, there is identity diffusion; that
is, there is a chaotic, confused, and at times con-
tradictory sense of self, with an accompanying
inability to conceive of others as separate and
complicated.

INTERVENTION

Strategies of TFP
The strategies of TFP are the overall goals of the
treatment as guided by the psychodynamic and
object-relations conceptualization of the pathol-
ogy. The first strategy of TFP is to define the
dominant object relations that unfold in the in-
teraction between patient and therapist. There
are a number of steps in this process. First, the
therapist must experience and tolerate the
confusion of the patient’s inner world as it un-
folds in the transference. Patients at a border-
line level of organization often enter treatment
with early and intense transference reactions
and with intense need for immediate attention

from the therapist. Patients with BPO not only
tend to have intense and rapid transference re-
actions, but these transference reactions can
shift rapidly according to the different internal-
ized relationships that are being experienced in
the moment and according to which role within
the patient-therapist relationship is being as-
signed, often out of awareness, to the patient
and to the therapist. To understand this trans-
ference situation, the therapist must constantly
be asking, Why is the patient telling me this?
Who am I to the patient at this point? The pa-
tient is treating me as if I am whom? The ques-
tion often arises of what is transference and
what is simply the perception of the patient at
the moment. A helpful operational definition 
is that transference may be involved in any be-
havior or response of the patient that differs
from the average expectable response in a given
situation.

As a second step, the therapist identifies the
dominant object relations in the room. In the
third step, the therapist metaphorically names
the actors in the room. For example, the thera-
pist might say, “You are quite angry that I was
five minutes late for the session. Your discussion
of this suggests that you experience yourself, 
at the moment, as an angry, needy child who is
being neglected by an inattentive parent.” This
is an attempt to verbalize the patient’s internal
object-relations world that is being manifested
in the here-and-now interaction in the room.
The patient experiences himself or herself as un-
attended and projects onto the therapist an op-
posing internal object of a neglectful parent.

The second strategy of TFP is to observe and
interpret patient role reversals. Because the bor-
derline patient has an internal world composed
of unintegrated opposing objects that are both
idealized and persecutory, the objects will be
experienced by the patient in alternating and
contradictory ways, sometimes in rapid succes-
sion. The therapist’s strategy is to observe these
reversals and bring them to the attention of the
patient. Thus, “At the beginning of this session,
you were suggesting that I am an ideal therapist
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who is better than those you have had in the
past. And now you are saying that I am a terrible
therapist who does not understand you. How
are these two views connected or reconcilable?”

We have emphasized the discrete and discon-
tinuous nature of the internal representations
of self and other in the patient with BPO. These
representations are not static. The characteris-
tics that are attributed to the self can abruptly
shift to the other, and those attributed to the
other can shift to the self. This oscillation and
abrupt change is related to the confusion the
therapist often experiences with BPO patients.
It is the task of the therapist to expect and be
alert to these rapid oscillations and be ready to
put them into words.

The third strategy of TFP is to observe and in-
terpret linkages between object-relations dyads
that defend against each other. The internal
representations of a patient organized at a bor-
derline level include dyads that are opposites,
although one of the dyadic pairs may be closer
to consciousness than the other. The dissocia-
tion between dyads serves a defensive function
of protecting each dyad from contamination by
the other. It is hypothesized that such a split
protects the dyad imbued with affection and
love from invasion by the hatred contained in
the opposite dyad. The hate-filled dyad is often
closer to the surface, at least in the beginning of
therapy. As therapy progresses, the therapist
may begin to sense the patient’s longing to 
be loved and cared for that is more fragile and
hidden. Interpreting the more conscious, hate-
filled dyad as protecting and defending against
some underlying awareness of the possibility of
love and caring gradually allows the patient to
understand the defensive use of hatred as an at-
tempt to keep the fragile longing for love and
protection from the risk that it be destroyed if
the splitting were abandoned.

Tactics of TFP
With these strategies as overall goals in mind,
the tactics are the tasks in each session that

guide the TFP therapist. These include setting
and maintaining the frame of the treatment,
monitoring the three channels of communica-
tion in choosing the focus of intervention, elim-
inating any secondary gain of the illness, and
maintaining technical neutrality. Each tactic de-
serves explanation.

Setting and Maintaining the Treatment Frame.
TFP is a treatment with a particular frame that
is articulated by the therapist at the beginning
of treatment. The frame describes the roles and
responsibilities of both patient and therapist. It
is hoped that setting the frame will contain the
patient’s behavioral reenactment of conflicts
with the therapist, and thus optimize the possi-
bility of examining these conflicts without dis-
sipating them in action. The setting of the frame
focuses the treatment on analysis of the transfer-
ence in the here-and-now subjective experience
of the therapist determined by the unconscious
repetition in relationship to the therapist of
pathological object relations from the past.

Once articulated and accepted by both par-
ties, any deviations from the frame can be seen
in terms of the internal world of the patient that
imposes itself on the frame. The frame of the
treatment includes limits on acting out by the
patient, especially acting out that could destroy
the patient (i.e., suicidal behavior) or behavior
that could destroy the treatment itself. These
limits do not necessarily eliminate these acting-
out behaviors, but after the contract has been
set, they provide an atmosphere in which the
deviations from the contract can be examined 
in reference to their meaning, especially the
meaning in the relationship between the thera-
pist and the patient.

Selecting the Focus of Intervention by Monitoring
the Three Channels of Communication. Every ses-
sion begins with the therapist being silent and
receptive to feelings, thoughts, and issues that
the patient brings to treatment that particular
day. As the communication from the patient
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unfolds, the therapist must make choices as to
which particular aspects of communication,
whether verbal from channel 1, or nonverbal
from channel 2, is the most propitious and fruit-
ful area of examination. Another tactic is the
constant monitoring of the communication in
the room. There are three major channels of
communication: (1) the verbal communication
from patient to therapist, which is according to
the parameters defined by the contract that the
patient come to the session and talk about what
is on his or her mind or what comes to mind 
in the session; (2) the nonverbal communication
coming from the patient, which is extremely im-
portant in BPO patients, who often communicate
by actions (bodily expressions, etc.) rather than
by words; and (3) the therapist’s reaction to
everything that the patient says and does. As
long as therapists are aware of their own reac-
tions and weak points, they can use internal
reactions to the patient to generate more infor-
mation on what is transpiring.

One consideration in terms of therapists’
selection of focus as they monitor the three
channels of communication is the actual content
of what is being communicated, both the obvi-
ous content of the words and the implications.
Because TFP is a treatment designed for BPO
patients, two content themes therapists must 
be constantly alert for concern the patient’s
thoughts, feelings, and impulses for self-
destruction (including suicide) and any threats
to the treatment itself. A second consideration
for the therapist’s focus relates to the three
principles of intervention: the economic princi-
ple, the dynamic principle, and the structural
principle. According to the economic principle,
therapists note the material in which the pa-
tient invests the most affect. Affect is often a
marker of the activation of internalized object
relations that are being laid out in the here and
now. For example, if the patient is obviously
angry, as evidenced in verbalization or facial ex-
pression, this is an indication that, at that mo-
ment, the patient’s experience of self is that 

the therapist or other internalized object is
treating him or her in such a way that he or she
is angry. The dynamic principle relates to the
forces of conflict and assumes that heightened
affect is signaling an unconscious conflict in-
volving a defended-against impulse. Both the
impulse and the defense are represented in the
internal world of the patient by object-relations
dyads. The TFP therapist concentrates first on
the defense that is most observable, and then on
the impulse, which is often out of the awareness
of the patient. Finally, according to the struc-
tural principle, the therapist struggles for an
overview and perception of how the specific ob-
ject-relation dyads activated in the transference
are part of a larger picture. In each therapy,
there are a finite and limited number of highly
invested object-relations dyads. The TFP thera-
pist soon begins to recognize and understand
the repetitive dominant relationship themes
that become the focus of attention with the indi-
vidual patient.

Techniques of TFP
In the moment-to-moment analysis of the object
relations activated in the treatment room, the
TFP therapist uses the techniques of clarifica-
tion, confrontation, and interpretation in the
context of maintaining technical neutrality. The
three techniques are different facets that can be
defined separately, but form a unified approach
to communications from the patient. Thus, clar-
ification is followed by confrontation, which is
then utilized in an interpretation of the here-
and-now interaction.

Clarification is an invitation by the therapist
to patients to amplify their communication
about thoughts, feelings, behavior, and so on.
Patients’ responses help inform the therapist
about details that have been left out or are
unclear in patients’ communication. Patients’
responses to the clarification also enable the
therapist to understand the extent of their un-
derstanding of their own feelings and thoughts.
A confrontation is an invitation by the therapist



246 PSYCHOTHERAPY WITH ADULTS

for patients to clarify contradictory aspects of
communication. The contradiction in patients’
communication can come from incompatibility
between two verbal utterances, or it can be a
discrepancy between patients’ verbal and non-
verbal behavior. With borderline patients, who
split off and isolate contradictory aspects of
themselves and their experience of others, a
confrontation is an attempt to see if patients can
link these different aspects. Finally, an inter-
pretation in the here and now is an attempt on
the therapist’s part to articulate an understand-
ing of why patients might behave as they do in
the present interaction.

The TFP therapist maintains technical neu-
trality by listening attentively to patients’ con-
flicts and helping them understand the conflict
without giving active advice of what they
should actually do. It is from such a position of
neutrality that the therapist can help patients
examine their own motives and impulses. The
position of technical neutrality has often been
misunderstood in TFP. It does not mean that the
therapist behaves as a quiet, noninvolved, af-
fectless object.

The Progress of Treatment
The progression of TFP is discernable in refer-
ence to time (beginning, middle, and end of
treatment) and in terms of the changing clini-
cal state of the patient. The early treatment
phase involves the setting of the frame of the
treatment, which is often followed by some
testing of the frame by the patient. The frame,
combined with the interpretation of dominant
object relations activated in the treatment rela-
tionship, often leads to a diminution of serious
acting out, such as destruction of the patient
(suicidal attempts and other self-destructive
behavior) and destruction of the treatment. It is
well known in the clinical and research data
(Clarkin et al., 1999) that premature dropout
from treatment is a major difficulty with bor-
derline patients. In the developing treatment,
the patient accepts the routine of treatment,

including attendance at two sessions a week.
This does not mean that the therapeutic relation-
ship in the sessions is calm and without conflict.
On the contrary, the patient decreases acting-out
behavior outside of treatment and, at the same
time, the internalized object relations are acti-
vated with intense affect in the treatment.

In the middle and late phases of TFP, the
repetitive interpretation of the patient’s inter-
nalized object relations leads to certain changes
in the relationship with the therapist. Patients
achieve containment and tolerance of the aware-
ness of their own hatred. There are shifts in the
predominant transference themes, progressing
from paranoid and narcissistic themes to those
of the depressive position, in which there is in-
tegration of affect and a capacity for experi-
encing guilt in reference to self and other
representations.

E M P I R I C A L  I N V E S T I G A T I O N
O F  T F P

Since the early 1980s, the Borderline Psychother-
apy Research Project at the New York Presbyte-
rian Hospital–Cornell Weill Medical Center,
headed by Drs. John Clarkin and Otto Kernberg,
has been systematizing and investigating an ob-
ject-relations treatment of borderline patients.
This group has articulated the use of a treatment
contract (Yeomans, Selzer, & Clarkin, 1992) and
an organized treatment using key strategies, tac-
tics, and techniques. The group has generated a
treatment manual (Clarkin et al., 1999) that de-
scribes a modified dynamic treatment of pa-
tients with BPO and companion volumes that
detail the contract-setting phase of the treatment
(Yeomans et al., 1992) and treatment complica-
tions (Koenigsberg et al., 2000).

We examined the treatment outcome for pa-
tients diagnosed with DSM Axis II BPD who were
treated in a one-year outpatient TFP (Clarkin
et al., in press). In both the intent-to-treat and
treatment completion groups, borderline patients



An Object-Relations Approach to the Treatment of Borderline Patients 247

receiving TFP showed considerable improve-
ment in a number of important symptom and
behavioral areas. In this pilot study, we decided
to focus on behavioral and symptom changes in
the treatment. In our subsequent and current
randomized trial of treatments with these pa-
tients, we are advancing our measurement to
signs of both behavior change and change in the
object relations and structure of the personality
organization.

Subjects were recruited from all treatment
settings (i.e., inpatient, day hospital, and outpa-
tient clinics) within the New York Presbyterian
Hospital–Cornell Weill Medical Center system.
Written informed consent was obtained after
all study procedures had been explained. After
referral for evaluation, patients were inter-
viewed and assessed by trained evaluators for
inclusion in the study. Potential subjects were
screened with both clinical and semistructured
interviews. Women between the ages of 18 and
50 who met BPD criteria and manifested at least
two incidents of suicidal or self-injurious be-
havior in the prior five years were eligible to
participate in the study. Patients were excluded
who met criteria for Schizophrenia, Bipolar
Disorder, Delusional Disorder, organic pathol-
ogy, and/or mental retardation. Subjects were
reevaluated at 4, 8, and 12 months while partici-
pating in the study. The mean age of the pa-
tients was 32.7 years, and the majority were
Caucasian (76.5%), single, and unemployed.
Most subjects met criteria for more than one
Axis I and Axis II disorder, the most common
diagnoses being Major Depression, dysthymia,
eating disorders, and Narcissistic Personality
Disorder.

RETENTION-ATTRITION

For those completing the treatment contract,
the one-year attrition rate was 19.1% (4 of 21
patients dropped out of treatment), and no
patient committed suicide. This dropout rate

compares well with previous studies (Bateman
& Fonagy, 1999; Linehan, Heard, & Armstrong,
1993; Linehan et al., 1999; Stevenson & Meares,
1992), which reported a range of between 16.7
and 21.0% dropout rate. In our study, two pa-
tients dropped out early after four months of
treatment, and two more dropped out after
eight months of treatment. The two patients
who dropped out after eight months of treat-
ment showed improvement on both objective
and subjective measures, and both felt they no
longer needed the treatment. Two other sub-
jects were administratively discharged due to
protocol violations. Nine subjects declined to
enter treatment during the contracting phase
prior to beginning treatment. There was a ten-
dency for the decliners to live farther from the
Institute, although this difference did not
reach statistical significance. Thus, 57% of the
subjects completed 12 months of TFP treat-
ment. None of the treatment completers dete-
riorated or were adversely affected by the
treatment. Therefore, it appears that TFP is well
tolerated.

SUICIDAL AND SELF-INJURIOUS BEHAVIOR

There was a significant reduction in the number
of patients who had made a suicide attempt in
the year prior to treatment (53%) and those who
made an attempt during the year of treatment
(18%). In addition, there was a trend toward re-
duction in the number of suicide attempts, the
medical risk of these acts, and physical condi-
tion following self-injurious behavior. Suicidal
ideation did not decrease, but there was a sig-
nificant increase in the reasons given for living.
One possible interpretation of the combination
of these data elements, which is congruent with
clinical lore, is that during the first year of treat-
ment, there is initiation of containment of ac-
tion, whereas suicidal ideation remains. In this
context, patients experience a growing aware-
ness of satisfactions in life and reasons to live.
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In contrast to the decline in outright suicidal
behavior, self-injurious behavior did not de-
crease in frequency; however, the medical risk
associated with this was significantly re-
duced, and the physical condition of the pa-
tient improved.

SYMPTOMS

A measure of global symptoms significantly de-
creased, as did state anxiety. There was a trend
for depression and trait anxiety to decrease.
Anger, both in state and trait form, did not
change.

SOCIAL ADJUSTMENT

As a group, these patients made significant
changes in friendships and work. This supports
the expectation that a psychodynamic object-
relations treatment such as TFP would show its
influence in improved relationships with signif-
icant others in the environment.

UTILIZATION OF SERVICES

There were significant reductions in emergency
room visits (55% reduction), psychiatric hospi-
talizations (67%), and days of inpatient hospi-
talization (89% reduction; 39.2 versus 4.5 days).
Additionally, whereas 11 (64.7%) patients were
hospitalized in the year prior to treatment, only
5 (29.4%) were hospitalized during the treat-
ment year. This difference was significant: X2

(1) = 4.25, p < .04.
Although this study was not specifically de-

signed to examine cost-effectiveness, nor do we
have data on the exact cost savings between the
prior year and the treatment year, the dramatic
reduction in service utilization in terms of emer-
gency room visits, hospitalizations, and number
of days in the hospital suggests a substantial cost

savings associated with TFP. The results of our
findings as well as those of others (Linehan
et al., 1993) suggest that a longer duration of
treatment appears to not only be necessary for
ameliorating symptoms embedded in personal-
ity structure, but also seems to be highly cost-
effective with borderline patients. A number of
clinical writers have noted that patterns of short-
term crisis management, brief psychotherapies,
or even constant managed care review can be
counterproductive and even experienced as trau-
matic for borderline patients.

These findings, using the patients as their
own controls, are highly suggestive that ex-
tended TFP is well tolerated and may result in
considerable improvement in functioning in a
broad range of areas.

C A S E  E X A M P L E

The empirical data noted previously suggest
that, as a group, patients respond to TFP with
fewer symptoms and less self-destructive be-
havior and lower use of psychiatric emergency
and inpatient services. We provide here a clini-
cal illustration of one of these 17 cases. Individ-
ual cases provide some meaningful detail about
a single person that contrasts with mean scores.

We selected the case of Amy (a false name) be-
cause she was quite disturbed at the beginning
of treatment and her early treatment course in
TFP was difficult, but with a persistent and con-
sistent therapist, she began to make substantial
changes on the behavioral level and in terms 
of her object relations. Amy was a 32-year-old
married woman who entered TFP following
evaluation by our research team. She had no-
table pathology, as indicated by Axis I disorder
of Major Depression and multiple Axis II dis-
orders, including borderline, narcissistic, and
some antisocial features. Although Amy mar-
ried her husband for the financial support he
could provide, she viewed him as inept and
someone with whom she was unable to engage
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in sexual relations. She had a history of being
sexually preoccupied with her various psy-
chotherapists. She manifested disdain toward
her husband by overtly flaunting her affections
for others. This object relation with the husband
presaged a transference theme in TFP.

During the contract-setting phase and the
early treatment sessions, Amy displayed the con-
fused, fractured nature of her experience accom-
panied by chaotic, self-destructive behaviors.
Amy’s initial self and object descriptions on the
Object Relations Inventory (ORI; Blatt, Chevron,
Quinlan, Schaffer, & Wein, 1988) were character-
ized by either extreme unilateral idealization or
denigration of self or other (scale point 4), or by
unintegrated oscillations between positive and
negative views of the other, between opposing,
extreme relational and affective polarities, such
as overwhelming closeness versus unbridgeable
distance, invasive control versus total abandon-
ment, and intense rage versus idealizing love
(scale point 5).

For example, at the beginning of treatment,
Amy’s self description has a pervasive negative
valence typical of scale point 4:

Well I could give you my diagnosis. . . . I think I
must be really angry . . . I’m definitely scared . . .
and I sort of, I feel very, un, sort of stuck. . . . Be-
cause on the one hand, I have lots of interests and
things, but at the same time, I don’t seem to have
any . . . ability or . . . at least not confidence in my
abilities to go through with any of them. . . . I’m
pretty miserable really. I don’t really know how to
elaborate on it.

At the beginning of TFP, the therapist’s de-
scription of Amy showed the preoccupation
with regulation of closeness and distance, con-
trol and connection in relationships characteris-
tic of scale point 5. Amy’s description of her
therapist was:

I like him . . . it ’s different from any other sort of
treatment I’ve been in. I’m just used to people
crossing more lines. . . . I worry that he doesn’t see

who I am . . . I mean my good qualities . . . and
that he’s only going to see me as a stereotypical
borderline. . . . You know . . . he assumes I know
less than I do. . . . I don’t really need that.

During the initial contract-setting sessions,
the patient articulated her essential problem: “I
have hidden from people. . . . People are danger-
ous.” For example, she talked about her feelings
getting mixed messages from her former psy-
chopharmocologist; he gave her his home num-
ber for emergency situations, and when she
called him constantly in suicidal crises, termi-
nated her treatment and referred her to the
therapy project because he found her unman-
ageable. Reflecting on her relationship with
him, she said, “I . . . feel rejected and it makes
me angry and suicidal, but being treated nicely
makes me encouraged and then it just gets con-
fusing . . . I mean, not that I want to be treated
not nicely, but you know what I mean.” She and
the therapist then talked about emergencies
and how to handle them in TFP. She stated
abruptly, “Feeling miserable . . . like to die,”
and lapsed into an unresponsive stance. “That
does sound like a chronic feeling,” replied the
therapist, who went on to say that it must feel
like she’s in a state of constant emergency.

Not surprisingly, the experiencing of the ther-
apist as a potentially fearful and dangerous
object emerged quite quickly. In an early session,
Amy talked about her mother’s lack of concern
for her, demonstrated most recently by her
mother telling her that she no longer could af-
ford to phone or visit her.

THERAPIST: Where do you imagine I’d fall 
on the concerned versus not concerned
spectrum?

AMY: Well, you’re probably about where my
parents are.

THERAPIST: Your parents who don’t have
enough money to phone you anymore.

AMY: And my Dad who was wondering why 
I didn’t just jump in front of a train cause 
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that would work (laughs). But uh, you’re not
that bad.

THERAPIST: Well, but it feels that way.

There is the emergence early in the transfer-
ence of an object-relational pattern of a cold,
abusive parent and a helpless, abused self. Con-
versely, at other times, Amy became the abusive
and sadistic other, treating her husband and her
therapist with contempt and disdain. She en-
acted her sadism toward these individuals
whom she perceived as inadequate and behaved
sadistically to demonstrate their ineptness.

A crucial moment in the early phase of the
treatment came after Amy had been hospital-
ized for the third time and became engaged in 
a suicide-love pact with a man other than her
husband. Using the techniques of clarification
and confrontation, the TFP therapist pointed
out: “You describe how the hospital staff were
inept in allowing you to cut your wrists in the
emergency room waiting area, and while telling
me about this, you were smiling. Explain the
discrepancy to me.” This was followed by an
interpretation linking her dissociated affect
with her representations of herself and others
in this narrative: “Your smiling in this context
suggests to me that there is a part of you that
experiences great pleasure in becoming a cold,
self-destructive individual who behaves in such
a way as to demonstrate the ineptness of those
who are trying to care for you.” It is always dif-
ficult, if not impossible, to arrive at crisp cause-
and-effect understanding in therapy. However,
beginning with this session, aggression and
sadistic impulses could be discussed openly in
the therapeutic relationship at a verbal level;
concomitantly, these impulses were not acted
on by the patient in the form of suicidal and
other tissue-damaging behavior. Hospitaliza-
tions were no longer needed.

It was necessary to hospitalize Amy briefly
on three occasions in the first six months of
treatment, and at one point she engaged in 
an affair that escalated into a murder-suicide

pact that threatened her safety as well as that of
the therapist. However, this pattern of behavior
changed somewhat dramatically in the face of
confrontations and interpretations of the pa-
tient’s dominant object-relations dyads infused
with aggression and sadistic triumph. After this
stormy beginning, she settled into the treatment,
ceased self-destructive acting out, and became
increasingly involved in and committed to the
treatment. She chose to continue to participate
when the research year ended. Additionally,
Amy began to view her husband as less inept
and a worthy partner with whom she gradually
decided to have a child.

The changes Amy made in the first year 
of TFP were captured by changes on the ORI.
After one year of TFP, Amy’s self and object de-
scriptions showed some unevenness, but in gen-
eral, there was movement toward higher stages
of self-other differentiation and relatedness,
with rapprochement-like polarization and oscil-
lation replaced by more integrated, modulated,
and nuanced self and object descriptions. In the
self description, there was tentative movement
toward a more individuated and cohesive sense
of self, achieved in part by trial identifications,
positive self-assertion, and the expression of
opinions denoting a shift toward consolidating
a coherent identity (scale point 6):

Well, I think that lately anyway, like in the last
nine months, I’m an honest person. I always
wanted to be. I just had a hard time. And I am
very opinionated, too opinionated. . . . I still get
angry too easily about strange things that just
sort of escalate. And I feel actually . . . happier
than I ever used to. Like just sort of in a consis-
tently content way.

Amy’s description of her therapist particu-
larly showed not only increased modulation and
integration, but also an increased appreciation
for the unique qualities of the other and the spe-
cific context that may have shaped the other.
Further, she showed some rudimentary under-
standing that one’s sense of self and other is a
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continually unfolding narrative process (scale
point 8):

How can I describe him? . . . It ’s just going to be
something I’m attributing to him. But he seems
to be a very decent person and . . . I think he’s
sincere and is helping me very much. . . . I mean
I’ve been very helped by this therapy. I think he
is really interested in helping me . . . but not to
the point where it’s, you know, at all strange, like
it was with a past therapist. . . . I just guess, I just
mean I like, I trust him, is all.

The progression of change in Amy’s case was
from containment of self-destructive behavior,
to integration of aggressive affect, to a more co-
hesive sense of self, with improvement in the
quality of intimate relations. Such progression
is what we have begun to expect in successful
TFP cases. For Amy, there was a shift in the de-
velopmental level of self and object representa-
tions from rapprochement-like polarization and
oscillations to increased cohesion, integration,
and modulation. These shifts represent higher
levels of self-other differentiation and related-
ness in self and object representations.

S U M M A R Y

We have traced the development of object-rela-
tions theory from Freud through Melanie Klein
to Otto Kernberg. Our research group has uti-
lized object-relations theory to articulate a man-
ualized modified psychodynamic treatment for
BPO patients that focuses on object relations
and their representation as manifested in the
here-and-now transference. We have presented
data that indicate from pilot work that TFP re-
sults in behavioral changes having to do with 
a decrease in self-destructive behaviors, symp-
toms, and service utilization and improved so-
cial functioning. Finally, we are currently taking
our research to new levels of measuring changes
in the patient’s object representations; this work

is exemplified in the case illustration in this
chapter.
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C H A P T E R  1 1

A Relational Approach 
to Psychotherapy

J. CHRISTOPHER MURAN AND JEREMY D. SAFRAN

Our relational approach to psychotherapy
emerged from our efforts to study the
therapeutic alliance, to identify alliance

ruptures, and to develop models of rupture res-
olution, which began back in the late 1980s at
the University of Toronto, Clarke Institute of
Psychiatry (Safran, Crocker, McMain, & Mur-
ray, 1990; Safran & Muran, 1995, 1996, 1998,
2000; Safran, Muran, & Samstag, 1994). We have
defined ruptures as dysfluencies in relatedness,
as markers of vicious cycles or enactments
involving the unwitting participation of both
patient and therapist, and as ubiquitous phe-
nomena that represent windows into the rela-
tional world of the patient (as well as the
therapist). We have defined rupture resolutions as
critical change events in the psychotherapy pro-
cess. Our specific aim in these efforts has been
to develop metatherapeutic strategies for nego-
tiating the therapeutic alliance, that is, strate-
gies that at once are informed by, as well as
inform, many therapeutic traditions.

We have found a conceptualization of the
therapeutic alliance along the lines that Edward
Bordin (1979) suggested were useful for several

reasons. He defined the alliance as composed of
three interdependent factors: the agreement be-
tween patient and therapist on the tasks and the
goals of treatment, as well as the affective bond
between them. This definition highlights the
interdependence of relational and technical fac-
tors. It suggests that the meaning of any techni-
cal factors can be understood only in the
relational context in which it is applied. It also
highlights the importance of negotiation be-
tween patient and therapist on the tasks and
goals of therapy, which is consistent with an in-
creasingly influential way of conceptualizing
the psychotherapy process as involving the ne-
gotiation between the patient’s desires or needs
and those of the therapist (Aron, 1996; Ben-
jamin, 1990; Mitchell, 1993; Pizer, 1998).

In the process of pursuing this metathera-
peutic initiative, we developed a short-term and
time-limited model identified as brief relational
therapy (BRT; Safran, in press; Safran & Muran,
2000). The development of this model took place
largely in the Brief Psychotherapy Research
Program at Beth Israel Medical Center in New
York. In addition to being informed by results
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from our rupture resolution research, the BRT
model is based to a great extent on principles
associated with relational psychoanalysis (see
Mitchell & Aron, 1999) and to a lesser extent on
principles associated with cognitive (see Safran
& Segal, 1990)1 and humanistic/experiential
psychotherapies (see Greenberg, Watson, & Li-
etaer, 1998). Some of the key characteristics of
the model are as follows:

1. It assumes a two-person psychology and a
constructivist epistemology (or, to be more
precise, what Hoffman, 1998, refers to as a
dialectical constructivist perspective).

2. There is an intensive focus on the here and
now of the therapeutic relationship.

3. There is an ongoing collaborative explo-
ration of both patients’ and therapists’ con-
tributions to the interaction.

4. It emphasizes in-depth exploration of the
nuances of patients’ experience in the con-
text of unfolding therapeutic enactments
and is cautious about making transference
interpretations that speculate about gener-
alized relational patterns.

5. It makes intensive use of therapeutic meta-
communication (defined below) and coun-
tertransference disclosure.

6. It emphasizes the subjectivity of the thera-
pist’s perceptions.

7. It assumes that the relational meaning of
interventions is critical.

8. It views termination as an ultimate al-
liance rupture, a valuable opportunity to
deal with critical issues surrounding ac-
ceptance, being alone, separation, and loss.

What distinguishes the BRT model from other
short-term dynamic models is that it eschews
the establishment of a case formulation during
the first phase of treatment, replacing a content

focus with a process focus. The emphasis in BRT
is on developing a generalizable skill of mind-
fulness (defined below), rather than on gaining
insight into and mastering a particular core
theme.

In this chapter, we present the BRT model in
greater detail, defining the major principles of
personality and change, highlighting metacom-
munication as the critical principle of interven-
tion, and outlining the treatment process from
beginning to end. We provide clinical illustra-
tions of rupture resolution that demonstrate the
ongoing process in BRT and highlight the princi-
ple of metacommunication, and we present our
perspective on training and supervision, with
its intensive focus on therapist experience,
which has been a critical part of our psychother-
apy research program. Finally, we include a
summary of our research regarding rupture res-
olution and demonstrating the efficacy of BRT.

A  R E L A T I O N A L  T H E O R Y  
O F  P E R S O N

Elsewhere, we have written about the person as
a relational phenomenon (Muran, 2001; Safran,
1998; Safran & Muran, 2000; Safran & Segal,
1990), describing the continuous interplay
among the various processes and structures of
the self. The former refers to the various cogni-
tive and interpersonal operations that establish
and protect the representational structures of
the self. This refers to the self in relation to oth-
ers as well as to itself. The latter refers to mem-
ory stores of multiple discrete experiences of
the self in relation to significant others. These
can be considered relational schemas that are
abstracted on the basis of interactions with at-
tachment figures (and others of interpersonal
significance) to increase the likelihood of main-
taining a relationship with those figures. They
contain specific procedural information regard-
ing expectancies and strategies for negotiating
the dialectically opposing needs for agency or

1Saran and Segal (1990) describe a related model that is
an interpersonal elaboration of cognitive therapy (see
also Marcotte & Safran in Volume IV of this handbook).



A Relational Approach to Psychotherapy 255

self-definition and for relatedness or commun-
ion (Bakan, 1966; see Safran & Muran, 2000, 
for elaboration). They are also considered emo-
tional structures that include innate expressive-
motor responses, that develop from birth into
subtle and idiosyncratic variations, and that
serve a communicative function in that they
continually orient the person to the environ-
ment and the environment to the person.

We have also described the emergence of a
corresponding experience, a particular state of
mind or self-state with the activation of a partic-
ular relational schema. Self-states are the expe-
riential products of the various processes and
structures of the self, the crystallization in sub-
jective experience of an underlying relational
schema. Different self-states can activate differ-
ent relational schemas, resulting in a cycling
through different states of mind. The transition
points or boundaries among the various self-
states that each person experiences vary in
terms of seamlessness. They are naturally
smoothed over, creating the illusory sense of
continuity and singular identity, through the
process of dissociation. The more conspicuous
and abrupt the transitions between self-states,
however, the more problematic the dissociative
process. It is useful to distinguish between dis-
sociation as a healthy process of selectively
focusing attention and dissociation as an un-
healthy process resulting from traumatic over-
load and resulting in severing connections
between relational schemas.

Finally, a central tenet of our relational per-
spective is the recognition that there is an
ongoing reciprocal relationship between the
self-states of one person and those of the other
in a dyadic interaction. This refers to the ways
in which self-states are interpersonally com-
municated and mutually regulated in a dyadic
encounter. As individuals cycle through vari-
ous self-states in an interpersonal encounter,
they should both influence and be influenced
by the various self-states of the other. In such
encounters, one is always embedded in a 

relational matrix (Mitchell, 1988) that is shaped
moment by moment by the various states and
implicit desires of the two individuals. Dysflu-
encies or ruptures in relatedness indicate the
activation of dissociative processes and mal-
adaptive schemas. We have also suggested that
ruptures mark vicious cognitive-interpersonal
cycles (e.g., Safran, 1998), which can be unduly
driven by dysfunctional relational schemas of
an individual, even though they invariably
involve the unwitting participation of another.
Relational schemas shape the person’s percep-
tions of the world, leading to cognitive
processes and interpersonal behaviors that in
turn shape the environment in a way that con-
firms the representational content of the
schemas. To the extent that they are limited in
scope of internalized interpersonal experi-
ences, they will restrict the range of interper-
sonal behaviors, which pull for similar
responses from a range of different people, re-
sulting in redundant patterns of interaction.
Thus, they limit the possibility of new infor-
mation in the form of new interpersonal expe-
riences. In this way, the individual operates in
a sense as a relatively closed system.

A  R E L A T I O N A L  T H E O R Y  O F
C H A N G E :  D I S C O V E R Y  
A N D  C O N S T R U C T I O N

Change is essentially understood as involving
the parallel processes of increasing immediate
awareness of self and other and providing a new
interpersonal experience. By increasing the pa-
tient’s immediate awareness of the processes
that mediate a dysfunctional interpersonal pat-
tern, change suggests not simply a correction of
a distortion, but an elaboration and clarification
of the patient’s self-definition, in other words,
expanding one’s awareness of who one is in a
particular interpersonal transaction. With an ex-
pansion of awareness comes an increased sense
of responsibility. This translates into a greater
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awareness of how one constructs one’s experi-
ence. It is at the more molecular level that one
can begin to develop a sense of the choices one is
making; thus, to develop a greater sense of re-
sponsibility and agency, one must attend to the
details of experience at successive moments of
perception and begin to discover the choices one
is making on a moment-by-moment basis.

The clarification of the patient’s self-
definition invariably involves more clarification
of the therapist’s self-definition as well. The
idea behind this is essentially twofold: first,
that we are always embedded in an interper-
sonal field that exerts a great influence on 
the emergence of a self-state that we experience
in a given moment (Stern, 1997); second, that
greater self-definition can be achieved only by
defining the edges of one self in relation to an-
other self—in this case, the patient in relation 
to the therapist (Ehrenberg, 1992). This idea
also invokes the notion of intersubjectivity, not
only in terms of how the self-states of patient
and therapist mutually regulate themselves,
but also in terms of the clinical significance of
the mutual recognition of respective subjectivi-
ties and the ongoing negotiation between the
respective needs and desires of patient and
therapist (Benjamin, 1990; Pizer, 1998). Thus,
therapy can be understood as a process of figur-
ing out who is speaking to whom in a given mo-
ment: Which patient self is communicating to
which therapist self? With every therapeutic
encounter, therapists must invariably confront
themselves and expand their awareness of them-
selves in relation to yet another individual. Ac-
cordingly, the therapeutic process should involve
change for both participants.

It is important to recognize that the psy-
chotherapeutic process in a paradoxical sense 
is not only discovery-oriented, but also con-
structive. As Mitchell (1993) describes:

There is no stream of experience separable 
from experience as accessed by someone (either

oneself or someone else) at a specific time, for a
particular purpose, in a specific context. Thus,
experience is constructed on a moment-by-mo-
ment basis. At any given point, the patient can
only report a particular construction of his expe-
rience, which may overlook or obliterate many
other important constructions of his experience
(which the [therapist] might be more in touch
with). At any given point, the [therapist] can
offer only his own construction of some aspects
of the patient’s experience, a construction of a
construction. (p. 60)

Accordingly, self-experience does not simply
flow forth without impediment but is chan-
neled by the efforts of the individual to commu-
nicate and the other to understand. The course
it takes is therefore a social or coconstruction.
For example, the therapist’s own experience,
and articulation of that, which includes his or
her theoretical orientation (Aron, 1999; Schafer,
1983), has an enormous impact on the patient’s
experience and articulation. This is a bidirec-
tional and iterative process.

M E C H A N I S M S  O F  C H A N G E :
D E C E N T E R I N G  A N D
D I S C O N F I R M A T I O N

Following our relational theory of change, we
have identified two specific mechanisms of
change that we outline in this section: decenter-
ing and disconfirmation.

The first mechanism of change consists of
inviting patients to observe their contribution
to an enactment in the relational matrix of the
therapeutic relationship, thus facilitating a pro-
cess of decentering. The Eastern notion of mind-
fulness is particularly useful in this regard.
Mindfulness consists of directing one’s atten-
tion to whatever emerges in the moment, with-
out preference, judgment, or interpretation. It is
a learned skill that constitutes a central vehicle
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of change for the patient. A primary task for
the therapist consists of directing patients’ at-
tention to various aspects of their inner and
outer worlds as they are occurring, thereby
promoting the type of awareness that deauto-
mates habitual patterns and helping patients
to experience themselves as agents in the pro-
cess of constructing reality, rather than as pas-
sive victims of circumstances. The skill of
mindfulness can be cultivated in therapy by
having the therapist direct patients’ attention
to relevant aspects of their experience at judi-
cious moments. Simple questions such as What
are you aware of?, What are you experiencing?,
and Are you aware of interfering with your ex-
perience in any way? can be very effective (if
well timed) in helping patients to discover as-
pects of their experience and actions that nor-
mally operate out of awareness.

The principle of metacommunication, which
was used originally in the therapeutic context
by Kiesler (1996), captures the spirit of the type
of collaborative exploration of what is going on
in the therapeutic relationship and the essence
of what we mean by decentering. Metacommu-
nication involves an attempt to disembed from
the interpersonal claim that is currently being
enacted by taking the current interaction as the
focus of communication. It is an attempt to
bring awareness to bear on the relational matrix
as it unfolds. This can be thought of as mindful-
ness in action. In a sense, all transference inter-
pretations can be conceptualized as a form of
metacommunication, insofar as they are at-
tempts to communicate about and make sense
of what is being enacted in the therapeutic rela-
tionship. The particular form of metacommuni-
cation that we discuss, however, has a number
of distinctive features that set it apart from a
more traditional transference interpretation.
Unlike transference interpretations in which
therapists offer conjectures about the meaning
of the current interaction, efforts at metacom-
munication attempt to decrease the degree of

inference and are grounded as much as possible
in the therapist’s immediate experience of some
aspect of the therapeutic relationship (either
the therapist’s own feelings or immediate per-
ception of some aspect of the patient’s actions).
For example, the therapist may say, “I feel shut
out by you” or “I feel like it would be easy to say
something that would offend you.” Counter-
transference disclosure plays an important role
in metacommunication, but other forms of feed-
back are used as well. For example, the therapist
may say, “I experience you as withdrawn right
now” or “I have an image of the two of us fenc-
ing.” The objective of statements of this type is
to articulate one’s implicit or intuitive sense of
something that is taking place in the therapeu-
tic relationship to initiate an explicit explo-
ration of what is being unwittingly enacted.

The second mechanism of change consists of
the disconfirmation of the patient’s maladap-
tive relational schema through the therapeutic
interaction. By disembedding from a relational
matrix, the therapist can provide opportunities
for new learning. In practice, metacommunica-
tion about the therapeutic relationship plays a
central role in facilitating the process of experi-
ential disconfirmation, in addition to that of de-
centering. This perspective converges in many
ways with Alexander’s (Alexander & French,
1946) notion of the corrective emotional experi-
ence, as well as the Mount Zion Group’s (Weiss,
Sampson, & the Mount Zion Psychotherapy
Research Group, 1986) view that patients uncon-
sciously submit their therapists to “transference
tests,” through which the patient tests whether
the therapist will confirm a pathogenic belief.
For example, a patient who believes that inde-
pendence will be punished speaks about quit-
ting therapy, with the hope that the therapist
will not react in a controlling fashion. If the ther-
apist passes the test by not confirming the belief,
therapeutic progress takes place. This is consis-
tent with the tradition that originated with Fer-
enczi (1932), who was the first to suggest that
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psychotherapy involves the provision of a new
or different experience.

M E T H O D  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N :

M E T A C O M M U N I C A T I O N

The main method of assessment and interven-
tion in this relational model is founded on the
principle of metacommunication. The following
are some basic principles in the process of meta-
communication. Elsewhere, we have described
these and other principles in much greater de-
tail (Safran & Muran, 2000).

1. Start where you are. Metacommunication
should always emerge out of the inspiration of
the moment. It should be based on feelings and
intuitions that are emerging for the therapist in
that moment. What was true one session may
not be true the next, and what was true at the be-
ginning of a session may not be true later in that
same session. Furthermore, what is true for one
therapist in relationship to a particular patient
may not be true for another. Therapists must
begin by accepting and working through their
own feelings in the immediacy of the moment
rather than trying to be somewhere they are not.

2. Focus on the here and now. The focus should
be on the here and now of the therapeutic rela-
tionship, rather than on events that have taken
place in the past (i.e., either in previous sessions
or at different points in the same session). Com-
menting on what is happening now facilitates
the process of mindfulness for patients. To the
extent therapists are able to comment on what is
happening in the moment, it will become easier
for patients to develop a grounded experiential
awareness of both their actions and the internal
experience associated with them.

3. Focus on the concrete and specific. The focus
should be concrete and specific, rather than
general. Whenever possible, questions, observa-
tions, and comments should focus on concrete

instances. This promotes experiential aware-
ness, rather than abstract, intellectualized spec-
ulation. When patients’ attention is directed to
the concrete and specific, they can make their
own discoveries rather than buying into the
therapist’s version of reality. This type of con-
creteness and specificity helps them to become
observers of their own behavior. It thus pro-
motes the type of mindfulness that fosters
change.

4. Explore with skillful tentativeness. Commu-
nicate observations in a tentative and explora-
tory fashion. The message at both explicit and
implicit levels should be one of inviting the pa-
tient to engage in a collaborative attempt to un-
derstand what is taking place, rather than one
of conveying information with an objective sta-
tus. It is critical to remember that relational im-
plications of a communication are as important
as, if not more important than, its content. The
tentative and exploratory nature of the thera-
pist’s intervention should be genuine and not
simulated.

5. Establish a sense of collaboration and we-ness.
The implicit message should be one of inviting
the patient to join the therapist in an attempt to
understand their shared dilemma. During peri-
ods of therapeutic impasse, patients typically
feel alone and demoralized. The therapist be-
comes one of an endless succession of figures
who are unable to join with the patient in his or
her struggle. The therapist becomes another foe
rather than an ally. By framing the impasse as a
shared experience, the therapist begins the pro-
cess of transforming the struggle by acknowledg-
ing that therapist and patient are stuck together.

6. Emphasize one’s own subjectivity. All meta-
communication should emphasize the subjectiv-
ity of the therapist’s perception. This plays a
critical role in establishing a climate that em-
phasizes the subjectivity of all perceptions and
the importance of engaging in an ongoing col-
laborative effort to clarify what is taking place.
Emphasizing the subjectivity of the therapist’s
observations also helps to establish a more
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egalitarian relationship. When the subjectivity
of the therapist’s observations is emphasized,
patients are more likely to feel free to either
make use of them or not and are less likely to
feel a need to cling to their own perspectives
and defensively reject the therapist’s.

7. Gauge intuitive sense of relatedness. Thera-
pists should monitor their intuitive sense of
emotional closeness with or distance from pa-
tients on an ongoing basis. This continuous as-
sessment provides one of the most important
sources of diagnostic information: the quality of
relatedness with patients in a given moment.
This quality of relatedness reflects an ongoing
interplay between interpersonal and intrapsy-
chic dimensions. To the extent that patients are
feeling safe, accepted, and validated by the
therapist, they will find it easier to access their
inner experience in a genuine fashion. At the
same time, to the extent that patients are in con-
tact with their inner experience, therapists will
experience a greater sense of relatedness to
them. A sudden shift in the direction of de-
creased relatedness may signal that the thera-
pist’s intervention has been hindering rather
than facilitative; this indicates the need to ex-
plore the way the patient has construed or expe-
rienced the intervention. Conversely, a sudden
shift in the direction of increased relatedness
may signal that the therapist has developed a
more attuned understanding of the patient’s in-
ternal experience.

8. Attend to patients’ responsiveness to all inter-
ventions. Therapists should continually monitor
the quality of patients’ responsiveness to inter-
ventions and attend to subtle intuitions about
the quality of the responsiveness. If an inter-
vention fails to deepen exploration or further
inhibits it, or if the therapist senses something
peculiar in the patient’s response to it, it is crit-
ical to explore the way the patient experienced
it. Over time, this type of exploration can help
to articulate patients’ characteristic way of con-
struing interpersonal relationships and gradu-
ally lead to a fleshing out of their relational

schemas. It can also lead to a progressive refine-
ment in therapists’ understanding of their own
contribution to the interaction.

9. Recognize that the situation is constantly
changing. It is important to bear in mind that
the situation is constantly changing; what was
true about the therapeutic relationship a mo-
ment ago is not true now. It is thus critical for
therapists to use whatever is emerging in the
present as a point of departure for further meta-
communication. All situations are workable
provided that one fully acknowledges and ac-
cepts what the situation is. Even the position of
being stuck is a position that is workable once
one accepts it and ceases to fight against it.

10. Expect resolution attempts to lead to more
ruptures and expect to revisit ruptures. No matter
how hard therapists attempt to follow these
principles, there is always a risk that any form
of therapeutic metacommunication will further
aggravate the alliance rupture and perpetuate 
a vicious cycle. Even when the therapist is not
metacommunicating defensively, there is always
a risk that it will place a greater strain on the al-
liance by implicitly suggesting that patients
should be saying or doing something other than
what they are currently saying or doing. It is
important for therapists to resist reluctance to
metacommunicate and to recognize that it is but
one step in the process of resolution, rather than
an ultimate intervention. Furthermore, it is
quite common for therapists to find that the
same impasse is being revisited repeatedly. To
the extent that therapists relate to an impasse as
simply a recurrence of a previous impasse, it
will be impossible to relate to it in its own terms
and appreciate the unique configuration of the
moment.

11. Accept responsibility. Therapists should ac-
cept responsibility for their contributions to the
interaction. It is critical to bear in mind that as
therapists, we are always unwittingly contribut-
ing to the interaction with the patient. The task
is thus one of working in an ongoing fashion to
clarify the nature of this contribution. Often the
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process of explicitly acknowledging one’s contri-
bution to the patient can be a particularly potent
intervention. First, this process can help patients
become aware of inchoate feelings that they are
having difficulty articulating, in part, because of
a fear of the interpersonal consequences. Second,
the process of explicitly acknowledging one’s
contribution to the interaction can validate pa-
tients’ conscious and unconscious perceptions
of what is taking place and help them to trust
their own judgment. Third, by validating pa-
tients’ perceptions through this type of ac-
knowledgment, therapists can reduce patients’
self-doubt, thereby decreasing the need for 
defensiveness and paving the way for the ex-
ploration and acknowledgment of patients’
contribution to the interaction.

12. Judiciously disclose and explore one’s own ex-
perience. Therapists can begin the process of
working through an impasse by sharing their
own experience (feelings, images, fantasies, or
descriptions of their own actions) with their
patients. During this process, it is important to
make it clear that one’s experience is not simply
caused by the patient and that there is no guar-
antee that it will help shed light on what is
going on in the current interaction. The process
of articulating one’s feelings to patients can
begin to free one to intervene more effectively.
Therapists’ feelings of being stuck or paralyzed
often reflect difficulty in acknowledging and
articulating to themselves what they are cur-
rently experiencing. Further, the process of ar-
ticulating one’s contributions to the patient can
play a critical role in beginning to clarify the
nature of the vicious cycle. Another valuable
intervention that is a variation on the theme of
self-disclosure involves inviting patients to ex-
plore the therapist’s contribution (see Aron,
1996). This can consist of inviting patients
either to make suggestions about how the ther-
apist’s actions are contributing to the impasse
or to speculate about what may be going on for
the therapist internally. This type of interven-
tion can help to clarify patients’ construal of

the therapist and lead to a further elaboration
of their relational schemas. It can also provide
new insight into the therapist’s own contribu-
tion to the impasse. It is critical for therapists
to be open to accepting their patient’s percep-
tion and genuinely considering its truth claim.

A  C H A N G E  E V E N T :
R E S O L V I N G  R U P T U R E S  I N

T H E  T H E R A P E U T I C  A L L I A N C E

The psychotherapy process has been described
as one involving the ongoing push and pull of
the respective self-states of patient and thera-
pist and as an intersubjective negotiation (Pizer,
1992). As Pizer so colorfully captured, thera-
pists in their interventions and patients in their
responses are recurrently saying to each other,
“No, you can’t make this of me. But you can
make this of me” (p. 218). This ongoing nego-
tiation can be understood by the moment-by-
moment press of both patient and therapist
needs for agency and relatedness. Ruptures in
the therapeutic alliance represent an interper-
sonal crystallization of this negotiation and,
thus, an opportunity to explore the intrapsychic
processes that mediate the struggle to negotiate
these dialectically opposing needs in the con-
text of a particular relational configuration.

It is useful to identify ruptures in terms of
specific patient behaviors or communication
and organize them into two subtypes of mark-
ers: withdrawal and confrontation. In with-
drawal ruptures, patients withdraw or partially
disengage from the therapist, their own emo-
tions, or some aspect of the therapeutic process.
Withdrawal markers can manifest in many dif-
ferent forms. In some cases, it is fairly obvious
that patients are having difficulty expressing
their concerns or needs in the relationship. In
others, the expression is much more subtle, the
process apparently seamless, whereby the pa-
tient readily complies with the perceived de-
sires of the therapist in what can be described
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as a type of pseudo-alliance. In confrontation rup-
tures, patients directly express anger, resent-
ment, or dissatisfaction with the therapist or
some aspect of the therapy. These can vary in
terms of how directly or indirectly the con-
frontation is expressed. The more indirect, the
more the marker can be characterized as a mix
of confrontation and withdrawal.

Withdrawal and confrontation markers re-
flect different ways of coping with the dialecti-
cal tension between the needs for agency and for
relatedness. In withdrawal ruptures, the patient
strives for relatedness at the cost of the need 
for agency or self-definition. In confrontation
ruptures, the patient negotiates the conflict by
favoring the need for agency or self-definition
over the need for relatedness. Different patients
are likely to experience or exhibit a predomi-
nance of one type of rupture marker over an-
other; this reflects different characteristic styles
of coping or adaptation. Nevertheless, over the
course of treatment, both types of markers may
emerge with a specific patient, or a specific im-
passe may involve both confrontation and with-
drawal features. Thus, it is critical for therapists
to be sensitive to the specific qualities of the
rupture that are emerging in the moment, rather
than to become locked into viewing patients as
exclusively confrontation or withdrawal types.

We have developed two models of rupture
resolution, which we describe below. They each
consist of five positions, each of which includes
a dyadic interaction between patient and thera-
pist. Both models involve metacommunication
about the relational matrix as the critical change
process; thus, the mechanisms of decentering
and disconfirmation come into play, as light is
shed on the relational matrix and the beliefs 
and expectations of the patient’s relational
schema are challenged. Both begin with the vi-
cious cycle (Position 1), which includes the rup-
ture marker and the therapist’s complementary
response. Following a process of disembedding
from the relational matrix (Position 2), they both
include two parallel pathways of exploration:

one for the vicious cycle (Positions 3 and 5), the
other for various avoidant operations (Position
4). Where they differ significantly is in the na-
ture of these exploratory pathways. The com-
mon progression in the resolution of withdrawal
ruptures consists of moving through increas-
ingly clearer articulations of discontent to self-
assertion, in which the need for agency is
realized and validated by the therapist (Position
5). The progression in the resolution of con-
frontation ruptures consists of moving through
feelings of anger, to feelings of disappointment
and hurt over having been failed by the thera-
pist, to contacting vulnerability and the wish to
be nurtured and taken care of (Position 5). Typ-
ical avoidant operations that emerge in these
processes concern anxieties and self-doubts re-
sulting from the fear of being too aggressive or
too vulnerable associated with the expectation
of retaliation or rejection by the therapist.

C L I N I C A L  I L L U S T R A T I O N S  O F
R U P T U R E  R E S O L U T I O N

In this section, we describe in greater detail the
two rupture resolution models and present two
clinical illustrations that elucidate the differ-
ences in the resolution process between with-
drawal and confrontation ruptures (Safran &
Muran, 2000).

A RESOLUTION MODEL FOR

WITHDRAWAL RUPTURES

As described above, the resolution model for
withdrawal ruptures is composed of five posi-
tions. Each includes a patient state and a thera-
pist response or intervention (see Figure 11.1).
The first is signaled by the patient withdrawal
marker. For example, the patient complies or
defers to the therapist by agreeing with an in-
terpretation in an acquiescent fashion. This
type of withdrawal is often part of an ongoing
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enactment in which the therapist becomes
hooked in the vicious cycle and responds to the
patient’s passive or submissive behavior by
brushing over any subtle indications of concern
or by acting in an overly active or domineering
fashion.

Therapists must become mindful of their con-
tributions to the cycle that is being enacted and
be willing to explore them at any point along
the way. In those situations in which the with-
drawal marker is particularly subtle, therapists’
awareness of their own feelings or action ten-
dencies may be the best indicator that some-
thing is taking place that warrants exploration.
For example, therapists may find themselves
working harder than usual to give advice to a
patient, or being less attentive to a patient’s

concerns than they typically would be with
other patients, or they may find themselves ig-
noring a patient’s concerns or pushing a patient
to accept an interpretation or to look at things a
certain way. In situations in which the patient
withdraws by dissociating threatening feelings
about the therapist, therapists may find them-
selves suddenly losing interest in the patient or
becoming aware that their attention has been
drifting.

Once therapists recognize the vicious cycle
either by becoming aware of their own feelings
or tendencies or recognizing the patient with-
drawal marker, they can intervene in a number
of ways. This constitutes the second position and
critical stepping stone in the resolution process.
It is important to direct the patient’s attention to
the here and now of the therapeutic relationship
or to his or her experience in the context of the
relationship. Common examples are statements
such as “What are you experiencing?”, “I have a
sense of you withdrawing from me,” and “How
are you feeling about what’s going on between
us right now?” When the patient expresses nega-
tive feelings indirectly (e.g., through sarcasm), it
can be helpful for the therapist to use self-
disclosure to convey the impact of the patient’s
behavior at a personal level (e.g., “I feel judged”
or “I feel criticized”).

If the patient speaks about negative feelings
in general terms, it is important for the therapist
to explore the relevance of these feelings to the
present situation. This exploration should be
conducted in a noncontrolling fashion, which 
respects any decision on the patient’s part not to
discuss negative feelings toward the therapist in
the present context. This is particularly impor-
tant with patients who tend to be compliant, be-
cause pushing for something the patient is not
ready to explore may invite more compliance.
Therapists should be mindful of contributing to
a new variation of an enactment through their
attempts to reestablish contact with the patient
who is withdrawing. Any intervention can be
made in the service of perpetuating a vicious

Figure 11.1 Rupture resolution model for withdrawal
ruptures. From Negotiating the Therapeutic
Alliance: A Relational Treatment Guide
(p. 143), by J. D. Safran and J. C. Muran,
2000, New York: Guilford Press. Reprinted
with permission.

[Image not available in this electronic edition.]
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cycle. What is most important to unhooking is
the ongoing struggle for patient, as well as ther-
apist, to become increasingly cognizant of the
feeling states and action tendencies that perpet-
uate the cycle.

Interventions that serve to unhook from the
cycle typically lead to two pathways of ex-
ploration. The first involves the exploration of
thoughts and feelings associated with the rup-
ture (Positions 3 and 5). The second involves the
internal processes and defensive operations that
block the exploration of feelings and thoughts
associated with the rupture (Position 4). The ex-
periencing pathway can be subdivided into two
successive stages (Positions 3 and 5). In the first
of these (Position 3), the patient begins to ex-
press thoughts and feelings associated with the
rupture experience, but these are mixed with
features of the initial rupture marker. The pa-
tient begins to express negative sentiments and
then qualifies the statement or takes it back.

There are a number of therapist interventions
that can be helpful in the context of this type 
of qualified assertion and can facilitate the pro-
cess to Position 5. Most important is to em-
pathize with and display a genuine interest and
curiosity in the negative sentiments that are
expressed. When patients qualify their state-
ments or indicate that they are uncertain or
conflicted about their negative feelings, the
therapist can acknowledge both sides of pa-
tients’ perspective and then focus selectively on
the concerns that patients are having difficulty
acknowledging or articulating. For example, “I
understand that you’re uncertain about how
important your concerns are. If you’re willing
to go into it, however, I’d be interested in hear-
ing more.” Or, “It sounds like you have two per-
spectives on this issue. One part of you feels
that it’s no big deal, but the other part has some
concerns. If you’re willing to pursue this a little
further, I suggest that you try putting the part
that feels like it’s no big deal aside for a mo-
ment, and let me hear more from the part that’s
concerned.”

Another useful intervention consists of giv-
ing patients feedback about the way they qual-
ify or soften their statement to heighten their
awareness of this process. For example, “My
sense is that you start to express some negative
feelings, but then you end up pulling your
punch. Do you have any awareness of this?” If
patients are able to become aware of this defen-
sive or self-protective operation, the therapist
can then begin to explore the internal processes
associated with their avoidance. For example,
“Any sense of what the risk would be of stating
things in an unqualified way?”

The next position (Position 5) along the rup-
ture experience pathway involves the patient
accessing primary feelings and asserting under-
lying wishes or needs directly. It is critical that
patients accept responsibility for their own
needs or desires at this point. This implies that
patients are already in a state that is somewhat
individuated or autonomous with respect to 
the therapist. Blaming, demanding, or pleading
statements, which are typical of Position 3,
imply a lack of individuation. The therapist
should validate and empathize with this indi-
viduated state of the patient.

In a typical resolution process, the exploration
of the rupture experience pathway proceeds to 
a certain point and then becomes blocked. This
is indicated by the patient engaging in coping
strategies, defensive verbalizations, and actions
that function to avoid or manage the emotions
associated with the rupture experience. Exam-
ples are changing the topic, speaking in a dead-
ened voice tone, and speaking in general terms
rather than the here-and-now specifics of the
therapeutic relationship. The avoidance pathway
(Position 4) involves the exploration of beliefs,
expectations, and other internal processes that
inhibit the acknowledgment and expression of
feelings and needs associated with the rupture
experience. There are two major subtypes here.
The first consists of beliefs and expectations
about the other’s response that block the explo-
ration of the rupture experience pathway. For
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example, the patient who expects expressions of
anger to evoke retaliation will have difficulty
acknowledging and expressing angry feelings;
the patient who believes that expressions of vul-
nerability and need will result in abandonment
will have difficulty expressing such feelings. The
second subtype consists of self-critical or self-
doubting processes that function to block either
the acknowledgment or the exploration of a rup-
ture experience pathway. For example, patients
who believe they are childish for wanting help
will not be able to express their needs to the
therapist; patients who believe that they are im-
mature for being angry will have difficulty ex-
pressing angry feelings to the therapist.

As patients explore their avoidance and gain
awareness of the processes interfering with
their experience and more of a sense of agency
or ownership of these processes, feelings asso-
ciated with the rupture experience naturally
begin to emerge more fully. Patients may move
back to the rupture pathway spontaneously, 
or therapists may redirect attention to this
pathway again. Typically, a resolution process
involves an ongoing alternation between experi-
encing and avoidance pathways, with the explo-
ration of each pathway functioning to facilitate
a deepening of the exploration of the other. It is
essential during the exploration of both path-
ways that the therapist respond in a validating
and accepting fashion to whatever the patient
expresses. This challenges the patient’s mal-
adaptive relational schema and provides a cor-
rective emotional experience.

To clarify the withdrawal resolution model,
each position is illustrated below with tran-
script material excerpted from a treatment con-
ducted in our research program. The patient
presented with bouts of anxiety and depression
and with “problems in contacting, relating, and
responding to others,” which have debilitated
him in his marriage and his work. He viewed
himself as weak and incompetent and others as
dominant and critical and demonstrated an
avoidant, equivocating, and convoluted style of

communicating.2 In the session presented, the
therapist attempted to focus the patient on a
self-critical state, which emerged in an explo-
ration of the patient’s anger toward his very
critical wife. The therapist was attempting to
focus on such a depressive self-state to begin an
exploration of its avoidant operation. What en-
sued was a vicious cycle in which the patient re-
sponded in cryptic ways, which served to
frustrate and confuse the therapist and led to a
dogged pursuit of understanding, a torturous
process of cat and mouse.

Position 1: Withdrawal Marker
PATIENT: Essentially, I have such low self-

esteem that I don’t even pursue something
basic to my well-being like getting a new
portfolio to show my work in. I mean, I feel
like I’ve deteriorated over the years. That
I’ve . . . Presentation has never been great
with me.

THERAPIST: Let me ask you to try a little exer-
cise that’s sort of different from what we did
last time. I’d like you to play your really crit-
ical side. What would you say to yourself
right now strictly from your critical side?

PATIENT: This is difficult. When you ask me to
do something like this, I feel so hopeful. . . . It
sort of triggers hope.

THERAPIST: It triggers hope?
PATIENT: Not just to be obstinate perhaps, or

just to be, I don’t know . . . It’s often . . . I
don’t know why, exactly.

THERAPIST: What do you mean “obstinate”?
PATIENT: It . . . Why would I say that? Because

I can’t figure out why I close my eyes and feel
immediately hopeful rather than feeling, uh,
filled with despair. I don’t know why that’s
the case. Why am I smiling now instead 

2We present minimal information about diagnostic sta-
tus, case history, and formulation because of our theo-
retical bias that all the necessary information about the
patient becomes evident in the relational process involv-
ing the therapist.
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of weeping now? I don’t know why. I mean
it’s a certain, it’s weird that I feel the opposite
feeling other than what you asked me to feel.
But if . . .

Increasingly, patient and therapist moved fur-
ther away from the original task. The patient
continued to associate to other feelings and
memories, and the therapist kept in pursuit of
understanding what he meant. Finally, the
patient shifted into a hopeless state regarding
his life situation and mused about some other
solution, and the therapist became aware of their
cooperative movement away from the original
task. The therapist then was able to unhook
from the cycle by refocusing attention on their
immediate communication process.

Position 2: Disembedding and Attending to the
Rupture Marker
PATIENT: That I’m stuck. This is the, this is the

end, you know, I’ve been stuck in this so long
that there’s no way out of it. You know, I was
thinking this morning, I mean this is a, this is
an attempt to break out of whatever, what-
ever spot I’m in. But there are other things, I
mean, too, you know, I had jokingly men-
tioned Dale Carnegie, or something like that,
just to learn skills of presentation, might be
superficial but, uh, but in conjunction per-
haps with a deeper emotional restructuring
of my self-esteem, some, some cosmetic, and
superficial techniques might be useful as
well. And I was wondering what you thought
about that, I mean this is . . . I just took my
son to karate last night and was looking at the
catalogue for the 92nd Street Y, which has
courses about things, about oh, techniques
for interviews, you know. Make yourself, you
know, look great. Would that be useful, do
you think, I mean would that be?

THERAPIST: Well, I’ll, I don’t mean to ignore
your question, but I’m also aware that we re-
ally shifted . . .

PATIENT: Yeah.

THERAPIST: Away from what we were doing,
and I’m wondering if you’re aware of what
happened or how that happened?

PATIENT: Trying to put a good face on things, I
guess.

The patient then began to explore why he
needed to put “a good face on things,” which
led him to reveal his negative sentiments about
the usefulness of the therapist’s attempts to
focus him on a self-critical state, specifically on
dwelling on the negative. The therapist in turn
tried to facilitate a more assertive expression of
the patient’s objection to focusing on his self-
criticism.

Position 3: Qualified Assertion
PATIENT: Dwelling on it. You know, trying to

change the image, or rebuild the image, or
build a different reality is another way of
stating it, but it’s not . . . Another way of stat-
ing it is, of course, dwelling on it, examining
the negative image is, ah, I’m not quite clear
on how dwelling on this negative image is
going to, is really going to lead toward, I
guess, a more positive outcome eventually.

THERAPIST: So it doesn’t seem very construc-
tive to dwell on the negative.

PATIENT: I guess so.
THERAPIST: So you have some misgivings

about actually doing this exercise.
PATIENT: Misgivings, I guess, maybe, a little

bit, you know, maybe, I guess so, that’s part
of it.

THERAPIST: Can you sort of express that to me
in a more direct fashion?

PATIENT: I think it was a few weeks ago, a few
sessions ago, talking about, oh, examining,
these, what were they? Negative? I forget what
it is. I started to get really negative about it
over the week. I was doing it. I felt very de-
pressed over it, over that length of time. I was
thinking a lot about my family and how that
really influenced the basic way that I look at
myself and the world. And just dwelling on
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that, on something I thought was dealt with
and behind me years ago, which was quite,
you know, very painful, very painful, for me
until about 20 years ago when I began to be
more dependent upon myself emotionally,
rather than on my parents.

THERAPIST: Um hum.
PATIENT: It was the center of the pain in my

life, I think this horrible relationship between
my parents. Ah, um, and don’t think I covered
it up really because I dealt with it and talked
about it with friends a lot, and really finally
felt that’s their problem. I’ve gone beyond that
now. It was a big process to get to that point,
and it wasn’t just swept under the rug, I don’t
think. I think it was, was really dealt with. I
think people evolve certainly, and there’s still
a, no doubt, that it’s a big part of my basic
structure of my upbringing, life, personality,
and framework, emotional framework.

THERAPIST: Um hum.
PATIENT: And it might be worth considering

again. It probably is, but that was my reaction
to it. It felt, felt like I’ve dealt with this before.

THERAPIST: “Why am I doing this?”
PATIENT: Why am I doing it again?
THERAPIST: Yeah, you don’t see any benefit.

You just see pain, by doing this.
PATIENT: Yeah, I feel like I’m sort of stirring up

things that were painful. At that time there
was, ah, some resolution by being able to feel
that I was getting stronger emotionally, being
on my own more emotionally, having the
ability to have the courage to ask girls for
dates at that time. I felt that was, you know,
really important stuff that I was doing at that
time.

THERAPIST: So in the same sense, this exercise
here doesn’t seem useful to you apparently.

PATIENT: Well, I’m not sure if it feels use . . .
ah . . .

THERAPIST: The costs seem to outweigh the
benefits?

PATIENT: It’s more, kind of, you know, talking
about the reluctance or inability to get into

that mode seems more like a blank wall. I
mean, when I closed my eyes I didn’t see
black, I saw, sort of, like, a red blank wall in
front of me. I mean it was like a real, real
presence. I don’t know, I don’t know what it
necessarily represents. It just wasn’t black. It
was something different that I saw when I
closed my eyes. But there’s no doubt I feel
overwhelmed by these feelings.

Therapist: I’m sort of confused because on one
hand, I get the sense that there’s a part of you
that doesn’t want to do this, but then I got
kind of lost in terms of that, so I don’t know.
Can you clarify that?

Though he expressed some of his negative
sentiments, the patient’s expressions were still
somewhat equivocal and unclear. He engaged
in extended explanations that brought him
back to painful feelings regarding his relation-
ship with his parents and that suggested he
had come to some resolution of those feelings.
Despite his protestations, he admitted that he
can still feel overwhelmed by negative feelings,
suggesting a recognition that there may be a
value to focusing on them. This understand-
ably confused the therapist, who once more en-
couraged a more assertive expression and
finally got one.

Position 5: Self-Assertion
PATIENT: There’s a part of me that doesn’t

want to do it. It’s not an easy explanation of
what that, that is. I just don’t see it as useful
to me. It doesn’t seem to me a helpful direc-
tion to go in.

THERAPIST: How does it feel to actually say
that to me?

With this question, the therapist not only
demonstrated his receptivity to the assertion,
but also his awareness of the anxieties that
made its expression so painstakingly difficult.
This led to an exploration of the avoidance to
exploring the rupture experience.
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Position 4: Avoidance
PATIENT: Awful. (Laughs.) I feel awful about

accusing you of something like that.
THERAPIST: So . . .
PATIENT: Suggesting to you that you didn’t

know what you were or whatever. And it
just . . . I’m sorry I said it. (Laughing.)

THERAPIST: So you’re feeling apologetic and
uncomfortable . . .

PATIENT: Yes . . .
THERAPIST: with saying, “I didn’t find that

useful”?
PATIENT: Yes, um hum. And I feel like sitting

here for the next 10 minutes saying I’m sorry,
you know. (Laughing.) (Long pause.) I feel so
uncomfortable saying that. I could see you
could see I was avoiding saying it.

THERAPIST: Right, yeah.
PATIENT: (Pause.) And that makes me then . . . I

ask myself how can I get a job when my, I’m,
you know, when it’s so obvious what I’m
saying . . .

THERAPIST: Now it sounds like you’re turning
self-critical. What just happened?

PATIENT: Mmhmm. (Long pause.) I guess I feel
pathetic, and, and you must think I’m
pathetic.

The preceeding segment illustrates the com-
plexity of the patient’s anxious world, includ-
ing his fear of the condemnation of others as
well as his use of self-criticism as a preemptive
strike against himself. Here, the therapist facili-
tated the patient’s awareness of the anxieties
that drove his avoidant operations, whether in
terms of equivocal, convoluted expressions or
self-critical processes. In this particular resolu-
tion process, the avoidance stage, Position 4,
emerged on the heels of Position 5, the self-
assertion stage. Although one may see an oscil-
lation back and forth between Positions 3 and 4,
it is not unusual to have a resolution process
without Position 4 or, in this case, to have it
emerge after Position 5. In a sense, Position 4 
is not a necessary element of the resolution

process, but it is critical to represent in order to
understand the occasional breakdown in reso-
lution. The exploration of avoidant operations is
also critical to clarifying the patient’s underly-
ing construal processes and understanding his
or her representational world.

A RESOLUTION MODEL FOR

CONFRONTATION RUPTURES

The resolution model for confrontation ruptures
resembles the resolution model for withdrawal
markers (see Figure 11.2). It begins with the
rupture marker in Position 1 and continues with
the disembedding process in Position 2. It in-
cludes the two parallel pathways of exploration:
the experiencing and avoidance pathways. It
differs, however, in a number of respects. First,
to the extent that patients present with intense
aggression, the processes of disembedding and
of surviving the patient’s aggression over an ex-
tended period of time become more central. Sec-
ond, the emphasis in Position 3 is on elucidating
patients’ construal of the situation, rather than
on helping them begin to assert themselves and
individuate; for example, patients may begin to
put into words that they feel let down and disap-
pointed by the therapist. Third, the wish or need
emerging in the final stage typically entails
some desire for contact or nurturance rather
than individuation. Fourth, we make a distinc-
tion between patients’ avoidance of aggression
(Position 4) and their avoidance of vulnerable
feelings (Position 5).

Confrontation ruptures occur on a continuum
in terms of how directly or explicitly the initial
confrontation is expressed. When the initial con-
frontation takes place in a more direct fashion,
the therapist does not need to begin by facilitat-
ing a more direct expression of the underlying
demand or negative sentiments. In many cases,
however, the initial confrontation is mixed with
features of a withdrawal marker, and the thera-
pist’s first task is to draw attention to the
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marker and to help the patient express the un-
derlying negative feelings more directly. For ex-
ample, the first step in working with patients
who are expressing negative feelings toward the
therapist sarcastically, but at the same time act-
ing in a conciliatory fashion, is to help them ac-
knowledge the angry feelings underlying the
sarcasm and to express them directly. The first
step with patients who are implicitly making
demands of the therapist is to help them make
the demands more explicitly. A useful interven-
tion to facilitate this process is for the therapist

to metacommunicate about the impact the pa-
tient is having on him or her. For example, “I
feel attacked and protected at the same time” or
“It feels to me like you’re, in a somewhat cau-
tious way, trying to get me to do more for you.”
As in the case with the withdrawal model, in-
terventions of this type can lead to an explo-
ration of either the experience associated with
the rupture or the avoidance against that expe-
rience; this phase of the resolution process typi-
cally involves an oscillation back and forth
between the experiencing and avoidance path-
ways.

When confrontation ruptures are taking place,
it can be difficult (if not impossible) for thera-
pists not to respond to the patient’s criticism or
demands defensively by justifying their actions
or blaming the patient, either explicitly or im-
plicitly. When this takes place, the process of ex-
ploring the relational configuration becomes the
priority. The first step in working through a con-
frontation rupture (i.e., the step from Position 1
to 2) involves unhooking from the cycle of hostil-
ity and counterhostility that is being enacted by
metacommunicating about the current struggle.
In this process, it is often critical for therapists to
acknowledge responsibility for their contribu-
tion to the interaction; for example, “I think that
what’s been going on is that I’ve been feeling
criticized by you, and have responded by trying
to blame you for what’s going on in our inter-
action.” It can be extremely useful for therapists
to comment on the experience of a mutual strug-
gle; for example, “It feels to me like you and I are
in a power struggle right now, with me trying to
hold you responsible for your frustrations with
therapy, and you trying to pin the blame on me.”
Therapists who feel pressured to prove to the pa-
tient that therapy will be helpful can comment
on their dilemma rather than responding to this
pressure with ineffectual attempts at persuasion
or in angry defensiveness; for example, “I’m feel-
ing pressured to convince you that I can help
you, but I have a feeling that nothing I say will
seem compelling to you.” Therapists who feel

Figure 11.2 Rupture resolution model for confronta-
tion ruptures. From Negotiating the Thera-
peutic Alliance: A Relational Treatment Guide
(p. 156), by J. D. Safran and J. C. Muran,
2000, New York: Guilford Press. Reprinted
with permission.

[Image not available in this electronic edition.]
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criticized or attacked can comment on this expe-
rience, rather than counterattacking or defend-
ing themselves; for example, “I feel wary of
saying anything because I feel criticized when I
try to respond to your questions or concerns.”

Such metacommunication can have a number
of goals. The first involves providing patients
with feedback that can help them acknowledge
negative feelings toward the therapist that are
disowned. The second consists of helping thera-
pists to unhook themselves from the vicious
cycle to provide patients with the experience 
of being in a relationship in which the other
person does not confirm their negative expecta-
tions about relationships. The third involves
therapists disembedding themselves from the
process sufficiently to begin exploring the con-
strual processes that underlie the patient’s
angry and demanding actions.

Exploring the underlying construal processes
(Position 3) can lead in various directions. In
some cases, the patient’s anger is a justifiable
response to the therapist’s actions; then, it is
important for therapists to acknowledge their
contributions to the situation. For example,
when therapists cannot initially see their contri-
bution to the situation, it can be useful to en-
courage the patient to spell out his or her
perception of how the therapist has contributed.
In this process, it is critical for therapists to 
be open to learning something about them-
selves and their contributions to the interaction,
rather than think of this exclusively as a way of
exploring the patient’s underlying construal
processes. This openness can transform the sit-
uation. At the same time, this type of genuine
interest in the patient’s perception will lead to
an elucidation of the underlying construal
processes that might otherwise not be possible.
For example, in one case where the patient felt
his therapist was being a bit insensitive and cal-
lous in rearranging appointment times, it was
critical for the therapist to be open to that possi-
bility to allow the exploration of the patient’s
concern that the therapist did not care for him

and his mistrust that anyone cared for him.
Similarly, in another example, where the thera-
pist had recently had a child, it was critical for
her to listen and learn about the ways she had
changed in her manner toward the patient be-
fore the patient could explore fears regarding
the emotional availability of others.

Although it is essential for therapists to ac-
knowledge their contribution to the interaction,
their task is not to sort out what proportion of
the patient’s perception is reality-based and
what proportion is not. Therapists should begin
with the assumption that there is a plausible
basis for the patient’s transference reaction in
the therapist’s action. Their task is to come to
understand the patient’s experience from an in-
ternal point of reference. For example, a patient
feels outraged at his therapist because he sees
her as one more in a long line of people who has
failed him or will fail him emotionally. Feelings
of this type in this context are secondary emo-
tions evoked by the perception that the underly-
ing wish to be nurtured or taken care of, once
again, either has not or will not be met. Al-
though the therapist can attempt to interpret
the underlying wish for nurturance and at-
tempt to bypass the secondary feelings of anger
and disappointment, it is often prudent to first
deal with the secondary feelings in their own
terms. It can be important for the patient to ex-
perience the feelings of anger and disappoint-
ment as acceptable and tolerable before he can
begin to acknowledge primary yearnings that
have him feeling vulnerable. Moreover, bypass-
ing the secondary feeling and interpreting the
underlying emotions can be experienced as un-
empathic and disempowering.

To tolerate the patient’s critical and angry
feelings is a difficult task, and it is inevitable that
therapists will respond as human beings with
their own anger and defensiveness. However, to
survive the patient’s anger can be one of the
most critical factors in negotiating an impasse. A
key principle is for therapists to stay mindful of
the difficult feelings that are emerging in them
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as they experience themselves as the object of
the patient’s anger and to be willing to ac-
knowledge their ongoing contributions to the
interaction. The therapist’s task is not to prove
to patients that he or she has no angry or defen-
sive feelings, but rather to demonstrate a consis-
tent willingness to stick with patients and to
work toward understanding what is going on
between them in the face of whatever feelings
emerge for both.

It is critical for the therapist to respond in an
empathic and validating way to any primary and
more vulnerable feeling states that emerge (Posi-
tion 5). The therapist should try to understand
these feelings not as archaic infantile needs that
need to be understood and renounced, nor as re-
mobilized developmental yearnings, but rather
as normal human yearnings for nurturance and
support. In some cases, it can be important for
the therapist to gratify the wish symbolically.
For example, a patient who had traditionally had
a tremendous amount of trouble acknowledging
and expressing underlying needs eventually
came to a point in her therapy where she began
to contact some of these needs. In one session,
she directly asked her therapist for some advice
about how to handle a difficult situation, some-
thing she had never done before. The therapist
responded by giving her advice, and then asked
her how it felt. She responded by tearing up, as
she contacted the relief and gratitude toward the
therapist for being willing to act on her behalf in
this context and the underlying yearning for
nurturance that had motivated her question.

In situations where it is difficult or impossi-
ble for therapists to gratify the underlying
wish, they should be empathic and understand-
ing, while at the same time making clear what
their boundaries are. The most controversial ex-
ample of this involves cases where erotic feel-
ings emerge on the part of the patient, but there
are other more mundane examples. These in-
clude any request that a therapist cannot meet
for whatever reason, such as extending sessions
beyond the appointed time. In such instances,

one should empathize with the underlying
yearning and the pain and frustration that in-
evitably result. Through this process, patients
gradually come to experience the therapist as
being there for them.

In working through confrontation ruptures,
it is necessary for the therapist to be sensitive to
and to monitor subtle shifts in the patient’s
self-states. Even those patients who are most
overtly aggressive or hostile toward their thera-
pist will experience moments of anxiety or guilt
about the expression of aggressive feelings and
attempt to undo the harm they feel they have
done, justify their actions, or attempt to de-
personalize the situation to defuse the danger
(Position 4). A second type of avoidance that
sometimes emerges during the resolution of
confrontations is the defensive withdrawal
from vulnerable feeling. Sometimes, patients
will contact vulnerable feelings and then shift
back into a more familiar and secure state of
aggression. With regard to either of these
avoidant operations, it can be useful for thera-
pists to track these subtle shifts in self-states
and to help patients become aware of them as
well as of the internal processes that led to
them.

To illustrate the confrontation resolution pro-
cess, we present the following case material.
The patient presented herself as paralyzed both
professionally and socially, finding herself fre-
quently engaged in argumentative encounters
that had a righteous basis for her. In these en-
counters, she viewed herself alternately as in-
tolerant aggressor and misunderstood victim
and considered others careless and irresponsi-
ble. It became evident that she wished for some
form of supportive guidance or nurturance
from others, but feared and expected disinter-
est and rejection. In the session presented
(which was alluded to previously), the patient
attacks the therapist for his nonchalant attitude
toward a broken water fountain near his office.
The session begins with the patient making
some cryptic threats, which leave the therapist
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somewhat befuddled. Her caustic comments are
accompanied by a smile, which the therapist
notices and inquires about. This leads to a bar-
rage from the patient and a vicious cycle in
which the patient is attacking and the therapist
defends.

Position 1: Confrontation Marker
THERAPIST: So, what’s up for you today?
PATIENT: Nothing. (Pause.) I didn’t get around

to figuring what I’m gonna do about this,
about this place. This week I was more or less
with my mother.

THERAPIST: Ahh, I’m unclear.
PATIENT: Well, my different tactics, remember?

First tactic didn’t work. Second tactic didn’t
work. So try another one. And I said I’d think
about what I was going to do.

THERAPIST: I see, so you’re saying that you
haven’t come up with another strategy over
the week.

PATIENT: Oh yes, I have. I just didn’t get a
chance to do it because this week has sort of
been balled up with my mother, but I’ll defi-
nitely be able to start my strategy and have it
in place by next time. (Smiles.)

THERAPIST: Hmmm. I’m aware of your smile
right now. Are you aware of that at all?

PATIENT: Oh yeah.
THERAPIST: Yeah? What’s your experience be-

hind the smile?
PATIENT: I’m telling you where it’s at and put-

ting you down at the same time. I’m letting
you know you’re not going to get the better 
of me.

THERAPIST: Uhuh. Is this . . . ?
PATIENT: The same way that, because you

know that, that water fountain doesn’t work.
(Explodes in anger.) Why should you expose
everybody to that when you know it doesn’t
work? You can pick up the telephone as well
as anybody else and say, “Hey guys, this stu-
pid thing hasn’t worked for ages. Make it
work.” Why do you have to wait for someone
else to do it? Why can’t you do it? You live 

in this world. You live on this floor, even if
you’ve got a private tap. You don’t care about
the public who don’t have private taps in this
building. You know, I really get pissed off at
people. I have no use for people. How diffi-
cult is it for you? You can just tell your secre-
tary to do it for Pete’s sake if your time is too
damn valuable.

THERAPIST: So you’re pissed off at me right
now?

PATIENT: Oh, it’s just you in general. That non-
sense downstairs and everything else and I
didn’t say anything when you made that
crack about the thing. I said, “All right, I’ll
show you, buddy.”

THERAPIST: About what thing?
PATIENT: Oh, when I said something, you made

that crack about the tap. You said you knew it
didn’t work, so I purposely told you how I
fixed the thing downstairs because . . . as a
put-down to you for not doing anything about
fixing the tap. That was deliberately a put-
down to you.

THERAPIST: Wait a sec, when I said I knew it
didn’t work, you took that as being like a
crack.

PATIENT: No, no, I mean you knew it didn’t
work. It wasn’t that you weren’t aware of it.
You knew it didn’t work, and you’ve done
nothing about it . . . (Goes on a diatribe about
people taking or not taking care of things in
the world and the importance of reward and
punishment.) I get fed up with people. I don’t
take shit like that. Sure, I was, that’s what the
smile was, you know.

THERAPIST: I’m kind of feeling lumped in with
everybody else right now.

PATIENT: Well, why not, you’re a person! You’re
part of humanity. Why shouldn’t you be
lumped in with everybody else?

THERAPIST: But I feel that I’m not being treated
as a person, that you’re just lumping me in
with everybody else.

PATIENT: Well, look at you. You’re just like
everybody else. “Oh yeah, I know that thing
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hasn’t worked for ages.” Sure, you deserve to
be lumped in with everybody else. You de-
serve it. (Launches into another diatribe.)

Although the therapist is trying to under-
stand the patient’s construal processes and de-
scribe his experience of her diatribes, he is still
in a defensive position and hooked in a vicious
cycle. In such transactions, survival may be all
that the therapist should aim to do. Finally, the
therapist discloses his reluctance to even speak
and responds in a way that unhooks from the
cycle and shifts the process.

Position 2: Disembedding
THERAPIST: I’m feeling reluctant to open my

mouth.
PATIENT: Yeah, well, you just got one of my

tirades. (Softens.)
THERAPIST: What’s happening for you now?

The therapist notices a definite shift in the
patient’s tone and manner as she becomes more
demure. At this point, she becomes anxious
about her confrontation, and the therapist
probes this state of mind by first focusing her
attention on the physical nature of her anxiety
and then exploring its meaning.

Position 4: Avoidance of Aggression
PATIENT: Now I’m all nervous. I can feel it. I

feel funny, like not right, a bit nervous. I can
feel I’m shaking inside.

THERAPIST: Can you dwell on this nervousness
for a moment? Describe what it’s like for me?

PATIENT: Well, it’s physical, like I can feel sort
of trembling inside, and my hands are
clammy.

THERAPIST: What’s your nervousness about?
PATIENT: Well, I, I know people don’t like to

have barrages like that.
THERAPIST: What about me?
PATIENT: Well, I don’t know, I’m careful when

I do it, and only do it with people I can get
away with it. That’s the other problem too.

THERAPIST: I want to, if possible, personalize
this more. Can you say if right now you’re
concerned about what I might think?

PATIENT: I guess, I’m concerned that you
might find this unacceptable. I don’t want
you to figure that I refuse to cooperate.

Here, the therapist was able to help the pa-
tient articulate her concern about what he might
think, which interrupted the exploration of the
rupture experience. After some exploration, she
was able to return to discussing the essence of
her negative sentiments.

Position 3: Exploration of Construal Processes
PATIENT: I mean, I’m getting tired of every-

body. By everybody, I mean all the profes-
sionals that have been around in the last two
years and a half, telling me I don’t want to
change and I’m not trying and all the other
horseshit that they’ve been telling me. I’m
tired of that.

THERAPIST: What are you feeling now?
PATIENT: I feel defensive a little bit. Trying to

keep you and also treating you like the rest of
them. Trying to make things very clear . . . be-
cause, I know, this is my last chance. I can’t fi-
nancially fiddle around anymore, and so this
is my last ditch. I’ve got to get something out
of this therapy. This is my last opportunity.

THERAPIST: You say, “This is my last ditch
chance . . .”

PATIENT: My last ditch chance, yeah.
THERAPIST: What are you experiencing when

you say that?
PATIENT: Well, I’m feeling desperate. I don’t

want to waste my time anymore with more
horseshit.

THERAPIST: Can you say more about the
desperation?

What emerged in this exploration was a
sense of gravity and desperation. The patient
saw the therapy as her last chance in life. Thus,
she reacted angrily to the therapist’s cavalier
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manner with respect to the broken water foun-
tain, fearing perhaps that he might approach
her situation with the same lack of seriousness.
The therapist focused her on her desperation in
hope of getting her in contact with her vulnera-
bility and underlying wish for nurturance.

Position 5: Vulnerability
PATIENT: I feel like it’s the end of the line. I’m

scared. (Voice breaks.) And I don’t know
what’s gonna happen to me if this doesn’t
work.

THERAPIST: So, I guess, that’s why you want to
make sure I care as much as you do.

PATIENT: Yeah. (Tears.)

Here, the therapist makes a link between the
patient’s desperation and her previous bar-
rage, which communicates both his under-
standing and his acceptance of her expression
of vulnerability.

B R I E F  R E L A T I O N A L  
T H E R A P Y  P R O C E S S

In what follows, we present some important fea-
tures and issues that have become central to the
application of this treatment model in a short-
term and time-limited context. In the Brief
Psychotherapy Research Program at Beth Israel
Medical Center, this brief relational model has
been applied as a 30-session treatment protocol
for outpatients presenting with longstanding
difficulties. Patients included in the study typi-
cally have presented with various Anxiety or
Mood Disorders on Axis I and Cluster C, or Per-
sonality Disorders Not Otherwise Specified on
Axis II, according to DSM-IV (American Psychi-
atric Association [APA], 1994). The therapists
have included licensed/certified psychiatrists,
psychologists, and social workers, as well as
psychology interns and externs, who have par-
ticipated in ongoing weekly case seminars and
individual supervision.

BEGINNING THE COLLABORATION

The beginning of treatment in BRT is marked by
a structure to define the tasks and goals of treat-
ment, even though this relational model remains
relatively unstructured compared to other short-
term dynamic models (and especially so com-
pared to cognitive-behavioral treatments).

Establishing the Rationale for Treatment Tasks
Conveying a meaningful rationale for treatment
to the patient plays an important role in estab-
lishing a therapeutic alliance. As Bordin (1979)
suggested, to the extent that there is an agree-
ment between patient and therapist about the
tasks and goals of therapy, a productive work-
ing alliance will be established. This process 
of explicitly establishing a rationale for treat-
ment is one that is often neglected in more in-
sight-oriented therapies. This omission fails to
recognize the crucial role that agreement about
tasks and goals plays in creating an alliance. 
We typically give the patient concise reading
material at the beginning of therapy and spend
time early in treatment discussing how therapy
works, with particular attention paid to the role
of awareness and the use of the therapeutic rela-
tionship. It is necessary to convey a rationale for
such therapeutic tasks as becoming aware of
emotional experience, exploring beliefs, fan-
tasies, and expectations, and examining what
takes place in the therapeutic relationship.

Demonstrating the Task of Mindfulness
In light of the importance of establishing agree-
ment on tasks, we also recommend the use of a
mindfulness exercise to experientially demon-
strate the notion of bare or nonjudgmental at-
tention. One might ask patients to close their
eyes and focus on their breath and each breath-
ing cycle, paying attention to where their mind
goes and then redirecting their attention back
to their breath. There are a number of possible
demonstration exercises that may be used
(Kabat-Zinn, 1991). The purpose here is to
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sensitize patients to attending in an accepting
manner to an emerging and ongoing process,
much in the same way they will be asked to at-
tend to their feelings.

Clarifying Expectations Regarding 
Treatment Goals
When conveying the rationale at the beginning
of therapy for short-term and time-limited ther-
apy, it is important to begin the process of try-
ing to establish reasonable expectations about
what can take place in such a framework. Our
short-term treatment is conceptualized for pa-
tients as a process of providing them a new ex-
perience, which primarily involves cultivating a
new skill of attention and awareness as well as
shining a beam of light on some core relational
themes, such that patients can continue to grow
and develop after the end of treatment. No mat-
ter how much time is spent conveying a sense 
of reasonable expectations at the beginning of
treatment and how much explicit agreement
there is by the patient about the nature of 
that goal, it is inevitable that there will be frus-
trations and disappointments by the end of
treatment.

NEGOTIATING THE COURSE AND

TASKS OF TREATMENT

Negotiating the course of BRT involves many
tasks for the therapist. Here, we outline some of
the more important ones.

Oscillating between Content and Process
A major task for therapists in this model in-
volves oscillating their attention between the
content and process of communication. As com-
munication theorists maintain, there are always
report and command aspects to any communi-
cation. The report aspect of the communication
is the specific content. The command aspect is
the interpersonal statement or the statement

about the current relationship that is being
conveyed by the patient’s communication. The
therapist should monitor both the content of
what the patient says and the process of how the
patient says it. Patients enter treatment with
plenty of content regarding how they are living
their lives outside of the therapy hour. A good
part of treatment, including in this model, is
devoted to discussing and navigating this ex-
trasession material. Attending to content pro-
vides the therapist with insight into patients’
inner experience and how they relate to them-
selves. Therapists typically are inclined to be-
come too enamored with content, however, at
the exclusion of being aware of the interper-
sonal implications of what is being said. At-
tending to process provides the therapist with
insight into the interpersonal statement that
the patient is making about the relationship
with the therapist.

Observing the Interpersonal Field
The therapist should continually monitor the
current interpersonal field as it shifts over time.
A cue of critical importance about the interper-
sonal field consists of the therapist’s feeling of
degree of interpersonal contact or engagement
with the patient. Therapists should gauge how
related, connected, or disconnected they are
feeling to the patient at any given moment.
Moments of disconnectedness provide thera-
pists with important information about what is
presently transpiring. The feeling of disconnect-
edness or unrelatedness from the patient may
emerge from a number of different sources.
One source is when patients are currently out
of contact with their inner experience. To the
extent that patients are presently in contact
with their inner experience and are thus re-
lated to themselves, it is more likely that the
therapist will feel related to and engaged with
the patient. Relatedness emerges out of affec-
tive engagement between patient and therapist.
There may also be momentary shifts in related-
ness or periods of unrelatedness resulting from
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the patient withdrawing from or avoiding some
aspect of the relationship with the therapist.

Exploring the Patient ’s Experience
In tracking patient experience, the therapist
should pay particular attention to not only the
patient’s emotionally salient experiential states,
but also transitions in patient experience, the
seams between one self-state and another. These
may reflect important underlying processes that
should be explored and clarified. Often, these
transitions indicate an avoidance of or a defen-
sive operation against an experience. And
often, therapists find themselves losing contact
with the patient as a result of this movement
away. The task is to help the patient become
aware of avoiding or defending against that ex-
perience, including the reasons for and ways of
doing it. A number of interventions can be use-
ful in this regard, ranging from traditional psy-
choanalytic interpretation of the defense to
awareness-directing interventions that are
more experiential in nature. By drawing the pa-
tient’s attention to the avoidant operations and
exploring their implications, the avoidance be-
comes deautomatic and subject to intentional
control. It is critical in such explorations that
there is a collaboration between patient and
therapist in an ongoing attempt to clarify and
articulate the patient’s experience. The opera-
tive emphasis here is on both “coparticipatory”
inquiry (Wolstein, 1977) and “detailed” inquiry
(Sullivan, 1954). As for the latter, it is a respect,
even a reverence, for particularity.

Exploring Self-Experience
At the same time therapists track the patient’s
experience, they should track their own inner
experience as well. Here, it is critical to go be-
yond simply identifying a feeling such as sad-
ness or anger at a more gross somatic level and
to articulate the nature of one’s inner experi-
ence in a more differentiated way. This process
involves a movement back and forth between
the level of feelings grounded in bodily felt 

experience and a conceptual elaboration of
those feelings. This parallels the task in which
we invite patients to engage. One of the great
challenges for therapists is to resist the tempta-
tion to grasp onto fixed conceptions of what is
taking place with their patients, to deal with
their own anxiety of a complex, ambiguous, and
threatening interaction by seeking the security
of imposing theory on some aspect of the thera-
peutic interaction. Rather, therapists should try
to establish an ongoing dialogue between what
they are experiencing and what they are con-
ceptualizing about their interaction with the
patient. One of the obstacles is that we have
been armed in our training with an impressive
arsenal of theoretical concepts that ironically
we can use to avoid listening to our hearts. Al-
though therapists often recognize the impor-
tance of exploring and becoming aware of their
own feelings, in practice it can be extremely dif-
ficult, especially when the therapist’s feelings
are threatening ones.

Oscillating between Self and Other Experience
Therapists are always directing their attention
back and forth or alternating their attention be-
tween the patient’s inner experience and their
own inner experience. One of the primary
points of orientation for therapists is their expe-
rience of contact with the patient’s inner expe-
rience. Thus, the therapist’s own inner
experience serves as an emotional compass
with which to gauge the degree of intimate re-
latedness or empathic contact. As long as thera-
pists are experiencing empathic contact with
the patient’s inner experience, they will auto-
matically be providing the type of therapeutic
environment in which the patient needs to
grow. All interventions will flow naturally out
of this sense of empathic contact. Over the
course of any session, however, it is common for
the therapist’s experience of empathic contact
with the patient’s inner experience to shift back
and forth, with the therapist experiencing 
ongoing shifts in degree of contact with the 
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patient’s inner experience. When the therapist
experiences a lack of contact with the patient’s
inner experience, the task is to reestablish that
sense of contact. This can be accomplished in a
number of ways, but first, therapists must real-
ize that they have lost contact.

Hooking and Unhooking from Cycles
The course of treatment invariably involves an
ongoing process of hooking and unhooking
from vicious cycles, embedding and disembed-
ding from various relational matrices. Being
embedded in a relational matrix is an inevitable
part of the therapeutic process. Therapists
should be able to accept the fact that they will
go through extended periods of being embed-
ded without being aware of it and will also go
through extended periods of feeling stuck. Dur-
ing these extended therapeutic impasses, it is
essential for the therapist to cultivate a sense of
acknowledgment and acceptance of the “stuck-
ness.” The therapist may want to speak explic-
itly to the patient about the fact that they are
both feeling stuck, thereby acknowledging the
mutuality of their experience. The experience
of stuckness thus becomes a shared experience
rather than a wedge between them. The thera-
pist should have faith in the process and convey
a sense of this faith to the patient. There are
times when therapists feel stuck or in a rut, 
and all they can do is wait. During these mo-
ments, if one can cultivate a sense of openness
or relaxed attentiveness, one can be open to new
possibilities as they emerge. What is critical
here is to be able to see each moment anew,
rather than as a repetition of a previous mo-
ment. The experience of stuckness is inevitable,
but what maintains this experience is the
inability to distinguish between past and pres-
ent. What prevents the therapist from moving
through the experience of stuckness is the fear
that it will never end. This fear interferes with
the therapist’s ability to let go and relax in the
stuckness and be open to new possibilities that
can emerge out of the experience of emptiness
and futility. Therapists need to understand that

they are always embedded in some relational
matrix with their patient and are faced with the
endless task of disembedding from one and em-
bedding into another with no other place to go
(Stern, 1997). The therapist’s understanding of
what’s going on can only be partial at best.

APPROACHING THE END

The end of treatment naturally evokes certain
themes, which will now be addressed. With
each patient, a challenge is posed for therapists
that is not unlike those they faced in working
through ruptures with that particular patient
throughout the course of treatment (though
perhaps more intense). Thus, the termination
process is considered the resolution of the ulti-
mate alliance rupture.

Separation and Loss
Termination obviously involves separation and
loss, and thus can evoke sadness as well as ten-
sion between the needs for individuation and
relatedness. As Otto Rank (1945) suggested, the
process of individuating is inherently guilt-
producing and fraught with anxiety because it
threatens relatedness. Paradoxically, however,
true individuation and relatedness are depend-
ent on each other. As theorists such as Mar-
garet Mahler (Mahler, Pine, & Bergman, 1975)
and John Bowlby (1973) have suggested, infants
require a sense of security in relationship with
the caretaker before they can engage in the
type of exploratory behavior necessary to facil-
itate individuation. Conversely, one cannot
maintain a mature form of relatedness to oth-
ers until one has developed a sense of oneself as
an individual. This is a critical theme that ther-
apist and patient must negotiate as treatment
comes to an end.

Acceptance
The problem of faith lies at the heart of the human
change process (see Safran & Muran, 2000, for
further discussion and relevant literature). At
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some fundamental level, one has to have some
hope that one has the ability to change and that
the healer has the ability to help one change. In
the final analysis, therapists need to have toler-
ance for their own impotence as helpers and
their own inability to solve patients’ problems
for them or take their pain away. It is inevitable
that patients will want the impossible from their
therapists. They will want them to transform
their lives. Therapists who have difficulty ac-
cepting their own limitations and being good
enough as helpers will respond defensively in the
face of patients’ impossible demands. It is thus
essential for therapists to come to terms with the
fact that in the end, there is a limited amount
that one human being can do for another. No
matter how deeply empathic the therapist is,
when the session is over, the patient goes home
and the therapist goes on with his or her own
life. The recognition of this limitation becomes
particularly poignant when confronting treat-
ment’s end. This realization, however, must not
be transformed into cavalier indifference, but
rather the genuine compassion of one human
being who experiences the pain of life for a fel-
low human being.

Being Alone
In life, we must all inevitably negotiate the fact
that by the very nature of our existence we are
paradoxically alone and yet in the world with
others. We are alone at a fundamental level in
that we are born alone and ultimately we die
alone. Many of our most private experiences
will never be shared with others. At the same
time, we are inescapably tied to others. We are
born in relationship to others and attain a sense
of self only in relation to others. As human
beings, we spend our lives negotiating the para-
dox of our simultaneous aloneness and togeth-
erness. We begin our lives attempting to remain
in proximity to attachment figures, and the
pursuit of interpersonal relatedness continues
to motivate our behavior through our lifetime.
No matter how hard we try, we cannot, except
for brief periods, achieve the type of union with

others that permits us to escape from our alone-
ness. This theme can also become salient as the
patient faces the end of treatment and the ther-
apeutic relationship. The critical task for the
therapist is to help the patient work through
this disappointment in a constructive way. This
involves coming to accept one’s needs and de-
sires as valid and legitimate, while at the same
time living with the pain of recognizing that
they will never be met in an absolute sense
(Safran & Muran, 2000).

TRAINING AND SUPERVISION

In many respects, our efforts to study alliance
ruptures and to develop resolution intervention
strategies have led us to pay a great deal of at-
tention to the training of therapists—specifi-
cally, to the question of how to help therapists
disembed from complex relational matrices and
work through therapeutic impasses. In this sec-
tion, we outline some key principles and strate-
gies that characterize our relational approach to
psychotherapy supervision (Safran & Muran,
2000).

The Relational Context of Supervision
In training, as in therapy, the relational context
is of upmost import. It is impossible for the su-
pervisor to convey information to the trainee
that has meaning independent of the relational
context in which it is conveyed. Supervision
thus needs to be tailored to the needs of the
trainee. Supervisors need to recognize and
support trainees’ needs to maintain their self-
esteem and calibrate the extent to which they
have more need for support versus new infor-
mation or confrontation in a given moment.
Supervisors should tailor the feedback to each
trainee’s unique needs. Depending when on
his or her developmental trajectory a particular
trainee is, different lessons may be appropri-
ate. Supervisors should monitor the quality of
the supervisory alliance in an ongoing fashion
that parallels the monitoring of the quality of
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the alliance in therapy. When there is an ade-
quate alliance, the supervisory relationship
can become background and does not need to
be explicitly addressed. However, when strains
or tensions emerge, the exploration of the su-
pervisory relationship should assume priority
over other forms of supervision.

Experiential Focus
For many trainees, the process of establishing an
experiential focus involves a partial unlearning
of things they have already learned about doing
therapy. Often, the training of therapists empha-
sizes the conceptual at the expense of the experi-
ential. Trainees study the approaches of different
psychotherapy theorists and learn to apply the
ideas they are learning to their clinical experi-
ence. They learn how to develop case formula-
tions from different theoretical perspectives and
to make interpretations that are guided by their
theoretical understanding of what is going on.
Although this type of knowledge is essential, it
can also serve a defensive function. It can help
trainees to manage the anxiety that inevitably
arises as a result of confronting the inherent am-
biguity and chaos of lived experience and lead to
premature formulations that foreclose experi-
ence. It can help them to avoid dealing with the
painful, frightening, and the conflicting feelings
that inevitably emerge for both patients and
therapists. In some respects, this conceptual
knowledge can be useful in navigating one’s
anxieties and therapeutic impasses; in others, it
can serve to tighten the deadlock. We typically
begin our training by discussing the dangers of
reification and emphasizing the value of striving
to develop a beginner’s mind. In addition, we have
found it useful to talk about the concept of mind-
fulness and the role it plays in the therapeutic
process. Often, trainees have difficulty at first
distinguishing between their experience and
their ideas about their experience, and it can 
be useful to use structured mindfulness exer-
cises to help them grasp this distinction and to
develop an openness to their experience. Such

exercises also help trainees sharpen their abili-
ties to become participant-observers.

Self-Exploration
Although there are times when specific sugges-
tions about ways of conceptualizing a case or
intervening are useful, there is an overarching
emphasis in our approach on helping therapists
find their own unique solution to their prob-
lems. The particular therapeutic interaction
that is the focus of supervision is unique to a
particular therapist-patient dyad. Each thera-
pist will have unique feelings in response to a
particular patient, and the particular solution
he or she formulates to the therapeutic dilemma
must emerge in the context of his or her unique
reactions. One therapist may respond to a
patient with a desire to nurture; another may
respond to the same patient with feelings of re-
sentment. The therapist who feels resentment
will inevitably have to find some way of work-
ing with these feelings, just as the therapist who
feels nurturant must begin with these feelings.
Ultimately, both therapists will have to harness
whatever feelings they have to be used as part 
of the therapeutic process. An important focus
of training is thus helping therapists to develop
some means of dialoguing with their patients
about what is going on in the moment in a way
that is unique to the moment and their experi-
ence of it. Suggestions about what to say pro-
vided by supervisors or fellow trainees may
look appropriate in the context of a videotape
that is being viewed, but may not be appropriate
in the context of the next session. The supervi-
sor’s task is thus to help trainees develop the
ability to attend to their own experience of the
moment and use it as a basis for intervening. At
the outset, we make it clear that although self-
exploration plays a central role in the training
process, it is also critical for therapists to re-
spect their own needs for privacy and their own
fluctuating assessments of what feels safe to ex-
plore in front of both supervisors and fellow
trainees.
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Awareness-Oriented Role Plays
Awareness-oriented role plays can be a particu-
larly useful tool for grounding the training pro-
cess at an experiential level and promoting
self-awareness in trainees. These consist of hav-
ing therapists role-play a segment of a session
that has been problematic, either with the assis-
tance of a training group member who plays the
role of patient or therapist, or themselves play-
ing both roles (alternating back and forth be-
tween the role of therapist and of patient). Role
plays of this type are particularly useful when
there is no recorded material available, but can
also be a useful supplement to supervision mak-
ing use of recorded material. The goal of this
type of exercise is not so much to practice differ-
ent ways of intervening as it is to facilitate the
exploration of feelings, thoughts, and fantasies
relevant to the specific case. Nevertheless, it can
also be an opportunity to experiment with dif-
ferent ways of intervening and exploring feel-
ings that block the ability to intervene in certain
ways.

Supervisors as Models
One of the most valuable learning opportunities
for trainees is to see their supervisors in action.
Observing an experienced therapist in action
allows trainees to analyze and make sense 
of what their supervisor is doing in a way that
the embedded perspective of the patient to
some extent precludes. If videotape facilities are
available, there is no substitute for observing
supervisors in session with their own patients.
This, of course, inevitably places supervisors in
a somewhat exposed and vulnerable position,
but the potential payoffs are well worth the
risks. A second opportunity for observing their
supervisors’ clinical work is provided when su-
pervisors help trainees engage in the process of
self-exploration in either individual or group
supervision. Another important opportunity is
provided when strains in the supervisory al-
liance are explored. This exploration can range
from simply checking in to see how a trainee

experiences a supervisor’s comment (when, for
example, the supervisor has an intuition that
the trainee felt criticized) to a more in-depth ex-
ploration of full-scale strains or ruptures in the
supervisory alliance.

R E S E A R C H  D I R E C T I O N S  
A N D  F I N D I N G S

On a final note, we briefly summarize the re-
search efforts over the past 15 years that have
played a central part in the development of the
clinical principles described in this chapter (see
Muran, in press, for an overview of our research
program). Essentially, this research program
has studied the process of change at two levels
of analysis. At one level, we have examined the
treatment efficacy of our relational model as
compared to two traditional time-limited mod-
els: one ego psychological, the other cognitive-
behavioral in orientation. The results have
indicated (1) equal efficacy among the three
models on the factors of symptomatology and
personality for patients who completed treat-
ment; (2) greater efficacy for the relational and
cognitive-behavioral models for completed cases
with regard to clinically significant change; and
(3) a significantly lower dropout rate for the re-
lational model over the cognitive-behavioral and
ego psychological models. At a more microana-
lytic level of analysis, considerable effort has
been devoted to the study of alliance rupture
resolution as a critical change event. This effort
has included the development of assessment
strategies to identify psychotherapy sessions in
which such change events occur (e.g., Muran
et al., 1995), as well as those to define the inter-
actional sequences of various patient states and
therapist interventions in the resolution process
(e.g., Safran & Muran, 1996). We have provided
preliminary support for the rupture resolution
models described in this chapter (Safran &
Muran, 1996; Safran, Muran, & Samstag, 1994)
and are currently conducting a large-scale 
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verification study, involving a new observer-
based measure that we have developed. In our
research program, clinical theory, treatment de-
velopment and evaluation, and the microanaly-
sis of rupture resolution work in concert. What
we have learned from the study of rupture reso-
lution has informed the development of our
treatment model as much as clinical theory has
informed how we have studied rupture resolu-
tion. A working alliance among clinical theory,
research, and practice is an ideal that we contin-
uously strive to realize (Safran & Muran, 1994).
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H I S T O R Y  O F  T H E
T H E R A P E U T I C  A P P R O A C H

Although object-relations theory is becoming
an influential perspective in contemporary
clinical work as a means of understanding
patients (particularly those with narcissistic 
and borderline disorders), until recently, its
main impact on treatment has been limited to
the modification of traditional psychoanalytic
technique (Cashdan, 1988; Glickauf-Hughes &
Wells, 1995). Greenson (1967), for example,
posits that, whereas what is curative in treat-
ment is the interpretation of transference, to in-
terpret transference, a working alliance must
first exist between analyst and patient. Klein-
ian analysts believe that the manner in which
interpretations are made can transform the re-
lationship between patient and analyst (Green-
berg & Mitchell, 1983). Rucker (1968) similarly
stresses that in interpreting the transference,
analysts implicitly say to patients that they are
not like their bad objects, but are trying to un-
derstand them and reach them. Pine (1993) be-
lieves that an “interpretation can have its

maximum effect because the relationship (non-
condemning) belies the patient’s inner world”
and that “additionally, the relationship factor
has its maximum effect at precisely the mo-
ment of interpretation” (pp. 192–193).

In contrast, Sullivan (1953) de-emphasizes the
value of interpretation altogether. Rather, he
highlights the importance of the analyst as of-
fering a new relationship in the patient’s life.
Fairbairn (1952) stresses the necessity of the an-
alyst’s being a good object in order to provide
the patient with sufficient security to relin-
quish bad object ties. Winnicott (1965) thought
that therapy should simulate a good enough
maternal environment to reverse the environ-
mental failure of patients. Likewise, Kohut
(1977) believes that it is the actual interpersonal
experience with the analyst that carries the
treatment’s therapeutic action.

Furthermore, Kohut (1997) suggests that spe-
cific analyst behaviors (i.e., empathizing, ex-
plaining, interpreting, mirroring, idealizing)
are required as a corrective experience to heal
the patient’s developmental deficits. Guntrip
(1969a) states that to help patients, therapists
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must actually be the kind of person with whom
patients can integrate their disparate fragments.
Jacobs (1993) believes that “many factors go into
the development of rapport between patient and
therapist, including the matching of personali-
ties and styles, employing the correct techniques
of working from the surface down, tuning into
the patient’s affects and interpreting these be-
fore one gets into deeper conflicts,” but these
factors “will not be effective or have meaning if
the basic ingredient, the mensch factor ingredi-
ent, is not present” (pp. 4–5). Jacobs defines a
mensch as a genuinely “mature individual with
sound values who can relate warmly and em-
pathically to another human being” (p. 4).

However, Renik (1993) remarked that al-
though Jacob’s (1993) concept of a therapeutic al-
liance was appealing, it was overly simplistic.
Renik stated that what was needed was a more
complex conceptualization of what type of ther-
apeutic relationship was corrective for patients.
Glickauf-Hughes and Wells addressed this issue
in their 1997 book, Object Relations Psychotherapy:
An Individualized and Interactive Approach to Diag-
nosis and Treatment.

THE CONCEPT OF A CORRECTIVE EMOTIONAL

EXPERIENCE REEXAMINED

The concept of a corrective emotional experi-
ence, as outlined by Alexander and French
(1946), has received substantial criticism in the
analytic community. Alexander defined the
corrective emotional experience in terms of the
patient’s reliving original traumatic experi-
ences in the presence of a significant other (e.g.,
therapist, friend) with a more favorable resolu-
tion than in the original childhood conflict.
Alexander recommended that the therapist
“manipulate” the transference by assuming a
role that would most readily evoke this correc-
tive emotional experience (Horner, 1979).

Greenson (1967) cautioned against the use of
essentially manipulative and anti-analytic tech-
niques, pointing out that, when such techniques

are employed, “the patient does not learn to rec-
ognize and understand his resistances, there 
is no premium on insight as a means of over-
coming resistances, and there is no attempt 
to change the ego structure” (p. 136). Horner
(1991) agreed, noting that “anti-analytic proce-
dures can block or lessen the patient’s capacity
for insight and understanding” (p. 191).

The concept of a corrective emotional experi-
ence, however, seems to be experiencing a resur-
gence. Renik (1993) discusses how an analyst’s
countertransference enactment can provide a
corrective emotional experience that helps the
patient to “recreate and master crucial patho-
genic experiences” (p. 142). Furthermore, Nor-
cross (1993) and Lazarus (1993) discuss tailoring
therapeutic relationship stances to the patient’s
needs. Dolan and colleagues (Dolan, Arnkoff, &
Glass, 1993) stress the importance of making the
therapist’s interpersonal stance contingent on
the patient’s attachment style. Mahrer (1993)
believes that crucial parts of the therapy rela-
tionship are uniquely tailored by and for each
patient in each session. Finally, Weiss (1993) be-
lieves that patients seek corrective emotional ex-
periences through their testing of the therapist
and that therapists should provide patients 
with the experiences they seek. Weiss posits
that providing these experiences helps patients
to disprove their pathogenic beliefs and, thus, to
pursue important but forbidden goals.

The therapist’s offering of a corrective emo-
tional experience is not intended to be a role
manipulation or even a role assumption, but
rather a genuine engagement that emphasizes
the particular aspects of the parental relation-
ship that a specific patient has insufficiently re-
ceived and that are required to facilitate the
patient’s continued interpersonal and struc-
tural development. Much of the analytic com-
munity has recognized the validity of altering
the analytic frame of therapeutic neutrality and
a blank slate presentation for borderline pa-
tients who need the therapist to behave in a
warm, empathic, and authentic manner as well
as to provide psychic functions that these
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patients cannot provide for themselves (e.g.,
self-validation, self-soothing, self-object differ-
entiation, reality testing). Therapists may be
more effective by altering their stance with
other patients (than borderlines) as well.

This proposal finds support in Lazarus’s
(1993) concept of the therapist as an “authentic
chameleon.” Lazarus thinks that “it is important
for the therapist to modify his or her participa-
tion in the therapeutic process in order to offer
the most appropriate form of treatment for the
client being seen as opposed to the situation
where the therapist fits the person to the treat-
ment” (Dryden, 1991, pp. 17–18).

As previously stated, clinicians who utilize
object-relations theories to direct psychother-
apy need to develop models of treatment that 
go beyond the mere modification of classical
psychoanalytic techniques and specify the pre-
cise way in which the therapist must be a new
object for each patient, given his or her particu-
lar characterological makeup. Although Kohut
(1977) has proposed such a model, self psychol-
ogy best serves as a corrective interpersonal
experience for individuals suffering from nar-
cissistic disturbances (Hedges, 1983).

It is not suggested that therapists “act,” “role-
play,” or become a “narcissistic object” for pa-
tients. What is recommended is tailoring the
therapeutic relationship to the patient’s devel-
opmental and interpersonal needs within the
confines of what the therapist is authentically
able to provide for the patient. All therapists
have limits. Therapists with schizoid tenden-
cies may not be able to help schizoid patients
learn to bond. Therapists with borderline moth-
ers may have particular difficulty containing
the projective identifications of their borderline
patients. What is important to note is that ther-
apists do not help patients resolve transference
feelings when they subtly behave like the pa-
tients’ internal objects. It is thus helpful for
therapists to be aware of their strengths and
limitations, their own countertransference is-
sues, and to know which patients should be re-
ferred to another therapist.

CURRENT INTERPERSONAL AND OBJECT-
RELATIONS THEORIES OF TREATMENT

There have been several excellent models ap-
plying object-relations principles to the treat-
ment of couples (Scharff & Scharff, 1991) and
families (Slipp, 1984). The most thorough
model to date of a theory of object-relations
therapy that deals with varied patient prob-
lems has been proposed by Cashdan (1988).
The basic tenets of Cashdan’s model are that
(1) emphasis in treatment is placed on the 
therapist-patient relationship; (2) the therapist
focuses on the therapist-patient relationship in
the here and now rather than on transference,
defense mechanisms, and insight; and (3) the
goal of therapy is to use the therapist-patient
relationship as a vehicle for the patient’s
developing both healthier object relations and a
more positive sense of self. Cashdan believes
that interpersonal psychopathology is expressed
through different projective identifications (e.g.,
dependency, power, sexuality, ingratiation) and
that therapists can understand patients’ pathol-
ogy as well as derive a therapeutic strategy for
treating that pathology by understanding their
own countertransference reactions to patients’
projective identifications. Once therapists un-
derstand the patient’s metacommunicative 
demands (e.g., “Take care of me,” “Do what I
say”), they can treat the patient’s interpersonal
pathology by refusing to concede or conform to
the metacommunicative demand, while helping
to raise the patients unconscious motives to the
level of awareness and providing an alternative
and healthier way of relating.

This strategy is similar to that proposed by
interpersonal therapists who stress the impor-
tance of the therapist not responding in a com-
plementary fashion to the patient, but providing
the patient with an “asocial response” (Beier,
1966). The basic modes of the asocial response
are (1) delay of response, (2) reflection of content
and feeling, (3) labeling the style of interaction,
and (4) making a paradigmatic response (Young
& Beier, 1982).
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Although it is recommended that therapists
not make complementary, social responses to
the patient’s pathological and interpersonally
self-defeating behaviors, and although alternate
behaviors are recommended, the primary limi-
tation of this approach is that a model of vari-
able therapeutic response for treating patients
with different interpersonal pathology (e.g., be-
having in a more spontaneous, emotional way
with obsessive-compulsive patients and facili-
tating logical connections with hysterical pa-
tients) has not been articulated.

Alternative strategies have been proposed 
by Leary (1957) and Benjamin (1996). In Ben-
jamin’s structural analysis of social behavior
(SASB) model, the therapist both refrains from
complementary behaviors and attempts to do
the antithesis with the patient. For example, if
the patient whines, defends, and justifies, the
therapist confirms that the patient is acceptable
just as he or she is. Through confirmation, it is
hoped that the patient’s defensiveness will give
way to free and enthusiastic disclosure.

Benjamin (1996) recommends therapeutic
strategies tailored to modify particular maladap-
tive behaviors of patients, yet this approach does
not specifically address the more complicated
remediation of developmental deficits, including
the building of new psychic structures (e.g., co-
hesive sense of self, good observing ego). Thus,
the issue of increasing the development of an in-
tegrated sense of self is not addressed in the dif-
ferential treatment of the dependent behavior of
the hysteroid borderline patient (who requires
greater therapist involvement, limits, and sup-
port) from that of the hysterical neurotic patient
(who requires therapeutic abstinence and the
promotion of regression while recognizing the
patient’s real capabilities).

Developmental issues are more clearly ad-
dressed in the model of psychotherapy (based
on object relations and ego psychology princi-
ples) used by Althea Horner (1979, 1991).
Horner does not specifically systematize the
particular therapeutic behaviors appropriate for
the resolution of specific developmental failures

(and their resultant character pathology), but
she does discuss different treatment implica-
tions relevant to patients with differential
pathology. For example, in discussing the tasks
of treatment in working with a schizoid patient
(whose developmental failure is seen as stem-
ming from the symbiotic stage and the hatching
phases of separation-individuation), Horner
(1979) states: “One must provide a matrix of re-
latedness so that, as differentiation proceeds, it
is not equated with object loss, with its danger of
dissolution of the self” (pp. 92–93). In contrast,
Horner discusses a borderline patient with rap-
prochement issues who expressed a premature
wish to leave treatment. Horner believes that the
appropriate stance in this case was to support
the patient’s separation-individuation striving
symbolized in the wish to leave, rather than con-
fronting the wish as a resistance to treatment.

In her discussion of treatment for these two
patients, Horner (1979) implicitly suggests that
different types of corrective interpersonal ex-
periences are needed for personality disorders
that have developmental arrests at different
stages. For the schizoid patient who received
an inadequate symbiotic experience and conse-
quently struggles with painful underattach-
ment, Horner’s therapeutic strategy is one of
emotional availability. For the borderline pa-
tient who was not permitted to separate dur-
ing rapprochement and consequently struggles
with painful overattachment, the appropriate
therapeutic strategy is one of supporting the
patient’s attempts at separation. Horner’s
(1991) most recent book, Psychoanalytic Object
Relations Therapy, considers the application of
object-relations theory to the general themes
and phases of the treatment process as applied
to patients with various developmental
deficits. However, she only briefly refers to
therapeutic issues that are differentially rele-
vant to patients with various character disor-
ders (e.g., narcissistic, schizoid, depressive,
paranoid).

In this chapter, an extended model of object-
relations therapy developed by Glickauf-Hughes
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and Wells (1995, 1997) is presented. This model
(1) gives greater specificity to the concept of
providing patients with a new object or correc-
tive interpersonal experience than previously
described by Fairbairn, Guntrip, Sullivan, or
Alexander and French; (2) takes developmental
deficits and structural change into account more
than does Benjamin’s SASB model; (3) discusses
proactive strategies for dealing with particular
character disorders more than does Cashdan’s
model; (4) further expands on the therapeutic
strategies for rectifying developmental deficits
as articulated by Horner (1979, 1991); and (5) is
applicable to a broader range of disorders than
Kohuts (1971, 1977) model.

T H E O R E T I C A L  C O N S T R U C T S

Interactional object-relations therapy is based
on six fundamental assumptions:

l. Personality and psychopathology are in-
fluenced by relationships with significant
others during critical stages of social and
emotional development.

2. Hypothetical psychic structures (e.g., the
self, the ego, the superego) that perform
critical mental functions (e.g., reality test-
ing, the ability to self-observe, the capacity
to have concern for the wellbeing of oth-
ers) normally develop in relationships
with others during these periods.

3. One’s early formative relationships are af-
fected by ones innate temperament as well
as the character style and current life sta-
tus (e.g. health, marital satisfaction) of
one’s childhood caretakers.

4. One’s early interpersonal experiences are
internalized and become organized into a
mental template of relationships (i.e., an
image of oneself interacting with an image
of an object/other) that determines one’s
perceptions of and behavior with others.

5. Psychopathology is a function of inaccu-
rate and maladaptive mental templates.

6. One’s mental template can be changed 
in psychotherapy through interpretations
leading to insight about oneself and one’s
relationships, along with a corresponding
corrective interpersonal experience.

Psychotherapy thus provides individuals with
the opportunity for a developmental second
chance. These principles are further elaborated
next.

THE INTERPERSONAL INFLUENCES ON EARLY

CHARACTER DEVELOPMENT

In contrast to the biological emphasis of Freud
(1959), Fairbairn (1952) and Sullivan (1953) be-
lieved that personality was formed in relation-
ships with other people. Glickauf-Hughes and
Wells (1995, 1997) place particular importance
on relationships with caretakers during critical
periods of social and emotional development, as
described by theorists such as Bowlby (1973),
Erikson (1950), and Mahler, Pine, and Bergman
(1975). When caretakers provide children with
appropriate interpersonal experiences, children
sufficiently master major developmental tasks
or phases such as basic trust, attachment, sepa-
ration, object constancy, individuation, auton-
omy, initiative, and intimacy. If, for example, a
mother (or primary caretaker) is physically or
emotionally unavailable to her child, particu-
larly in the first year of life, and this is not recti-
fied by later experiences, the child may become
an adult who has great difficulty making at-
tachments to others. Alternatively, if parents
are not attuned to the child’s needs, impinge on
the child when the child is not needful, do not
see and understand the child’s basic nature, but
rather expect his or her behavior to conform to
parental expectations, the child does not de-
velop an authentic sense of self (Winnicott,
1965). As an adult, he or she has great difficulty
articulating needs and tends to behave in a re-
active way to the perceived expectations of oth-
ers (Miller, 1981).
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THE IMPORTANCE OF EARLY RELATIONSHIPS ON

THE DEVELOPMENT OF PSYCHIC STRUCTURES

Horner (1979) believes that the development of
psychic structures (such as the ego, which per-
forms such functions as reality testing, the ca-
pacity to self-observe, and the ability to tolerate
frustration) is not a mere function of age and
brain development. Rather, these structures and
their functions evolve in the context of interper-
sonal relationships. For example, if children
become overwhelmed by affect and are unable
to maintain an objective perspective, they can
temporarily “borrow” the caretaker’s ego func-
tions (e.g., the ability to assess the situation
realistically). Gradually, in optimal circum-
stances, these caretaker functions are internal-
ized by the child.

Additionally, Horner (1979) maintains that 
to be truly autonomous, one must first be de-
pendent. She believes that the structural devel-
opment that occurs outside the context of a
relationship (i.e., is self-taught) is often com-
pensatory and therefore both rigid and fragile.
If, for example, children lack a realistic role
model for being objective, they may develop un-
realistic standards for objectivity and may at-
tempt to be perfectly objective, thereby losing
information provided by their feelings. Further-
more, when ego functions are not learned
through modeling, practice, and adult assis-
tance, individuals often feel like an imposter
(i.e., feel like a child “acting” like an adult while
remaining unsure of their real capacity for com-
petent, independent functioning).

THE INTERACTION OF NATURE AND NURTURE

We believe that individuals are not born a tab-
ula rasa. Experiences, particularly ones with
significant others, are crucial in character for-
mation, but they account for only a portion of
the variance. We think that infants are born
with different temperaments that predispose

them to respond to the world in particular ways.
Some examples of traits that are likely to be in-
nate are sensitivity, adaptability, activity level,
regularity, emotional intensity, and persistence
(Kurcínka, 1991). These traits can be reinforced
or modified by the environment. For example,
one child, who was not affectionate by nature,
became so in a nonintrusive, affectionate family.
Another child, who was sensitive, intuitive, and
perceptive, developed those traits further as they
were reinforced by his therapist-parents.

Having established the importance of the
child’s innate temperament, both parents’ tem-
peraments, and their current life circumstances,
we now wish to underscore the equal impor-
tance of the temperamental fit between the
child and his or her parents. Each of these
factors contributes to the general adjustment
and particular character formation of an indi-
vidual. For example, a young, sensitive, inse-
cure mother with little environmental support
and high need for control may find it easier to
accept the true self of her firstborn, low-energy,
adaptable child than her second-born, strong-
willed, active child who has difficulty getting
on a regular schedule or adjusting to change. In
addition to their being a nonoptimal fit, the
mother now has two children to raise. In such a
case, the first child is more likely to develop a
sense of self and self-esteem than the second.
Likewise, the extroverted, other-oriented child
of a withdrawn mother may be more able to
turn to others and thus learn to form secure at-
tachments than an innately introverted child in
the same family.

Both narcissistic and masochistic character
pathology can arise in a family with narcissistic
dynamics. Factors such as physical appearance,
innate talents and abilities, resilience, gender,
sexual preference, and birth order are variables
that contribute to the development of masochis-
tic versus narcissistic character traits (Glickauf-
Hughes, 1999). For example, one client’s family
consisted of a narcissistic mother; an older son
who physically and temperamentally resembled
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the idealized but absent father; a gay son who
early on exhibited gender-nonconforming be-
haviors; and an adaptable, attractive, extroverted
daughter. The mother had an enmeshed relation-
ship with her older son, spoiled and infantalized
him, and used him to meet her emotional needs.
She used her daughter as an idealized self-object;
in return for being her mother’s ego-ideal, she
received her mother’s attention and approval.
Neither the older son nor the daughter separated
or individuated from the mother. In contrast, al-
though the gay son did not have high self-
esteem, he was the highest functioning, most
mature and well-adjusted member of the family,
in spite of being relatively neglected and scape-
goated (i.e., shamed and physically abused). Al-
though he suffered from low self-esteem due to
his mother’s prejudice against homosexuality,
she nevertheless allowed him to separate and in-
dividuate. Thus, by default, he developed a sense
of self. Furthermore, his intelligence and re-
silience allowed him to gain objectivity about
his family, imagine a different world, and ac-
tively create one.

THE EFFECT OF EARLY RELATIONSHIPS ON

ADULTS’ COGNITIVE TEMPLATE OR MENTAL

MAP OF THEMSELVES IN RELATION TO OTHERS

Through the following process, people tend to
develop cognitive maps of their experience of the
world that are used to guide their decision mak-
ing and actions. Through the process of internal-
izing their experiences with significant others,
particularly during critical stages of social and
emotional development, these mental images
become organized into a mental template of a
representation of one’s self in relationship to
other people. This template influences the indi-
vidual’s perceptions and interpersonal behavior.
For example, one client’s intrusive, manipulative
mother was so involved in a fundamentalist
Christian church that she was unaware of the
norms and customs of social reality. On one

occasion, the client had been asked the time by
another passenger on the train on the way to
therapist’s office. When she arrived, she was
feeling irate and said: “What made that person
think that it was okay to ask me for the time?”
An individual’s mental template also predis-
poses him or her to assume a particular attach-
ment style (e.g., anxious attachment, dismissive
attachment) or interpersonal stance, such as
moving toward, away from, or against others
(Horney, 1939), or friendly dominance, hostile
dominance, friendly submission, or hostile sub-
mission (Leary, 1957). From this perspective,
personality disorders are viewed as a manifesta-
tion of a dysfunctional mental template of inter-
personal relationships resulting from specific
developmental deficits causing the individual to
behave in an inflexible, maladaptive fashion that
does not take the realistic components of the cur-
rent situation into account.

THE USE OF INSIGHT AND A CORRECTIVE

INTERPERSONAL EXPERIENCE TO PROVIDE

CLIENTS WITH A DEVELOPMENTAL

SECOND CHANCE

Object-relations therapy attempts to provide
patients with the opportunity for a corrective
interpersonal experience geared to help them
to (1) modify their mental template of self and
objects, (2) better master unresolved develop-
mental issues, (3) assume more varied and
flexible interpersonal stances that are more 
appropriately attuned to their current social
reality, and (4) remedy deficient psychic struc-
tures. By offering patients opportunities for
corrective experiences, this therapy thus gives
these patients “a developmental second
chance” (Greenberg & Mitchell, 1983, p. 356).
The kind of corrective interpersonal relation-
ship that a given patient requires varies with
his or her particular developmental impasse,
structural deficits, interpersonal stance, and
resulting character disorder.
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For example, the primary developmental fail-
ure of clients with obsessive character occurs at
what Freud (1908) refers to as the anal stage,
Mahler et al. (1975) term the late rapprochement
subphase of development, and is popularly re-
ferred to as “the terrible twos.” During this pe-
riod, children need to feel like the “acter,” not
just the “acted upon.” They frequently use the
word “no.” “No” means “ I don’t know what I
want yet, but I don’t want what you want me 
to want.” The good-enough parent needs to ap-
preciate the budding of the child’s independ-
ence and avoid control struggles with the child.
The child must be allowed to win some battles
(i.e., ones in which the child’s safety is not
endangered).

Parents of obsessive-compulsive clients are
often obsessive-compulsive too. As they do not
have a clearly established sense of autonomy,
they are threatened by the child’s acts of defi-
ance and are often excessively controlling with
the child. Furthermore, as they are conflicted
about their own feelings of aggression, they
either excessively or insufficiently contain the
child’s aggression. They are generally rigid in
their beliefs and are excessively moralistic. As
children tend to internalize both their parents’
values and the manner in which their values are
organized and expressed, the obsessive devel-
ops an overly harsh, rigid superego.

Parents of clients with obsessive character are
typically high-functioning, repressed individu-
als who are usually more comfortable, emotion-
ally expressive, and affectionate with infants
than with toddlers. Furthermore, although they
have difficulty with the child’s oppositional be-
havior, they are able to tolerate the child’s sepa-
ration from them and their wish to control the
child does not include a total lack of recognition
of the child’s innate nature. Thus, while the
obsessive-compulsive has problems with auton-
omy and a harsh superego, he or she generally
has basic trust, a sense of self, object constancy,
and well-developed ego functions (e.g., reality
testing, observing ego).

In treating the client with obsessive charac-
ter, the developmental goal is to help the client
to become more autonomous; the structural
goal is to soften the superego; and the interper-
sonal goal is to help the client become more
active (rather than reactive) and more sponta-
neous and engaged with people. As previously
described, a corrective interpersonal experi-
ence for this client is most likely achieved when
the therapist behaves in a manner that enables
clients to master those tasks that they were un-
able to complete with parents. Thus, as parents
of clients with obsessive character were con-
cerned about power, control, and doing things
right, therapists are advised to be concerned
about the quality of the relationship rather than
establish a pattern of nitpicking and having
power struggles with the client. Therapists must
celebrate clients’ oppositionalism as a way of
saying “I exist. I’m a person who has impact. I
am in control of myself,” as their parents were
unable to do. This must be done before con-
fronting them about the negative impact that
their oppositional and controlling behavior cur-
rently has in their life. Because an obsessive
client’s parents were typically rigid and emo-
tionally contained, it is very helpful when
therapists are warm, flexible, spontaneous, and
affectively expressive.

Due to limitations of space, this is an incom-
plete description of what constitutes a correc-
tive interpersonal experience for clients with
obsessive character structure. However, it is in-
tended to demonstrate how, in understanding
developmental principles and the client’s per-
sonal history, the therapist is less likely “to re-
peat it” with the client.

In general, when making decisions about what
constitutes a corrective interpersonal experience
for a given client, therapists are advised to under-
stand the principles used by good-enough 
parents to help children with particular develop-
mental tasks and adapt these principles to the
therapeutic situation (Glickauf-Hughes & Wells,
1997). The therapist must be careful not to behave



Mastering Developmental Issues through Interactional Object-Relations Therapy 291

in an infantilizing or condescending way to the
adult patient or create or collude with the pa-
tient’s fantasy about having a second childhood.

In truth, the goal of a good-enough parent
(and the therapist utilizing this approach) is to
help clients grow up and to render oneself obso-
lete. Bowlby (1973) believes that a mother helps
her child separate from her by serving as a se-
cure base from which to explore the world and
get refueling. One of the authors used this prin-
ciple as a guideline with a client who had diffi-
culties with both separation and individuation.
His parents were extremely narcissistic. They
manifested their narcissism with the client both
by being possessive and by insisting that he act
like them, agree with them, and feel and think
the same things they did. As his partner had
recommended that he go to therapy, the client
was, thus, unsure if he was going to therapy 
for her, for the therapist, or for himself. He also
resisted becoming involved in therapy, as he
feared that becoming attached to the therapist
would make him unable to leave her. At the be-
ginning of treatment, he tended to abruptly
leave in the middle of the session. The therapist
neither stopped him nor processed it (which
would, in effect, be stopping him from leaving),
but warmly said, “Goodbye. I’ll see you next
week.” After nine months, he decided to termi-
nate treatment. The therapist did not analyze
the resistance. However, in the process of termi-
nation, she told the client that she thought it
was very important to the client that he know
he could leave when he wanted to and that he
was in treatment by choice. One year later, he re-
turned to therapy and remained for three years.
This time, the therapist processed his occasional
desires to leave prematurely. He became attached
to the therapist during this treatment and was
more conscious of and talked about his feelings
of separation anxiety before vacations. The thera-
pist used a variety of methods to help him with
these feelings in her absence (e.g., use of journals,
small symbolic transitional objects). When he ter-
minated after three years of treatment, he did so

with appropriate feelings of loss and gratitude,
but not panic.

M E T H O D S  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N

In interactional object-relations psychotherapy,
through the use of interpretations leading to
insight and a corresponding corrective inter-
personal experience, therapists attempt to help
clients master their unresolved developmental
issues, modify their maladaptive interpersonal
stances, and develop psychic structures that are
weak or lacking. For treatment to be successful,
it is extremely important for therapists to begin
by making a discerning differential diagnosis
that evaluates both the client’s overall character
style/disorder and the underlying issues that
are the focus of this form of psychotherapy.

AN EGO-STRUCTURAL MODEL FOR MAKING

DIFFERENTIAL DIAGNOSES

Our model for making differential diagnoses
(Glickauf-Hughes & Wells, 1997; Wells & Glick-
auf-Hughes, 1993) is a modification of Kern-
berg’s (1975) ego-structural paradigm. These
models differ from the atheoretical approach
exemplified by the Diagnostic and Statistical
Manual of Mental Disorders (DSM-IV; APA, 1994),
as etiology, psychopathology, and treatment are
directly related to diagnosis. In essence, the very
factors that the model proposes to treat are as-
sessed in each diagnostic category (i.e., unre-
solved developmental issues, structural deficits,
interpersonal functioning). Level of ego func-
tioning is differentiated from personality style
and criteria for differentiating one diagnostic
category from another are articulated.

Kernberg’s Diagnostic Model
Briefly, Kernberg’s (1975) diagnostic model spec-
ifies four levels of ego development: normal,
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neurotic, borderline, and psychotic. Normal in-
dividuals generally use secondary process
thinking. In essence, their thought processes
are rational and reality-based and intervene be-
tween impulse and action. When they are under
stress, they primarily utilize mature defenses
(i.e., ones that are more adaptive and reality-
based) such as sublimation, suppression, and
humor. In addition, they have the capacity for
self-observation and the ability to delay gratifi-
cation and tolerate frustration and to integrate
and differentiate. In particular, they can inte-
grate good and bad interpersonal experiences
and differentiate self from others. They have
firmly developed object constancy (i.e., an in-
ternal representation of a predominately good
other that can be used for security and self-
soothing) and an integrated, separate, well-de-
veloped sense of self. They have the capacity for
basic trust, love, commitment, and reciprocity
in their relationships. They have a superego
(i.e., conscience, set of moral values) that is well
balanced and realistic. They thus are able to
conform when necessary to societal standards
without giving up pleasurable experiences.

Individuals at the neurotic level have fairly
similar ego development to normal individu-
als. Two primary differences prevail. Neurotic
individuals rely primarily on repression and
associated middle-level defenses (including in-
tellectualization, rationalization, isolation of
affect, reaction formation) to cope with stress
and conflict. They also tend to either overuse
or underuse their superego or ego functions in
their tendency to repeat unresolved, repressed
conflicts from childhood. Individuals at the
neurotic level of ego development have a fairly
well-developed observing ego and typically
view their psychopathology, or at least some
part of it, as ego-alien or odd.

Individuals at the borderline level of ego devel-
opment have a tendency to use primary process
thinking under stress or when using drugs 
and alcohol. In addition, they frequently use
primitive defenses that are highly maladaptive

and significantly distort reality. For example,
they often use splitting (i.e., the complete emo-
tional separation of good and bad experiences)
so that when frustrated, they experience them-
selves and/or others as “all bad.” In addition,
they use projection, introjection, derealization,
depersonalization, acting out, and projective
identification. The last defense refers to an
unconscious process in which an individual
projects unacceptable aspects of the self onto
another and then behaves in such a manner as
to induce the receiver into experiencing or act-
ing out the projected, disowned aspects of self.
Borderline individuals are not able to separate
self from others and lack a cohesive sense of self
and object constancy. Thus, they have problems
in tolerating frustration and deferring gratifica-
tion, and have great difficulty trusting other
people. They generally relate to others at the
need-gratifying level of object relations (i.e.,
they use other people for what they provide).
Their relationships tend to be intense and short-
lived. They have little capacity for objective self-
observation and often have quite compromised
social reality testing.

Finally, psychotic individuals rely on lower-
level defenses such as derealization, depersonal-
ization, hallucinations, severe dissociation, and
delusions. They predominantly use primary pro-
cess thinking and have extremely impoverished
or barely discernable relationships with others.
They have a vague, undefined sense of self with
a contradictory set of self representations that
are poorly integrated and actively kept apart.
There is no objective self-observation and ex-
tremely poor reality testing.

An important characteristic of Kernberg’s
diagnostic model is that the term borderline is
used to describe a level of ego development that
includes a number of personality disorders
rather than to designate a particular personal-
ity disorder. Thus, the hysterical neurotic and
hysteroid borderline may initially appear simi-
lar due to stylistic or superficial similarities
such as acting seductive or looking helpless.
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However, their underlying structure, function-
ing, and consequent treatment goals are quite
different.

Wells and Glickauf-Hughes’s Modification of
Kernberg’s Model
Wells and Glickauf-Hughes (1993) have altered
Kernberg’s model in two ways. First, we added
and more elaborately defined the category “pre-
neurotic,” which was very briefly mentioned by
Horner (1979) as a fifth level of ego development.
Individuals at the preneurotic level predomi-
nantly use higher- and middle-level defenses
and occasionally use lower-level defenses such
as introjection, projection, delimited, specialized
(i.e., masochistic or narcissistic) splitting, and
acting out. They primarily use secondary pro-
cess thinking, can delay gratification, and have a
cohesive sense of self. However, they have not
fully achieved object constancy. Although they
are usually able to integrate good and bad expe-
riences of self and other and refrain from re-
liance on splitting, particularly in its traditional
(i.e., global) form, they have never fully internal-
ized the comforting, soothing functions of their
ambivalently held, childhood caretakers. They
are thus overly reliant on others for self-
esteem, internal security, and soothing. They
also manifest a weakened sense of basic trust,
and although their social reality testing is pre-
dominantly sound, it can be compromised in
areas that threaten their primary attachment
relationships. Finally, under stress in intimate
relationships, they can have great difficulty
with objective self-observation.

Second, we categorize the personality disor-
ders at each level of ego development in regard 
to their predominant attachment/interpersonal
style. In our 1997 book we described personal-
ity disorders that represent three different at-
tachment styles (moving toward or being
attached to people, moving away from or dis-
missing others, and moving against others);
we focused on the first two styles at the neu-
rotic, preneurotic, and borderline levels of ego

development. Individuals at the so-called nor-
mal level presumably do not require extended
treatment, and psychotic and aggressive border-
lines (e.g., antisocial, aggressive-sadistic, para-
noid) are not (or, at least, are much less)
amenable to this form of treatment. Therefore,
we articulated only the specific form that inter-
active object-relations therapy would assume for
treating six personality disorders (one funda-
mentally preoccupied and one fundamentally
dismissive type) at the neurotic, preneurotic,
and borderline levels of ego development.

SUMMARY OF MODEL FOR OBJECT-RELATIONS

PSYCHOTHERAPY FOR SIX PERSONALITY

DISORDERS WITH FUNDAMENTALLY

PREOCCUPIED OR DETACHED STYLES AT THE

BORDERLINE, PRENEUROTIC, AND NEUROTIC

LEVELS OF EGO DEVELOPMENT

Treatment of Neurotic Clients
At the neurotic level of ego development, the
preoccupied type is the hysterical personality.
The level of developmental arrest of this disorder
is at the late Oedipal stage. Parents of hysterics
tended to discourage appropriate aggression and
rewarded helpless, passive, and seductive behav-
ior. Frequently, the opposite-sex parent triangu-
lated the child against the same-sex parent and
was seductive when the child expressed depen-
dency needs. Their primary developmental fail-
ure is the inability to take initiative. They also
have problems experiencing and expressing sex-
ual and aggressive impulses, and have a pro-
clivity to confuse their dependency needs with
their sexual needs. Their resulting interpersonal
stance is pseudodependent, attention seeking,
and seductive. Generally, hysterical individuals
have relatively healthy, well-developed psychic
structures. Their major problem in this area is
some proclivity to act out. Interpersonal treat-
ment goals include developing (1) appropriate
self-assertion, (2) initiative and awareness, and
(3) direct expression of dependency needs.
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Structural goals include increasing frustration
tolerance by learning to self-reflect, think
through, or objectively observe before acting out.
Therapists of hysterical clients are generally ad-
vised to be warm and nondirective, to clarify
emotions and ask for factual details, and to sup-
port strength and competence and not dominate,
get seduced, or foster too much dependency
(Mueller & Anischewitz, 1986).

The detached type at the neurotic level is 
the obsessive-compulsive personality (OCP).
The stage of developmental arrest is the late
rapprochement/anal period. Historically, the
OCP received excessively harsh discipline. Par-
ents tended to overcontrol the child’s impulses
and emotions and restricted autonomous ac-
tions. The primary developmental deficit is in
the area of autonomy versus shame and doubt.
Interpersonally, the OCP tends to be reserved,
self-contained, and overly serious and fre-
quently engages in power struggles with oth-
ers. They have well-developed and adaptive
psychic structures with the exception of their
superego, which is overly harsh and tends to
dominate the individual’s overall personality.
Interpersonal treatment goals include increas-
ing the importance of relationships with others
over having control or being right and increas-
ing playfulness, emotional expressiveness, and
spontaneity. The predominant structural goal
is softening the superego. The corrective inter-
personal experience in psychotherapy for the
OCP includes being warm, emotionally expres-
sive, and spontaneous; acknowledging thera-
peutic errors; empathizing with clients’ shame
or guilt about making mistakes; modeling ap-
propriate risk taking (Wells, Glickauf-Hughes,
& Buzzell, 1990); and assuming a nondirective,
nonauthoritarian approach.

Treatment of Preneurotic Clients
The fundamentally preoccupied client at the pre-
neurotic level is the masochistic or self-defeating
personality. The masochist’s primary develop-
mental arrest is at the “on-the-way-to-object-

constancy” phase of separation-individuation
(Horner, 1979; Johnson, 1985). The etiology of
this disorder includes intermittent abuse, neg-
lect, and reinforcement of dependent behaviors;
scapegoating and/or parentification; squelching
the child’s will ( Johnson, 1985); and being over-
controlled by parents who themselves lack self-
discipline. Their resulting interpersonal stance
reflects an anxious attachment characterized by
a preoccupied, counterdependent style. They use
compensatory caretaking to indirectly meet
their own dependency needs while maintaining
a relatively mobilized and dominant position
relative to needed others. They are overtly com-
pliant and are covertly defiant. Structurally, al-
though they have a sense of self, it lacks
complete integration, so their self-esteem is not
resilient. Furthermore, object constancy is in-
complete due to a deficiency of transmuting in-
ternalizations (Horner, 1979) of the caretaker’s
soothing, empathy, and respect. Interpersonal
goals in therapy include (1) further develop-
ing basic trust, (2) resolving preoccupied and
counterdependent attachment, (3) increasing
appropriate self-assertion, and (4) mastering
separation and loss. Structural goals in treat-
ment include completing object constancy by
developing reality-based transmuting inter-
nalizations of self-soothing and self-esteem
and resolving masochistic splitting, a process
whereby the individual experiences the self as
“all bad” (Meyers, 1988). A corrective interper-
sonal experience for masochistic clients in-
cludes (1) being constant, dependable,
nonreactive, and empathic; (2) having genuine
positive regard for the client; (3) being emo-
tionally available without being possessive,
controlling, or infantalizing; and (4) acknowl-
edging relational mistakes.

The dismissive client at the preneurotic level
is the narcissistic personality. The narcissist’s
stage of developmental arrest is the rapproche-
ment subphase of separation-individuation
(Johnson, 1987). The historical experience of
narcissists is having their true selves rejected by
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significant others (Miller, 1981); being used as
mirroring or idealized self-objects (Kohut, 1971,
1977); and being admired rather than loved.
Consequently, they lack an authentic sense of
self and resilient self-esteem and have diffi-
culty soothing themselves and loving rather
than using other people. Interpersonally, they
relate to others as self-objects, act pseudoinde-
pendent, and are idealizing, devaluing, and ma-
nipulative. Structurally, they have a grandiose
rather than realistic sense of self and a some-
what weakened ego so that they are very sensi-
tive to slights (resulting in feelings of envy,
shame, and rage). Interpersonal goals in treat-
ment include developing the ability to love real-
istically perceived, whole others, and learning
to be authentic with others. A corrective inter-
personal experience for narcissistic clients in-
cludes (1) being sensitive, nonimpinging, and
attuned; (2) providing an empathic, optimally
frustrating environment (Kohut, 1971, 1977);
and (3) supporting strengths and empathizing
with vulnerabilities ( Johnson, 1987).

Treatment of Borderline Clients
The fundamentally preoccupied client at the
borderline level is the hysteroid personality. The
level of developmental arrest of this disorder is
the practicing and rapprochement subphases of
separation-individuation. The most important
factor in the etiology of the hysteroid borderline
is the withdrawal of the caretaker’s attention,
love, support, and approval when the child be-
gins to separate and individuate (Masterson,
1981). The resulting developmental failure is
insufficient separation and individuation. In-
terpersonally, hysteroid borderlines alternate
between clinging and rage. Their structural is-
sues include a lack of object constancy, identity
diffusion, and vulnerability to brief psychotic
episodes. In psychotherapy, interpersonal goals
include supporting separation and fostering in-
dividuation. Structural goals include developing
object constancy, resolving splitting (Kernberg,
1975), developing an integrated sense of self,

and increasing frustration tolerance. To provide
a corrective interpersonal experience in therapy
for hysteroid borderlines, therapists are advised
to (1) set appropriate limits, (2) support genuine
self-expression, (3) refrain from revenge and re-
taliation (Wells & Glickauf-Hughes, 1986), and
(4) balance the client’s need for autonomy and
support by being a secure base from which to
explore.

The dismissive client at the borderline level 
is the schizoid personality. The stage of develop-
mental arrest of this disorder is autistic and
early symbiotic ( Johnson, 1985). Historically,
schizoid clients were treated by the significant
others in their lives with profound neglect and
rejection (Guntrip, 1969a). Their developmental
failure is the lack of an adequate symbiotic at-
tachment. The resulting interpersonal stance of
the schizoid personality is a defensive with-
drawal from others. The structural issues of this
disorder include a detached self that fears re-
gressive self-fragmentation, rigidly maintained
self-other differentiation, and a lack of object
constancy. Interpersonal treatment goals thus
include preventing the client from gross anxiety
and establishing an attachment from which the
client can separate. Structural goals include de-
veloping a cohesive sense of self that is not de-
fensively based (Guntrip, 1969b), integrating
cognitive and affective part self-representations,
and establishing object constancy. To provide 
a corrective interpersonal experience for the
schizoid client, the therapist must establish a
safe relationship and be available, contactful,
present, and congruent.

S Y N D R O M E S  T R E A T E D  B Y
T H I S  A P P R O A C H

As previously stated, this model of treatment is
generally not recommended for psychotic clients
and clients at the borderline level of ego devel-
opment whose attachment/relational style is
what Horney (1939) describes as moving against
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others (e.g., aggressive-sadistic, psychopathic,
paranoid). In the former case, psychotropic med-
ication is generally more effective and less
costly; in the latter case, the client’s primary mo-
tivation is often antithetical to insight-oriented,
relational therapies.

We conceptualize clients in this category as
being in what Klein (1957) describes as the
paranoid position. Very briefly, individuals in
the paranoid position have not developed a
cohesive, integrated picture of themselves or
others. They have difficulty maintaining a pre-
dominantly positive, integrated picture of sig-
nificant others when their needs are frustrated.
In general, other people tend to be used for
need gratification and clients have little con-
cern for them as people in their own right, with
separate needs and feelings.

When individuals in the paranoid position
are in relationships with significant others, they
are vulnerable to feeling shamed, engulfed, and
powerless. To avoid these painful experiences,
they use defenses such as splitting, projection,
and projective identification. The objective of
these defenses is to get the experience of feeling
bad, powerless, or afraid out of the self and into
the other. The individual thus accomplishes his
or her primary goal (i.e., to protect one’s self-
cohesion and self-esteem); however, as these de-
fenses are often hurtful to others, what suffers
is the relationship.

Due to their propensity to shore up their frag-
ile self-esteem when it is injured by directing
the problem outward, individuals in the para-
noid position tend to be externalizers. They typ-
ically have little motivation for psychotherapies
that emphasize relationship and focus on self-
awareness.

We do believe that, at times, clients in this
category with better functioning who are suffi-
ciently motivated are treatable, particularly if
they have a mixed personality disorder. In
addition, although we have categorized the
personality disorders using variables such as
attachment style and level of ego development,

in some instances, such distinctions are not en-
tirely clear. For example, the sadistic individual
is categorized as falling in the “against others”
or aggressive position. However, in contrast to
the psychopath, the sadist is often intensely at-
tached to significant others (Lansky, 1980), and
the fear of losing the other can be a motivating
variable for treatment.

Furthermore, being in a category described
as potentially treatable does not ensure a good
prognosis. Making an appointment with a ther-
apist does not necessarily indicate that individ-
uals want psychotherapy. Many people are not
knowledgeable about what psychotherapy is, re-
quires, or can and cannot accomplish. Addition-
ally, some people seek treatment for reasons
other than obtaining insight about themselves
or making characterological changes. They may
wish to use the therapist to gratify their emo-
tional needs. They may feel quite angry about
past or present injustices and seek symbolic
reparation by defeating a representative author-
ity figure (i.e., the therapist). They may want a
magic cure or may simply want to feel better
without doing anything difficult to bring about
that change. As these wishes are unrealistic and
serve as a resistance to treatment, people with
these types of motivations are generally not
good candidates for this form of treatment.

People have defenses for good reasons. Many
do not want to acknowledge or experience the
feelings associated with painful memories. It is
often frightening to face the unknown. Change
may evoke feelings of separation anxiety or
threaten one’s sense of identity. To change
means to grieve the life that one has, and grief
is difficult. Furthermore, it is almost impossible
for some people to acknowledge their responsi-
bility for their current problems because of their
defensive avoidance of shame. We believe that
clients must be educated at the beginning of
treatment about what types of problems an
interactional object-relations therapy can and
cannot help with. From this discussion, thera-
pists and clients are advised to collaboratively
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make a reasonable therapeutic contract with re-
alistic treatment goals.

In our 1997 book, we noted that, “while thera-
pists differ in their notion about which patient
problems are treatable and which problems are
not or how explicit a therapeutic contract needs
to be, there are some implicit treatment con-
tracts that all therapists are advised to be aware
of and cautious about making with patients”
(pp. 102–103). These include: (1) using the thera-
pist as the solution to the client’s problems (e.g.,
requesting unconditional support or someone to
just listen as a way to avoid self-awareness or
change); (2) impossible contracts with which the
therapist cannot directly help clients (e.g., fin-
ishing their dissertation for them); (3) covert
contracts where what the client really wants
(and the therapist would be unlikely to agree to
do) is different from what the client overtly re-
quests (e.g., wanting the therapist to be a parent,
wanting to defeat the therapist as a representa-
tive of all authority figures); and (4) no contract
(e.g., coming to therapy for the experience). In
the last example, clients are often unaware of
what they need from the therapist for reasons
such as lack of self-awareness or excessively
shamed needs. In such instances, when that is
made explicit, a workable treatment contract can
be formed. This is also true for other unwork-
able contracts, which can sometimes be trans-
formed by the therapist into ones that are more
realistic, workable, and useful.

MAKING A WORKABLE TREATMENT

CONTRACT IN INTERACTIONAL

OBJECT-RELATIONS PSYCHOTHERAPY

Therapists using interactional object-relations
therapy make an initial evaluation of each
client’s developmental, interpersonal, and struc-
tural issues and motivation for treatment. They
then work with clients to determine if a mutual
understanding and treatment contract can be
made in which presenting problems that are 

not treatable by this form of psychotherapy are
translated into problems with which the thera-
pist can help the client. Some clients are quite
unaware of what is truly wrong in their lives 
and what is involved in changing. They require
considerable effort from the therapist to achieve
this goal. In contrast, clients who are more self-
aware, make internal attributions, and are more
relational tend to be more informed about what
they need from the therapist. Some examples of
the latter are wanting to feel close to others,
wanting to feel better about themselves, and
wanting to be more assertive. Such problems are
more easily translated into developmental, in-
terpersonal, or structural goals.

For example, the therapist might inquire
what makes it difficult to feel close to others 
or what the client would most fear in trying to
be close to people. If the client replies, “People
might hurt me,” the client’s developmental
issue might be basic trust. The therapist would
want to follow up this response by asking how
the client was afraid that people could hurt him
or her and if that experience was a familiar one.
In contrast, if the client responds, “People might
control me,” the client’s issue would likely be
autonomy. Furthermore, if the client responds,
“I am afraid I could lose myself,” one would hy-
pothesize that the client might be struggling
with issues of separation-individuation (partic-
ularly individuation) and that his or her self
structure needed to be developed.

For clients who simply want to feel better
about themselves, the central developmental
issue may revolve around deficiently resilient
self-esteem (resulting from an impaired self-
structure and ego functioning). One might fur-
ther inquire about what these clients’ opinion of
themselves was and who else had that opinion
of them. If clients describe a history of being
criticized or even verbally abused, they might
also have the developmental issue of basic trust.
If clients describe a history of being the good
child who had to be what their mother wanted
to be loved and they no longer wanted to do
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that, they might have a developmental issue of
individuation and a structural issue of develop-
ing an authentic sense of self. If clients add that
they are still trying to be perfect, as they had al-
ways been told that they were “special” and
could accomplish whatever they put their mind
to, they might have the issue of “undeflated
grandiosity,” reflecting a developmental im-
passe at the rapprochement subphase.

In healthy development, the parent helps chil-
dren as their grandiosity from the practicing
subphase is deflated, empathizing with them to
cushion their disappointments. As much as pos-
sible, the parent would also resist putting chil-
dren in situations where this process occurs too
fast (e.g., putting them in a preschool class with
much larger children). If the parent has a narcis-
sistic character and his or her own undeflated
grandiosity and is using the child as an ideal ob-
ject or trophy to enhance his or her self-esteem,
then the parent is unlikely to help the child suc-
cessfully master this stage. Instead, the parent is
likely to expect too much of the child and be
critical or unempathic when the child fails. As 
a consequence, the child will have unrealistic
ideals and goals and lack resilient self-esteem.

Finally, if clients want to be more assertive,
they could be dealing with autonomy or initia-
tive. The therapist would need to clarify whether
they are overcompliant and unable to say no to
other people (autonomy) or had difficult taking
action to pursue their goals and interests (initia-
tive). In some cases, it might be both. In either
case, these clients are likely to have a submissive
interpersonal style. One would then want to in-
vestigate whether they are generally successful
in their work and relationships and were liked
and helped by others (friendly submission), or
never quite succeeded, were often late, and irri-
tated people without intending to do so (hostile
submission). The therapist can also assess this 
by clients’ in-session behavior (e.g., is the client
evasive, or does the client directly answer the
therapist’s questions; does the client seem able
to receive help, or is the client a help-rejecting

complainer). In both instances, clients’ interper-
sonal goal would be to learn to be more appro-
priately dominant. In the maladaptive use of
friendly submission, clients with autonomy is-
sues would particularly need to work on expres-
sions of dominance in unfriendly situations. A
good example is Clint Eastwood’s film character,
Dirty Harry, who says “Make my day” to crimi-
nals who are attempting to kill him. In the mal-
adaptive use of hostile submission, clients with
autonomy and initiative issues (i.e., passive-ag-
gressive clients) need to learn not only positive
forms of direct aggression but the ability to sub-
mit or receive help from others appropriately
when it is in their best interest to get help.

More commonly, however, clients’ presenting
problems require more work on the therapist’s
part to translate them into workable treatment
goals. For example, a client might come to ther-
apy requesting help completing his or her dis-
sertation. It has been our experience that many
trainees with a lack of a sufficient theoretical
background to guide them take this as a literal
goal and begin to unsuccessfully help clients to
resolve the literal problem. Previously, we cate-
gorized this particular problem as an impossi-
ble contract, because unaddressed intractable
developmental conflicts underlying the literal
problems mean there is no way that the thera-
pist could have a desirable impact. Further-
more, problems such as “I should do X but I’m
not” or “ I shouldn’t do X but I am” are usually
“superego contracts” (e.g., the therapist be-
comes allied with the client’s superego to make
the client do something about which the client
has ambivalent feelings). Such contracts are des-
tined to fail, as they mitigate against a thera-
peutic alliance and the therapist becomes
identified with the authority figure that needs
to be defeated.

Although it may seem like an overwhelming
task, particularly for the beginning therapist,
to translate a contract like this into one with
developmental, interpersonal, and structural
goals, it has been our experience that when
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given sufficient models and examples, most
therapists have reasonably good intuition about
the underlying problems that can guide them in
this task. It is particularly helpful for therapists
to give themselves permission to ask the client
questions until both therapist and client are
clear about the nature of the client’s problems.
Therapists may empathize with clients’ sense
of urgency about resolving their problems, but
they are advised to resist being so influenced by
the sense of urgency that they make premature,
inaccurate treatment contracts. In fact, a correc-
tive experience for the client may well entail the
therapist’s demonstrating how to contain a
sense of urgency to gather needed information,
center oneself, and gain perspective before mak-
ing any decisions regarding the “urgent” issue
at hand. Differentiating between an urgent feel-
ing and a true emergency or crisis may also
prove helpful with some clients who confuse
feeling with being and feeling with behavior.

More specifically, in this last example, the
therapist might ask what the client’s difficulty
is in completing his or her dissertation. If the
client answers, “I can’t seem to get past the first
page,” the therapist might ask the client to elab-
orate on this process. One client seen by one of
the authors rewrote the first page 40 or 50 times
until it was perfect. When she asked the client
where she learned that things must be perfect,
the client talked about how hard it was being a
minister’s daughter in a small town where she
could never make a mistake without being
judged. She talked about all the expectations
that people had of her throughout her life and
how no one ever asked her what she wanted to
do. Her father had always wanted to be a phi-
losophy professor, which is why she was getting
her Ph.D. in that field. She eventually expressed
that although she was a good student in philos-
ophy, she did not really enjoy it. When the ther-
apist asked her what interested her, she said
that she loved gardening and was fascinated by
plants. She loved to dig in the ground, watch
plants and flowers grow, and appreciate their

beauty. In high school, she actually started a
small business to raise money for the school by
taking cuttings from plants and flowers and
growing them. She raised a record amount of
money for the school. Furthermore, throughout
undergraduate school, she enjoyed working for
a nursery and was so competent that she was
promoted to a managerial position.

This client could be conceptualized as func-
tioning at the preneurotic level. She had a
narcissistic personality style and used some
obsessive-compulsive defenses. She had a pro-
clivity to idealize, but she related to others, in-
cluding the therapist, as a separate person and
did not use primitive defenses such as splitting
and projective identification. She had a sense of
self but gave it up to please significant others.
She had unrealistic standards for herself, was
overly influenced by the opinions of others, and
required the approval of others to maintain a
sense of self-esteem. She particularly wanted
her father’s approval, which is why she pursued
a Ph.D. in philosophy. However, she was not out
of touch with her genuine wishes, feelings, val-
ues, interests, and competencies. The develop-
mental goals for this client included completing
individuation and object constancy by helping
her see and accept the differences between her-
self and others (including her family and the
therapist), as well as encouraging her evolving
sense of individuated and authentic selfhood.
The structural goal for this client was to help
her to internalize the positive regard and empa-
thy of the therapist and develop realistic goals
and ideals so that she had resilient self-esteem.
The interpersonal goal was to help this client be
more assertive (i.e., to say no to things that she
did not want to do and to initiate things that
were important to her). This client resolved her
problem about not finishing her dissertation by
dropping out of her philosophy program and
getting a small business loan to start a nursery.

We have presented an interactional object-
relations model that focuses on assessing the
level of ego-object relations and the character
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organization of clients. Based on these evolving
assessments, the model provides therapists
with specific corrective relational experiences
and insights aimed at helping clients to resolve
developmental impasses and rectify structural
deficits.

C A S E  E X A M P L E

The following case study of a male patient with
Schizoid Personality Disorder is presented to
illustrate how treatment is individualized to
address structural, developmental, and inter-
personal issues. We discuss (1) the client’s pre-
senting problems; (2) etiology, particularly the
manner in which the client was treated by sig-
nificant others during his formative stages of
development; (3) the resulting developmental
arrest; (4) structural issues; (5) treatment goals;
(6) the type of corrective relational experience
required to provide a developmental second
chance; and (7) the treatment process and
outcome, including transference and counter-
transference issues. In particular, this case
demonstrates the treatment of a patient with a
Schizoid Personality Disorder organized at the
borderline level of ego-object relations.

GENERAL DESCRIPTION AND

PRESENTING PROBLEM

At the time he began therapy, John was a 29-
year-old, intelligent, Caucasian single male. Al-
though he realized he was underemployed as a
jewelry maker for a small shop, he said he was
usually content to sit all day in his cubicle mak-
ing earrings and “letting my mind wander” as
long as he was “left alone.” He described him-
self as a loner with a vivid imagination who
spent much of his time daydreaming. He said
he did not date (“I don’t know how”) but had
one superficial, role-related friendship with a
coworker. John said he did not consider himself
spiritual or shy, but “simply unable to do life or

relationships,” lacking any real life purpose,
having no idea who he was, and sometimes
finding himself fascinated with death, because
he thought he “could do that and thus accom-
plish something.” He described a chronic expe-
rience of “living in a bubble where I can see
everyone but cannot touch or be touched.” He
had come to therapy to find out if there was any
meaning in life for himself and clarify “whether
or not I can really do life.”

Etiology
John’s family-of-origin environment was best
characterized by massive neglect punctuated
by unattuned impingements and rejection. John
was the fourth of four siblings, raised in the
urban Northeast. His parents divorced when he
was 2 years old. Each of the children had a dif-
ferent father. His mother dated several men and
remarried twice during John’s childhood.

Relationships within the family appear to
have been largely remote. His older sister, Anna,
was the primary caretaker of John’s physical
needs (e.g., making sure he was dressed for
school and had breakfast). He remembered one
time when she held his hand, when he was 3 and
his mother was having a nervous breakdown
and being taken to the hospital by her brother.
After that, he remembered his mother focusing
her attention on going back to school to get her
degree, dating, and dealing with her generally
chaotic life, which left her with little energy for
raising her children. John described his mother
as “the nonmotherly type. She never really par-
ented any of us.” John’s other siblings were older
and in and out of the house. John described a
predominant “sense of vacancy, nothingness,
going through motions,” with no parental guid-
ance or presence.

John noted that when his mother’s attention
periodically turned toward him, she invariably
“got on my nerves” and was unattuned to his
needs. He said she “used whatever information
she got about me against me.” For example, when
his mother discovered that John was the only one
in the family who had seen his biological father
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cry, she “relentlessly” asked John to tell her all
about it. When he finally got her to promise to
stop asking him and not bring it up again, she
still did at the next family gathering. When
John reminded her that she had agreed not to
bring it up, she laughed and pressed him for
further details. She did this at every family
gathering for the next five years, which John
found humiliating and felt helpless to prevent.

John reported that his mother’s boyfriends
and husbands “ran the gamut,” usually ignoring
him, but sometimes treating him as their “per-
sonal slave” (e.g., “Hey kid, go grab me a beer”).
In contrast, John noted that his biological father
“wanted to parent, he just didn’t know how,”
and so remained a peripheral figure in John’s
life. Because John’s peer relationships were also
remote, his most positive relationships were
with Anna and his dog, about whom he said he
felt “sentimental.”

Resulting Developmental Arrest
As a result of his caregivers’ largely neglectful,
impinging, and rejecting parenting styles, John’s
basic trust in the world of human relations was
severely compromised, leaving him afraid of
both engulfment and annihilation. Without basic
trust in others to respect his boundaries or be
even roughly attuned to his needs, John never
achieved a stable intimate attachment from
which he could separate and individuate. As a
result, John’s pseudoindependence was fragile
and compensatory.

Fortunately, John had been able to develop 
a nascent sense of related self through his
mother’s early enjoyment of breast-feeding and
his older sister’s substitute mothering during
his first years of life. This nascent sense of re-
lated self was later reinforced by his relation-
ship with the family dog and a phone
relationship with his father. John’s symbiotic at-
tachment needs were thus only partially met,
his physical needs largely met, and his separa-
tion-individuation needs never met. He sensed
“something profound was missing” and some-
times felt intense existential aloneness along

with a “gut-wrenching yearning” for a nonspe-
cific connection. However, he felt safe from im-
pingement only when he was emotionally or
physically distanced from others.

John struggled with shame (versus auton-
omy) to the extent that his compromised self-
definition permitted. At times, he struggled
unsuccessfully to express himself out of intense
fears of exposure and humiliation. To avoid
need-shame, John defensively viewed people as
computers or objects to be contended with for
survival.

Structural Issues
As a result of John’s developmental failures in
basic trust and stable attachment, his object re-
lations were severely compromised and he pri-
marily developed his ego functions outside of
relationship. In particular, his synthetic func-
tion remained limited, resulting in split object
relations, identity diffusion (severely limited
core sense of self), and poor object constancy
(self-soothing). He defended against his basic
engulfment and cosmic void anxieties by vacil-
lating between polarized self-object representa-
tions. On one side of the split, John saw himself
as a dependent slave or loyal pet in relationship
with a demanding, sadistic other who simply
took him over. On the other side of the split,
John saw himself as a totally self-sufficient aes-
thetic who felt safe but alone, exiled into the
cosmic void.

John thus demonstrated little ability to main-
tain an integrated view of self or other, to em-
pathize with self or other, or to value self or
other as more than a set of functions. He en-
tered therapy at the need-gratifying level of ego-
object relations. His vague, diffuse self-identity
resulted in a sense of having no rudder, and so
having no unambivalent direction in life or a
sense of purpose. When he entered therapy, he
described his world as one primarily composed
of empty space, “a garden never planted and so
dead or lying fallow, which is the question.”

John had little observing ego and practically
no ability to soothe himself beyond distracting
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himself in his art, computer activities, reading,
TV watching, or fantasies. In his most secret
fantasies, he became possibly worthy of exis-
tence by becoming the perfect aesthetic, with
no interpersonal needs, a successful artist who
would provide the world pure creative genius.
His perfectionism over his creativity made these
efforts very painstaking pursuits, however.

Resulting Interpersonal Stance
As a result of John’s developmental and struc-
tural failures, his interpersonal stance primarily
focused on moving away from others, isolating
or exiling himself emotionally, psychologically,
and physically (e.g., he spent a lot of time alone
reading, daydreaming, or working on jewelry).
To protect himself from the pain of neglect and
controlling impingements, he had learned to
practice the art of evasion, avoidance, and emo-
tional detachment. He learned to hide his reac-
tions and try his best to make himself invisible
to others. Specifically, he learned to control his
affective responses by focusing his mental atten-
tion on a riddle or a fantasy. He interacted with
others through the assumption of roles (e.g.,
coworker, employee), which helped him to struc-
ture relationships and maintain a built-in dis-
tance from people. He did not look to others for
admiration or narcissistic supplies, but rather,
for the right to exist as a separate person and so
hold onto his own thoughts and feelings. John’s
fragility and his proclivity to split his object rela-
tions and thus project sadistic, conquering mo-
tives onto others was always right underneath
the surface. Interpersonal tensions would propel
him into further social isolation, where he could
find at least temporary relief before his aching
sense of aloneness and his negative introjects
would eventually propel him back into periph-
eral relating.

Treatment Goals
Interpersonal treatment goals included (1) de-
veloping John’s sense of interpersonal safety;
(2) developing a working alliance with his 

nascent real self; and (3) resolving his need-fear
dilemma and his “in and out” program with
others; these goals in turn were aimed at help-
ing John (4) establish a stable attachment rela-
tionship with the therapist, from whom John
could then nondefensively separate. To accom-
plish these relational goals, the therapist had to
help John contain his gross anxieties so that 
the world and his experiences did not seem 
so overwhelming. Structural treatment goals
included (1) developing Johns noncompen-
satory ego functions (e.g., frustration toler-
ance, reality testing, synthesis, self-soothing,
self-observation, self-reflection) and (2) resolv-
ing his reliance on splitting and projective
identifications to (3) further his experience of
an integrated sense of authentic related self
and other. Developmentally, treatment goals
included increasing (1) John’s sense of basic
trust in self and others, (2) his basic sense of
purpose and meaning in life, and (3) his range
of satisfactions in relationship with others.

TREATMENT APPROACH

First Phase of Treatment: Establishing 
Safety and a Working Alliance
In the initial phase of treatment, the therapist
focused on developing an alliance with John’s
central ego or nascent real self, by joining with
John first intellectually and then emotionally.
Because of John’s basic mistrust and strong
detachment tendencies, this alliance was built
slowly through the establishment of an evolving
contract, an explicit focus on being a team to-
gether to examine and work on issues as they
arose in the therapeutic relationship, the use of
countertransference reactions to process John’s
primitive defenses, and the creation of a mea-
sure of interpersonal safety through a year-long
testing phase. In general, to counter John’s
experience with parenting styles marked by
neglect and impingement and thus provide a
corrective relational matrix to help him work
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through his attachment fears, the therapist re-
mained emotionally available in a “stand still”
posture, so that John could exercise control over
the interpersonal distance in the relationship.
Giving John as much control as he needed over
his “in and out” process was designed to help
him build trust in the therapist that she would
follow John’s agenda rather than imposing her
own on him. She consistently attempted to be
emotionally and psychologically available to
him without prodding or neglecting him. When
distant relating was all John could tolerate, the
therapist let him set the pace and stayed con-
nected through the judicious use of metaphors
and story sharing.

The issue of working together as part of a
team was both a foreign and corrective experi-
ence for John, who had never been part of a
working team with anyone and had no idea how
to relate with another person in that manner.
The therapist empathized with how completely
John felt either “it was up to me” or “it was up
to others.” Sharing responsibility and working
out plans for communicating nonverbally and
verbally about the meaning of different silences
provided a vehicle for developing relational
skills and exploring the issues around how to
involve someone else in his process.

The underlying aim of this phase of treatment
was to establish a relatively stable attachment re-
lationship between John and the therapist as
well as develop John’s ego functions. In particu-
lar, the therapist and John focused on developing
his observing ego, self-empathy, and synthetic
functions. John initially experienced great diffi-
culty accepting even intellectual empathy from
the therapist and demonstrated no self-empathy.
Basically, he believed he did not deserve empa-
thy, even though he could sometimes see how
others might. Over time, it became clear that he
fundamentally believed that he did not have a
right to exist as a separate person and that con-
nections were dangerous, including connec-
tions to the therapist as well as to his own
affective experiences and memories. Out of

these discussions, John and the therapist were
able to identify the goal of working together to
create enough safety so that he could risk
telling his story and experiment with internal-
izing the therapist’s empathy as well as activat-
ing his own.

Throughout this phase, the therapist focused
primarily on the here-and-now therapeutic rela-
tionship with John, using her countertransfer-
ence reactions to inform her interventions and
activate exploration of the patterned ways of re-
lating between them that indicated the use of
primitive splitting and projective identification
defenses. Through empathy and invitations to
put words to the story enacted between them,
she was able to help John gain insight into his
use of schizoid splitting to protect his right to
exist and not be taken over or engulfed by 
her. Specifically, the therapist helped John rec-
ognize how he tended to relate to her, with him-
self emotionally detached or dismissive (i.e.,
she was only a piece of furniture) but feeling
safe, or with himself in relationship with her
but feeling potentially enslaved or entrapped by
her agendas, as if she were trying to conquer
him by wanting to know him. Over time, the
therapist was able to help John make the con-
nection between his fears of the therapist as a
powerful, demanding, self-involved puppet-
master and his experience of his mother when
she relentlessly pursued him.

Each time the therapist and John confronted
his use of defensive splitting, the therapist in-
vited him to entertain more complex, more real-
istic alternatives to his primitive self-object
template. He began to see how he defensively
simplified the therapist to avoid the interper-
sonal and internal anxieties he experienced and
gain a sense of clarity in the midst of ambiguity.

The therapist tracked both John and herself,
particularly attuning herself to his need-fear
patterns around connecting and disconnecting.
During long silences, the therapist tried to pay
attention to and track whatever feelings or fan-
tasies were stimulated within her. She reflected
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on what they might mean about John and what
he was struggling with through testing or pro-
jective identification. Sometimes, the feelings
engendered in the therapist turned out to re-
flect some aspect of Johns experience: feeling
tested, ignored, dismissed, exiled, banished,
helpless, comforted, safe, relieved, reflective.
The therapist thus concentrated on the quality
of the experience to potentially understand
more about John’s internal world. For example,
the therapist used her countertransference feel-
ings and fantasies of being bored and cut off as
a signal to check out if John was feeling particu-
larly detached or self-protective and investigate
what he was responding to. At times, these in-
vestigations led John and the therapist to un-
derstand his silence to reflect his need to test
the therapist’s willingness to follow his agendas
and not impose her own. At other times, they
understood that John needed the experience of
being together in nondemanding silences to in-
ternalize the safety of the therapeutic relation-
ship. At still other times, they understood
John’s silences as reflecting his struggles to
communicate (i.e., to overcome fears of expo-
sure or shame). In the second phase of treat-
ment, they would begin the work of helping
John find a viable process of authentic self-
expression.

Second Phase of Treatment: 
A Nascent Self Is Nurtured
The first phase of treatment focused on devel-
oping a safe relationship, identifying and em-
pathizing with the obstacles and resistances
that John experienced that prevented him from
expressing his needs or feelings and connect-
ing with others, and developing the begin-
nings of basic trust. The second phase focused
on interesting John in deeper explorations and
self-reflections. The therapist tried to elicit his
interest in exploring and understanding him-
self, in large measure by expressing her own
genuine interest in knowing him to whatever
degree he could allow. When John would 

become lost for words, the therapist would point
out how their job together was to help him find
a way to express himself. To counter the perva-
sive lack of guidance he had received histori-
cally, the therapist would sometimes inform
him of different milieus of self-expression, in
menu fashion, so that he could experiment with
one that interested him if he so chose. As a 
result, John discovered that creating sculptures
that represented some aspect of his self-
experience was genuinely satisfying to him.

John also discovered that he could feel for
himself by finding quotes that resonated with
his internal experience. The first one he shared
with the therapist was: “The price of dreams
among the powerless.” Through this process,
John was eventually able to access his feelings
during the therapy hour and thus began devel-
oping his affects and integrating them into his
central self-experience.

During this phase of treatment, the therapist
worked with John to further identify his fears
and wishes, his authentic interests, strengths,
and dependency needs. She empathized with
his vulnerabilities and disappointments, while
expressing interest and nonimpinging support
for his authentic self-expressions. Where previ-
ously, John had told the therapist he would not
let himself have any expectations, desires, or
wishes of the therapist and so could not be dis-
appointed by her, he now allowed that he could
feel himself depending on her reliable presence
in his life and his dependency “unnerved” him.
He was afraid his dependencies would get out
of hand and devour them both. The therapist
told him that all indications were that, although
he might feel overwhelmingly needy at times,
feeling that way did not mean he was over-
whelming. The therapist also noted that they
would work together to help him develop ways
of taking care of himself better over time. In
addition, the two of them would work on pacing
so that he could be in touch with his needs 
and feelings in manageable doses. Finally, they
would work on developing his support network,
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perhaps by adding group therapy to his indi-
vidual therapy experience at some point.

With a working alliance and a more defined
sense of self, John and the therapist were able to
identify shame as one of the fundamental affects
underlying his need-fear dilemma that often
prevented him from being able to express him-
self. To avoid the intolerable feelings of shame
and exposure he felt on expressing any vulnera-
bility or need for others, John automatically “hit
a wall and stifled myself.” If he began to feel
shame, he would look down or off into space and
play with a riddle in his mind. The therapist’s
expression of interest, patience, and gentle ques-
tioning around the need to resist the shamed or
feared construct sometimes helped John find a
pathway of expression. The therapist would ob-
serve his tendency to manage his feelings and
sometimes invite him to look at her to register
her nonverbal interest and understanding. John
noted that one of the most healing experiences
was when the therapist had obviously been
thinking about an issue important to him in
between sessions or in session was obviously
struggling to understand something that puz-
zled John himself. At these times, he experi-
enced the therapist behaving toward him in 
a way that demonstrated he was worth her
thoughtful reflection and best efforts to under-
stand him. This approach helped John counter
his internal self-criticisms and led him to feel
he deserved to exist.

Third Phase of Treatment: Individuation Is Fostered
In the third phase, John joined an adjunct
group therapy, further developing his support
system and his sense of autonomous selfhood.
The group provided John with an authentic re-
lational matrix, which showed him what he
was still missing in terms of individuated self-
hood, companionship, and intimacy with oth-
ers. Group members modeled relationship
skills, which inspired John to practice relating
to others in a safe, supportive context. He still
retreated to the sanctuary of his own mind

when overwhelmed, but he was gradually able
to tolerate more interpersonal tension without
splitting his object relations. He decided to de-
velop his artistic talent and eventually had a
successful showing of his work. He took a hia-
tus from individual treatment at this point,
saying he knew he “was becoming, like the
weeds growing in the sidewalk cracks.” He
noted, “My life is still limited by the cement
laid down in my childhood, but I have found
my inner roots and can feel them steadily
growing.”

During termination with his therapist, John
noted several aspects of their work together
that he felt were particularly helpful to him. He
commented most on the quality of the relation-
ship that had developed between him and the
therapist. In particular, he noted the safety and
acceptance he had felt because of the therapist’s
genuine interest in him, her thoughtful struggle
to understand him and help him to understand
himself, her patience over the long haul, and her
relaxed, friendly, unimposing style. He said he
had slowly been able to believe in her good inten-
tions and develop enough faith to risk staying
connected “way more than I was comfortable
with.” He could now identify the experience of
an “I” and empathize with himself (and with
others), even when he felt scared. He felt the
power of the therapist’s empathy, and then his
own, had mitigated some of his shame so that it
was not nearly so intense, and he no longer
struggled with an urgent need to avoid other
people out of “fear of being taken over.”

S U M M A R Y

Through John’s case study we have illustrated
the application of interactive object relations
therapy to the treatment of a patient diagnosed
with schizoid personality organization. We fo-
cused on how the therapist crafted an evolv-
ing, corrective relational matrix specifically
designed to address the patient’s particular
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developmental arrests and structural deficits. For
example, because John’s basic mistrust, intense
need-fear dilemmas, and strong detachment ten-
dencies, the therapist initially focused on devel-
oping an interested and emotionally available,
but nonimpinging, therapeutic relationship de-
signed to provide a quality of relating that 
fostered attachment so that John’s psychic differ-
entiation could then proceed buffered against the
experience of total object loss or the dissolution
of John’s self. In order for John to master the sub-
sequent developmental tasks related to individu-
ation, the therapist had to match her approach to
John’s evolving psychic needs, balancing mirror-
ing and empathy for his developing personhood
with supportive invitations to take reasonable
risks, while maintaining the priority of nonintru-
sive emotional availability.

Overall, this chapter has described an ob-
ject relations treatment model that uses insight
and corrective interpersonal experience to give
clients a developmental second chance. More
specifically, object relations therapy aims to pro-
vide clients with an interpersonal experience de-
signed to (1) correct defects in their mental
template of self and other, and (2) facilitate mas-
tery of unresolved developmental tasks so as to
increase their self-efficacy, flexibility, resilience,
and general life satisfaction. In this manner a
client’s derailed development is put back on
track. In this chapter we have specifically de-
scribed the quality of corrective interpersonal
relating that patients require given their particu-
lar developmental impasse, structural deficits,
interpersonal stance, and resulting character
disorder.
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The Activation of Affective Change Processes in
Accelerated Experiential-Dynamic 

Psychotherapy (AEDP)

DIANA FOSHA

T H E O R E T I C A L  C O N S T R U C T S

Accelerated experiential-dynamic psychother-
apy (AEDP) is a model of psychotherapy that
integrates psychodynamic and experiential ele-
ments, and does so within a relational frame-
work (Fosha, 2000a, 2000b, 2001b; Fosha &
Osiason, 1996; Fosha & Slowiaczek, 1997). The
fostering and provision of new emotional ex-
periences is its method and its aim. This is
achieved through harnessing the transforma-
tional power of the core affective experiences
associated with naturally occurring change
processes involving emotion, relatedness, the self,
the body, and the process of transformation itself. In
optimal circumstances, these processes develop
in the context of affect-regulating attachment
relationships with caregivers; they are blocked
or derailed when psychopathology-engendering
life experiences prevail. It is precisely these nat-
urally occurring affective change processes that
AEDP seeks to reactivate.

The notion of a state transformation is funda-
mental to AEDP. A particular emotional state

has a characteristic organization of arousal, at-
tention, motivation, affect, cognition, and com-
munication; the principles by which these
psychological functions operate differ from one
state to another. For instance, different princi-
ples underlie the neurophysiological and psy-
chological functions characteristic of sleeping
and waking states, or of states of trauma-
induced shock and relaxation. A state transfor-
mation refers to a change that is neither gradual
nor graded, but rather involves a quantum leap;
there is a qualitative change to an altogether dif-
ferent organization that is discontinuous with
the one that preceded it. Deep and direct
emotional experiencing activates a state trans-
formation, in which the body landscape and 
the concomitant psychic functions are organized
according to a different principle. It is not just
that the individual is feeling more or less: in this
new state, body physiology, information-pro-
cessing, affect, memory, cognition, and commu-
nication, as well as subjective self-experience,
are organized to be optimally conducive to ef-
fective therapeutic work. The work proceeds
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differently, and better, than it does in states in
which emotional experiencing is not in the vis-
ceral foreground or is actively blocked off.

The key mutative agent in AEDP is the state trans-
formation leading to the visceral experience of core
affective phenomena within an emotionally engaged
dyad (Fosha, 2000b; Fosha & Slowiaczek, 1997).
In turn, the visceral accessing of core affective
experiences leads to a further state transformation:
In the new state, referred to as the core state, in-
tense, rapid, and mutative work readily takes
place. The therapy goes faster, deeper, better;
the patient has a subjective sense of “truth” and
a heightened sense of authenticity and vitality;
very often, so does the therapist (Fosha & Osia-
son, 1996). When we are outside these trans-
forming affective states, therapeutic activities
aim at getting access to them; when we are
“there,” therapeutic activities aim to make the
most of the healing opportunities inherent
within them. It is these state transformations
the AEDP therapist seeks to bring about from
the initial moments of the first therapeutic en-
counter and, from then on, moment-to-moment
throughout the entire course of the therapy.

AEDP is rooted in the tradition of the ex-
periential short-term dynamic psychotherapies
(STDPs; Alpert, 1992; Coughlin Della Selva,
1996; Davanloo, 1990; Fosha, 2000b; Magnavita,
1997; Malan, 1976; Malan & Osimo, 1992; McCul-
lough Vaillant, 1997; also see Fosha, 2000b, ap-
pendix, and Osimo, in Chapter 9 of this volume,
for a history of the experiential STDPs). A decep-
tively simple schematic representation, the trian-
gle of conf lict (Malan, 1976, 1979), captures the
psychodynamic basics at the heart of the experi-
ential STDPs (see Figure 13.1). The individual’s
experience and expression of basic impulses and
feelings lead to conflict and become associated
with anxiety. Defense mechanisms are insti-
tuted to ward off the negative emotional conse-
quences associated with the direct experience of
impulses and feelings, and of anxiety. However
anxiety-relieving in the short-run, long-term
reliance on defense mechanisms restricts and

distorts the personality, causing the life prob-
lems and psychopathology for which the patient
seeks help.

The experiential STDPs have been distin-
guished by innovations in stance and technique
to rapidly overcome defenses, minimize the im-
pact of anxiety, and facilitate direct and visceral
access to the experience of previously defended-
against feelings and impulses in the here and
now relationship with the therapist. The acceler-
ation of the experiential STDPs is not achieved
through selecting a focus à la Malan (1976) or
Sifneos (1987); identifying a core theme, à la
Luborsky (Luborsky & Mark, 1991) or Mann
(1973); or setting a time limit in advance, à la
Malan (1976) or Mann (1973). Rather, acceler-
ated change results from the deep and rapid
transformations that occur in the wake of affec-
tive breakthroughs and the full processing of
viscerally experienced emotion.

A model of therapy needs in its essence to be
a model of change. The metapsychology of the
therapeutic process should not be derivative
from a theory of psychopathology, but rather
should function as a strong explanatory frame-
work in its own right. However, because the
psychoanalytic/psychodynamic tradition from
which the experiential STDPs emerged did 
not do justice to the rapidly transformational
phenomena yielded by the application of their
innovative techniques, for many years the 
experiential STDPs were a therapy without a
theory.

Figure 13.1 The triangle of conflict.

Anxiety

Impulses/Feelings

Defenses
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Traditional psychoanalytic theory has been
unequaled in its understanding of the processes
through which psychopathology develops and 
is maintained. However, this depth of under-
standing of psychopathology has not been
matched by a depth of understanding of the phe-
nomena of healing. Whether explicating thera-
peutic change or developmental change, the
psychoanalytic theory of change remains wed-
ded to pathology. For example, in the Kleinian
tradition, stages of normal and universal devel-
opment are given clinical names (e.g., the schizoid
and depressive positions), and the depressive po-
sition is seen as being as good as it gets. A trans-
formational model rooted in pathology is much
better at explaining how and why things do not
change (or get worse) than it is at explaining how
and why things get better.

The deep and rapid transformations that 
can be observed in the wake of the affective
breakthroughs of the experiential STDPs push
us to develop a model for therapy that can expli-
cate the phenomenology and dynamics of
change. Several bodies of theory and research
have proven useful in helping to restructure tra-
ditional psychodynamics. AEDP has evolved a
model that integrates their findings and in-
sights on (1) emotion, (2) the regulation of in-
fant-caregiver affective interactions, (3) the
empathic reflection of the self, (4) somatic fo-
cusing, and (5) transforming experiences so as
to be able to account for the therapeutic phe-
nomena that emerge when the techniques of the
experiential STDPs are applied.

1. Emotion. Emotion theory and affective neuro-
science offer an account of change intrinsic to the
experience of the categorical emotions (Dama-
sio, 1994, 1999; Darwin, 1872/1965; James, 1890;
Lazarus, 1991; LeDoux, 1996; Siegel, 1999; Tom-
kins, 1962, 1963), universal phenomena charac-
terized by specific neurophysiological and body
signatures, and by the state transformations and
adaptive action tendencies released on their ex-
perience and expression.

2. The regulation of infant-caregiver affective
interactions. Attachment theory and the work of
clinical developmentalists on moment-to-moment
mother-infant interaction document how optimal
development and life-long resilient functioning
have their roots in child-caregiver dyadic
processes, highlighting the changes that occur
as the result of the processes by which infants
and caregivers moment-to-moment mutually
regulate affective states (Beebe & Lachmann,
1988, 1994; Emde, 1981, 1988; Schore, 1994;
Stern, 1985; Trevarthen, 1993; Tronick, 1989,
1998) and achieve safety and resonance despite
the vicissitudes of attachment and relatedness
(Ainsworth, Blehar, Waters, & Wall, 1978; Bowl-
by, 1982, 1988; Fonagy, Steele, Steel, Moran, &
Higgitt, 1991; Main, 1995, 1999).

3. The empathic ref lection of the self. Empathy-
based philosophical and therapeutic approaches
(Buber, 1965; Greenberg, Rice, & Elliott, 1993;
Kohut, 1984; Rogers, 1961), attachment theory
(Fonagy, Steele, Steele, Higgitt, & Target, 1994;
Main, 1995), and affective neuroscience (Schore,
1994; Siegel, 1999) all document the transfor-
mational impact of self-reflective processes (the
capacity to reflect on one’s self born out of en-
gaging in a reflective relationship with an
other) on optimal development in general and
emotional resilience in particular. The resulting
high self-reflective capacity is a powerful pro-
tective factor against the development of trauma
and has been shown to be one of the most pow-
erful agents in stopping the intergenerational
transmission of psychopathology.

4. Somatic focusing. The somatic focusing experi-
ential tradition has documented a process where
the psyche is transformed through the simple
shifting of focus away from in-the-head cogni-
tion and toward moment-to-moment in-the-
body sensing and feeling, a process that restores
access to natural healing processes rooted in the
body’s basic adaptive mechanisms (Gendlin,
1981, 1991; Kurtz, 1990; Levine, 1997).

5. Transforming experiences. A study of experi-
ences that lead to rapid and profound change (see
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James, 1902, on religious conversions; Person,
1988, on intense love experiences; Buber, 1965,
on authentic mutual communication) reveals
that a focus on the experience of change itself
triggers a deep transformational process with
far-reaching consequences.

These works offer ample evidence of the
mechanisms through which naturally occur-
ring affective phenomena lead to rapid, deep,
and long-lasting change. By going back and
forth between clinical process and experience,
on one hand, and the empirical literature, on
the other, a first approximation of a metapsy-
chology of therapeutics emerges.

AFFECTIVE CHANGE PROCESSES AND

OPTIMAL DEVELOPMENT

AEDP has elaborated five affective change
processes that, when harnessed in the thera-
peutic process, lead to powerful therapeutic re-
sults: (1) the experience and expression of core
emotion; (2) the dyadic regulation of affective
states, where the experiential focus is on the re-
lational process; (3) the empathic reflection of
the self, where the focus of both partners is on
the experience of the self (of the patient); (4) so-
matic focusing, where the experiential focus is
on the body; and (5) the activation of metathera-
peutic processes, where the focus is on the 
very experience of transformation itself. All the
change processes documented here are dyadi-
cally constructed and regulated. The hallmark
of each process is a characteristic core affective
experience, associated with a transformation of
state specific to its mode of action. These change
processes operate moment to moment; have
clear-cut affective markers; operate through
transformations of state, in which the new state
is characterized by greater access to emotional
resources to promote higher adaptive function-
ing; and thus, operate in quantum leaps rather
than in a gradual and cumulative fashion.

A direct consequence of the focus on change
and the study of affective change processes is 
an appreciation of the crucial role of positive
emotional experiences in therapy. Because much
of what has to be renegotiated in the course of
treatment are difficult, painful experiences, at
times of feared-to-be-unbearable proportions,
therapy is commonly assumed to focus, of neces-
sity, on the bad stuff; positive affective experi-
ences are seen as the outcome of therapy, not
inherent in and integral to the processes of ther-
apy. There is no denying that the in-depth explo-
ration of painful overwhelming matters is often
excruciating, but the study of the features of
processes of change has alerted us to previously
ignored or misinterpreted phenomena. Not only
are positive affective experiences part and par-
cel of the moment-to-moment process of transform-
ing suffering, they are integral to a therapy that
places a premium on effectiveness and effi-
ciency, along with depth and thoroughness.

Naturally occurring affective change pro-
cesses assume an affect-regulating emotional
environment; they are rooted in an attachment
matrix. The self ’s relationship with a caregiv-
ing other leads to the creation of the safe,
affect-facilitating environment. Such an emo-
tional environment allows these affective
change processes to unfold, release their adap-
tive consequences, and access resources that
are at the foundation of optimal functioning.
Thus, the foundations of AEDP are in attach-
ment theory. The attachment figure functions
as a safe base (Ainsworth et al., 1978), a protec-
tion against danger, a presence that obviates
fear. Alone, the immature organism is in dan-
ger, its very survival at stake. With a safe base,
instead of aloneness and fear, there is the feel-
ing of safety. The attachment relationship be-
comes internalized; the child can maintain the
feeling of safety even when the caregiver is not
physically present. The greater the feeling of
safety (i.e., the greater the security of attach-
ment), the wider the range of exploration and
the more exuberant the exploratory drive (i.e.,
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the higher the threshold before novelty turns
into anxiety and fear).

In optimal development, an affect-facilitating
environment supports the unfolding of core af-
fective phenomena, thereby releasing adaptive
processes that are fundamental to our optimal
functioning and well-being. Viscerally experi-
encing deep emotion within an affect-facilitat-
ing relationship induces a state transformation
that helps patients master vital psychological
processes with profound implications for their
life. The affect-facilitating environment is dyad-
ically constructed, internalized, recreated, and
reconstructed throughout the life span. The
attachment relationship is negotiated and be-
comes established, elaborated, and differenti-
ated through the engagement of both partners in
the crucial processes by which transformation
(i.e., growth, development, and learning), takes
place through the interaction of self and environ-
ment. And those crucial processes are the natu-
rally occurring change processes detailed below.

Applying the attachment model to the ther-
apy situation, it is essential to establish a
patient-therapist relationship in which the pa-
tient feels safe. From within an attachment per-
spective, emotional safety is defined as not
being alone with frightening experiences. The
safer the patient feels with the therapist, the
greater will be that patient’s capacity to explore
the inner worlds of disturbing, frightening, and
painful emotional experiences. In AEDP, we
seek to proceed from a position of safety so as
to be able to explore what is frightening, shame-
ful, painful, and problematic. In both develop-
ment and therapy, in a safe, affect-facilitating
environment, affective change processes can be
harnessed for the optimal adaptation of the in-
dividual. AEDP seeks to harness the power of
these natural affective change processes to ef-
fect therapeutic results.

Therapeutic work with the affective change
processes is thus a two-stage process, involv-
ing three states (defense, core affect, and core
state) and two state transformations (from 

defense-dominated state to core affect, and
from core affect to core state):

The full visceral experience of a specific core af-
fective phenomenon constitutes the first state
transformation. When interventions aimed at
counteracting defenses, anxiety, and shame
are effective, core affective experience is ac-
cessed. The state that occurs under the aegis
of direct and visceral core affective experience is
discontinuous with the defense-dominated
state that precedes it. There is deep access to
experiences that are crucial to adaptation
and the characteristic processing is right-
brain mediated [i.e., largely sensorimotor,
image-dominated, visceral, nonlinear (Siegel,
1999, 2001)]. There is also much greater ac-
cess to previously unconscious material (i.e.,
emotionally laden material previously inac-
cessible for dynamic reasons), a phenomenon
referred to in the experiential STDP litera-
ture as “unlocking the unconscious” (Davan-
loo, 1990).

The shift from core affect to core state represents
the second state transformation. This shift is in-
variably accompanied by positive affects. Thus,
the full experience of core affect, unham-
pered by defense, culminates in the activa-
tion of another state, the core state, in which
therapeutic work is at its most effective. In
the core state, there is also no anxiety or de-
fensiveness. The body is not rocked by any
particular emotion. Instead, there is open-
ness, vitality, relaxation, ease, and clarity.
Working through, integration, and therapeu-
tic consolidation optimally occur in the core
state; here, therapeutic changes take root.

Core affect is like a spotlight, intensely illu-
minating a previously obscured segment of the
emotional landscape that requires our atten-
tion. Once we attend to that segment, we gain a
new perspective on our emotional life. In the
core state, the entirety of the emotional land-
scape is visible, and it is evenly illuminated.
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The following example illustrates the differ-
ence between core affect and core state: In
working with a patient whose presenting prob-
lem involved anxiety-driven inhibitions in
major areas of her life, experientially focusing
on some current inhibitions led to memories,
visual and somatic, of an earlier trauma. The pa-
tient became deeply immersed in the terror and
grief associated with an accident she had been
involved in when she was a teenager. The full
experience of terror and grief (core affects) as-
sociated with the accident was followed by the
visceral experience of rage (core affect) at her
parents for dismissing her distress in their ea-
gerness to restore the appearance of normality.
Through completing the full experience of grief,
terror, and rage together with a supportive
other (the therapist), the patient accessed a core
state, in which—with feeling and emotional
conviction—she articulated her newly emergent
understanding: the events that led to the acci-
dent, the accident itself, and its aftermath, were
a microcosm of a lifetime of parental neglect
and a childhood where a “road map” was always
lacking. Freely and meaningfully roaming be-
tween the past and the present, the patient was
able to articulate with startling clarity her life-
long emotional experience, making sense of her
current difficulties and putting them in per-
spective (core state). Furthermore, she was able
to do so with greater self-empathy than she had
ever been able to muster toward herself prior to
this work.

The phenomenology characteristic of each af-
fective change process is described in Table 13.1.
These change processes require an affect-facili-
tating emotional environment to support and
emotionally engage the person who is activat-
ing, experiencing, and processing these phe-
nomena and their sequelae.

The Experience of Core Emotion as a 
Process of Change
The experience and expression of emotion is 
a profound transformational experience. As
William James (1902) wrote:

Emotional occasions . . . are extremely potent in
precipitating mental rearrangements. The sud-
den and explosive ways in which love, jealousy,
guilt, fear, remorse, or anger can seize upon one
are known to everybody. Hope, happiness, secu-
rity, resolve . . . can be equally explosive. And
emotions that come in this explosive way seldom
leave things as they found them. (p. 198)

Emotions are crucial vehicles for adaptation
(Damasio, 1994; Darwin, 1872/1965; Fosha,
2000b; Greenberg & Paivio, 1997; Lazarus, 1991;
Tomkins, 1962, 1963). Being aware of, in touch
with, and able to express emotions help indi-
viduals access biologically adaptive informa-
tion that can assist them in negotiating life
(Greenberg & Safran, 1987). Emotions convey
information about the individual’s appraisal 
of the environment, focus attention on what is
most important to him or her, and thus moti-
vate actions (in self) and responses (in others).
Mediating interactions between self and envi-
ronment, emotions are sources of information
and personal meaning, and underlie experi-
ences of authenticity and liveliness. The full
cycle of experience and expression of emotion
involves attention, appraisal, experience, infor-
mation processing, expression, and communi-
cation (Fosha, 2000b).

Categorical, or core, emotions are deep-rooted
bodily responses with their own specific physi-
ology and arousal pattern (Ekman, 1983; Zajonc,
1985). Fear, anger, sadness, joy, disgust, all core
affective phenomena, are each characterized by
their own “distinctive biological signatures”
(Goleman, 1995, p. 6). Two state transformations
emerge from the process of fully and viscerally
experiencing core emotion in the absence of de-
fenses, anxiety, or shame:

1. The direct and visceral experience of core emo-
tion involves a state transformation. Fully access-
ing a particular full emotion puts the spotlight
on an area that requires the individual’s height-
ened attention. The emotion is both spotlight
and perceptual filter. The individual can thus
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address, appraise, become aware of, and under-
stand the meaning of the situation arousing the
emotion, and process its unique salience. Core
emotions are also powerful motivators for ac-
tion. Finally, core emotion constitutes a royal
road to the unconscious (Fosha, 2000b, 2001a).

Through the specific emotion, the individual
gains access to the previously unconscious
network of feelings, thoughts, memories, and
fantasies associated with the emotion. This is
what allows the deep working through of 
dynamic material related to the roots of the 

Table 13.1 The phenomenology of affective change processes.

Affective Change Process Core Affective Phenomena Core State Phenomena Adaptive Consequences

Experience and Expression of
Core Emotion

Core emotions: anger,
sadness, joy, fear, disgust.

Adaptive action tendencies
associated with each
emotion; core state
experiencing.

Emotional resources
associated with each
adaptive action tendency;
unlocking unconscious
material; new cycle of
transformation activated.

Dyadic Regulation of
Affective States:
Attunement, disruption,
and repair, leading to
reestablished coordination.

Empathic Ref lection of the
Self: Empathy, validation,
“going beyond mirroring.”

Somatic Focusing: Shifting
from in-the-head thinking
to in-the-body sensing and
feeling.

Core relational
experiences; affective
resonance, “in sync”
feelings in response to
attunement; reparative
tendencies in response to
disconnection.

Feelings of intimacy and
closeness; trust; core state
experiencing.

Secure attachment;
resilience; capacity to
move easily between self-
attunement and other-
receptivity; unlocking
unconscious material; new
cycle of transformation
activated.

Receptive affective
experiences of feeling
known, seen, and
understood; having the
sense of “existing in the
heart and mind of the
other.”

“True self ” experiences of
feeling “alive,” “real,”
“like myself ”; core state
experiencing.

Secure attachment;
resilience; reflective
capacity; self-esteem;
consolidation of the self;
empathy and self-empathy;
unlocking unconscious
material; new cycle of
transformation activated.

The felt sense; embodied
experiencing.

The body shift; bodily states
of relaxation, openness,
and being in touch; core
state experiencing.

Activation of self-righting
tendencies; ease, calm,
flow, energy, vitality, joie
de vivre; unlocking
unconscious material; new
cycle of transformation
activated.

Focus on the Experience of
Transformation: The
activation of the
metatherapeutic processes:
mastery; mourning the
self; and affirming the self
and its transformation.

Transformational affects:
joy and pride; emotional
pain; the healing affects of
(a) feeling moved and
emotional within oneself;
(b) love, gratitude, and
tenderness toward the
other.

Adaptive action tendencies
associated with each
emotion; core state
experiencing.

Self-confidence and
exploratory zest; clarity,
perspective, acceptance;
empathy and self-empathy;
unlocking unconscious
material; new cycle of
transformation activated.

State TransformationsProcess Consequences
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patient’s pathology. Thus, the experience of
core affect reliably actualizes the fundamental
psychoanalytic agenda of gaining access to the
unconscious.

2. The second state transformation, from core af-
fect to core state, is marked by the release of adaptive
action tendencies. The very experience of the
emotion activates emotional resources within
the individual, essential to the resolution of the
problem requiring heightened attention. Each
emotion is associated with an adaptive action
tendency: “Each emotion offers a distinctive
readiness to act; each points us in a direction
that has worked well to handle the recurrent
challenges of human life” (Goleman, 1995,
p. 4). With the release of the adaptive action
tendencies, the individual (re)gains access to
deep emotional resources, renewed energy, and
an adaptive repertoire of behaviors, leading to
enhanced functioning. The individual’s new
responses reflect access to new emotional in-
formation—about the self, the other, and the
situation—that was not accessible prior to the
full experience of the emotion. Even when the
categorical emotion is itself negative and/or
painful, as in the case of anger or grief, the core
state that follows the release of the adaptive ac-
tion tendencies is experientially highly posi-
tive. The adaptive action tendencies released by
fully experienced anger often include a sense
of strength, assertiveness, and power, which
lead to the rediscovery of psychic strength, self-
worth, and affective competence.

In normal development, and throughout the
life cycle, emotions are regulated in a dyadic
fashion. Through the dyadic process, the indi-
vidual is able to emotionally process what he or
she was not able to process alone, thus gaining
access to the state-transformational potential of
the core emotion described above (Fosha, 2001a,
2001b). Moreover, the dyadic process of affec-
tive regulation is a source of change in its own
right; through coordinating emotions together,
both partners are transformed. And this takes

us to the second process of change, the dyadic
regulation of affective states.

The Dyadic Regulation of Affective 
States as a Process of Change
Dyadic regulatory processes are involved in the
optimal transformation of both relatedness and
emotion, and thus of the self. As with emotion,
adaptation is a central concept in understanding
the function of dyadic regulatory processes.

The dyadic regulation of relatedness involves
the attainment of coordination and collabora-
tion between partners, allowing the simultane-
ous maintenance of connection and autonomy.
Through emotional communication, we achieve
equilibrium between self-regulation and mutual
regulation. The regulation of affective states,
when optimal, involves a moment-to-moment
psychobiological process of attunement (the coor-
dination of affective states), disruption (the lapse
of mutual coordination), and repair (the reestab-
lishment of coordination under new conditions).
The coordinated state has positive affective
markers and motivational properties; both part-
ners experience pleasure on achieving coordina-
tion, strive to maintain it, and work hard to
restore it when it is disrupted. The disruption of
coordination is associated with negative affect;
in healthy dyads, it activates reparative tenden-
cies, which kick into gear until the disruption
and its negative affects are repaired and coordi-
nation and positive affects are regained. Count-
less repetitions of the sequence of attunement,
disruption, and repair lead to an affective com-
petence, as the individual internalizes the af-
fect-managing strategies of the dyad (Beebe &
Lachmann, 1988, 1994; Fosha, 2000b, 2001a,
2001b; Tronick, 1989).

Experiences of attachment, connection, and
mutuality lead to feelings of affective reso-
nance, “in sync” states, and experiences of
trust, intimacy, and closeness. These, in turn,
promote further security of attachment, feelings
of safety, and trust. The experience of being able
to repair the stress of disrupted relatedness (i.e.,
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transform negative affects into positive affects
and disconnection into reconnection), leads 
to the individual’s confidence in his or her
own abilities and trust in the capacity of oth-
ers to respond (Tronick, 1989). Success with
efforts to repair dyadic disruptions leads to a
certain emotional stick-to-itiveness which is at
the heart of resilience (Fonagy et al., 1994) and
affective competence (Fosha, 2000b). The process
of moment-to-moment mutual coordination
and affect regulation is considered to be the
fundamental mechanism by which attachment
is established (Schore, 2000). Furthermore, 
the maintenance of positive affective states as-
sociated with dyadic experiences of affective
resonance has been shown to be crucial to op-
timal neurobiological development (Schore,
1996, p. 62; Siegel, 1999; Trevarthen & Aitken,
1994).

Here too we encounter the two-stage process
of transformation:

1. The core affective experiences associated
with the achievement of mutual coordina-
tion are affective resonance and “in sync”
states, the “we” affects (Emde, 1988). Mu-
tually acknowledging such experiences
can “crescendo higher and higher,” lead-
ing to peak experiences of resonance, exhilara-
tion, awe and being on the same wavelength
with the partner (Beebe & Lachmann, 1994,
p. 157; italics added).

2. In the wake of these kinds of relational ex-
periences—matching, affect sharing, and
resonance—the core state comes to the ex-
periential fore. Relational experiences of
openness, closeness, intimacy, and mutu-
ality, as well as an intensified sense of self,
predominate.

Thus, the dyadic regulation of both ordinary
and intense affective experiences produces the
changes that are essential for optimal devel-
opment. This has uncannily precise parallels 
in treatment (Fosha, 2000b, 2001b). Research

shows that the therapist’s attunement to the pa-
tient’s affective state and the patient’s experi-
ence of feeling safe, understood, and affectively
resonated with are probably the most powerful
contributors to the achievement of positive ther-
apeutic outcome (Rogers, 1957; Rosenzweig,
1936; Truax & Carkhuff, 1967). When both part-
ners feel in sync—the experiential correlate 
of the coordinated state—and engage around
their respective experiences, the individual
feels deeply understood and mutative therapeu-
tic work can take place.

The Empathic Ref lection of the 
Self as a Process of Change
Reflecting the self through the empathy of the
other is the next process of change and resource
for deep therapeutic transformation that will be
examined. Experiencing one’s self reflected
through the empathy of the other (Kohut, 1977,
1984) evokes change; making authentic contact
with another, a moment of meeting (Buber, 1965),
allows one to go to a deeper place, where some-
thing new and different happens (Stern et al.,
1998) and the self is transformed.

Though this, too, is a dyadic process, here 
the focus is on the experience of the self, which
both dyadic partners are engaged in fostering
and elaborating. The dyadic process is in the
background, the self is in the foreground, and
the vehicle of transformation is the other’s em-
pathic reflection, mirroring, and understand-
ing of the self ’s experience (Kohut, 1977, 1984).
Openly exposing a self state to someone who
meets it and welcomes it with understanding
can indeed transform it (Rice & Greenberg,
1991). For example, the patient who can speak of
his or her sense of inferiority to an empathic
other end up feeling less inferior. In being re-
sponded to by an other who is emphatically at-
tuned to the self, the individual changes,
paradoxically becoming increasingly himself or
herself (Fosha, 2000b).

Empathically reflecting the self is yet another
affective transformational process, with powerful
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affective markers for its two characteristic
stages of transformation:

1. The experience of receiving empathy and
having one’s self-experience mirrored, re-
flected, and empathically elaborated by the
other gives rise to yet another class of core af-
fective experiences, receptive affective experiences,
the experiential correlates of feeling known,
seen, loved, understood. Seligman (1998) notes:
“Understanding is not about experience. It is it-
self an experience, and this experience involves
the crucial presence of another person with
whom one feels secure, in part by virtue of feel-
ing understood by that person” (p. 84). McCul-
lough Vaillant (1997) writes: “The receptive
capacity is the substrate for vulnerability, open-
ness, emotional connection, empathy, and inti-
macy” (p. 294). The individual develops a deep
sense of “existing in the heart and mind of the
other” (Fonagy & Target, 1998; Fosha, 2000b).
The therapeutic consequences of these receptive
affective experiences of feeling deeply under-
stood are profound: In addition to promoting
authentic self experiences, such experiences are
believed to be at the roots of secure attachment
and emotional resilience (Fonagy et al., 1994)
and to function as a major protective factor
against the development of trauma (Main, 1995,
2001; Siegel, 2001).

2. Fully experiencing and experientially pro-
cessing receptive affective experiences facili-
tates the advent of the next stage, the emergence
of true self experiences. True self experiences
involve feeling “real,” “alive,” “authentic,” and
“like myself.” Aspects of the core state, true self
experiences may be accompanied by feelings of
happiness, well-being, and relaxation, and by
an almost aesthetic sense of simplicity, ease,
and grace. One patient likened the true self ex-
perience to the sound of “a flute in a brass
band.” The experience of joy, authenticity, and
aliveness, what the novelist Josephine Hart
refers to as “the dazzling explosion into self”
(1991, p. 41), echoes Fritz Perls’s “explosion into
joy, laughter, joie de vivre . . . [that] connect[s]

the authentic personality with the true self”
(1969, p. 60). The individual’s sense of self is
accompanied by vitality affects (Stern, 1985).

The therapeutic consequences of empathi-
cally reflecting the self and the affective trans-
formations it elicits include a strengthening and
consolidation of the sense of self; enhanced and
more solid self esteem, and augmented empa-
thy toward the self. When the individual’s at-
tention is focused on his or her self through the
empathic understanding and resonance of the
other, the individual is presented with new
opportunities for coping, mastery, and growth.
Informed by growing self-empathy and self-
acceptance, adaptive self-action tendencies are re-
leased: the individual realizes the nature of his
or her basic needs and become committed to
their realistic fulfillment.

Attachment research has shown that the
parent’s reflective ability is the key factor in the
interruption of the intergenerational transmis-
sion of trauma (Fonagy et al., 1991, 1994; Main,
1995). Just one relationship with an attachment
figure capable of engaging in a reflective rela-
tionship with the child promotes the child’s de-
velopment of his or her own reflective ability,
which in turn is a major protective factor
against the development of trauma (Fonagy &
Target, 1998). These data provide empirical sup-
port for a core assumption of AEDP: The ability
to process experience, together with an under-
standing other, is mutative; it transforms the ex-
perience, the self, and most likely the other (cf.
Beebe & Lachmann, 1994; Beebe, Lachmann, &
Jaffe, 1997; Tronick, 1989). There is also convinc-
ing evidence that it transforms what is interac-
tionally communicated and intergenerationally
transmitted.

Somatic Experience as a Process of Change
Somatic focusing theory also zooms in on adap-
tation and the organism’s adaptive potential to
self-regulate. Experiential clinicians, such as Eu-
gene Gendlin (1981, 1991, 1996) and Peter Levine
(1997), have documented the phenomenological
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shifts that occur when the focus moves from in-
the-head cognition to in-the-body sensing (see
also Kurtz, 1990). They argue that eons of evolu-
tion have built into the body the capacity to
right itself, what is referred to in the vernacular
as the wisdom of the body. As with processes of
core emotion and core relatedness, natural bod-
ily processing of overwhelming events contain
the seeds of healing within them (see Emde,
1981, on self-reparative tendencies, and Winni-
cott, 1960, on the dogged search of the true self
for conditions right for its emergence). The sense
of what is wrong carries with it, inseparably, a sense
of the direction toward what is right (Gendlin,
1981, p. 76).

The evolutionary development of, and human
beings’ increasing reliance on, the neocortex
has led to the cortical overriding of more in-
stinctual mechanisms in situations requiring
reactions and skills that the cerebral cortex is
not optimally suited to handle (LeDoux, 1996).
Somatic experiencing aims to change the focus
from intellectual and cognitive processes, and
their experientially alienating consequences, to
activating somatic processes by fostering a pro-
cess of moment-to-moment tracking of the
body’s shifting experiences. Changes that in-
volve shifting focus from the head (cognitive, in-
tellectual, verbally dominated) to the body
(somatic, sensory, visual) also lead to deep ex-
periential results. Key to this is the felt sense,
“the experience of being in a living body that
understands the nuances of its environment by
way of its responses to that environment”
(Levine, 1997, p. 69).

The process of somatic focusing—where
there is an oscillation between experience and
reflection, each feeding on the other—is a step-
wise process.

The Felt Sense. The first state transforma-
tion involves finding the felt sense, “a bodily
sense of some situation, problem, or aspect of
one’s life. . . . [A] felt sense must first be al-
lowed to come; it is not already there. A felt
sense is new. . . . It comes freshly, in something

like tearfulness or yawning come in on us”
(Gendlin, 1996, p. 20; italics in original text).

The Body Shift. The next state transforma-
tion is brought about through finding a handle
(i.e., the verbal expression that does justice to
that felt sense). The joining of the experience
with the label that accurately describes it, an
invariably idiosyncratic and highly personal
term, is accompanied by a body shift, a relax-
ation, a letting go, a release of tension.

With the emergence of such a single bodily sense
comes relief, as if the body is grateful for being al-
lowed to form its way of being as a whole. . . .
When a step comes from a felt sense, it transforms
the whole constellation . . . in such a step or shift
one sense oneself differently. . . . When one has a
felt sense, one becomes more deeply oneself.
(pp. 20–21)

The body shift, the state transformation associ-
ated with somatic focusing, is always in the di-
rection of well-being.

Here, too, we see adaptive processes moving
toward healing and positive changes, and the
association of such processes with positive af-
fective markers:

The irony is that the life-threatening events pre-
historic people routinely faced molded our mod-
ern nervous system to respond powerfully and
fully when we perceive our survival threatened.
To this day, when we exercise this natural capac-
ity, we feel exhilarated and alive, powerful, ex-
panded, full of energy and ready to take on any
challenge. Being threatened engages our deepest
resources and allows us to experience our fullest
potential as human beings. In turn, our emo-
tional and physical well-being is enhanced.
(Levine, 1997, pp. 42–43)

Thus, by focusing on the sensations of the
body with no agenda, another positive transfor-
mational process is activated in that a bodily
core state marked by openness and relaxation is
accessed. Even if the problem remains, the body
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is now in an optimal state where its capacities,
its adaptive action tendencies, are maximally
engaged. Furthermore, the very process of
change itself, and not only its outcome, feels
good. Therapists would do well to heed
Gendlin’s (1981) radical point, all the more pro-
found for its simplicity: “Nothing that feels bad
is ever the last step” (pp. 25–26).

Affective neuroscience provides further sup-
port. By having a process where there is an al-
ternation of body-focused somatic experiencing
(subcortical, right-brain mediated), with reflec-
tion on the somatic experience (cortical, left-
brain mediated), there is the opportunity for a
comprehensive bilateral integration based on
harnessing the information-processing poten-
tial and abilities of both sides of the brain, as
well as of lower and higher brain functions
deemed essential to optimal health (Schore,
2000; Shapiro, 2001; Siegel, 1999, 2001).

Metatherapeutic Processes and the Focus on
Transformation Itself as a Process of Change
In the last change process to be examined, it is
precisely the experience of healing and thera-
peutic success that becomes the experiential
focus of the work. What is usually the end point
of the therapeutic road is the starting point of
this investigation. When successful therapeutic
experiences become the focus of therapeutic in-
quiry and work, it becomes possible to deepen
and broaden the treatment’s effectiveness
(Fosha, 2000a).

The systematic exploration of the patient’s
experience of having a therapeutic experience
activates highly reparative metatherapeutic
processes associated with characteristic trans-
formational affects (Fosha, 2000a). They are: (1)
the affective mastery process and the transforma-
tional affects of joy and pride; (2) the mourning-
the-self process and the transformational affect
of emotional pain; and (3) the process of affirm-
ing-the-self-and-its-transformation and the trans-
formational healing affects (i.e., feeling moved,
touched, or emotional, and feeling gratitude, love,

tenderness, and appreciation toward the affirming
other). Thus, the very focus on the transforma-
tion in the context of the here-and-now of the
therapeutic relationship releases mastery,
mourning, and receptive affirming experiences.

The transformational affects associated with
the metatherapeutic processes—joy and pride,
emotional pain and the healing affects—are all
core affective phenomena. It is here that AEDP’s
specific therapeutic technique is most evident.
Once these experiences emerge, they are privi-
leged, focused on, enlarged, and explored with
the same thoroughness and intensity as any of
the other core affective experiences. The visceral
experience of core affect produces a state trans-
formation. In these cascading state transforma-
tions, the deep experiential processing of one
state becomes the trigger for the next wave. As in
all other phases of AEDP, alternating waves of
experiential and reflective work characterize
the work with the metatherapeutic processes
and their affective markers (Fosha, 2000b).

A focus on the process of transformation can
be the catalyst for further transformations;
experientially focusing on change that has
already occurred activates further powerful
changes. The process of transformation and
healing is never-ending. The achievement of
resolution at one level establishes a new
plateau, which rapidly becomes the baseline
from which the next cycle of transformation
proceeds. By focusing on the patient’s thera-
peutic experiences, we activate the metathera-
peutic processes and their affective markers,
the transformational affects. When fully expe-
rienced, these processes and affects in turn ef-
fect profound and beneficial transformations in
our patients, consolidating and deepening al-
ready obtained therapeutic gains.

Summary of Change Processes: The Expansion of
the Domain of Core Affective Experiences
AEDP focuses not only on the core emotions (la-
beled impulses/feelings in other experiential
STDPs), but also includes the core affective



The Activation of Affective Change Processes in Accelerated Experiential-Dynamic Psychotherapy 321

phenomena associated with the affective
processes of change and the phenomena charac-
teristic of core state functioning (see Figure 13.2).

The core affective phenomena, the results of the
first state transformation, include: (1) core emo-
tions, such as sadness, anger, fear, joy, disgust;
(2) core relational experiences of and strivings for
attachment, connection, intimacy, and close-
ness, including the “we” affects of affective res-
onance and in-sync experiences; (3) vitality
affects, self states, and receptive affective experi-
ences of feeling seen, cared about, and under-
stood; (4) bodily states marked by the felt sense;
and (5) the healing affects (i.e., experiences of
feeling moved, emotional, and touched).

The introduction of the concept of the core
state has led to the phenomenological articula-
tion of another set of affective experiences, all
positive, that occur in the absence of defenses as
well as of anxiety, fear, or shame. Core state phe-
nomena include but are not limited to (1) the
sense of strength, clarity, and resourcefulness
associated with the release of adaptive action ten-
dencies; (2) core relational experiences of love, ten-
derness, compassion, generosity, and gratitude,
relational experiences emergent from a state of
self-possession; (3) core self experiences of what
individuals subjectively consider to be their

“true self;” (4) core bodily states of relaxation,
openness, and vitality that emerge in the wake
of the body shift; and (5) states of clear and authen-
tic knowing and communication about one’s sub-
jective “truth.”

Access to core affective phenomena provides
the conditions necessary for thorough therapeu-
tic exploration and working through, and leads
to the release of the enormous healing potential
residing within these experiences. The core state
that follows the experience of core affect is opti-
mally suited for the therapeutic integration 
and consolidation that translate deep in-session
changes into lasting therapeutic results.

THE DEVELOPMENT OF PSYCHOPATHOLOGY

In AEDP, adaptation is the central motivational
construct, equally relevant to understanding
pathology, as to understanding optimal de-
velopment. Different emotional environments
give rise to optimal and psychopathological
developments. When emotional experience
can be dyadically regulated, optimal develop-
ment takes place; an affect-facilitating environ-
ment is co-created and it eventually becomes
part of the individual’s internal attitude to-
ward emotional experience. Pathological de-
velopment occurs when emotional experience
cannot be dyadically regulated and has to be
excluded to preserve the attachment bond. The
co-created affect-intolerant emotional environ-
ment also becomes internalized eventually.
These formulations are schematically depicted
in Figure 13.3. One version of the expanded
triangle of conflict represents the structure un-
derlying the self-at-best functioning character-
istic of optimal development (see Figure 13.3a).
The other version of the expanded triangle of
conflict represents the structure underlying
the self-at-worst functioning characteristic of
psychopathology (see Figure 13.3b).

In optimal development, affective change
processes naturally unfold and the individual

Figure 13.2 The expanded domain of core affective
experiences.

Signal AffectsDefenses

Core Affective Phenomena
Core emotions, core relational,
experiences, vitality affects, self
states, receptive affective
experiences, the felt sense of
body states, the healing affects.

Core State Phenomena
“True self” states and
experiences of openness,
relaxation, vitality, authenticity,
and clarity about one’s subjective
truth following the release of
adaptive action tendencies and
somatic experiences marked by
the body shift.
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can reap their adaptive benefits. Deep emotional
experiences—occurring in the presence of a sup-
portive, affect-facilitating other—become associ-
ated with feeling good. To authentically and
deeply express oneself feels good as does feeling
emotionally connected with someone. To feel un-
derstood feels good as does being understanding
toward someone else who can receive it and be
touched by it. Expressing painful feelings to a re-
ceptive partner also feels good. Positive affective
states, markers for highly adaptive processes and
experiences, ensures that we pay attention to and
keep engaging in psychic activities that foster
our development, growth, and expansion.

In optimal emotional environments, where
the attachment figure is essentially accepting
and supportive of the individual’s emotions,
core affective phenomena are paired with the
transformational affects, positive experiences that
mark the state transformation to the core state.
The individual comes to expect that core emo-
tional experience will lead to enhanced func-
tioning, strengthening the integrity of self
and/or of attachment ties. Over time, situations
likely to arouse emotion will trigger the green
signal affects, the signal version of the transfor-
mational affects. The green signal affects com-
municate essential safety and the go-ahead to

Figure 13.3 The two versions of the revised triangle of conflict.
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feel. This is the self-at-best configuration that
underlies optimal functioning represented in
Figure 13.3a.

In pathogenic environments, the affective
change processes, instead of bringing psychic
gains, bring aversive results: The experience and
expression of core affective phenomena meets
with disruptive, nonfacilitating responses from
attachment figures. The caregiver is unable to
maintain coordination in the face of the child’s
spontaneous emotional experience; some aspect
of the child’s emotional being triggers profound
discomfort in the caregiver, who responds either
inadequately, with errors of omission (e.g., with-
drawal, distancing, neglect, denial), or aggres-
sively, with errors of commission (e.g., blaming,
shaming, punishing, attacking). The expression
of distress meets with the other’s disdain or
anxiety. The desire for contact meets with rejec-
tion or withdrawal. The offering of love is 
met with indifference or tension. Authentic self-
expression meets with the other’s anger or
ridicule. These disruptive reactions on the part
of the attachment figure (i.e., the errors of com-
mission or omission), elicit a second wave of
emotional reactions: fear and shame, the patho-
genic affects (Fosha, 2001a). What should feel
good ends up feeling bad; whereas transforma-
tional affects motivate further emotional expe-
rience, the pathogenic affects spur the exclusion
of emotional experience.

Pathogenic affects arise when the response of
the attachment figure to the individual’s core
affective experience is disturbing and disrup-
tive. The disruption in mutual coordination
caused by core affect cannot be dyadically re-
paired. The individual has to contend not only
with the initial emotion-stimulating event and
the overwhelming affective experiences it elic-
its; now he or she also has to contend with a
second emotion-stimulating event, namely, the
reaction of the figure of attachment, and the
fear and/or shame it elicits.

There is a crucial distinction to be made be-
tween fear and shame as categorical emotions

and fear and shame as pathogenic affects. As a
categorical emotion, fear provides important
adaptive information about the dangerous as-
pects of the situation that elicits it and kicks 
in the adaptive action tendencies associated
with it. Fear triggers flight, immobility, but also
notably, attachment-seeking behaviors. A child
whose fear of a dog or of a stranger is over-
whelming can seek out the caregiver for assis-
tance. Similarly, shame as a categorical emotion
about a specific event or behavior is an essential
tool for social learning. That kind of shame 
can be metabolized in the context of an affect-
facilitating environment (Hughes, 1998; Schore,
1996). Handling disruptive emotions is the
essence of the process of attunement, disrup-
tion, and repair (Fosha, 2001a).

Fear and shame become problematic only
when they occur in reaction to the attachment
relationship itself. It is then that they function
as pathogenic affects. Fear about the very per-
son who is supposed to be the safe base dis-
rupts the attachment relationship and its
essential protective function (Hesse & Main,
1999). Shame that is not about a specific behav-
ior but which, instead, is about the essential na-
ture of the self disrupts the very integrity of
self-experience and of the individual’s ongoing
sense of being (Hughes, 1998; Schore, 1996).
When shame and fear are elicited by disruptive
experiences with attachment figures and can-
not be dyadically repaired, individuals find
themselves alone, emotionally overwhelmed,
unable to be real and unable to count on the
safety of the emotional environment. Highly
aversive, the hallmark of the pathogenic affects
is that they are experienced by an individual
who is alone, as the affect-regulating attach-
ment relationship has collapsed.

The combination of (1) interrupted core affec-
tive experiences, (2) compromised self-integrity
and disrupted attachment ties, and (3) the over-
whelming experience of the pathogenic affects in
the context of unwilled and unwanted aloneness
lead to unbearable emotional states: these include
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experiences of helplessness, hopelessness, loneli-
ness, confusion, fragmentation, emptiness, and
despair, the “black hole” of human emotional
experience. Hence, disrupted attachment and
the compromised integrity of self result 
in unbearable emotional states that are to be
avoided at all costs. If in the core state we en-
counter the self-at-best, in the unbearable emo-
tional states, we have the self-at-worst: this is the
individual at his or her most depleted, the sense
of self essentially compromised, with no safety
and thus no access to emotional resources. No
wonder individuals will literally do anything to
escape these states! The attempts to escape the
excruciating experience of these unbearable
emotional states become the seeds for defensive
strategies that, when chronically relied on, cul-
minate in the development of psychopathologi-
cal conditions (see Table 13.2).

In disrupted attachments, core affect be-
comes paired with pathogenic affects and the
unbearable emotional states. The individual
comes to expect that core emotional experience
will be catastrophic, threatening the integrity
of self and/or of attachment ties. Over time, any
situation that threatens to arouse emotion will
trigger the red signal affects, the signal version of
the pathogenic affects. The red signal affects
automatically trigger the institution of defense

mechanisms that preclude the experience of
core affects and their feared-to-be-unbearable
emotional consequences. The red signal affects
communicate the same information as the path-
ogenic affects, without full-blown psychic pain:
They signal that feelings are quite dangerous in
the current conditions and thus to be warded
off through the application of defenses. This is
the self-at-worst configuration which underlies
pathological functioning (see Figure 13.3b).

The patient comes to rely on defenses, deny-
ing, avoiding, numbing, or disavowing the af-
fectively laden experiences that wreaked such
havoc in the past and are expected to do so
again. Psychic survival and a kind of secondary
security (Main, 1995; Sandler, 1960) can be
achieved only through the defensive exclusion
(Bowlby, 1988) of the very processes that consti-
tute optimal psychic health. Core affective ex-
periences and their adaptive consequences are
preempted, leaving the individual with terribly
reduced resources to face the challenges of the
world.

Some defenses are aimed at bodily experi-
ence, others at self or dyadic experiences, still
others at particular emotions. A full taxonomy
of the specific defenses associated with each
change process is beyond the scope of this chap-
ter. Some examples are: formal defenses, such

→ → → →
Core Affective

Phenomena
Failures of Dyadic

Regulation
The Pathogenic 

Affects
Unbearable States of

Aloneness Consequences

Table 13.2 Affect regulatory difficulties and the development of psychopathology.

Core emotions; core
relational experiences;
reparative tendencies
in response to
disconnection; “true
self ” experiences;
spontaneous bodily
states; the realization
of emotional truth; the
healing affects.

Misattunement and
the failure to repair:
errors of omission
(withdrawal,
avoidance, denial,
neglect); errors of
commission (criticism,
humiliation,
punishment, ridicule).

Fear, shame. Loneliness, despair,
helplessness and
hopelessness,
emptiness; sense of
self as “bad,”
“defective,”
“worthless”;
fragmentation, loss of
control, falling apart,
confusion, panic.

The institution of
defenses against
experiencing and/or
relatedness.
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as isolation of affect or denial, that prevent the
experience of the categorical emotions; de-
fenses in the realm of dyadic regulation that
involve a hyperfocus on self or other and are re-
flected in the types of insecure attachment; de-
fenses against receptive affective experiences,
the other side of the interpersonal wall, that are
usually accompanied by denial of, or hypofocus
on, the self; defenses against somatic processes
that include numbing, body armoring, manner-
isms, and postural distortions; and the denial
of change, the failure to register it, and such
phenomena as false modesty or hypernegativ-
ity that can be manifestations of defenses
against the healing affects and the underlying
vulnerability. However, once a defense be-
comes entrenched in the individual’s reper-
toire, it can function against any aspect of
emotional experiencing that might be threaten-
ing to the individual, regardless of the initial
dynamic realm in which it arose.

These formulations are schematically repre-
sented in the two versions of the triangle of con-
flict represented in Figure 13.3, showing the
interrelatedness of core affective experiences,
signal affects and defenses in affect-facilitating
and affect-inhibiting emotional environments.

THE AIM OF TREATMENT

Treatment aims to undo the chronic reliance on
defenses against core affective experiencing,
thereby restoring the patient’s natural healing
and self-reparative tendencies. The ultimate goal
of therapy is to change the structure of the patient ’s
experience of what feels good. We do this by restor-
ing the association between safety and emo-
tional experiencing.

In AEDP, the goal is to lead with (Fosha, 2000b)
a corrective emotional experience (Alexander &
French, 1946). The therapist seeks to create an
affect-facilitating environment from the get-go
and to activate a patient-therapist relationship in

which the patient is in touch with his or her re-
sources as much as possible. If this is accom-
plished, from the beginning, the patient will feel
sufficiently safe to be willing to take the risks in-
volved in doing deep and intensive emotional
work (Fosha & Slowiaczek, 1997). The theory
behind the stance of the AEDP therapist is
grounded in attachment theory, whereby the
function of the therapist is to counteract the pa-
tient’s aloneness by being a safe base so that
exploration can begin. Pathogenic affects and
previously unbearable emotional states become
more tolerable and are eventually transformed
as they are explored together with an other,
from the position of the safe base. AEDP treat-
ment seeks to (1) counteract the patient’s alone-
ness and transform the experience of unbearable
states; (2) minimize the impact of defenses and
of the pathogenic affects of fear and shame; 
(3) restore access to core emotions, and thus to
the wellspring of adaptation and well-being; and
(4) facilitate the emergence of the core state.

The four steps to restore access to core affec-
tive experiencing are:

1. Through a therapeutic stance that is actively
and explicitly empathic and actively and
explicitly emotionally engaged. The thera-
pist facilitates the patient’s affective experi-
ence through being affirming, supportive,
and authentic. There is a high premium on
the use of the self in the form of making use
of the therapist’s authentic emotions.

2. Through active, specific, and systematic
therapeutic activities designed to melt or
break through defenses.

3. Through active, specific, and systematic
therapeutic activities aimed at countering
the pathogenic affects.

4. Through active, specific, and systematic
therapeutic activities aimed at facilitating
core affective experiences, releasing adaptive
action tendencies, and allowing the seeds
of healing contained within the visceral
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experience of core affect to come to the
fore, thus activating the core state, where
maximal therapeutic healing takes place.

Essential to the carrying out of AEDP is the
grounding in the phenomenology of affective
experience. Therapists’ familiarity with the
phenomena associated with change processes
and pathological processes will enable them to
be firmly grounded in the patient’s experience,
using that experience as a constant guide re-
garding the state of the patent, the state of the
relationship, and the state of the therapeutic
process. Through a moment-to-moment immer-
sion in experience and its fluctuations, patient
and therapist are able to engage in what is the
hallmark of AEDP: an experiential dyadic pro-
cess informed by an affect-centered psychody-
namic understanding devoted to promoting 
full visceral experience of core affective phe-
nomena, thus unleashing the transformational
power of the processes of change.

H I S T O R Y  O F  T H E
T H E R A P E U T I C  A P P R O A C H

Because history of the experiential STDPs is
discussed elsewhere (see Osimo, this volume),
this section only briefly highlights the differ-
ences between AEDP and the other experiential
STDPs that emerge as a result of the theoretical
framework outlined. Healing processes, rather
than psychopathology, are at the very center of
the affective model of change, the metapsychol-
ogy that informs AEDP (Fosha, 2000b).

1. There is an expansion of the phenomeno-
logical realm of core affective phenomena
as a result of the theoretical grounding in
multiple processes of change (and thus not
just one change process). This includes
core affective phenomena associated with
each affective change process, core state
phenomena, and the affective experiences

that arise in nonaffect-facilitating environ-
ments (i.e., the pathogenic affects and the
unbearable emotional states).

2. The emphasis on the differential nature of
the co-constructed environment in optimal
and pathogenic development has led to 
the awareness of multiple configurations
of core affect, signal affect, and defense
within the same individual underlying
quite different levels of functioning. This
has led to the elaboration of different ver-
sions of the triangle of conflict—the self-at-
best and self-at-worst configurations—and
the respective role of positive and negative
environmental experiences, which become
differentially encoded in the form of sig-
nal affects—green or red.

3. In AEDP, the therapeutic stance is seen as
a dyadic construction and thus unique to
each dyad. Although empathy, compas-
sion, and affirmation always characterize
the genotype of the AEDP therapist’s
stance, its phenotype is always unique and
idiosyncratic, inasmuch as it is a stance
grounded in dyadic construction (Tronick,
2001).

4. From within an affirming and emotionally
engaged stance, the AEDP therapist seeks
to lead with a corrective emotional experi-
ence, aiming to engage the patient’s least
defensive, most emotionally resourceful
self-state, represented by the self-at-best
configuration. Through the process of mu-
tual coordination of affective states, patient
and therapist coconstruct an affect-facilitat-
ing therapeutic environment in which the
defended against painful and intense core
affective experiences, encoded in the self-
at-worst configuration, can be accessed,
experienced, worked through, and reinte-
grated within the personality in a more
adaptive fashion.

The techniques that follow assume all of
these developments.
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M E T H O D S  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N

THE TRIAL THERAPY

The trial therapy (Davanloo, 1990; Malan, 1976)
is the major assessment tool in AEDP, as it is in
the other experiential STDPs. The therapist is
primed to cocreate an affect-facilitating envi-
ronment and a corrective relationship within
which to begin the therapeutic work. The AEDP
therapist does not wait for the material to un-
fold but actively fosters the kind of interaction
the model defines as optimal. As the patient be-
gins to tell the therapist his or her story (or not
tell it), the therapist has access to two potent
sources of dynamic and diagnostic information:
the content of the story, manifest and latent,
and the interactive process between patient and
therapist. Taking whatever the patient offers,
the therapist uses it as starting point for an af-
fective experiential interaction. At the first sign
of affect, the therapist stops the action and
shifts the focus to the affect; the message is:
This is what we do here. The moment-to-
moment experiential tracking of the flow of the
session has begun. Severity of functional dis-
turbance, chronicity of the problem, or the
point in development at which the problem is
thought to have arisen in the patient’s genetic
past do not play an automatic role in determin-
ing suitability for AEDP. Showing a capacity to
engage and work experientially augurs well
and is heavily weighted against other factors.
The patient’s capacity to respond affectively
and engage relationally is a major selection cri-
terion, as it indicates the patient’s capacity to
make use of the therapy being offered.

AEDP trial therapy always begins with the
present situation: “The precipitating event is, in
truth, the final blow that simply cannot be toler-
ated” (Mann & Goldman, 1982, p. 24). In the
presenting complaint and the specific example
are the patient’s response to the therapist’s first
and second questions: What brings you here

now? followed by Can you give me a specific ex-
ample? The presenting complaint represents a
“final common pathway” (p. 20) of core con-
flicts, anxieties they elicit, defenses deployed,
and consequences of those defenses. The re-
quest for a specific example announces the de-
parture from vagueness: The work of therapy
has begun. The emotionally charged atmo-
sphere of the first minutes of the first session
offers tremendous opportunities as the first set
of dynamics that underlie the suffering the pa-
tient is seeking to remedy is exposed. Two fur-
ther explorations are a desired feature in every
trial therapy: There needs to be a somatic/expe-
riential/affective exploration (grounded in a
specific example: How do you feel? How do you
experience that? Where in your body?), as well
as a relational exploration of the here-and-now
experience with the therapist: What is it like 
for you to do this with me? How do you feel
when you have eye contact [or avoid eye contact]
with me?

By following the patient’s affect, it is possible
to see how it links present and past and how 
it becomes manifest in the evolving patient-
therapist relationship. The relationship with
the therapist evokes intense feelings; from the
first minutes of the first session, the therapist
declares that he or she wishes to relate to the
patient. By focusing on the patient’s feelings,
asking for specifics, and responding empathi-
cally and emotionally, the therapist activates
the patient’s complex feelings about intimacy
and closeness.

That the first session presents a unique
opportunity is recognized by many STDP thera-
pists (e.g., Coughlin Della Selva, 1996; Davan-
loo, 1990; Magnavita, 1997; Malan, 1976, 1979;
Mann & Goldman, 1982; McCullough Vaillant,
1997). Gustafson (1986) writes about the “sa-
cred nature of the first session” and how impor-
tant it is to focus on what brought the patient to
treatment. If the precipitating event is a “com-
mon pathway,” hope and dread inspired by the
encounter with the therapist shape the dyadic
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interaction, making their encounter the second
common pathway.

The greater the crisis, the greater the opportu-
nity. Affective charge creates an intrapsychic cri-
sis and therefore fluidity (Lindemann, 1944); the
result is an unmatched opportunity to get past
the patient’s customary defenses. During such a
crisis, the patient’s customary ways of handling
intense feelings becomes evident, as does his or
her ability to respond differently as the therapist
engages the patient in new ways of relating.

In this first session, patient and therapist, as
members of a brand-new dyad, are creating
their own unique patterns. As both bring best
and worst configurations, much is possible and
nothing is yet determined. Such a fortuitous
chance for creation might never arise again 
in the course of their relationship. Another
source of dynamic information is the moment-
to-moment therapeutic process. Making inter-
ventions and observing their impact is a form of
hypothesis testing.

In keeping with AEDP’s healing-centered
orientation and adaptation-based framework
for understanding psychopathology, the thera-
pist is always on the lookout for evidence of
strength, ease, and resourcefulness. Areas of
psychic health are as important to a thorough
psychodynamic assessment as areas of difficul-
ties. The following are some questions for thera-
pists to ask themselves during the initial
interview:

Has contact been made? If the therapist
thinks so, does the patient? If the patient
thinks so, does the therapist?

What are areas of defensiveness and areas of
ease? What are areas of difficulty in the pa-
tient’s life and areas of pleasure?

What defenses does the patient use, and what
resources are available?

What makes the session flow? What makes
the session get stuck?

How does the patient respond to empathy,
validation, and support? To confrontation?

How does the patient respond to his or her
own emotionality, or to the lack thereof?

What are the patterns of relational repetition,
and what kinds of environments trigger
them? What are the exceptions?

What feelings are difficult for the patient,
and what feelings not so hard? Can the pa-
tient experience, for example, sadness but
not anger, or anger but not vulnerability?
Are positive feelings more difficult than neg-
ative feelings (or vice versa)? Are all feelings
difficult?

How does the patient handle negative feel-
ings such as anger, pain, and disgust? How
does the patient handle positive feelings such
as joy, love, pleasure, and tenderness?

Can the patient tolerate negative aspects of the
session, that is, areas of stuckness, disagree-
ment, confrontation, or disappointment? Can
the patient tolerate positive aspects of the
therapeutic interaction, that is, empathy, col-
laboration, closeness, contact, and hope?

What brings out the worst in the patient?
What is he or she like at worst? What brings
out the best in the patient? What is he or she
like at best?

The first interview has several purposes: to
establish contact with the patient; to learn the
story of what brings the patient to treatment;
and to uncover the way the patient’s seemingly
excessive or incomprehensible reactions make
complete sense. The most important goal for the
first session, however, is that the patient should
have a therapeutic experience, a visceral feeling for
at least a moment of self-at-best in the context 
of a dyadic relationship. From the beginning,
the therapist begins to share with the patient
his or her empathic understanding of the pa-
tient’s experience and of the therapeutic inter-
action. A therapeutic aim is to give the patient
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experiential access to healing affects that un-
lock access to other corrective affect-facilitating
experiences, which, for whatever dynamic rea-
son, were relegated to marginality or to dy-
namic oblivion, or have been accessible but
robbed of their reparative restorative potential.
If, in the initial session, the patient has some
moments of core affect and then core state expe-
riencing, he or she will have had a taste of the
freedom that comes with emotional access and
will have had a visceral experience of their own
resources and positive qualities. Such experi-
ences are intensely motivating (Davanloo,
1990). This is why we seek to proceed from
strength to face vulnerability and seek to lead
with a corrective emotional experience.

METHODS OF INTERVENTION

Essential to all AEDP methods of intervention
is the moment-to-moment experiential tracking
of the patient’s state in the context of the
dyadic interaction. It is what determines and
guides the selection of interventions, what
gives the therapist precise feedback about the
patient’s response to each intervention, and
what provides the precise raw data necessary
for an accurate and thorough psychodynamic
understanding both of the moment-to-moment
therapeutic process and of the patient’s person-
ality organization as a whole. The work is ap-
proached from a stance of affirmation and
empathy and support and valuation of the pa-
tient: The understanding of clinical phenomena is
informed by an adaptation-focused and healing-
centered approach.

The phenomenology of the states of defense,
core affect, and core state, and the therapist’s
ability to read and interpret them correctly are
crucial because the entire AEDP approach is
rooted in the patient’s experience. What strate-
gies the therapist uses at any specific time de-
pends on being able to accurately sense the

patient’s state, for each state is characterized by
a different therapeutic goal.

1. In a state where defenses predominate, the
goal is to help patients relinquish their defensive
reliance. Unless transformed, in the top of the
triangle of conflict state, nothing deeply thera-
peutic happens. There are highly confrontational
ways to work with defenses and there are deeply
accepting, removing-the-pressure, paradoxical
ways to proceed (little-step-by-little-step attune-
ment). Enhancing the patient’s experience of
safety and thus rendering defenses vestigial is
another strategy. But the goal of all interventions
aimed at defense is the same: to foster the state
transformation from top of the triangle of con-
flict functioning to core affect in which the im-
pact of defenses is neutralized (i.e., the state
transformation from defensive functioning to
core affective experiencing).

2. When dealing with the affective phenom-
ena represented at the bottom of the triangle 
of conflict, a major focus is the promotion of
embodied, visceral experiencing. There are dif-
ferent goals and thus different therapeutic in-
terventions tailored to the different types of
affective phenomena represented at the bottom
of the triangle of conflict. Core affective experi-
ences require a type of therapeutic work differ-
ent from that needed for the pathogenic affects
and unbearable emotional states. All three are cat-
egories of affective experience that come to the
fore in the absence of anxiety and defense, yet
there are different therapeutic goals with each.

With the pathogenic affects and the unbear-
able emotional states, the goal is to ultimately
eliminate these from the patient’s emotional
repertoire. They serve no adaptive function for
the individual. In fact, they both reflect, and are
a consequence of, the disintegration and deple-
tion of adaptive resources. Merely reexperienc-
ing them proffers no therapeutic benefit (see
also Levine, 1997, on this point). Therapeutic
benefits accrue only if the patient’s emotional
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aloneness is counteracted. Originally, the path-
ogenic affects and unbearable states arose in an
individual deprived of the benefits of dyadic
regulation when sorely in need of help, and fur-
ther overwhelmed by the onslaught of aversive
affects associated with attachment disruptions.
What is transformational and therapeutic here
and now is the sharing of these experiences
with a supportive, helpful, emotionally en-
gaged other. At stake here is restoring the ma-
trix of affect-regulating attachment. It is not
enough for the therapist to “be with” the pa-
tient; active therapeutic work also needs to take
place to make sure that the patient takes in (i.e.,
registers and processes) the therapist’s pres-
ence and involvement (see Fosha, 2001b, for
elaboration of this point). In order for the expe-
rience of emotional aloneness to be therapeuti-
cally transformed, it is essential that defenses
against receptive affective experience not be in
operation.

The work with core affective phenomena is
different from the work with the pathogenic
affects and the unbearable states. Emotional ac-
cess to these phenomena assumes an affect-fa-
cilitating environment already in place. It is
either internalized and reflected in the affec-
tive competence of the individual, and/or is
being actively coconstructed dyadically and is
operating in the background at that moment.
Given a solid affect-regulating attachment envi-
ronment, it is the therapeutic and adaptive
benefits that emerge on the full visceral experi-
encing of core affects themselves that are the
therapeutic goal. When the adaptive action ten-
dencies kick in, the next experiential depth level
is activated and the transformation to core state
is under way.

3. The most important therapeutic goal in
working with the third state, the core state, is
for the therapist to recognize it and promote its
unfolding. Once core state is achieved, the ther-
apy runs itself. With patients in core state, the
therapist’s activities can be reflective, collabora-
tive, experiential, mirroring, or witnessing. The

therapist can validate and receive and partici-
pate in deep collaborative dialogue that is sim-
ple, essential, and “true.” Just being present and
listening deeply is sometimes precisely what is
needed. Often, the most powerful work can be
done when both patient and therapist are in core
state (which is not unusual). At those peak mo-
ments, characterized as I-Thou relating (Buber,
1965) or true-self/true-other relating (Fosha,
2001a), some of the deepest therapeutic work
can take place.

Technically, all AEDP techniques aim to 
(1) undo emotional aloneness, (2) bypass de-
fenses, (3) neutralize and reverse the inhibiting
impact of the pathogenic affects, and (4) pro-
mote visceral embodied experience of core 
affect and core state. There are specific tech-
niques that focus on getting there (i.e., effect-
ing the state transformations) and specific
techniques for doing the therapeutic work once
one actually does get there (i.e., regulating,
deepening, and working through techniques
for working with core affect and core state).
These techniques are outlined in Table 13.3. A
detailed discussion of each technique is be-
yond the scope of this chapter. (For a more de-
tailed discussion, see Fosha & Slowiaczek,
1997; Fosha, 2000b, Chaps. 10–13.)

With an understanding reflecting the integra-
tion of the psychodynamic, relational, and expe-
riential therapeutic traditions, the therapist’s
activities are rooted in the moment-to-moment
tracking of the patient’s experiential access to
these sources of transformation. The AEDP ther-
apist helps the patient bypass defenses (psycho-
dynamic contribution) and enhance embodied
visceral experience (experiential contribution) in
the context of an affirming affect-facilitating re-
lationship (relational component). AEDP treat-
ment harnesses the transformations arising from
(1) the experiencing of core emotion, (2) the
dyadic regulation of affective states, (3) the em-
pathic reflection of the patient’s self experience,
(4) somatic focusing, and (5) a focus on the very
experience of transformation. Focusing on affect
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Table 13.3 AEDP intervention techniques.

Relational Strategies

Facilitating patient-therapist relational experiences: Moment-to-moment tracking and focusing on relational engagement;
engaging authentically and using one’s experience; leading with affirmation, support, and encouragement;
exploration of experience of relatedness.

Expression of therapist ’s support and affirmation: Making the nonspecific factors of treatment treatment-specific: Validating,
affirming, and appreciating patients and their experience: expressing care, compassion, and concern; offering
encouragement and being helpful; acknowledging, validating, and amplifying healthy responses; recognizing,
validating, and appreciating self-empathy and self-care; exploring patients’ reaction to support and affirmation.

Expression of therapist ’s empathic response: Explicit expression of empathy; empathic elaboration; exploring patients’
reactions to empathy.

Expression of therapist ’s affective experience: Affective self-disclosure; self-disclosure; acknowledging errors,
vulnerability, limitations; disclosure of therapist ’s experience of and responses to the patient; receptiveness to
patient giving and acknowledgment of impact; self-disclosure to counteract therapeutic omnipotence; exploring
reactions to therapist’s self-disclosures.

Promoting intimacy and closeness through little-step-by-little-step attunement and coordination, and repair of lapses of
attunement and coordination: Sharing, reflecting, and participating in patients’ moment-to-moment experiences;
becoming aware of the rhythms of attunement, disruption, and repair; initiating reparation in the face of disruption;
being responsive to and acknowledging patients’ reparative attempts; reactions to therapeutic intimacy.

Collaborative work with patient: Reciprocal monitoring of nonverbal communication; comparing views; recognizing and
making use of patients’ psychological expertise.

Restructuring Strategies

Tracking moment-to-moment f luctuations in openness versus defensiveness: Encouraging patients’ awareness of f luctuations;
encouraging patients to explore the differential experiential correlates of states of open and blocked states.

Working with defensive responses: Identification, labeling, and clarification of defenses; validation of adaptive function
of defenses in the past; experientially focused defense work and evocative shorthand; appreciative reframing; cost-
benefit analysis; removing the pressure.

Working with red-signal affects of anxiety and fear: Exploration of physical concomitants of anxiety; exploration of
cognitive, fantasied, and experiential aspects of anxiety; finding meaning and making sense; reassurance, reframing
through accurate labeling, education; removing pressure and appreciating patients’ hard work and accomplishments.

Working with red-signal affect of shame: Validating patients’ emotional experience; exploration of physical
concomitants of shame; exploration of cognitive, fantasied, and experiential aspects of shame; shifting shame focus
from self to specific behaviors, understood empathically; not throwing out the baby with the bathwater;
normalizing, praising, valuing; helping patients tolerate the experience of pride.

Working with green-signal affects: Focusing and tracking affects; familiarizing patients with affects and their
informational significance; counteracting denial through amplification.

Affect restructuring: Exploring differences between the experience and the expression of affect; feeling and dealing;
exploring the difference between defense mechanisms and socially appropriate mechanisms of delay, modulation, and
discrimination in the expression of relational experience; looking at core affect from the perspective of core state.

Tracking moment-to-moment f luctuations in positive versus negative aspects of self and relational experience: Coming to
understand how self, other, and emotion are interdependent; juxtaposing good and bad states; understanding dyadic
nature of self-at-best and self-at worst states.

Experiential-Affective Strategies

Facilitating genuine affective experience: Direct moment-to-moment tracking of affect; translating ordinary language
into language of feelings, motivation, and desire; encouraging patients to stay with and tolerate deepening
emotional experience; sharing in the emotional experience.

Mirroring: Mirroring patients’ affect; affective resonance; anticipatory mirroring; amplifying affect.

(continued)
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transformation helps patients heal, thrive, and
increasingly approach becoming who they are.

M A J O R  S Y N D R O M E S ,
S Y M P T O M S ,  P R O B L E M S
T R E A T E D  U S I N G  A E D P

AEDP can be utilized with a wide variety of
outpatients. It is suitable for patients presenting
with Axis I symptomatology (i.e., anxiety disor-
ders, dysthymia, etc.) as well as for patients with
Axis II personality disorders (e.g., Avoidant, De-
pendent, and Histrionic personality disorders).
AEDP is particularly suited to pathology where
issues of loss (e.g., pathological mourning) are
central. Exclusion criteria include all psychotic

disorders, bipolar disorders, Major Depression,
impulse disorders, marked acting-out behavior,
and substance abuse disorders. Generally, disor-
ders resulting from the overregulation of affect
are more suitable for AEDP than disorders re-
sulting from its underregulation.

For more severely disturbed patients, such as
those with Somatoform, Dissociative, and/or
Borderline Disorders, rather than rigid selec-
tion/exclusion criteria, the trial therapy plays a
major role in determining suitability for treat-
ment. Response to trial therapy is weighed
heavily against other considerations. If the pa-
tient responds to the trial therapy with deepen-
ing rapport and increased motivation resulting
from affective engagement, the patient is likely
to be taken into therapy even in the face of other

Table 13.3 (Continued)

Going beyond mirroring: Complementary coordination (e.g., responding to patients’ fear with reassurance, to
patients’ anger with acknowledgment); helping in the bearing and processing of overwhelming emotion; the coach
approach (i.e., encouraging patients to persist and affirming the value of trying to do so).

Sharing in the bearing of pathogenic affects and unbearable states: Framing patients’ experience in adaptive context;
validating and affirming essential aspects of patients’ experience and refuting pathogenic spin on it; explicitly
sharing in the painful experience; focusing on patients’ experience of therapist’s emotional engagement and
affirmation (see Going beyond mirroring; Working with defenses against receptive experience).

Naming and acknowledging affective experience.

Somatic focusing: Focusing on body-rooted correlates of experience: Direct tracking of bodily sensations and fluctuations
therein; attending to felt sense and body shift experiences; teaching the somatic monitoring of experience;
experimenting with being active in transforming somatic experience; exploring somatic and visceral correlates of
triangle of conflict categories.

Portrayals: Imagined interactions and their dynamic-experiential correlates: Portrayal; completion of portrayal; affective
portrayal to complete interrupted affect sequences; internal dialogue portrayals (to help with issues of shame, guilt,
ambivalence, and dissociation); impulse, affect, and interpersonal desensitization portrayals; reparative portrayals.

Reflective-Integrative Strategies

Metaprocessing of affective-relational experience (end of episode of experiential work; end-of-session processing; end of
treatment processing): Alternating waves of reflection and experience and reflection on experience.

Comparing repeating versus emergent reparative patterns of interaction: Comparing relationship patterns; sensitizing
patients to repetitions of interpersonal patterns, both painful and affirming; sensitizing patients to “new” patterns,
or departures from repetitions, both painful and affirming; exploring the role of self and other in the construction of
interpersonal patterns, while exploring their consequences for self experience.

Integrative processing: Creating a new, psychodynamically informed autobiographical narrative from the perspective
of core state.
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concerns. However, if in the course of the trial
therapy, the patient exhibits disorganizing anx-
iety, fragmentation, identity confusion, para-
noid ideation, thought blocking, and/or other
signs of a fragile personality structure, even in
the absence of other exclusion considerations,
AEDP is not the treatment of choice. A less af-
fectively arousing and relationally stimulating
treatment approach, such as cognitive or sup-
portive therapy, would be recommended.

There is, however, one diagnostic group usu-
ally considered difficult to treat that AEDP has
had success with: patients with Narcissistic Per-
sonality Disorder (see also Trujillo, this volume).
They often present with subclinical Axis I disor-
ders of anxiety and/or depression (dysthymia).
Stress-related somatic disorders (Somatoform
Disorders) are common, as are substance abuse
tendencies (though that is not the primary diag-
nosis). Their disorder of self experience can be
severe and quite debilitating. Though these pa-
tients often work, have relationships, families,
and appear high functioning, they are propelled
into treatment by frightening dysphoria, empti-
ness, despair, and deadness (Eigen, 1996). These
latter experiences are the long-term legacy of the
personality disorder and where AEDP interven-
tions can be quite effective.

Included here under the rubric of disorders
of the self are both frank Narcissistic Personal-
ity Disorders and personalities constructed
around significant narcissistic vulnerabilities,
usually referred to as disorders of the self.
These two subgroups are referred to by Mag-
navita (2000) as patients manifesting either the
narcissistic dysfunctional personologic system or
the covertly narcissistic dysfunctional personologic
system. According to Magnavita’s description,
the patient manifesting a narcissistic personologic
system

manifests a reversal of the parent-child subsys-
tem, with either spouse or children catering to
the unmet needs of one or more family members.
A sense of entitlement often predominates the

family system and an air of superiority covers an
essential emotional defect. Members of these sys-
tems appear to “have it all” and elicit admiration
from those who are not too close to them.
Achievement is expected of all members regard-
less of cost. This description fits families in
American society that have been placed on a
pedestal, but whose succeeding generations
manifested a litany of substance abuse, unethical
conduct, and so forth that indicated a deep emo-
tional void. (p. 135)

The patient manifesting a covertly narcissistic
dysfunctional personologic system

is characterized by narcissistic dynamics but in a
more hidden fashion than the [covertly narcissis-
tic dysfunctional personologic system]. The re-
versal of the parent-child subsystem has a much
more subtle feel to it; it is not out in the open. The
basic dynamic is that the children, but most often
one child, becomes a mirror for the incomplete
identity of a parent. This process is discussed in
the writings of Miller (1981) and Kohut (1977)
who [spoke of the] “not good enough mother” to
refer to a maternal-child relationship that does not
sufficiently fulfill the needs of the child. There is a de-
ficiency in the nurturing, mirroring capacity of the
parental figures and an expectation that the child will
inordinately satisfy the validation needs of the
parental figures. Some members of these systems
may appear to be highly functional and produc-
tive members of society; others, however, may
function only marginally and are often described
as the black sheep of the family. Emotion, if recog-
nized, is not adequately processed or assimilated so
that family members seem emotionally underde-
veloped or with well-developed false selves.
(p. 138; italics added)

Noteworthy in the histories of patients mani-
festing covertly narcissistic personologic systems
is a parent with a history of major trauma, unre-
solved loss, or often undiagnosed but significant
metal illness. The impact on the second genera-
tion of unresolved loss and trauma in the parent
is currently the focus of intensive empirical 
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investigations (Hesse & Main, 1999; Lyons-
Ruth, 2001; Main, 2001). These patients also
have recently been characterized as manifest-
ing a disorganized attachment style, which
overlaps with or is identical to dissociative dis-
orders (Liotti, 1995, 1999). In these parent-child
constellations, those aspects of the child’s emo-
tional experience that serve the parent’s well-
being are highlighted and co-opted for the
parent’s self-regulation; those that fall outside it
are ignored or ridiculed. Usually, the child’s
needs heighten the parent’s own anxiety, shame,
and feelings of inadequacy, triggering the par-
ent’s need to defend against these aversive af-
fects and the traumatic experiences in which
they are rooted. Thus, the child is shamed and
humiliated for needing what the parent is inca-
pable of providing. Adaptive, healthy aspects of
the self become not only excluded, but drenched
in shame.

For patients with narcissistic vulnerability,
basic adaptive functions, including needs and
yearnings for contact and attachment, are re-
jected and cast in shame, thus the narcissist’s
defensive self-reliance. The apparently high
functioning of these patients is deceptive: the
high functioning is compensatory. Its aim is 
to regulate self-cohesion, self-vitality, and self-
esteem. Without consistent success, or in the
face of ordinary setbacks or ups and downs,
these strategies collapse. When external but-
tressing of the self fails, there is tremendous
shame, and many aspects of the previously high
functioning collapse.

Patients manifesting covertly narcissistic
personologic systems have been described by
Eigen (1996), Ferenczi (1931, 1933), Guntrip
(1969), Kohut (1977), Alice Miller (1981), Winni-
cott (1949, 1960), and others. As Ferenczi, Win-
nicott, and Miller note, these patients are often
encountered in the caregiving professions. At
the mild end of the continuum, we see narcissis-
tic vulnerabilities in the regulation of self-
esteem; at the severe end, there are more severe
dissociative disorders, with self-cutting, sexual

perversions, and other acting-out behaviors 
as pathological means of self-care and main-
taining aliveness and integrity of self. Attempts
to regulate self-experience and self-esteem
through dysfunctional self-other interpersonal
patterns result in phenotypes that can appear
as grandiose, (defensively) self-sufficient, or
else self-effacing and overly dependent. The
pathogenic affect of shame plays a major role in
these patients, and defensive self-reliance is
often the result of the massive dissociation of
needs, vulnerabilities, and yearnings that are
too drenched in shame to be tolerated and thus
need to be disowned. The result is the deple-
tion, flatness, and deadness that bring patients
into treatment.

C A S E  E X A M P L E :  
T H E  T R A P P E D  S E L F

DIAGNOSIS AND ASSESSMENT

Yves, a 55-year-old account executive, entered
treatment after his wife’s discovery of his extra-
marital affair. In the marital crisis that ensued,
the patient and his wife sought couples therapy;
Yves was referred for individual therapy by the
couples’ therapist, a referral he readily ac-
cepted. His presenting complaint, uttered in de-
spair, was “I feel trapped.” He presented with
acute and intense depression, an exacerbation
of a chronic depression he had had for most of
his adult life. Suicidality was carefully as-
sessed, as the patient’s father suicided when in
his 60s. Although passive suicidal ideation was
present, the patient was not and had never been
actively suicidal. In addition to the chronic, un-
addressed marital difficulties that exploded to
the forefront, the patient had a multitude of dif-
ficulties: deep dissatisfaction with a job that did
not engage his considerable intelligence and tal-
ents, accompanied by an inability to mobilize
resources to find a different job, despite a hu-
miliating demotion; a sense, dating to his 20s,
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of being adrift and “at a loss” about what to do
with his life; and a proneness to verbally losing
control of his temper with his children, which
was deeply distressing to him, as he perceived it
as damaging to them. He met DSM-IV criteria
for Dysthymic Disorder (Axis I) and for Passive
(or Passive-Aggressive) Personality Disorder
(Axis II) and showed a pronounced tendency 
to somatization. Using Magnavita’s (2000) diag-
nostic system, the patient’s personality organi-
zation is best described as a covertly narcissistic
dysfunctional personologic system.

Yves evidenced a profound dissociation be-
tween his “true self” experience and his day-to-
day experience. He covered up his anger but
also his needs, yearnings, and painful disap-
pointments. His passive-aggressive interper-
sonal style came to the fore in situations of
conflict, most blatantly so in his relationship
with his controlling, dismissive wife. At work,
he was in a similarly submissive relationship
with an irascible, demanding boss, with whom
he felt unable to assert himself. He felt trapped
by obligations, duties, and unsatisfactory rela-
tionships. Seeing himself as “a hopeless under-
achiever,” he felt distressed, ashamed—and yet
resigned—that he had never been able to do jus-
tice to his talents. However, in isolated areas of
his life, he felt alive and engaged: this was true
in his love of jazz, in his deep commitment for
over 20 years to the study, practice, and teach-
ing of chess, and in his occasional affairs, which
were invariably with warm, sensitive women.
He also enjoyed “hanging out” with good
friends. In music, chess, affairs, and occasion-
ally with friends, he felt himself, he felt free,
and he experienced a sense of ease.

CASE FORMULATION

Yves grew up in an intact middle-class family
with a deep commitment to education, radical
causes, and the arts. Very loving with his son,
Yves’s father had nevertheless been a highly

ineffective man. His outbursts of temper were
frightening and destabilizing to his son, though
he was invariably remorseful and concerned
with reparation afterward. Yves’s father was
dominated by his wife, who ran over him with
her words. To escape her, he immersed himself
in increasingly quixotic causes, until he com-
mitted suicide in his 60s.

Yves’s mother had been supportive, involved,
and emotionally engaged with Yves; however,
she had to be in control and she was always
right. Yves never heard her say “I’m sorry” or
admit to making a mistake, particularly in the
emotional realm, where she was very proud of
her prowess in reading and understanding peo-
ple. In subtle and not so subtle ways, Yves’s
mother sought to control his every emotional
tremor. She took over at the slightest sign of
trouble. Yves came to rely on her and submitted
to her agenda for how he should proceed, relin-
quishing his autonomy.

His difficulties began after he left home. Pre-
viously an excellent student, at college he felt
“lost” and performed poorly. Despite graduat-
ing with a degree from one of the nation’s top
universities, he moved from job to job, unable to
devote himself to any particular career. He was
attracted to his wife in part because of how
structured, definite, and down-to-earth he per-
ceived her to be. In spite of her having a tin ear
for emotional nuance and dismissing his emo-
tional concerns as evidence of wanting to be
pampered, in her contempt for an emotional
inner life, she was refreshingly unlike his
mother, and in her practical engagement in
real-world matters, she was most unlike his fa-
ther. But the unconscious is not so easily fooled.
Yves replaced his mother with his wife, and he
became his father.

In his parents, Yves had two models of dyadic
regulation, neither of which included empathic
reflection of his self. With mother, there was no
room for his autonomous authentic experience;
she behaved as if his emotional reactions were
valid only when she deemed them to be so. 
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Although his mother did acknowledge his qual-
ities and talents, these were co-opted in the 
service of her narcissistic needs. His wonderful-
ness reflected her. Though there was genuine
and mutual love in Yves’s relationship with his
father, his father was too preoccupied with his
struggle to maintain his own self to have much
energy to attend to his son’s experience. Fur-
thermore, in that model of dyadic regulation,
the capacity to metabolize and modulate emo-
tions was clearly compromised.

As a result, from an early age, Yves learned to
dissociate major aspects of his real self. He thus
protected those very precious aspects of himself
(Winnicott, 1960), yet, in his actual existence, he
lost access to vital resources, energy, and thus
direction. His actions required effort, and noth-
ing flowed; thus the despair of feeling trapped in
a life robbed of joy. The depletion he experienced
became overwhelming in the crisis precipitated
by the discovery of his affair; he needed to make
a choice he felt incapable of making. The acute-
ness of the situation so stressed his already ane-
mic resources that he yearned for the peace that
death would bring.

TREATMENT APPROACH AND

RATIONALE FOR ITS SELECTION

Yves was all too good at attacking himself for
all his personality flaws. He had genuine re-
morse and guilt for causing his wife pain; capa-
ble of deep empathy, the distress he felt about
the suffering he would bring on his children if
the family were to dissolve approached the un-
bearable (it was something he literally could not
bear to think about prior to treatment, and so he
did not). What was almost completely absent
was any empathy for himself.

From the beginning, starting with the trial
therapy, the therapist validated the importance
of the patient’s needs and framed the current
crisis as an opportunity to understand and even-
tually restore access to dissociated aspects of his

emotional experience. The AEDP therapist’s ac-
tively and explicitly empathic, affirming, and
nonjudgmental stance had an immediate impact
on the patient: He felt deeply understood. He
was all the more moved as he had expected the
condemnation he felt he deserved. The focus on
the patient’s experience of being heard and un-
derstood (receptive affective experience) and
then of feeling deeply himself (core self experi-
ence) here and now with the therapist led to a
breakthrough of healing affects, a phenomenon
the patient, in the initial trial therapy, dubbed
“truth tears.”

With the therapeutic alliance strong and the
patient’s emotional resources activated, the cur-
rent crisis and the patient’s chronic difficulties
could now be dealt with from a position of re-
sourcefulness. Together with the therapist, Yves
was now in a position where he could experien-
tially explore the various life options available
to him. A portrayal was used to explore his feel-
ings about saying goodbye to his family, were he
to choose to end his marriage. The deepest feel-
ings, a major breakthrough of grief, occurred as
he imagined saying goodbye to Matthew, his
oldest son. Previously unconscious material
flowed; deeply identified with this child, the
overwhelming grief he had about how hurt
Matthew would be, accessed previously un-
processed grief and fear about his own experi-
ences as a boy with his own father. In the core
state that followed, strengthened by having
borne the grief he had been so afraid of being
destroyed by, he felt increasing clarity about
what he needed and wanted to do. And he
started to feel compassion for himself.

The AEDP aim of leading with a corrective
experience and viscerally accessing core affec-
tive experiences so that the patient could bene-
fit from the emotional resources accessed
through the emergent state transformations
was met. From the first session on, Yves had
visceral access to a “new experience,” a deep
resonant sense of “true self,” a state in which he
felt strong, vital, feelingful, relaxed, clear, and
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in touch with his own subjective “truth.” From
that point on and throughout the therapy, the
patient had a visceral knowledge of the state
that he was striving for. The patient’s deep re-
sponse during the trial therapy suggested that
AEDP had the potential to be of substantive
help.

THE COURSE OF THERAPY

The patient was seen weekly, for sixty minute
sessions. During the course of the AEDP ther-
apy, all five affective change processes were acti-
vated. Work with the core emotions of fear, grief,
and rage in the context of Yves’s relationships
with his mother, father, and wife allowed Yves
to relinquish his habits of passivity (defenses).
His passivity diminished in direct proportion
to the satisfaction he experienced in speaking
directly. It became clear that his explosiveness
with his children covered up intense feelings of
helplessness and being at a loss (unbearable
states). As his extensive shame about his help-
lessness diminished, he came to realize how
linked it was with his (defensive) attempts to
deal with his experiences with his father, whom
he had deeply loved; that, in turn, led him to
recover the enormous fear he experienced in re-
action to his own father’s loss of control, which
inhibited the development of his own aggres-
sion. This work led to an extensive phase of
mourning; he mourned the damage he had done
to his children and he mourned for himself—
what he had lost out on as a result of his father’s
difficulties. The exploration of interpersonal patterns
of dyadic regulation showed them to be severely
skewed in the direction of his accommodating to
the other and letting go of his own experience.
This work was also crucial in undoing his life-
long passivity and promoting the development
of his self-assertion. The path of somatic experienc-
ing was relatively undefended; leading from
strength, the patient’s easy access to his bodily
experience helped the experiential work. But the

aspects of the work the patient deemed most mu-
tative involved the empathic ref lection of his self
and the activation of the metatherapeutic process of
affirming the (transformation of ) the self.

A few weeks into the treatment, Yves deci-
sively ended his affair and recommitted himself
to his marriage and to working out the difficul-
ties in it. The therapeutic goal was to replace his
seeming acquiescence to his wife with honest
communication about his dissatisfaction in the
marriage, as both sexually and emotionally, 
he felt quite unresponded to. Renouncing his
previous strategy of seemingly capitulating to
his wife’s forceful point of view while seeking
responsiveness elsewhere, he became increas-
ingly assertive and declarative. Time and again,
he discovered how well he felt when he de-
clared openly what he thought and felt, inde-
pendent of the interpersonal consequences of
his declaration. Experientially focusing on the
positive sequelae of often difficult instances of
self-assertion solidified his gains. The patient
eventually became quite able to take responsi-
bility for his behavior, owning the damaging
impact it had on his wife’s ability to feel safe
with him, and at the same time, not lose sight
of his own experience. It became of paramount
importance to Yves that he betray neither his
wife (outside of the marriage) nor himself
(within the marriage relationship). Similar is-
sues around declarative self-assertion were 
also worked on in the context of his relation-
ships at work.

After 15 months, Yves terminated his treat-
ment (the couple therapy had ended approxi-
mately six months before). The communication
between him and his wife was excellent. With
visceral access to his authentic self experience,
he had much more energy in his daily life; 
the feelings of despair and feeling trapped dis-
appeared as his actual lived life increasingly
reflected his choices. His passive-aggressive
personality was largely restructured, and those
patterns largely disappeared from his reper-
toire. The key to the treatment was the visceral
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experiencing of the true self state (core state).
That became the experiential guide both in and
outside of sessions. Even when his behavior fell
short, he always knew whether he was being
true to himself or whether his determination
was slipping and he was at-risk for resorting to
old patterns (i.e., hiding behind passivity and
seeming compliance instead of directly dealing
with what he thought and felt).

POSTTERMINATION SYNOPSIS AND

EFFECTIVENESS DATA

The patient has been seen for yearly follow-ups
since his treatment ended four years prior to
this writing. He has maintained his gains. His
relationship with his wife continues to be based
on a high level of communication. The marriage
remains a difficult one for the patient, but he
feels unconflicted, having discovered a deep
commitment to making it work as best he can.
No longer ashamed of his needs and yearnings
for greater responsiveness and intimacy, he has
become increasingly aware of how his wife’s in-
ability to respond to his yearnings for contact
are rooted in her own painful history (e.g., two
mentally ill parents). This represents ongoing
work for him, and being able to feel the validity
of his own experience has made him much more
able to deal with the frustrations in his marriage.
At work, he has been increasingly assertive,
gaining greater recognition. His demotion was
rescinded and he has received further promo-
tions. Like his marital situation, his situation at
work is far from ideal; yet within the situation,
his affective competence is high. In addition to
the fading of his passive-aggressive patterns,
Yves’s depression has lifted. The remaining area
of difficulty is that of occasional somatic diffi-
culties, which the patient has framed as his
body’s way of reminding him when he is not tak-
ing care of emotional business; these disappear
as soon as he attends to the emotional matters
requiring his attention.

The following vignette comes from a session
that took place a few weeks prior to termina-
tion. It is a beautiful example of core state (and
true self) experiencing, gracefully captured in
the idea of “the unencumbered moment.” The
experience of being unencumbered is all the
more significant in light of the patient’s having
come into treatment “feeling trapped.” I chose
this passage because the patient so eloquently
articulates the nature of core state experiencing
and contrasts it with the defense-dominated
state. Very different ways of being oneself in the
world emerge from those different orientations.

The patient’s italicized words capture the
essence of his in-the-moment core state experi-
encing. In parentheses are the descriptions of
the nonverbal aspects of the communication,
and in brackets are my moment-to-moment mi-
croprocessing comments.

PATIENT: There are no miracles, there’s just
this . . . that there’s not really that much that ’s
disturbing me. . . .

THERAPIST: Yes.
PATIENT: There’s nothing really bothering me

about the way things are at home . . . because
I used to come in and invariably some aspect
of Patti’s [his wife] behavior would upset me.
Either something we went through. Or some-
thing we didn’t go through . . .

THERAPIST: Uh huh.
PATIENT: . . . or something that bothered me

that I either didn’t bring up with her or did
bring up with her and . . .

THERAPIST: Right.
PATIENT: You know, one of those little cobwebs

and stuff. I don’t really feel that . . . there
doesn’t seem to be any lingering unfinished busi-
ness. [“Cobwebs”: a symbolic expression of
the consequences of defense-based living.]

THERAPIST: Wow.
PATIENT: (Sigh, pause.) So . . . I don’t feel as if

things haven’t been taken care of . . . There is
always something that worried me, whether
it’s money or this or that . . .
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THERAPIST: Right.
PATIENT: . . . or my mother, you know, things

with that. I don’t know, things seem to be . . .
pretty good actually.

THERAPIST: Mmm. (Pause.) What’s that like,
internally? [Encouraging exploration of the
somatic/visceral correlates of emotional
experience.]

PATIENT: It’s just grrreat!
THERAPIST: Hmmmm.
PATIENT: (Hand over solar plexus, over the

center of his being.) It reminds me of this
habit of mine of carrying around little pieces
of paper with notes about various things 
I have to do, you know. There are not 
too many notes in my pocket . . . [Another
metaphor for the simplicity of core state
functioning.]

THERAPIST: Uh huh.
PATIENT: But I don’t feel like there is all this

unfinished business . . . around me (Expan-
sive gesture), so I feel kind of clean.

THERAPIST: Uh huh.
PATIENT: You know, feels kind of good . . . Feels

clean. That’s really what it is.
THERAPIST: Hmm.
PATIENT: Unencumbered, no strings. (Brushes

imaginary stuff off him, reference to the
cobwebs.)

THERAPIST: I love the way you said “feels
grreat.”

PATIENT: Did I say it that way? (Laughs.) I
thought I said it very quietly, in my usually
subdued manner. [Reparative efforts: patient
is correcting the therapist’s mirroring, which
in fact was slightly off.]

THERAPIST: You’re right, it was quiet, but with
a whole lot of “oomph.” [Acceptance of pa-
tient’s reparative efforts and reestablishment
of coordination after minidisruption.]

PATIENT: Yeah, you know, it’s not as though I
was thinking about this before I came in or
even in the last few days or anything like
that . . . But that’s the truth. There aren’t any
kind of things that really left me disturbed.

I can’t remember yelling at the kids in a
while . . .

THERAPIST: Uh huh.
PATIENT: Patti and I are very similar in certain

respects, although we have very different
styles. I think we’re very critical people . . . I
think in certain areas we demand a lot from
ourselves.

THERAPIST: Mm hmm.
PATIENT: And we demand a lot from each

other. Demand . . . well, we expect . . .
THERAPIST: Expect.
PATIENT: Expect a lot from each other.

And . . . hm, it’s funny, she called me up yes-
terday and said (Gives example of wife con-
fronting him about a particular incident with
one of their children, and his directly de-
scribing what happened without being either
defensive or self-derisive). So Patti said, “Oh,
I see,” and that was basically it. It didn’t leave
any kind of aftertaste . . . There is nothing
left over about that thing.

THERAPIST: Uh huh.
PATIENT: There would be times when Patti

would call me and afterward I would be
stewing that whole day and come home and
have an attitude and maybe not say any-
thing . . . just . . .

THERAPIST: This time it got taken care of.
PATIENT: Yeah, and I probably thought “Why

is she calling me about that?” but it didn’t re-
ally bother me . . . it didn’t take hold, inside,
you know . . . because little things like that, I
would say, in the past . . . in the past we both
would have remembered something of
it . . . So I think these things haven’t taken
hold anymore, these negative accusatory
things, or critical things or stuff like
that . . . We seem to be working pretty well,
you know . . .

THERAPIST: Mmmm. (Very affirming noise,
with wonder.) [Empathic affirmation and
amplification; admiring.]

PATIENT: . . . and a lot of the same things may
be happening.
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THERAPIST: Just with a different spirit inside.
And very different ways of dealing. [Empathic
elaboration.]

PATIENT: Yeah . . . yeah . . . yeah . . . (Pause.) A
lot of the old language of criticism, of accusa-
tion is withering away . . . and life seems a lot
more normal, you know?

THERAPIST: Wow. It’s strange to think it was
only a year ago that things were so differ-
ent . . . and how it must feel to you now to feel
like this. [Explicit focus on the process of
change.]

PATIENT: Yeah. Well, last November . . . we
were in the thick of it. That wasn’t an easy
time. It was very uncomfortable then, so . . .
that might be another reason why I have this
feeling of being clean, like I do.

THERAPIST: Yes.
PATIENT: It has so many implications in light of

what happened in the last year, that, given
our whole history, that I can go through days
and times like this and feel the vitality of the
moment, unencumbered . . . The unencumbered
moment, you know. [Core state: the straight-
forward declaration of subjective emotional
truth.]

THERAPIST: Hmmm. [Appreciation.]
PATIENT: It’s really terrific. In a way, that ’s all I

want. I’m not that ambitious.
THERAPIST: That’s so beautiful, the unencum-

bered moment . . . [Empathic reflection.]
PATIENT: But because things happen, I guess,

again, it’s been such a short time but . . . But
one can tend to forget how close it all was,
how nearby all this bad feeling and difficult
living and all this encumbered living used to
be . . . just how close it really was . . . it was
here so recently . . . (Pause.)

THERAPIST: (Sigh.)
PATIENT: I don’t need any great charge or any

great high . . . this is fine . . . (Pause.) That’s
right, that’s all that’s really needed. Obvi-
ously, there are also joyful moments . . . but
this is joyful as it is. [Positive affects as mark-
ers of core state experience.]

Thus, from the patient who described the
healing affects accompanying the recognition of
change as “truth tears,” now comes yet another
phrase capturing an experiential essence: the
“unencumbered moment,” the moment of feel-
ing free of the sticky cobwebs of defense-driven
living, a perfect characterization of the subjec-
tive simplicity of core state experiencing. This
material comes from the session in which the
patient and I set the termination date for our
treatment; it seems a fitting way to end this
chapter on AEDP, a treatment whose goal is to
create opportunities for unencumbered mo-
ments from which a patient can experience 
and examine the emotional truth of his or her
existence.
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C H A P T E R  1 4

Short-Term Dynamic Psychotherapy of 
Narcissistic Disorders

MANUEL TRUJILLO

The term narcissism and its multiple deriv-
atives have progressively pervaded pop-
ular culture and the sociological and

psychiatric clinical literatures for many decades.
As such, the term has been used broadly and
imprecisely. When used colloquially, the term
may depict the increasing individualism of post-
World War II urban Americans and be extended
as well to the more affluent citizens of other
developed countries. Sociologically, as Christo-
pher Lasch (1979) and others have abundantly
demonstrated, many features of our contempo-
rary culture mirror the narcissistic traits of some
individuals. A value orientation dominated by
materialistic cravings, the seeking of success for
success’s sake to the detriment of values such as
integrity, and the pursuit of pleasure rather
than the realization of ideals draw the picture of
an ecology where narcissistic personality traits
may be valued, adaptive, and, therefore, prefer-
entially selected.

When used clinically, the term is equally
broad and its boundaries similarly diffused.
Freud (1914/1957) first referred to narcissism to
describe a libidinal position in which cathexes

were invested in the subject’s own ego and 
not in objects. Under those conditions, true
transferences could not develop, making these
patients ineligible for psychoanalysis. The clini-
cal expression of nonobject libidinal cathexes in-
cluded psychotic processes.

Following Freud’s initial description, ad-
vances on the clinical relevance of narcissism
were slow and proceeded along two relatively
separate tracks: the descriptive and the dy-
namic. Descriptively, the efforts of many cli-
nicians and clinical investigators led to the
phenomenological delineation of the Narcissis-
tic Personality Disorder (NPD) in the Ameri-
can Psychiatric Association’s (APA; 1994, 2000)
Diagnostic and Statistical Manual of Mental Disor-
ders IV and IV-TR as an Axis II disorder. Dy-
namically, significant advances have been made
in the clarification of the metapsychological
dimensions of narcissistic disorders. Two au-
thors, Otto Kernberg (1984, 1986, 1998) and
Heinz Kohut (1971, 1977), have advanced well-
developed metapsychologies for these disor-
ders and proposed comprehensive techniques
for their treatment through appropriately
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modified psychoanalytically based interven-
tions. In both cases, treatment is deemed to be
plagued by problems, to last long, and to result
in uncertain outcomes. The metapsychological
clarity achieved by authors such as Kohut and
Kernberg has so far not generated a proportion-
ate therapeutic optimism.

In particular, few authors have attempted to
apply to patients suffering from self-disorders
techniques of short-term dynamic psychother-
apy, which have demonstrated respectable effi-
cacy in the treatment of patients suffering from
complex psychoneurotic disorders, select Axis
II personality disorders, and Axis I disorders
such as Anxiety and Depressive Disorders (Tru-
jillo & McCullough, 1985; Winston et al., 1991).
Patients meeting criteria for these disorders
have been shown to make rapid and impressive
gains, as long as their dynamic problems are re-
lated to difficulties in the management of sex-
ual and/or destructive impulses, problems in
the regulation of object loss, or complex combi-
nations of both types of pathology.

In this chapter, a review is presented of the
current status of the outcome of the treatment,
through short-term dynamic psychotherapy, of a
spectrum of psychoneurotic disorders, with spe-
cial emphasis on the treatment of patients suffer-
ing from syndromes that reflect complex
dynamic constellations resulting from the inter-
action of impulse problems and problems 
of object loss at key developmental moments,
which affect the patient’s relationships with
developmentally key objects. These genetic-
developmental pathologies cause patients who
suffer from them considerable impairment of
normative character development, significant
distortions of ego functions (largely through hy-
pertrophy of defensive operations), and much
personal suffering and interpersonal dysfunc-
tion. Also presented are techniques derived from
this framework for the treatment of patients suf-
fering from a range of narcissistic disorders, in-
cluding NPD, as well as innovative techniques

designed by the author to meet the unique treat-
ment needs of self-disordered patients in shorter
time frames than are common in the classically
open-ended psychodynamic technique.

H I S T O R Y  O F  T H E
T H E R A P E U T I C  A P P R O A C H

A significant shift in the deep psychological
understanding of narcissistic disorders is repre-
sented by the work of Kohut (1971) and summa-
rized in his book The Analysis of Self. Kohut
advanced a complete metapsychology of self-
disorders, including (1) the supraordinate posi-
tion of the self as a whole-system organizer to
which other mental agencies (e.g., drives, ego,
and superego) and mental capacities (e.g., moti-
vation, vitality, goals, and values) are, to differ-
ent degrees, subordinate; and (2) the relative
independence—but rich interdependence—of
the development of the self from the develop-
ment of the other components of the mental ap-
paratus (e.g., drives, id, ego, and superego).

The key pathogenetic phenomenon in the
mental apparatus proper is interagency conflict
and the articulation of repression and other de-
fenses against forbidden impulses. The affect of
anxiety signals, in these cases, the inability of
the mental apparatus to cope with conflict. In
the area of the self, the key pathogenic phe-
nomenon is lack of integration, that is, the in-
ability of the organism to maintain a sense of
wholeness. The signal of failure to maintain
self-homoeostasis is the affect of shame. Its
presence indicates the inability of the self to
maintain sufficient wholeness and fullness. In
cases of more severe pathology, fragmentation
anxiety denotes the organism’s fear for its own
basic integrity.

A very important theoretical and practical
construct in self psychology is the developmen-
tal process that, when successful, promotes the
maintenance of a coherent, whole, optimally
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altruistic persona. When “good enough” envi-
ronmental fit is present, this process, fraught
with complexities and opportunities for derail-
ment, facilitates vital human functions: (1) the
slow maturation of a primal boundariless,
grandiose self, into realistic, enduring, and re-
silient self-esteem and personal identity; and
(2) the gradual transformation of undifferenti-
ated, global, idealizing needs into values and
ideals that color and mediate each person’s in-
vestment in and involvement with external so-
cial systems of beliefs, meaning, and action.

Narcissistic psychopathology occurs via two
interrelated mechanisms:

1. Failure to complete key developmental steps
along the pathway delineated previously.
Lack of maturation, integration, and real-
ization of large segments of grandiose self
(or idealized object image) create split-off
(or dissociated) self-object representations,
which entail potential problems of identity
formation, maintenance of self-esteem, and/
or development of an appropriate and satis-
fying system of values, ideals, and accom-
plishments for the patient.

2. Pathological interrelatedness of self-
development with drive-developmental
processes. In this regard, the presence of
significant, unresolved self-developmental
pathology may color drive-developmental
and interpersonal processes such as sepa-
ration-individuation, the ability to cope
with object losses, and the resolution (or
lack thereof) of triangular Oedipal pathol-
ogy. Kohut (1971), in fact, stated unequiv-
ocally that clinically significant Oedipus
complexes occurred because the develop-
ing child’s normal drives and conflicts
were disturbed and intensified by unem-
pathic parental responses.

Once consolidated, narcissistic psychopathol-
ogy is expressed via:

1. Frequent experience of the affect of shame
and/or fragmentation anxiety, a terrifying
experience that signals the fear of the self
for its imminent loss of integrity. Patients
may experience unbearable feelings of
identity confusion and identity loss. Sub-
jectively, they may fear losing their mind.
Terrifying feelings of emptiness and unre-
ality may also appear.

2. The presence of extreme intrapsychic
defenses (e.g., splitting and cognitive-
affective dissociation) and interpersonal
defenses (e.g., distancing, feeling extreme
superiority or inferiority, intense needi-
ness, or equally unyielding indifference).

3. Symbolic or manipulative behaviors de-
signed to restore the integrity of self-
experience by procuring soothing or
vicarious experiences of wholeness via
symbiotic fusion. Various addictions, com-
pulsive use of people, compulsive sexual-
ity, and certain forms of self-mutilation
such as cutting may, at times, serve this
function.

Clinically, symptomatic behavior follows two
distinct pathways:

1. Actual behavior designed either to “enact”
some version of the patient’s subconscious
grandiose self-image or to hide it, if reveal-
ing it would cause unbearable shame and
anxiety. In the latter case, patients hide be-
hind a self-effacing exterior and avoid ex-
posure and self-revelation. In the former,
patients enact a script of grandness and
perfection, attempting to depict and main-
tain the image of total control over their
personal and nonpersonal environment.

2. Subjective states related to the experience
of narcissistic trauma and rejection. These
subjective states, intensely painful, range
from fragmentation anxiety and Panic Dis-
order to disorganizing primitive rage and
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depression often related to emptiness and
meaninglessness.

T H E O R E T I C A L  C O N S T R U C T S

ORIGINS AND DEVELOPMENT OF THE METHOD

This method emerged in the author’s clinical
practice as a result of the confluence of three
developments. First, the author was influenced
by clinical and research exposure to the theo-
ries and clinical practices of noted clinicians
and theoreticians such as Sifneos (1987), Malan
(1976), and Davanloo (1978, 1979, 1980), which
were presented in detail in a series of studies
and reports to the literature in the 1970s and
1980s. Second, the author observed increasingly
frequent manifestations of narcissistic features,
traits, and conflicts (both in the overt and covert
forms) in patients suffering from intense and ex-
tensive multifocal psychoneurotic psychopathol-
ogy. Although for these patients, Davanloo has
developed a series of techniques, which he 
calls intensive short-term dynamic psychother-
apy (ISTDP), these techniques so far have not
been expanded to encompass the treatment of
these patients’ specific narcissistic vulnerabili-
ties. Third, the author repeatedly observed the
responsiveness of these patients to the thera-
pist’s clinical attention to their narcissistic con-
flicts and problems. Under certain conditions,
described later, these patients are fully capable
of the intense reactivation of primal aspects of
the self and of achieving a clinically satisfactory,
relatively rapid, reintegration of these formally
dissociated aspects of self.

Because the author’s techniques are related
to those developed by Sifneos, Malan, and Da-
vanloo on the one hand, and to the metapsy-
chology of self-disorders proposed by Kohut
and Kernberg on the other, both developments
are summarized.

INTENSIVE SHORT-TERM

DYNAMIC PSYCHOTHERAPY

Davanloo (1980) labeled as ISTDP a series of
psychoanalytically based psychodynamic tech-
niques designed to deal with the problems of
patients whose pathology is generated by multi-
ple genetic foci of Oedipal psychopathology
and object loss, but who manifest extensive
defensive structures (including character de-
fenses), which render their unconscious conflict
practically inaccessible to dynamic techniques
based on free association. His techniques have
been reported to best reach patients suffering
from Axis I syndromes of anxiety and depressive
disorders and/or Axis II Cluster C disorders
such as Avoidant, Dependent, Obsessive-
Compulsive, and Passive-Aggressive Personality
Disorders (APA; DSM-IV-TR, 2000).

Authors such as Sifneos and Malan had al-
ready developed such features of short-term
techniques as (1) high activity of the therapist,
(2) development and maintenance of a focus (or
foci), and (3) early use of transference among
others. But it is to Davanloo’s credit that he ele-
gantly systematized the techniques required to
obtain an early breakthrough into the uncon-
scious of highly resistant patients. Thus, Davan-
loo was able to reach directly, and make available
for psychotherapeutic work, highly defended
painful feelings related to interpersonal conflict
and loss. Davanloo’s techniques unfold through
two steps: an evaluation phase and a therapy
phase. The evaluation phase is considered suc-
cessful if it leads to a breakthrough into patients’
repressed unconscious feelings and/or impulses
through their multilayered defensive barrier.
When successful, this phase leads to intense
derepression of feelings, enhanced motivation
for further therapeutic work, a positive feeling
toward the therapist, and a concomitant produc-
tive rise in the conscious and unconscious thera-
peutic alliance.
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The treatment phase also makes extensive
use of many of the techniques of the initial eval-
uation. This phase can be conceptualized by
two triangles: the triangle of conflict, described
by Menninger (1958; Figure 14.1) and the tri-
angle of the person, proposed by Malan (1976;
Figure 14.2). Using short-term dynamic psy-
chotherapy with various nonpsychotic depres-
sive and other psychoneurotic disorders, Malan
reported empirical evidence supporting the
finding that the higher the number of interpre-
tations that link transference, past figure, and
present figure (TCP interpretations), the better
the outcome of the treatment.

Treatment can be conceptualized as an ongo-
ing and repeated working through in an atmo-
sphere of heightened emotions and repressed
impulses and/or feelings (I/F). This working-
through process is leveraged by active use, de-
tection, and clarification of the transference
and encompasses repeated visits to all the prob-
lems and foci delineated in the initial psycho-
dynamic evaluation.

At the end of initial evaluation, the therapist
should have a global picture of the patient’s
functional problems, their dynamic sources, and
the core genetic determinants of both. This as-
sessment can be portrayed using what the author
calls the psychodynamic hologram (Figure 14.3).

The top portion of the hologram represents
the patient’s adaptive problems. All problems 

(1 → n), that represent sources of suffering
and/or functional impairment are recorded
here. These may include symptoms of anxiety
or depression, interpersonal problems at work
or at home, and other problems of adaptation.
The second level of the psychodynamic holo-
gram depicts the large dynamic force (or forces)
that accounts for the problems recorded in the
first level. Such dynamic forces as ongoing self-
sabotage leading to repeated failures at work, or
the ongoing rage-fueled need to destroy people
in positions of authority, need to be carefully
noted and delineated here. It is important to try
to account for as many of the problems iden-
tified in the initial evaluation as possible. The
third level of the hologram is constituted by the
core pathogenic I/F constellation(s). Through

Figure 14.1 Menninger’s (1958) triangle of conflict.

Figure 14.2 Malan’s (1976) triangle of the person.

Figure 14.3 The psychodynamic hologram.

[Image not available in this electronic edition.]

[Image not available in this electronic edition.]

[Image not available in this electronic edition.]
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the activation of dynamic forces, these generate
the patient’s symptomatic, functional, or inter-
personal psychopathology. Issues such as re-
pressed and/or pathological grief reactions for
one or more key developmental figures, re-
pressed impulses such as destructive aggres-
sion, and sexual impulses or fused sexual and
aggressive impulses need to be uncovered and
denoted here.

The therapist aims for as complete a picture
as possible of the genetic → dynamic → prob-
lems constellation. Problems that are not delin-
eated adequately in the initial evaluation may
constitute hidden sources of resistance and/
or negative transference reactions and transfer-
ence neurosis as the therapy goes on. The ther-
apy aims for as complete a resolution as possible
of the patient’s pathogenic foci. This is achieved
through repeated access to all pathogenic foci
of I/F, the working through of grief and ambiva-
lent feelings toward developmentally significant
objects, and the repeated, full experiencing of
aggressive feelings and their sadistic destructive
derivatives leading to reduction of superego-
based self-sabotaging tendencies.

Magnavita (1997) has presented an applica-
tion of ISTDP to narcissistic disordered pa-
tients and has demonstrated the critical role of
patients’ self-destructive behavioral repertoire
in the creation of their resistance to treatment.
Self-destructive behavior must be controlled if
intense derepression of affect is to be pro-
moted in search of optimal resolution of core
pathology.

SELF PSYCHOLOGY

Kohut (1971) advanced systematic descriptions
of self-disorders and proposed principles for
their metapsychological understanding and
techniques for their treatment. He has de-
scribed the relatively independent develop-
mental line of the self and various disordered

responses to failures of environmental sup-
port, including parental mirroring. The central
expression of these failures is registered
through deficits and distortions of the percep-
tion of self (affecting self-esteem), the relative
lack of integration of ambitions and capacities
(creating grandiosity, self-effacement, and/or
underachievement), or the incomplete develop-
ment of appropriate, socially accepted values
and ideals. For Kohut, the reparation of these
deficits requires the development of a repar-
ative transference of either of three types: 
(1) mirror transference proper, involving the
use of the therapist as an admiring self-object
and/or the interpretation of perceived failures
via empathic interpretations; (2) idealizing
transference, involving the acceptance by the
therapist of the patient’s unconscious needs to
see him or her as a quasi-omnipotent object,
capable of soothing and consoling and (trans-
ferentially speaking) worthy of emulation; and
(3) twinship transference, which allows the pa-
tient to feel like others and develop a sense of
connectedness.

Self psychologists may conceptualize therapy
as a process that allows the patient—via the de-
velopment, experience, verbalization, and reso-
lution of intense transferences—to reactivate
primitive, dissociated, anxiety-provoking self
and object perceptions and structures. Once 
activated, a more normal developmental path-
way can be resumed, where primitive self-
perceptions mature and become more integrated
and healthier.

The paradigmatic intervention for self-
problems is empathic understanding and em-
pathic interpretation. In this realm, empathy
involves an accurate grasp, both cognitive and
affective, of what others experience. This com-
mitment to empathic understanding creates a
supportive milieu in which the patient can
either bask in the utilization of the therapist as
an optimum self-object, or bitterly, but safely,
complain about the therapist’s failure while
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benefiting from the healing effects of resolving
the damage caused by that failure.

To accomplish this task in a relatively short-
term period of 50 sessions or less requires:

1. An accurate—empathically mediated and
shared—grasp of the patient’s core narcis-
sistic vulnerabilities. For many patients,
these problems are hidden behind a well-
defended wall of character defenses; thus,
these narcissistic vulnerabilities are appar-
ent only after significant breakthroughs
into the patient’s unconscious rage and/or
grief. For this part of the process, the ISTDP
techniques reviewed previously are crucial.

2. Active and early attention to the devel-
opment of various forces of self-object
transferences.

3. Early detection and reactivation (largely
through active inquiry) of primitive, disso-
ciated, grand, or grandiose self-images
and the containment of defensive affects,
such as dissociative anxiety, fragmentation
anxiety, and a pervasive sense of embar-
rassment and shame.

4. A special form of corrective emotional
experience that I call imaginary recon-
struction. This involves the healing of a
narcissistic wound by the imaginary recon-
struction, following the experiencing of

painful moments of self-object failure, of
an imagined optimum (not perfect, but not
wounding) self-object interaction. (A few
of these interventions are discussed later.)

Just as the course of an episode of ISTDP
treatment can be depicted by allusion to the two
triangles, the course of an episode of treatment
of a (pure or mixed) self-disorder problem can
be depicted as shown in Figure 14.4.

FEELINGS

The typical therapy process focuses repeatedly
on the overt manifestations of defensive activi-
ties, such as character defenses buttressed by
splitting and cognitive-affective dissociation.
Subsequent and repeated therapeutic chal-
lenges to the defenses may prompt the emer-
gence of anxiety or paralyzing shame and
finally lead to the reactivation of formerly re-
pressed and distorted self-representation. Dis-
torted negative self-images are deactivated via
this exposure, as they can be seen more realisti-
cally and as the attendant grief is experienced
and resolved. Positive self-images are allowed
again to flow through the barriers of disso-
ciation and are reactivated (experienced by
patients as rightfully belonging to them) and
appropriately linked to hopes, dreams, skills,
and values. This way, profoundly personal
projects of much meaning to the patient can
reemerge as valued blueprints for purposeful
and meaningful life plans and actions.

M A J O R  S Y N D R O M E S ,
S Y M P T O M S ,  A N D  

P R O B L E M S  T R E A T E D

Though clinicians have learned to recognize
several presentations of patients suffering from
NPD, only one distinct syndrome has found itsFigure 14.4 Triangle of the self.

[Image not available in this electronic edition.]
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way into the DSM-IV (APA, 1994). Experienced
self psychologists recognize the following addi-
tional syndromic presentations:

Primary self-disorder:

1 NPD proper, as defined by DSM-IV-
TR (see Table 14.1).

2 Covert NPD represents a mirror image
of NPD. Features that are overt in
NPD proper are often covert here, but
can be detected either in fantasy or
hiding behind considerable resistance
(see Table 14.2).

Mixed self-disorders:

3 Reflect a mixture of narcissistic traits
and conflict/drive problems. Narcis-
sistic vulnerabilities and traits may
appear through Axis I disorders, such
as anxiety disorders, depressive disor-
ders, and eating disorders.

4 Mixed with Axis II disorders. Pro-
nounced self-disorder traits may color
the clinical presentation and outcome
of Axis II disorders, such as Avoidant
and Dependent Personality Disorders.

Secondary self-disorders:

5 Self-esteem and self-representation
may be impaired, reflecting the impact

Table 14.1 Diagnostic criteria for Narcissistic
Personality Disorder 301.81.

Table 14.2 Diagnostic presentation for Narcissistic
Personality Disorder (covert type).

[Table not available in this electronic edition.]

[Table not available in this electronic edition.]
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of functional, biologically based ill-
nesses such as schizophrenia and
bipolar disorders in the normal devel-
opment of self.

6 Self-esteem and self-representation
may be impaired, reflecting the im-
pact of structural, biologically based,
disorders such as Attention-Deficit/
Hyperactivity Disorder in the normal
process of development of the self.

The importance of secondary self-disorders lies
in the fact that unattended, their presence may
complicate the treatment and outcome of the
primary disorder and force the patient to live
with unresolved unconscious, defective, and
pathogenic self-images. Each clinical presenta-
tion requires different interventions, priorities,
and techniques.

C A S E  E X A M P L E S

The following are vignettes about patients who
exemplify the descriptions listed in Tables 14.1
and 14.2. These are illustrative of relevant as-
pects of evaluation and treatment.

PATIENT 1: NPD PROPER

G.R. is a 44-year-old unmarried professional
man who first consulted because of unbearable
anxiety, depression, and loneliness. Though pe-
riodically present throughout his life, these
feelings appeared in a clinically explosive form
at the end of a troubled six-month relationship
with Ms. B., a divorced professional woman
who was the mother of a 10-year-old girl. Ms. B.
ended the relationship after a few months of
goodwill efforts on her part to please him and
cater to his many needs and demands. His esca-
lating and sometime frantic demands reflected
a craving for perfectly attuned attention and re-
sponsiveness to the endless flow of his physical

and emotional needs. Despite all Ms. B.’s ef-
forts (now painfully recognized by the patient),
he usually treated her with a mixture of cruel
devaluation and condescension, forcing her to
admit, in practically every encounter, her in-
credible luck at being with a man with his
“unique” capacity for sensitivity and passion
and her pitiable incompetence at “adequately”
responding to him.

Dynamically, his conscious life was domi-
nated by the need to enact scenarios of unique-
ness and specialness in search of boundless
confirmation from whoever was chosen to func-
tion as confirming self-object. Failures in this re-
gard met with a cascade of subjective effects
such as unbearable anxiety, and/or pervasive
rage and fury, which often led to prolonged,
sadistic devaluing and attacks on the hapless of-
fender. When such a person left his presence, his
affect shifted to intense loneliness and profound
depression, often requiring immediate medical
attention.

The dynamic picture for patients like this can
be represented as follows:

• Ongoing, somewhat unstable conscious ex-
perience of entitled grandness or frank
grandiosity, with large segments of the pa-
tient’s adaptive behavior devoted to seek-
ing opportunities for confirmation and to
searching for, and holding onto, comple-
menting, confirming self-objects.

• Storms of primitive anxiety and despair
often accompanying the experience of the
effect of narcissistic traumas and self-
object rejections. This may include painful
episodes of fragmentation anxiety, depres-
sion, and self-devaluation, and prolonged
experiences of emptiness.

• An unconscious life dominated by nega-
tive self-images and experiences of rejec-
tion and devaluation or anticipation of
such states. These experiences color pa-
tients’ conscious fears and frequently pop-
ulate their dreams.
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PATIENT 2: COVERT NPD

I.G., a businessman in his mid-30s, first con-
sulted when, repeatedly confronted by his first
serious and long-term girlfriend (whom he had
dated for a few months), he realized “I have
very few opinions about anything . . . I don’t
have any strong feelings, any clearly discernible
passions. . . . It’s difficult for me to know my
likes and dislikes.”

Mr. G. was unaware of any strong feelings or
defining personal goals and passions. He skated
the surface of life behind a facade of quiet amia-
bility and easy accommodation. He abhorred in-
terpersonal conflict, fearing and avoiding the
searing power of anger. He craved to fit in and
be left alone. At deeper levels, behind several
layers of repression and dissociation, lay power-
ful undercurrents of resentment and personally
shaming yearnings for power and radiance as
well as for recognition. Dynamically, his con-
scious life was dominated by the search for har-
mony, fairness, and acceptance at any price.
Interpersonal conflict and challenge were care-
fully avoided, as they elicited painful anxiety.
He had experienced what he called a “low-grade
depression” for “as long as I can remember.” At
times, he suffered bouts of meaninglessness and
disconnection from others, which made him feel
“transparent” and utterly alone.

The dynamic picture of this type of patient
can be represented as follows:

• An ongoing conscious resignation to a life
devoid of entitlement to experiences of
grandeur, power, joy, and other powerful
emotions. Life is to be endured and lived
on a palette of grays. Disrupting emotional
colors must be avoided. Personal ambitions,
recognition, and rewards bring about
painful shame and the subjective convic-
tion of not being entitled to or worthy of
their fulfillment (“I don’t deserve it”).

• Underneath hide deeply dissociated long-
ings for grandness, power, and joy, pro-
tected by a barrier of numbness and shame.

PATIENT 3: SELF-DISORDER AND AXIS I DISORDER

L.G., a single woman in her late 30s who had im-
migrated to the United States about two years
prior to her initial consultation, first sought psy-
chiatric help for a panic attack disorder. Her first
episode occurred while her mother was visiting
her in New York. One night during the visit, she
woke up from a dream full of fear, drenched in
sweat, flooded with nausea, and terrified at the
thought that she was about to lose her mind. In
her dream, she saw herself hovering over her
mother’s bed holding a huge knife and about to
plunge it into her mother’s body. The dream held
for her a quality of total reality and left her to
wonder in terror whether she would always be
able to prevent the actual enactment of such a
scene. She had many such attacks in the succeed-
ing weeks and was plagued by the conviction that
it was a matter of time until she completely lost
control of her mind to end up in a long-term psy-
chiatric hospital or in jail. L.G. is strikingly beau-
tiful and highly talented. As her treatment went
on, she expressed some of her talent in creative
paintings and designs. At the same time, she has
been utterly impractical in the conduct of her
daily affairs, displaying a phobic avoidance of
such practicalities as stocking her refrigerator
and keeping personal papers such as passports,
tax returns, and immigration documents.

Dynamically, Ms. G.’s conscious life was
dominated by fear and frequent running away.
She ran away often from self-created crisis situ-
ations, which typically arose after her having
phobically neglected a significant reality de-
mand. Once, she ran out of money and was
evicted. Another time, she lost her job as an as-
sistant in an architectural firm when she ne-
glected to complete and present an important
proposal. These episodes of frantic running
away were punctuated by other periods, lasting
for weeks or even several months, of relative
tranquility and peace of mind. The occurrence
of such periods seem related to the presence of
a benign person who took an interest in her,
provided some form of holding, a modicum of
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soothing and nurturance, and—just as impor-
tant—a reality anchor. During her late college
years, a placid, middle-age, encouraging female
teacher played that role and allowed Ms. G. to
complete a college education. Later, some of her
boyfriends stepped in, seeming to provide suc-
cor and continuity of self-experience more than
an adult sexual and emotional partnership.

As treatment went on, it became clear that
Ms. G.’s mental life contained the following:

• The ongoing, conscious subjective experi-
ence of fear, which could be triggered
either by an awakening of rage or by expe-
riences of isolation and emptiness. In the
former case, anxiety became an alarm sig-
nal of the reactivation of overwhelming
anger; in the latter, the fear was linked to
experiences of self-fragmentation in rela-
tion to abandonment.

• A profound lack of self-esteem a very tenu-
ous experience of self manifested by con-
stant numbness and emptiness. Beyond
that numbness, the patient was occasion-
ally flooded by distorted and negative
self-images. At times, she saw herself as ir-
reparably deformed and repugnant. In a
parallel and dissociated fashion, images of
unparalleled grandness and beauty occa-
sionally broke through; she dreamed of
herself as a painter as grand as Picasso, a
philosopher capable of an unusual under-
standing of life and the universe.

• Under the surface, disruptive floods of rage
plagued the patient when she perceived
herself abandoned (or rejected) by anyone
she had selected as a protective self-object.
These episodes of rage were very disruptive
to the patient. They created considerable
anxiety and/or prompted poorly integrated
responses of “fight” (at times, prolonged
and vicious) or “flight,” and dissociated
episodes of running away. Though descrip-
tively the patient met the full criteria for 
a panic attack disorder, the predominant
dynamic diagnosis was a self-disorder

with additional areas of psychopathology
reflecting foci of loss, pathological grief re-
actions, and complex Oedipal triangular
relationships.

PATIENT 4: SELF-DISORDER AND

AXIS II DISORDER

O.F., a married female professional in her mid-
40s and the mother of a teenage boy, exhibited
profound narcissistic vulnerabilities, conflict,
and problems that are the features of an Axis II
disorder. Mrs. F. emerged from a stormy adoles-
cence largely out of contact with personally felt
hopes and ambitions. Extremely intelligent but
equally insecure, she completed a professional
doctoral degree but was unable to practice be-
cause of feelings of inadequacy and intense sen-
sitivity to criticism and fear of rejection. This
avoidance also extended to the area of friend-
ship and even to the friend of her only son, who
was carefully scrutinized for his potential to be
critical or act “superior.”

Clinically, O.F. met full criteria for Avoidant
Personality Disorder. At other times in her life,
she had received such Axis I diagnoses as Gen-
eralized Anxiety Disorder and Dysthymia.

From the dynamic viewpoint, this patient
can be described as follows:

• Her ongoing conscious experience was
dominated by her need to avoid encoun-
ters in which she might feel rejected. She
avoided encountering schoolmates who
had continued with their career aspira-
tions; she avoided socializing with other
parents in her child’s school who had
achieved a higher social standing. When
she feared that such encounters might be
inevitable, she secured the company of one
of her few “unconditional friends” (really,
trusted self-objects) to help her avoid the
anticipated sense of rejection.

• Below this surface self-experience, she
was subject to many experiences of rage
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and sadness. The rage, often denied and
repressed, exploded at times in relation to
the perceived disloyalty or indifference of
a trusted friend. The most intense and dis-
organizing bouts were directed at “cruel”
people who dared to snub her or—exquis-
itely more painful—snub and reject her
child. Sadness and depression followed
either rage of a certain intensity or un-
avoidable exposure to more successful,
self-affirming peers.

• At a deeper level, and well defended by
layers of anger and grief as well as
through vicarious projection onto her son,
lay self-images of grandness, power, and
entitlement.

D I A G N O S I S  A N D  A S S E S S M E N T

PATIENT I

Initial Evaluation
Like other forms of complex ISTDP, the treat-
ment of self-disordered patients, whether they
present in relatively pure, covert, or mixed form,
requires a rather extensive initial evaluation or
trial therapy phase. The aim of this phase of
treatment is to gain access to one, and optimally
more than one, core conflict focus and its associ-
ated repressed impulses and painful affects.
When the barrier of defense is immobilized ac-
cess to impulses such as anger restores in the
patient’s subjective experience the continuity of
the psychophysiological, emotional, and cogni-
tive dimensions of emotions with a concomitant
gain in the sense of mastery. For patient 1, this
phase was rather dramatic and occurred early in
the initial session while trying to describe his
anger toward Ms. B., who had recently left him.
This sequence of therapy required an initial
clarification that what he experienced when she
announced the end of the relationship was in-
deed anger.

When asked the paradigmatic initial evalua-
tion question, “How did you experience your

anger toward Ms. B.?”, the patient resorted to a
sequence of well-developed automatic defenses:
“I didn’t know. [helplessness] How do you ex-
perience anger?” [directed at the therapist in
defiance]. These defenses were complemented
by the extensive use of nonverbal defensive be-
haviors, such as a rather passive body posture
and avoidance of eye contact, constituting a for-
midable barrier. After considerable clarification
and challenges to his defenses, the patient was
able to experience more of his anger toward Ms.
B. in a freer form. He felt his rage, deeply in his
stomach as a violent “surge of adrenaline” mov-
ing upward toward his chest and into his arms.
This provoked an almost compulsive urge to hit
and destroy; he had an image of holding a knife
and repeatedly plunging it into her chest cavity,
bringing about her death. This image linked
with a “flash-like” image of his father who died,
chest cavity open, eight years earlier while un-
dergoing coronary by-pass surgery. When asked
to focus and stay with this linked image, the pa-
tient was suddenly flooded by rhythmic waves
of profound sobbing, expressing repressed grief
and sadness for his father. He became aware
(arising from his intense feelings without much
need for interpretation) of his complex ambiva-
lent feelings toward his father, his habitual way
of defending himself, and his pathological iden-
tifications with the failed aspects of his father’s
life and experience. A flood of memories en-
sued, including a forgotten dream of the very
early years of his life where he saw himself as a
naked and fragile premature infant. In the
dream, his father grabbed him and put him in
his coat pocket; he fell through the pocket, in
terror that his father would trample him under-
foot. Flooded with anxiety, he woke up. Talking
about this dream gave way, in turn, to another
layer of grief, this time for his self. It became
apparent that, underneath his often conscious
experiences of grandeur lay a terrifying self-
image of utter helplessness and fragility that
necessitated ongoing ministration by an abun-
dance of self-objects, lest the experience of
helplessness overwhelm him. In fact, he was
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practically unable to be alone, and any form of
questioning of his human potency and capaci-
ties, however slight, evoked crippling anxiety
and self-doubt, often covered by explosive bursts
of rage.

Case Formulation
At the end of the evaluation phase, G.R.’s dy-
namic hologram appeared to have the following
configuration:

Problems:

1 Inability to channel professional ac-
tivities to reasonable success despite
evident intellectual assets.

2 History of stormy failed relationships
with multiple females despite craving
to achieve stability, be married, and
have a family.

3 Chaotic life dominated by a craving
for emotionally intense professional
and emotional relationships (self-
object like).

Dynamics:

1 Ongoing need for outside emotional
supplies. The need to search for the
perfect (i.e., all-admiring, all-giving,
and nurturant) partner dominated his
life to the practical exclusion of more
mature relatedness.

2 Primitive rage and vindictiveness
triggered by perceived or actual fail-
ure of partners.

3 Ongoing professional and personal
self-sabotage.

Core Conflicts:

1 Profound repressed, primitive, am-
bivalent feelings toward the maternal
object, resulting in an insoluble ten-
sion between libidinal investment and
sadistic-destructive derivatives, in his
actual relationships with women.
Thus, his relationships with women

typically started on a high of idealiza-
tion and, just as often, crashed in a low
of violent recriminations.

Impulse/Feeling:

2 Ambivalence toward paternal object
complicated by unresolved pathologi-
cal grief, with consequent disruption
in the formulation of dynamically
equivalent actual relationships.

Self-Representations:

3 Split-off primitive unintegrated self-
images. The grandiose self-images
are acted out in consciousness in the
form of demands to be met by part-
ners; the helpless self feeds enormous
self-doubts and constant neediness.

Treatment Approach and Rationale for Its Selection
Working-through and Termination. The dy-

namic hologram depicted previously was ob-
tained, in the process of the initial evaluation.
During this time, the patient was suffused with
anger, grief, and other painful feelings. The holo-
gram represents a roadmap for the unfolding of
the therapeutic experience. For patient 1, therapy
will proceed through repeated runs around the
triangle of impulses, person, and self. The two
key pathogenic foci for him are the focus of self
and the focus of pathological grief reaction for
the death of his father. The pathogenic capacity
of each foci reinforces the pathogenic capacity of
the other. The images of helplessness and utter
fragility derived from his repressed disturbed
negative self-images are reinforced by identifica-
tion with the failed aspects of his father’s life as
a way to maintain some bond with the father,
charged again by his need to expiate guilt for his
unconscious murderous impulses toward him.
The trigger for such destructive feelings relates
to his father’s failure to act as an adequate nar-
cissistic self-object (optimum mirror).

The working through of these problems will
require revisits to the experience of anger and
destruction in relationship to the people in his
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current life (C) or toward the therapist (T) and
subsequently toward his father (P). Multiple T
C P interpretations were made before a sense of
peace and emotional understanding and a mod-
icum of closure and closeness obtained for the
patient in relationship to memories of his fa-
ther. Simultaneously expressed and covert de-
mands for closeness, support, feedback, extra
time, and extra resources, showed up in the
therapeutic situation. The slightest disappoint-
ment in the therapist evoked feelings of desola-
tion and devastation in the session.

A technique I call imaginary reconstruction
allowed the patient to evoke emotionally satis-
fying moments of optimum mirroring following
the expression of anger toward the perceived
failure. After one episode when the patient bit-
terly berated the therapist for not responding
the way he “needed” during a telephone inter-
change, the following dialogue ensued:

THERAPIST: You were obviously very disap-
pointed with my response. What would you
have wished me to say?

PATIENT: You know—something warm, some-
thing supportive, like “Of course, Gerry, she
should have agreed with you.”

THERAPIST: And how would you have felt if I
said that?

PATIENT: Relaxed, accepted, or, like I have
value.

THERAPIST: And how do you imagine I feel to-
ward you?

PATIENT: Never thought of that—I think you
want me to succeed, I think (With emotional
conviction) you love me!

THERAPIST: And how do you feel about that?
PATIENT: Warm—great . . . it makes me think

of my father. I think that if he would have
been able to, he definitely would have loved
me . . . how sad!

THERAPIST: What would he have loved espe-
cially about you?

PATIENT: That I am sensitive, that I am cre-
ative, that I am funny.

THERAPIST: Because—how do you see yourself
as a person now?

PATIENT: Just like that: funny, creative.

The ultimate goal of the therapy is the rapid
reactivation of formerly dissociated positive self-
images and their reintegration with such sectors
of the self and the mental apparatus as hopes,
dreams, and aspirations for the future and such
means of self-realization as skills and capacities.
This aim may be succinctly expressed by para-
phrasing Freud’s well-known dictum “Where id
was, there ego shall be” (S. Freud, 1933/1964) as
“Where emptiness is, there self will be.”

For this patient, the reactivation of affectively
lived images of joy, increasing potency, and op-
timism continued during the midphase of treat-
ment. In parallel, there was a deactivation of
fragile self-images and destructive impulses, as
exemplified in the following dream: “I am sit-
ting in a car. A couple of Nazis move rather
menacingly toward the car, and as they pass
next to it, they scratch the side of my car with a
set of keys.”

The core conflict configuration, as portrayed
in the psychodynamic hologram, provides a
rough map to the unfolding of the working
through and termination phases. The successful
positive therapeutic alliance, both conscious and
unconscious, generated in the evaluation phase
permits the patient to attempt to complete the
following pieces of unfinished business:

1. Bring into the focus primitive sadistic feel-
ings directed toward his father. Concomi-
tant with such feelings is an unconscious
identification with, and attachment to, the
father strengthened by the presence of
pathological grief.

2. Confront, experience, and resolve profound
destructive impulses toward the mother.

3. As 1 and 2 achieve some resolution, they
facilitate the reactivation of repressed
grand and grandiose self-images and pos-
itive self-experiences. Gradually, painful
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experience of loneliness, emptiness, and
shame lessen.

The task of focusing on and resolving sadis-
tic ambivalence toward objects, which were
experienced largely as self-objects, is difficult
and may meet with considerable resistance.
For example, this patient’s conviction of his fa-
ther’s utter lack of value or any redeeming
human feature was absolute. The radical logic
of the self required as much. Seeing his father
as a total failure as a father and as a person in
a strange way absolved him of any responsibil-
ity for his own imperfections and limitations.
Unconsciously, he seemed to cling to the 
idea that “I would have been perfect were it
not for my parent’s total helplessness and 
incompetence.”

Working through of Rage. Only after the pa-
tient experienced hope of adequate mirroring
via the transference could he reevaluate his
view and experience of his father and bring into
consciousness his profound sadness for his fa-
ther’s rather tragic and failed life experience.

As in the initial evaluation, the technique 
of working through of narcissistic rage requires
a sequence of interventions that achieve (1)
maintenance of the focus; for example, a spe-
cific memory of rage in his interaction with his
father; (2) reactivation of the physiological-
emotional-cognitive continuum; (3) pressure
and challenges to the defenses against rage;
and (4) pressure and challenges to the defenses
against interpersonal closeness and, especially,
closeness toward the therapist. As the therapist
acquires via the transference a certain standing
in the patient’s emotional life, the attachment
to the therapist heightens the patient’s ambiva-
lent attachment to the primary object and in-
tensifies his unconscious conflict of emotional
loyalty. This is yet another source of consider-
able resistance and active therapeutic work.
Rage toward the therapist may reach murderous
proportions.

Pathological Grief Work. For patient G.R., the
sequence of therapeutic work described previ-
ously led to a rather sudden recognition and ex-
plosive surrender to a frenzy of murderous
impulses toward his partner. This rage was felt
as a jolt of electricity running through his body
and imaginatively acted out in the form of re-
peatedly plunging a knife into her heart. All it
took was a simple allusion by the therapist to
the father’s life-long existential tragedy (“But in
a way, we know he actually died a heart-broken
man”) to release a flood of sobbing sadness for
his father and longing for an optimal and ten-
der father-son relationship.

This emotional explosion opened the door to
a fuller exploration of grief for the father and
for the self and to a lessening of the pathologi-
cal, guilt-driven identification with the “failed
father.” Repetition of this sequence in regard to
this and other foci allows for a progressively
clearer reactivation and ownership of positive
self-images and emotions such as joy, hope, and
ambition.

Reactivation and Reintegration of Self. As pa-
tients gain mastery and knowledge of their own
experience of rage and the pathological grief is
lessened, they are ready to reactivate grand and
grandiose self-images and complete the process
of reintegration of such self-images with both
reality and their own unique set of skills and
personal capacities.

For G.R., this sequence of the work started
when he began taking seriously a significantly
ambitious creative project that he had embarked
on. As he very tentatively started to discuss his
project, he scrutinized the therapist’s face and
demeanor in search of any trace of disapproval
(which would lead to considerable defensive
rage) or approval (which would lead to a mixture
of shame tinged with self-doubt). For this phase,
techniques such as the imaginary reconstruction
provide for the patient a corrective emotional ex-
perience without fostering any violation of ther-
apeutic boundaries. The following interchange
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took place after the patient described his pride
and pleasure at a recent piece of work he did
that was rather well received by the intended
audience:

THERAPIST: You look at me as if you expect me
to . . .

PATIENT: (With anger.) Of course I want your
approval! What is wrong with that!!!

THERAPIST: Specifically what would you want
me to feel and say?

PATIENT: This is a great piece of work, Gerry!
Go on with it. I am proud of you, you’ll 
make it.

THERAPIST: And if I felt exactly that, how
would that make you feel?

PATIENT: (Blushing.) Wow! . . . Maybe I could
believe that I am entitled to that.

The work of reactivation of primal, dissoci-
ated self-images also requires clarification and
correction of multiple self-distortions. For ex-
ample, for G.R., a rather large, athletic, and
physically powerful man, the self-image de-
scribed earlier of utter fragility of a premature,
inhumanly small baby in danger of being tram-
pled underfoot at any moment actually contam-
inated the way he saw his self physically. He
carried himself hunched over, making himself
appear considerably smaller than he actually
was. As the therapy advanced, he derived con-
siderable pride in his body and his physical
prowess, as well as in his sense of style, for
which he often sought the therapist’s admira-
tion and approval. Increasingly, his dreams and
fantasy life filled with images of grandness (“I
feel like the captain of my own ship”), pride,
and pleasure at his own physical, mental, and
emotional characteristics. The resolution and
integration of this sequence of work require a
process akin to a recapitulation of the develop-
mental work of adolescence. Much as in late
adolescence, through newly developed capaci-
ties for introspection one takes some ownership
and responsibility for one’s self and destiny.

This sequence of the work often brings about a
minirecapitulation of the developmentally ap-
propriate sequence. There is often a lessening of
the earlier dependence on external mirroring,
and a sense of pride and pleasure at defining
and taking responsibility for unique subjective
aspects of each person. For G.R., there was a
growing pleasure at discovering and following
“my own path”: an autonomy that earlier could
be experienced only through rebellious anger,
which often brought about catastrophic failure.

PATIENT 2

Initial Evaluation
The trial therapy phase in the evaluation of pa-
tient I.G. yielded significant breakthrough into
two Oedipally flavored foci of severely re-
pressed rage. After confronting a bland, unerr-
ingly polite character defense structure, the
initial interview focused his anger in the pres-
ent. He reported that he was indignant at the
“predatory” behavior of another colleague at
work, who acted as if he could “take whatever
he wanted,” his own capriciousness appearing
as his only moral compass. Following the ardu-
ous work of defense clarification, confrontation,
head-on collision and challenges and appeals to
the ego-syntonic nature and the emotional toll
of his passivity, a breakthrough was made into a
large pool of repressed rage, alternatively felt
toward his colleague and toward the therapist.
Powerful surges of murderous rage were experi-
enced and imaginatively carried through. After
a few such bouts, the link to the past became
unmistakable; the patient could see behind the
image of the “capricious colleague” the largely
repressed representation of a family friend, “a
charming rogue,” with whom the patient’s
mother may have had a brief affair when the
patient was 12. His pent-up rage was struc-
tured in multiple levels: (1) toward his mother,
for “betraying” his father and (subjectively
speaking) him; (2) toward the “charming
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rogue,” for endangering the family unit and
robbing him and his father of the presence of
the mother; (3) toward his father, for his passive
inability to deal forcefully with the situation;
and (4) toward himself, for secretly envying the
freedom and obvious pleasure-seeking nature of
the “charming rogue.” Below the surface there
were painful ambivalent feelings toward both
parents: toward his mother, for her inability to
mirror him and for setting the “bar of approval”
ever higher, so that he could never be quite “good
enough”; toward his father, for his passively
driven inability to allow the patient to idealize
him, his passive handling of the mother’s affair
representing one more example of such unavail-
ability for idealization.

The core conflict component of the dynamic
hologram for patient I.G. can be represented as
follows:

Core Conflict:

1 Murderous impulses toward three
members of the Oedipal triangle, lead-
ing to deep character defenses of bland
amiability.

Impulse/Feelings:

2 Guilt-provoking identification with
the apparent grandness of the Oedi-
pal victor.

Self-Representations:

3 Guilt-guided identification with
parental failures: the father to triumph
over rivals, the mother for excessive
perfectionism interfering with basic
simple pleasures.

4 Loss of contact with primal
grand(iose) self-images and derail-
ment of idealization.

Reactivation of the Grand(iose) Self
The working through phase has two differenti-
ated segments: (1) the resolution of Oedipally

tinged destructive impulses and their after-
math (superego pathology, self-sabotage, self-
destruction, phobic avoidance of conflict
passivity) as core character constituents; and
(2) the reactivation of primitive self-structures
whose optimum development was derailed and
interrupted. In this regard, a series of highly
emotional breakthroughs into his murderous
impulses toward his mother were followed by
great sadness on realizing the painful personal
origins of his mother’s injurious perfection-
ism. As these layers of grief for mother, for fa-
ther, and for self were sequentially worked
through, they gave way to a period of mild eu-
phoria, punctuated by repeated floods of early
childhood memories and images suffused with
feelings of incredible power and well-being. He
was able to hold onto one memory of great im-
pact: He is at home, at that time, temporarily 
in a Caribbean country, watering a luxuriantly
verdant lawn, the sun high in the sky. While
holding a powerful hose, he feels flooded with
the pleasure of action, competence, power, and
joy. This memory unleashed a torrent of equally
pleasurable memories, some of which were re-
flected in photographs taken in diverse settings
throughout his early childhood. His obvious
pride while sharing pictures of celebrated as-
pects of his being with the therapist solidified
in increasing ownership of pride and pleasure
at his own being as well as ownership of some
uniquely personal features of that being.

Reintegration of Self and Ego
To the degree that core narcissistic psychopath-
ology involves abundant dissociation of self with
other mental agencies, the therapeutic process
requires healing that rift by building bridges
between the different mind structures. Of great
value is the reintegration of grand ambitions
with actual ego skills and capacities, a process
fraught with pain and disappointment that
must be endured. For I.G., a large part of this
process of reintegration was accomplished via
dreams. Many adventures were replayed night
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after night, action-oriented scenarios that re-
quired tolerance for failure, imaginative attempt
at mastery, and, on achieving some mastery, the
capacity to celebrate and accrue a lasting sense
of power and well-being. His telling these “large
tales” in the therapy room accrued additional
therapeutic value because it allowed him to
“brag a bit” about his adventures, to command
the therapist’s attention in rapture, and when
(at least in the patient’s subjective experience)
his large tales met with empathic failure, to feel
and master the sadness and the fury of the dis-
appointment.

PATIENTS 3 AND 4

Grief for Lost Self
The case of L.G. illustrates the need for ongoing
grief work in many patients suffering from self-
disorders. Her experiences at the hands of her
rather wounded, incompetent, and lost parental
caretakers involved lack of provision of basic
safety and mirroring in the early stages, and
abandonment, abandonment threats, and physi-
cal and emotional neglect at a second stage.
Physical, and possibly sexual, abuse in her pre-
pubertal years was also part of her traumatic
development. The cumulative subjective experi-
ences of such development involves additional
pockets of grief for the self that (despite its in-
nocence) is neglected, abandoned, not provided
with mirroring, and later abused. This aspect of
grief for self was responsible for R.G.’s perva-
sively distorted images, where she saw herself
in reveries and dreams as irreparably deformed
and repugnant. It is as if the patient blamed her-
self rather than her parents for the catastrophic
outcome of her care: “If they treated me like
that, how good can I possibly be?” The sadness
derived from statements like this must be iden-
tified, empathically brought out, and allowed
to flow while the self distortions are questioned
and corrected.

P O S T T E R M I N A T I O N  S Y N O P S I S
A N D  E F F E C T I V E N E S S  D A T A

Mutually agreed termination of therapy with
patients suffering from NPD or substantive nar-
cissistic traits requires the fulfillment of the fol-
lowing criteria:

1. Significant reduction of Axis I symptoms
and substantive lessening of the interper-
sonal and work dysfunctions that typically
bring these patients into treatment. If the
treatment is monitored through the use of
symptoms scales such as the Hamilton
Depression Scale (Hamilton, 1960) or the
Beck Depression Inventory (Beck, Ward,
Mendelsohn, Mock, & Erbaugh, 1961), clini-
cians may use as criteria for improvement
the ones often used in the research litera-
ture (e.g., a preselected score; a 50% reduc-
tion from baseline score).

2. Evidence of significant reactivation of the
grand(iose) self: increasing acceptance en-
joyment of aspects of self, and the experi-
ence of feelings of vitality and well-being
independent of the approval of an admir-
ing self-object. Often, patients experience
wonder and pleasure on reflecting, or dis-
covering, self-functions such as imagina-
tiveness and playfulness. It is as if they say
to themselves: “This is who I am and I like
it.” As this function grows and expands,
patients come to expect that a large part of
the pleasure of living will come from the
exercise of these self-functions and from
their ability to develop life projects—and
build human relationships—from this deep
source of being. As pleasure and pride
accrue from the exercise of these self-
functions, tyrannical perfectionistic de-
mands on self or others lessen, and
empathy may appear in intimate relation-
ships, together with tolerance for the self-
object shortcomings of others.
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3. Significant resolution of pathological grief
reaction for others and for self. A patient
whose treatment the author supervised
epitomized the process of pathological
grief resolution while describing a partic-
ular moment of well-being achieved while
hiking:

I came to this point on the road where I could
see the whole valley down the road; struck by
the beauty of the place, I had what I would call
an epiphany: for the first time in a long time I
felt totally at peace with myself and, I guess
with life: there was no anxiety, no fear, no
guilt. I thought about my wife, I thought about
my mother and my father, and I could imagine
the three of them looking at me and I could
see [tears streaming down his face] that they
were pleased with my success, that they were
proud of me.

This experience summarizes several fea-
tures present in the resolution of patholog-
ical grief reactions: objects for whom the
patient has felt ambivalently alienated are
restored to an optimal, emotionally mean-
ingful contact; anxiety and guilt disappear
from those relationships and are replaced
by peace and harmony.

The closer the process comes to the fulfill-
ment of these criteria, the better the outcome
and the easier the termination process. Active
work on the transference can solidify the pro-
cess. When the patient was asked by his thera-
pist “And where would I be in that picture?”
he answered, “You made it possible. You cre-
ated the peace treaty. You gave them all back to
me.” The patient thus indicated the termina-
tion of the therapist function as a self-object
who functions in lieu of the parental self-
objects; they are now restored to their subli-
mated self-object function in memory. The
transference can now be deactivated and the

therapist becomes the real object who medi-
ated and facilitated the changes in the pa-
tient’s subjective emotional life.

The outcome of the treatment of these disor-
ders has not as yet been tested through appro-
priately designed research studies. Clinicians
treating many of these patients report substan-
tial gains in symptoms, interpersonal function,
personal integrity, and object-relatedness. Char-
acteristics of the treatment process, such as short
duration, enhanced activity of the therapist, de-
velopment of treatment foci, use of transference,
and mobilization of intense affects, have been
satisfactorily researched in many studies of effi-
cacy and effectiveness of short-term dynamic
psychotherapy in the treatment of severe psy-
choneurotic and personality disorders (Trujillo
& McCullough, 1985; Winston et al., 1991). These
studies represent a good background for the de-
sign of future studies of the treatment of self-
disorders.

S U M M A R Y

In this chapter, the ISTDP approach to the treat-
ment of a rising number of patients presenting
to clinics and practices suffering from various
forms of self-disorders has been described and
elucidated. Prior efforts to extend the applica-
tions of these techniques to patients suffering
from relatively uncomplicated psychoneurotic
disorders (Sifneos) and to complicated multi-
focal psychopathology (Davanloo) required the
honing and refinement of the psychotherapeu-
tic techniques needed to break through complex
characteriological barriers. The application of
these techniques to self-disordered patients re-
quires their adaptation to the metapsychology
of self and self-development (as distinct from
the metapsychology of impulse/feeling, derived
conflict). The aim is similar: to achieve rapid
access to unconscious pathogenic structures
and their attendant repressed feelings and to



364 PSYCHOTHERAPY WITH ADULTS

promote rapid healing through early, active,
and abundant recourse to the transference.

It is the author’s hope that the successful
marriage between well-established short-term
techniques and the emerging metapsychology
of self-disorders will yield increasingly effec-
tive treatments for these patients.
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A Relational-Feminist Psychodynamic 
Approach to Sexual Desire

M. SUE CHENOWETH

H I S T O R Y  O F  A P P R O A C H

Although researchers and clinicians have made
significant progress in the study and theoreti-
cal understanding of human sexuality (Basson,
2000, 2001; Kaplan, 1979, 1995; Kinsey, Pomeroy,
Martin, & Gebbard, 1953; Levine, 1984, 1987,
1988, 1995; Masters, Johnson, & Kolodny, 1994;
Masters & Johnson, 1966, 1970; Tiefer, 2001), in
many ways, this field remains in its infancy
(Levine, 1988, 1995; Tiefer, 1995; Weis, 1998a,
1998b). For example, hypoactive sexual desire is
a complex disorder that has proven difficult to
treat (Beck, 1995; Hawton, 1995; O’Carroll,
1991; Rosen & Leiblum, 1995a, 1995b). Whereas
treatment outcomes for some sexual dysfunc-
tions (i.e., premature ejaculation, inorgasmia,
and vaginismus) are excellent, the therapy out-
come for the sexual desire disorders remains
satisfactory to poor for many individuals (Beck,
1995; Hawton, 1995; Hawton, Catalan, & Fagg,
1991; O’Carroll, 1991; Wiederman, 1998).

A review of the literature on sexual desire
disorders shows that Inhibited Sexual Desire
(ISD), now known as Hypoactive Sexual Desire

Disorder (HSDD), is the most prevalent sexual
disorder among adult women, accounting for
33 to 62% of sexual difficulties in women
(Hawton, 1995; Kohn & Kaplan, 1999; O’Car-
roll, 1991; Rosen & Leiblum, 1995a). Yet,
ISD/HSDD remains the most resistant sexual
disorder to treatment interventions (Hawton,
1995; Kaplan, 1979; MacPhee, Johnson, & Van
Der Veer, 1995; Rosen & Leiblum, 1995a, 1995b;
Schreiner-Engel & Schiavi, 1986). The treat-
ment of sexual disorders in adult women have
been especially fraught with complexity and
confusion, leading to modest (MacPhee et al.,
1995) to poor long-term treatment outcome
(Hawton & Catalan, 1986; O’Carroll, 1991).
Hawton (1995) states that “success of treat-
ment of disorders of female desire seems to 
be associated particularly with the couple’s
general relationship, interpersonal communi-
cation and attraction, sexual ease and confi-
dence, and the male partner’s motivation”
(p. 310). Rosen and Leiblum (1995a) state that
although treatment interventions for sexual
desire disorders vary widely, “presently, there
is no standardized or generally accepted format
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for treatment, nor is there agreement regard-
ing the likely prognosis” (p. 115).

Multiple complex factors contribute to these
variations in treatment outcome. Currently,
there is a “good understanding of the sexual
dysfunctions that respond best to this treatment
and the couples most likely to benefit” (Hawton,
1995, p. 307). However, many previous outcome
and comparative studies suffer from method-
ological difficulties and inadequate control
groups, which result in incomplete and/or mis-
leading data. Examples of these methodological
difficulties are different types of sexual dys-
functions combined across treatment groups;
prognostic factors that are not matched across
treatment groups; poor outcome criteria; and
lack of long-term outcome data (Hawton, 1995).

Additional factors that may explain differ-
ences in outcome data include changing inci-
dence and prevalence rates for specific types of
sexual dysfunctions over the past 20 to 50 years.
Consequently, researchers have refocused their
attention on new sexual dysfunctions not previ-
ously studied and may have only minimal out-
come data for these recently investigated
disorders (Donahey & Carroll, 1993; D. P. Spec-
tor & Carey, 1990). Recent changes in nomencla-
ture and additions of new diagnostic categories
in the past two editions of the American Psychi-
atric Association’s Diagnostic and Statistical Man-
ual of Mental Disorders (DSM-III-R, APA, 1987;
DSM-IV, APA, 1994) have contributed to the
lack of consistent outcome data. An example of
a newly investigated sexual disorder is HSDD
(Seagraves & Seagraves, 1991).

The scientific study of human sexuality and
sexual behavior has developed mainly through
four separate traditions: “the case study method;
the use of normative survey research; the lab-
oratory physiological approach; and behavioral
assessment and treatment studies” (Rosen &
Beck, 1988, p. 4). Many late nineteenth- and early
twentieth-century writings on sexuality and
sexual behavior were based on motivation, in-
stinct, and/or a developmental stage model

(Rosen & Beck, 1988). In the latter half of the
twentieth century, psychoanalytic case analyses
and biological/behavioral studies of sexual be-
havior by Kinsey and colleagues (1953), Masters
and Johnson (1970), Kaplan (1979), and LoPiccolo
and Friedman (1988) have served as a founda-
tion for the diagnosis and treatment of sexual
dysfunctions.

Sigmund Freud was the first theorist to pro-
pose a model of human sexuality from a scien-
tific and psychoanalytic perspective. Before the
1950s, Freud’s Three Essays on the Theory of Sexu-
ality (1905/1953) was the touchstone use almost
exclusively by other clinicians and theorists as a
basis for treatment of clients’ psychosexual dif-
ficulties. The traditional Freudian psychoana-
lytic model is predicated on the male Oedipal
conflict as the basis for normal psychosexual de-
velopment. Female sexuality is presented from
the perspective of a biological deficit based on
the female gender position as a castrated male.

William Masters and Virginia Johnson’s
(1966) research was based on clinical observa-
tion and direct measurement of physiological
responses to sexual stimuli. Masters and John-
son’s results (1966, 1970) unequivocally added
to the knowledge of the physiological aspects
the human response to sexual stimuli. On the
basis of their research, Masters and Johnson
defined and described a four-stage sexual
response cycle for both males and females.
This model is predicated on a biologic-based
understanding of sexual drive and discrete
physiologic responses. It includes the follow-
ing stages: (1) excitement, (2) plateau, (3) or-
gasm, and (4) resolution. Each stage has
specific and unique physiological aspects that
are observable and measurable. In 1980, Mas-
ters and Johnson’s model became the basis for
nomenclature, classification, and diagnosis of
sexual dysfunctions in the third edition of the
APA’s DSM (Tiefer, 1988).

As a result of Masters and Johnson’s find-
ings, researchers developed specific sex therapy
techniques for treating sexual dysfunctions 
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related to performance anxiety, particularly the
inability to reach orgasm in women and prema-
ture ejaculation in men. If no physical reason
could account for the patient’s dysfunction,
then psychological/behavioral treatments were
assumed necessary to treat such sexual dys-
functions (Masters & Johnson, 1966, 1970).
Therefore, specific methods such as “sensate
focus” exercises were devised.

Masters and Johnson’s approach and tech-
niques were met with much enthusiasm in the
1970s (Hawton & Catalan, 1986). Originally,
many clinicians thought their approach would
become the panacea for couples with sexual dif-
ficulties. However, Hawton and Catalan state:
“Claims for the effectiveness of sex therapy
have become more cautious. While it is clear
that sex therapy can be extremely effective for
some couples, failures are also relatively com-
mon and often difficult to predict” (p. 377). De-
spite these more cautious claims, Masters and
Johnson’s approach continues to be the basis of
treatment for many sexual dysfunctions. Today,
however, sex therapy is usually combined with
psychoeducation, marital therapy, homework
assignments, medical treatments (e.g., use of
Viagra), and/or individual and group treatment
interventions (Hawton, 1995).

It is the long-term failure outcomes of tradi-
tional sex therapy (Hawton, 1995; Hawton,
Catalan, Martin, & Fagg, 1986; O’Carroll, 1991),
particularly in cases of low sexual desire, that
raise the question of possible limitations in
Masters and Johnson’s understanding of the
human sexual response cycle. It is noted that
Masters and Johnson’s (1966, 1970) original
work did not include a sexual dysfunction cate-
gory for decreased sexual interest (i.e, hypoac-
tive sexual desire). Hawton et al. (1991) state,
“There is little evidence for a biological basis 
for this problem in healthy pre-menopausal
women. . . . However, a wide range of psycho-
logical factors and social factors can impair sex-
ual interest” (p. 217). Therefore, it is important
to review and expand our knowledge in this

area, particularly because hypoactive sexual de-
sire continues to be both prevalent and difficult
to treat (Hawton, 1995; Rosen & Leiblum, 1995a;
D. P. Spector & Carey, 1990).

Later models of sexuality, and specifically
sexual desire, focus on the psychological factors
influencing sexual behavior (Kaplan, 1979;
Levine, 1984, 1987). Kaplan (1979, 1995) notes
that Masters and Johnson’s model ignores the
“motivational” aspects of the human sexual re-
sponse cycle. Kaplan’s (1979) model begins with
desire and follows with excitement (arousal)
and orgasm. Levine’s (1984, 1987) model of sex-
ual desire is a detailed description of three as-
pects of sexual desire: drive, motivation, and
aspiration.

Kaplan (1979, 1995) hypothesized that sexual
desire is a distinct stage in the sexual response
cycle and is considered to be physiological as
well as psychological in nature. The remaining
two stages, excitement and orgasm, are viewed
similarly to Masters and Johnson’s physiologi-
cal stages. Kaplan (1979) defined sexual desire
as the experience of “specific sensations which
move the individual to seek out, or become re-
ceptive to, sexual experiences. These sensations
are produced by the physical activation of a spe-
cific neural system in the brain” (p. 10). On the
basis of her findings, the diagnostic category of
HSDD was added to later versions of the DSM’s
list of sexual dysfunctions (Kaplan, 1995). She
also found that, despite hypoactive sexual de-
sire, the individual might not experience inhibi-
tion of either the arousal or the orgasm cycles.

Kaplan was the first clinical researcher to un-
derstand the connection between the biologi-
cal/physiological sexual response cycle and the
interpersonal, psychological factors affecting
desire. She states that one learns to suppress or
to allow sexual desire based on past relational
events and the social context (Kaplan, 1979).
Her focus, however, remained biologically
based and performance-minded. Her explicit
goal for the new sex therapy model was “to
teach them [clients] how to maneuver their
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sexual desire in an upward direction” (Kaplan,
1995, p. 6).

In Levine’s (1984) classic essay on sexual de-
sire, he conceptualized sexual desire as follows:
“Sexual desire is not the discrete entity it has
seemed to be. Sexual desire is semantic short-
hand for the interaction of at least three other
variables—‘drive,’ ‘motivation,’ ‘aspiration’ ”
(p. 85). Of these three variables, Levine pro-
posed that it is the motivational component that
is the most important in a clinical context. This
conceptualization, though traditional, is more
inclusive. Although Levine addresses the im-
portance of biological sex drive, he places the
emphasis on motivation or “willingness” of the
individual to engage in sexual activity. Motiva-
tion can be induced by both intrapsychic and/or
external stimuli. Aspiration or “wish,” the cog-
nitive element of sexual desire, plays an impor-
tant role. An individual may not have a drive or
motivation/willingness for sex, but may cogni-
tively wish for sex because it is expected. Aspi-
ration/wish acts as the “gating mechanism”
that either allows the system to operate freely
or, in its absence, inhibits it. Normal healthy
sexual desire means that all three systems—
biologic drive, motivation/willingness, and as-
piration/wish—are working and interacting
together. Within this system, sexual desire fluc-
tuates and its sources can be baffling (Levine,
1984, 1987).

Recent clinical research on the role of desire
in the female sex response describes sexual de-
sire as more responsive to sexual stimuli rather
than a spontaneous event that precedes sexual
activity (Basson, 2000, 2001). Although Basson
(2000) states that women may have sponta-
neous desire, this may be more common for
new relationships. In long-term relationships,
sexual desire is more often motivated for rea-
sons of sharing “emotional closeness, bonding,
commitment, desire to increase a sense of at-
tractiveness and attraction to a partner, and de-
sire to share physical sexual pleasure” (Basson,
2001, p. 34) rather than a “sexual hunger.” 

Basson also states that sexual desire is greatly
impacted by fatigue, distractions, and marital
and relational difficulties.

Within the past 10 years, some theorists and
clinicians have incorporated the traditional
models of approaching human sexuality utiliz-
ing systems theory to determine the role the
marital system contributes to the etiology and
maintenance of the sexual dysfunction (LoPic-
colo & Friedman, 1988; MacPhee et al., 1995;
Verhulst & Heiman, 1988). The integration of
systems theory with both behavioral and psy-
chodynamic theory has greatly enhanced the
effectiveness of both the assessment and treat-
ment of sexual dysfunctions, particularly the
complex problems related to sexual desire.
LoPiccolo and Friedman recommend that cou-
ples develop experiential/sensory awareness of
their emotions and insight into the etiology 
of their individual as well as relationship prob-
lems. This is to be followed by cognitive restruc-
turing and, finally, behavioral interventions.
Further, they suggest that the etiology of sexual
dysfunction is broad-based and highly individ-
ualized depending on the couple’s relational
patterns. Relational issues of power and the
ability to maintain intimacy, control, trust, and
vulnerability are key variables to be addressed
in the couple system.

Verhulst and Heiman (1988) conceptualize
sexual desire problems as a complex dysfunc-
tion of the “synchronization or coordination of
the sexual rhythms in a relationship” (p. 243).
These clinical theorists take an important step
in assessing the “subjective nature of the com-
plaint” (p. 243). Although the addition of sys-
tems theory is an important advance in the
treatment of sexual dysfunctions, none of these
theorists specifically addresses the relationship
between sexual desire and the impact of psy-
chodynamic relational patterns, such as sexual
objectification.

Up to the present there has been no theoreti-
cal construct that adequately explicates the
complexities of female sexual desire, nor is
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there currently a thorough understanding of
the etiologic factors that contribute to sexual
desire dysfunction. Weis asserts there are two
reasons for this: (1) that “relatively little sexual-
ity research is oriented to testing theoretical
hypotheses” and (2) “few empirically tested
theories with conceptual precision have yet to
emerge” (Weis, 1998a, p. 1, 1988b).

Recent contemporary object-relations and
feminist theory (Benjamin, 1988, 1995; Chodo-
row, 1994; Jordan, 1987) have suggested that
traditional psychodynamic constructs and bio-
logical/physiological processes may not ade-
quately represent aspects of female sexuality
and sexual desire. Although Kaplan (1979),
Levine (1984, 1987), and Basson (2000, 2001) at-
tempted to integrate the psychological aspects of
human sexuality with biological/physiological
processes, and LoPiccolo and Friedman (1988)
developed a systems approach in assessing sex-
ual dysfunction, there still remains an inade-
quate theoretical understanding of just how
human sexuality might be impacted by interper-
sonal interactions and sociocultural factors.

By the late 1980s, clinicians began to see
couples with more complicated sexual dysfunc-
tions. Couples seeking treatment were no longer
seen as simply lacking technical skills and/or
sexual information (Wiederman, 1998). These
couples presented with multiple sexual dysfunc-
tions and, in many cases, one or both partners
experienced long-term difficulties in their sex-
ual lives. It was found that these more compli-
cated cases did not respond well to previously
established treatment protocols, especially when
one or both partners had low sexual desire (Beck,
1995; Hawton, 1995; Wiederman, 1998).

The high prevalence rate of sexual desire
disorders in women combined with poor long-
term treatment outcome suggest that further
clinical and theoretical analyses and studies are
needed. This chapter describes and discusses
the role of the psychodynamic relational pattern
of sexual objectification, which may be a key
component of HSDD.

T H E O R E T I C A L  O R I E N T A T I O N

Existing models of treatment based exclusively
on either traditional psychoanalytic theory or
biological/behavioral principles are particu-
larly problematic. The biases and assumptions
found in these traditional models fail to repre-
sent women’s experience of sexuality and, thus,
may be partly responsible for poor outcome
results. There are a number of ways in which
these models may appear to inadequately ac-
count for all the relevant factors associated with
female sexuality.

First, many research studies have focused ex-
clusively on ability to reach orgasm and the fre-
quency of this event as indicators of sexual
health. Sex therapy treatment outcome goals
have implicitly and primarily focused on in-
creasing the frequency of sexual behavior be-
tween individuals (Masters & Johnson, 1966,
1970; Masters et al., 1994), rather than the qual-
ity of that sexual experience. In part, this may
be due to the difficulty of measuring intra-
psychic experiential phenomena such as per-
ceptions, images, and personal meanings of
sexuality and sexual desire. However, when re-
searchers include the category of sexual satis-
faction along with these factors, some studies
show that attaining orgasm may not be synony-
mous with sexual satisfaction (Beck, Bozman, &
Qualtrough, 1991; LoPiccolo & Stock, 1986).
This finding suggests that focusing primarily
on a traditionally recognized sexual expression,
such as orgasm, may be too simplistic and limit-
ing. The exclusion of intrapsychic experiential
phenomena may ignore important aspects of
the woman’s sexual experience.

Second, within the traditional biological/be-
havioral models, emphasis is placed on the pri-
macy and end goal of heterosexual intercourse
(Masters et al., 1994; Rich, 1980; Stock, 1988;
Tiefer, 1995). Gavey (1992) states, “The standard
heterosexual narrative seems to dictate the situ-
ations in which sex is required as well as the
form it will take . . . we are all familiar with 
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the dominant assumption that heterosexual in-
tercourse (coitus) is synonymous with ‘real’
sex” (p. 332). This bias leaves a whole segment
of women, including lesbians and bisexuals,
adrift. When sexual preferences and diversity
are ignored, it becomes possible to imply
psychopathology and/or to isolate those indi-
viduals who are outside the dominant assump-
tion that coitus is “real sex.”

Finally, the traditional Freudian psychoana-
lytic model is a biased polarization of gender
(i.e., male sexuality as normative, and female
sexuality as deficient). This has been so deeply
embedded within our culture, it is no longer no-
ticed or questioned. Benjamin (1988) argues that
when the phallus is idealized, woman is subse-
quently repudiated. When the phallus assumes
“the power to represent her sexuality as well 
as his, it denies women’s independent sexuality.
Thus, masculinity is defined in opposition to
woman, and gender is organized as polarity
with one side idealized, the other devalued”
(p. 168). From the perspective of some feminists,
the psychoanalytic model dangerously defines
the sociocultural presumption of male superior-
ity and subsequent female inferiority.

The model of sexual objectification and the
loss of subjectivity presented here is structured
within a framework comprised of contempo-
rary psychodynamic, object-relations, and self
psychology theory, and feminist perspectives 
of gender-role socialization. The integration of
these different theories provides the structure to
explain and understand the complex stepwise
process of sexual objectification, loss of subjec-
tivity, and possible subsequent impairment in
the woman’s felt experience of sexual desire. The
ultimate goal in the integration of contemporary
psychological theory with feminist psychology 
is to account for complex interactions between
“internal psychological processes and the exter-
nal social forces” in the environment ( J. Freyd,
personal communication, POWR-L, February 24,
1998). The following discussion outlines the
basis for the theoretical concepts and the terms

that will be used to elaborate the stepwise psy-
chodynamic process of sexual objectification
and loss of subjectivity.

The framework used for understanding het-
erosexual female sexual desire in this chapter
includes the inter- and intrarelationships of 
(1) sexual behavior; (2) the sexual self image
(e.g., perceived body image and personal mean-
ings of the sexual self); (3) psychosexual func-
tioning (e.g., internal emotional affect that
results in either sexual satisfaction or dissatis-
faction); (4) dyadic influences between self and
other (e.g., intersubjective processes); and (5) ex-
ternal stimuli (e.g., context, identified gender
roles, and social pressures) that result in the
experiential (i.e., subjective) state of desire
(Chenoweth, 1993). The remainder of this chap-
ter focuses on these last two aspects of female
sexual desire, that is, dyadic influences between
self and others, and external stimuli as they im-
pact felt desire.

In the context of sexual relationships, inter-
subjectivity is best characterized by the capacity
for experiencing oneself as a desiring subject
and as one who is desired by another (Ben-
jamin, 1988, 1990, 1995; Jordan, 1987, 1991). The
contemporary relational view of intersubjectiv-
ity asserts that the role of the object is both 
an intrapsychic phenomenon and an interper-
sonal and reciprocal relationship between a self
and a real other (Benjamin, 1995; Mitchell, 1988,
1991.) A specific example of the second aspect
of female sexual desire occurs in the sexual
socialization process, in which women in our
society are often sexually objectified (Bartky,
1990; Daniluk, 1993; Fredrickson & Roberts,
1997). It is hypothesized that sexual objectifica-
tion that is nonmutual and unbalanced between
couples may contribute to HSDD in women.
Rosen and Leiblum (1995a) state that couples
with a significant discrepancy in desire states
may experience sexual desire problems, and
that, “in such cases, the inhibitory effects of
sexual coercion, either overt or covert, by the
‘high desire’ partner should always be taken
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into account” (p. 108). Sexual objectification
may have a direct, potentially harmful impact
on dyadic interactions, which may result in al-
teration of women’s subjective experience of
sexual desire and arousal. Further research is
needed to adequately ascertain the specific sub-
jective effects of sexual objectification on the
woman’s sexual response cycle.

Sexual objectification of another individual
can be viewed as an intersubjective dyadic step-
wise process. The process of viewing an indi-
vidual as a sex object has been criticized by
some feminist theorists as a negative process
embedded in our male-dominated society
(Bartky, 1990; Fredrickson & Roberts, 1997). It is
argued that these theorists may be referring to
a negative sexual objectification process that in-
cludes the loss of subjectivity in the sexual ob-
ject. However, sexual objectification need not be
viewed solely as an intrinsically negative expe-
rience. It can be part of the normal mutual iden-
tification process between individuals who are
attracted to each other. In other words, attrac-
tion for another person at times may in fact in-
volve viewing each other as sexual objects.
According to Lothstein (1997, personal commu-
nication), sexual objectification may in fact be
“a more universal phenomenon than otherwise
assumed,” especially when viewed from an ob-
ject-relational and intersubjective perspective.
The following discussion identifies different
factors present in positive and negative sexual
objectification processes.

Several factors characterize the intricate and
interactive process of positive sexual objectifi-
cation that, at the same time, emerge from and
effect the self and the other. There is an internal
process of identification that results in a projec-
tion onto the object. The projection is what the
objectifier perceives the other to be for the sub-
ject/self. It involves an intrapsychic relationship
with the self, both as a subject and as an inter-
nalized version of the other as a part of the self
(i.e., self/object). If the objectification process 
is reciprocal and desired by both individuals,

there must be a conscious awareness on the part
of both individuals that the other is also an ex-
ternal, independent object and subject with a
separate and different subjective experience
(Chenoweth, 1998). This interactive dyadic (in-
tersubjective) system is “formed by the recipro-
cal interplay between worlds of experience”
(Stolorow, 1997, p. 338).

The process of sexual objectification is bal-
anced when it includes a conscious awareness
that each is an independent other with his or 
her own separate and private subjective state.
Only when the subject acknowledges the possi-
bility of discrepancy in desire states between
the two internal experiences is sexual objectifi-
cation mutual and balanced. For the relation-
ship to feel mutual, both individuals must feel
enhanced by the experience and expression of
desire ( Jordan, 1987).

Therefore, when mutuality is present, one is
consciously aware of one’s subjective duality of
experience: that of having desire as well as
being desired (Benjamin, 1995; Jordan, 1987,
1991). Both individuals remain consciously
aware that the other possesses this same subjec-
tive duality of experience, and that the inde-
pendent other’s subjective experience of sexual
desire may be discrepant from one’s own sub-
jective experience of desire (Benjamin, 1988,
1995). The dyadic interchange mutually influ-
ences the other (i.e., affective attunement). This
means that the relational experience is both be-
haviorally and subjectively desirable by both
subjects, albeit the levels of desire are not neces-
sarily quantitatively or qualitatively the same.
This is a bidirectional process whereby the
intersubjective dyadic experience is desired 
by both (mutuality), and the discrepancies
between level and quality of sexual desire are
acknowledged as different but sufficiently sim-
ilar. In other words, each individual views the
self as an object and a subject experiencing de-
sire and being desired simultaneously in the af-
fectively attuned and mutual relationship
(Chenoweth, 1998).
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The process of sexual objectification may
play a positive role in sexual attraction and de-
sire. However, it has the potential for becoming
a negative intrapsychic and intersubjective ex-
perience. A negative sexual objectification pro-
cess, although still bidirectional, is defined as
unbalanced and nonmutual. This means that the
relational experience is not mutually desired by
both subjects. It includes the loss of subjectivity
on the part of the objectified other. Therefore,
what determines a negative outcome from sex-
ual objectification is when the response to
sexual objectification is the loss of subjectivity
in the objectified person. This is not to say that
the objectified person is responsible for this
negative outcome, but that loss of subjectivity
results from a failed attunement with the ob-
ject, a lack of recognition or denial on the part of
the objectifier that a discrepancy exists be-
tween the two individuals’ internal worlds. In
the case of negative sexual objectification and
the subsequent loss of subjectivity, it is pro-
posed that each dyadic participant remains in
only one position. This means that one person 
is the subject, the other is the object. This pro-
cess involves the initiation of objectification by
one individual and the relinquishing of subjec-
tivity by the other. What has not been suffi-
ciently addressed in the literature thus far is
the response of the objectified individual and
the subsequent loss of one’s subjectivity when
the objectified individual perceives and accepts
the self as the projected object of the other
(Chenoweth, 1998).

Negative sexual objectification is a process
whereby an individual is reduced to some ex-
tent to a “thing” or object by another person.
The objectified individual is split and frag-
mented because various parts are sexualized
and emphasized at the expense of the whole.
The objectified individual’s subjectivity, to
some harmful degree, is ignored and/or denied.
Mutuality between the individuals and a true
consent by the objectified recipient are neither

required nor present. The loss of subjectivity is
a process whereby the view of self is limited to
being an object of gratification for the other,
and without a conscious awareness of a subjec-
tive wish, motivation, or desire separate from
the objectifier. The individual relinquishes the
self-perception as a subject with the potential
for an experience different from that of the ob-
jectifier (Chenoweth, 1998).

The components of negative sexual objectifica-
tion include (1) an intrapsychic process whereby
the subject identifies with the object/other as an
integral part of the self, a self/object; (2) views
the object/other as the only possible gratifier 
of needs; (3) projects his or her subjective ex-
perience of sexual desire onto the object/other and
perceives the object’s states as the same as that
of the self; and, most important, (4) denies 
that the subjective experience of the object/other
may be (and is in most cases) different from that
of the self/subject. The objectifier is not con-
sciously aware of the intersubjective process
wherein the objectified person may not experi-
ence reciprocated sexual desire. The objectifier
may even deny the possibility of discrepancy in
desire between the two. This demonstrates a dis-
tortion in the objectifier’s perception of the self
as a desired object. This distortion can be de-
fined as a false state of objectivity as a desired
object, when in fact the opposite is true. The ob-
jectifed person does not desire the objectifier.
The primary element of negative sexual objectifi-
cation is the absence of relating to and interact-
ing with the other as an independent external
other with separate needs, wishes, and desires.

Completing the intersubjective dyadic cycle
of negative sexual objectification, the loss or im-
pairment in the subjectivity of the objectified
other ensues. From this author’s perspective,
the relinquishing or denial of a separate and
different internal experience results in the loss
of subjectivity in the objectified other that is a
similar, but reverse, process of the intrapsychic
and intersubjective process of the objectifier.
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Loss of subjectivity may well begin as an inter-
nal process of identification with the external
objectifier. The objectified person most likely
internalizes the external objectifier, creating a
self-representation as the objectifier. The objecti-
fied other then responds by accepting the projec-
tion of the objectifier as the gratifier of needs,
regardless of either a conscious or a partially un-
conscious momentary wish to do otherwise. At
this juncture, the objectified other views the self as
only an object for the objectifier and subsequently
loses perspective of the self-as-separate-subject
with separate needs, wishes, and desires. Ac-
cording to Fredrickson and Roberts (1997), tak-
ing an observer’s perspective of the self, that 
of viewing the self as an object, “can profoundly
disrupt a woman’s flow of consciousness”
(p. 180). This impairment of the individual’s sub-
jectivity creates a whole array of lost emotional
experiences for the self but, most important,
leads to the impairment of the elemental subjec-
tive experience of female sexual desire.

SPECIFIC CONSEQUENCES OF THE

LOSS OF SUBJECTIVITY

The consequences of the loss of one’s subjec-
tivity are varied, multidetermined, and far-
reaching. A complete discussion of origins and
ramifications related to this loss is beyond the
scope of this chapter. However, an elaboration
of impairment in the felt experience of sexual
desire is the focus of the following discussion.
The specific expressions of and outcomes from
the loss of subjectivity combine both intrapsy-
chic and intersubjective forces, as well as influ-
ential sociocultural imperatives (Benjamin,
1988, 1990, 1995; Chodorow, 1994; Fredrickson
& Roberts, 1997; Jordan, 1991) that increase the
likelihood of a state of self-alienation (Bartky,
1990). One of the ways individuals make sense
of who they are is by attaching meaning to both
internal and external events through language

(Mitchell, 1991; Stern, 1997; Wrye, 1994). If
there is a loss of meaning in either the internal
or external world, confusion and alienation are
possible.

There appear to be two specific areas af-
fected by the impairment and/or loss in the
subjective domain: first is the distortion of real-
ity related to the integrity of the whole self—
a discontinuity between self-states and actual
denial of the mental content; second is the loss
of integration between mental representations
of the whole self and the representation of the
body/self—a disembodied self. Loss of subjec-
tivity creates a disjointed and skewed perspec-
tive of the “real me” related to the “real body”
and what is “really happening” (Grand, 1997;
Zegans, 1987). Not only is there a disavowal 
of self related to one’s body and between one’s
internal world and the external world, but a
disengagement among the real self, the body,
and one’s subsequent actions actually occurs.
Thoughts, feelings, and behaviors become a
“not me” phenomenon. Grand states that inher-
ent in the loss and impairment in subjectivity 
is “the destruction of linkages between self-
states” and “the loss of the senses of agency and
of the embodied self” (p. 471). Therefore, the
loss of the felt experience transforms and dis-
torts the perception of a “real body” as it relates
to the internalized body-self. The split is com-
plete. The dissociation of the self-states com-
bines with the disembodied self, which may
lead one to conclude that I am not really who I 
am, my body is not me, and my actions are not mine
(Grand, 1997). When this occurs, one might ask,
What happens to the experience of sexual
desire?

First, however, what does it mean to experi-
ence reciprocal sexual desire? How does the felt
experience affect perception of the self and oth-
ers? Unfortunately, these questions are difficult
to answer and, in some cases, impossible to de-
scribe. Many times, the true meaning of the ex-
perience is difficult to articulate. In part, this
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may be due to the limitations of language or to
the inability to translate deep unmodulated
thoughts and feelings from the unconscious
mind. Hurston (1990, as cited in Burack, 1994)
states, “There is a depth of thought untouched
by words, and deeper still is a gulf of formless
feelings untouched by thought” (p. 26). Feelings
of deep love, passion, and desire possess quali-
ties that many times defy description.

To experience sexual desire means to feel
alive, excited, potent, and connected with one’s
mind and body (Levine, 1995). Most important,
when another reciprocates sexual desire, one
feels deeply understood as an individual ( Jor-
dan, 1987) and one’s spirit is repaired and re-
newed (Khan, 1979). In more technical terms,
one’s self-identity and experience of one’s body
are integrated as an embodied self with the
capacity to own one’s thoughts, feelings, and
behaviors (Benjamin, 1988, 1990, 1995; Dio Ble-
ichmar, 1995; Jordan, 1987; Young, 1992).

Person (1980) proposes that an adequate the-
ory of sexuality and sexual desire must include
the conscious subjectivity of that state of being
and that one’s perceptions of sexuality are in-
trinsically intertwined with one’s identity and
relationship with others. Jordan (1987) states
that sexual desire plays an integral part in “at-
taining a sense of clarity in knowing ourselves”
(p. 1). Thus, the loss of the felt experience (sub-
jectivity) of sexual desire has the potential to
alter one’s perceived experience of sexual iden-
tity, sexual potency, agency, autonomy, efficacy,
and one’s own bodily reactions and behaviors.
A powerful disconnection can occur between
the self and the body, which may be exhibited
as an absence of intention, motivation, and
knowledge of the ability to feel sexual desire.
One becomes a disowned passive self that is
done to instead of realizing the capacity for doing
with an other. To make sense out of confusing
and contradictory data belonging to a true self-
state that ultimately becomes dissociated, one
may conclude that this body and this self do not
have the capacity to want, feel, or have sexual

desire. One is bereft of any sensations of one’s
own and is vulnerable to the possibility that the
only satisfaction is that of being an object to the
other. When satisfaction is derived only from
being an object to the other, it may appear to
render some sense of control, but it could prove
to be a hollow victory, because only the other’s
intention, motivation, and desire are at play.
The self sees the self from only an observer’s
perspective. The perception of a different sub-
jective experience of sexual desire in the self
may now be blocked when one no longer views
the self as a subject.

Fredrickson and Roberts (1997) hypothe-
size that continued “sexualized evaluation” of
women has profound psychological effects on a
woman’s sense of self and increases her risk for
eating disorders, depression, and sexual diffi-
culties. They suggest that, at the psychological
level, sexual objectification generates negative
emotions of shame and anxiety, interferes with
“peak motivation states,” and encourages a loss
of awareness of internal physiological states.
Lacking a conscious awareness of a separate
self-state or separate felt experience outside of
the objectifier’s perspective, the objectified in-
dividual has unconsciously accepted the posi-
tion (projection) as the gratifying self/object of
the objectifier’s needs. This impairment of the
subjective self most likely plays an important
role in the destruction and/or repression of any
conscious awareness of important affective dif-
ferences in felt experience (Chenoweth, 1998).

FACTORS THAT MAINTAIN THE PROCESS OF

SEXUAL OBJECTIFICATION AND

LOSS OF SUBJECTIVITY

The loss of subjectivity due to objectification 
is influenced and maintained by a complex in-
terchange of intrapsychic, intersubjective, and
sociocultural factors that impede an integrated
sense of self-experience and self-embodiment
(Bartky, 1990; Fredrickson & Roberts, 1997;
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Khan, 1979; Zegans, 1987). The goal is to under-
stand the factors that maintain the process of
sexual objectification and subsequent loss of
subjectivity in the woman. Particular attention
is paid to psychodynamic intrapsychic processes
(e.g., organizing fantasies and defense strate-
gies), poor interpersonal communication strate-
gies that impede mutuality and attunement,
and sociocultural influences that alter and/or
impact the felt experience of sexual desire.

When there is negative sexual objectification,
the objectifier perceives and projects only his 
or her own felt experience onto the woman. The
objectifier ignores her perceived experience and
this can elicit in the objectified woman in-
trapsychic defensive reactions of denial, disso-
ciation, and disavowal. Such reactions stem
directly from the misattunement and absence
of mutuality in the relationship. Dissociation
and disavowal appear to play an important role
in the loss of subjectivity and impairment in the
felt experience under specific conditions of sex-
ual objectification. Dio Bleichmar (1995) ex-
plains this defensive process as follows: “If the
body possesses an attribute of sexual meaning
that does not arise from one’s own subjectivity,
mechanisms of disavowal and dissociation must
be brought into play in order to free oneself of
that intrusive meaning” (p. 340).

The process of viewing oneself as an object 
is not only influenced by one’s intrapsychic
processes and dyadic interchanges, but also is
externally framed by the cultural and linguistic
milieu in which women are socialized (Bartky,
1990; Sheinberg & Penn, 1991; Van Buren, 1994).
Fredrickson and Roberts (1997) state “that the
cultural milieu of objectification functions to
socialize girls and women to . . . treat them-
selves as objects to be looked at and evaluated.
In other words . . . women often adopt an ob-
server’s perspective on their physical selves”
(p. 177). This means that not only the individual
looking at the woman will see her in culturally
prescribed ways, but that the woman who views
herself as an object will claim “ownership of

socialized values and attitudes, often by incor-
porating them into [her] sense of self” (p. 177).
Examples of this socialization process include
pressures to maintain standards of beauty and
thinness sanctioned by society, as well as ex-
pectations to behave sexually in gender-specific
roles (e.g., woman as passive, submissive, or
nurturing; Tiefer, 1995).

The expressions of sexuality—sexual desire,
function, and actual behavior—are inextricably
linked with one’s context and culturally de-
rived sex and gender roles (Chodorow, 1994).
Therefore, when a woman perceives and views
herself as a culturally derived object to be
looked at and evaluated, one might presume
that she is less aware of or may deny her own
subjective experience, particularly if that felt
experience is different from a prescribed gen-
der role. For example, a woman’s experience of
sexual desire may be less than or more than the
assumed norm as culturally prescribed. Not
surprisingly, one makes assumptions about nor-
mal sexual behavior and expression based less
on facts than on cultural or religious mores and
political mandates (Tiefer, 1995).

The situation becomes even more complex
when these culturally prescribed roles are
aligned within the dyadic interactions of a sig-
nificant other’s socialized intentions, motiva-
tions, and desires. A woman’s felt experience of
sexual desire is impacted and, in many cases,
altered by the sociocultural and interpersonal
context.

M E T H O D S  O F  
P S Y C H O S E X U A L  A S S E S S M E N T

A N D  I N T E R V E N T I O N

The psychosexual clinical interview is the most
important assessment tool for evaluating the
psychological etiology of hypoactive sexual de-
sire. Although there are several objective self-
report sexuality assessment measures, many
are one-dimensional. Outcome is based on overt
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behaviors, frequency, and performance indica-
tors (Talmadge & Talmadge, 1990). One diffi-
culty in measuring only overt behavior is that
sexual behavior can occur without sexual desire
and vice versa (Beck et al., 1991). In addition,
most sexuality assessment tools do not measure
cognitive, emotional, contextual, and relational
factors, which may contribute to hypoactive
sexual desire. And there is significant difficulty
in measuring an internal subjective experience
such as desire: “Sexual desire is not a behavior”
but a feeling about and/or “interest in sexual ac-
tivity” (I. P. Spector, Carey, & Steinberg, 1996,
p. 178). Therefore, an extensive psychosexual
clinical interview is the primary assessment
tool for determining the psychological factors of
hypoactive sexual desire.

Prior to beginning psychological treatment
for hypoactive sexual desire, it is important for
the woman to have a recent medical/sexual
workup by her physician. This examination
may include a thorough medical history, an in-
ternal and external physical exam, lab work,
and possible blood flow studies of the genitals.
If the patient has not had a recent medical/gy-
necological exam, it would be prudent to do so
to rule out any major illnesses, physical pain, or
anatomical or physiological component of hy-
poactive sexual desire (e.g., surgery, illness, or
menopausal status).

Prior to evaluating the specific sexual diffi-
culties, the clinician takes a thorough psychiatric
and medication history because disorders such
as depression, schizophrenia, posttraumatic
stress, and medication side effects have been as-
sociated with hypoactive sexual desire (Rosen &
Leiblum, 1987). The psychosexual section of the
interview includes details of the couple’s sexual
history, current problems, and current sexual be-
haviors. The clinician obtains a detailed sexual
history of the individual’s and/or couple’s sexual
behavior (see Table 15.1) and must thoroughly
evaluate and assess the interpersonal communi-
cation style of each individual. Most important
is to observe interactions and verbalizations

Table 15.1 Psychosexual clinical interview for female
sexual dysfunction.

Prior to the formal psychosexual history:
Reason for referral and presenting problem.
Assess for level of anxiety about discussing sexual
issues.
Briefly explain the psychosexual evaluation process.
Discuss confidentiality and patient’s right not to
answer sensitive sexual questions.
History of psychiatric, medical, and medication
history.

1. Psychosexual History
First sexual experience.
Current and past relationships.
Masturbation practices.
Sexual trauma/domestic violence/rape.
Unusual sexual practices/fetishes.

2. Sexual Functioning in Current Relationship/
Self and Partner
Description of behaviors.
Frequency of behaviors.
Level of desire, arousal, and orgasm.
Subjective experience/satisfaction.
Psychological issues/anxiety/depression.

3. Sexual Self-Image and Sexual Self-Esteem Issues
Identity.
Orientation.
Body image.
Sexual efficacy.
Sexual knowledge.
Sexual autonomy within the relationship.
Awareness of subjective experience, feelings,
thoughts, and fantasies.

4. Sexual Attitudes and Hidden Assumptions
Basic attitudes.
Family values.
Cultural and religious values.
How values differ from partners and/or family.

5. Sexual Fantasies
Awareness.
Frequency.
Sexual themes.
Ability to discuss with partner.

6. Sexual Communication Styles
Ability to communicate needs, feelings, and
thoughts with partner.
Comfort level with self and partner.
How couple manages sexual disagreements.
Level of disclosure.
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between the couple or by the individual wherein
evidence of sexual objectification may be embed-
ded. For example:

WOMAN/COUPLE: I don’t feel any sexual de-
sire, ever, but I know he needs to have it.

MALE/COUPLE: She used to have sex all the
time. I know if she just tried, it would work.

In the treatment of couples, it is important to
identify, challenge, and change the unconscious
process of negative sexual objectification to a
more conscious positive sexual objectification
process. The goal of treatment is to facilitate the
identification and resolution of the imbalances
and nonmutual relational interactions that are
maintained by negative sexual objectification.
To accomplish these goals, the following steps
are recommended:

1. Identify and define the process of negative
sexual objectification.

2. Encourage each partner to describe his or
her subjective experience preceding and
during intimate interactions.

3. Identify the conditions wherein one part-
ner denies subjective differences between
them and the other dissociates or dis-
avows his or her different felt experience.

4. Increase understanding of the conse-
quences and maintenance of negative sex-
ual objectification within the relationship.

5. Develop strategies and capacities so that
each partner remains both a subject and an
object within the intimate relationship.

Treatment needs to address the multiple etio-
logic factors, including the intrapsychic, inter-
personal, and sociocultural, that contribute to
the maintenance of negative sexual objectifica-
tion.

It is posited that these changes will promote
mutuality and balance between partners, thus
increasing the capacity of individuals to view
themselves as both a subject and an object. It is

believed that when one is able to see both
perspectives, psychological health is improved
and one’s capacity is increased for experiencing
oneself as simultaneously having desire and
being desired (Benjamin, 1995).

M A J O R  P R O B L E M S  T R E A T E D

SEXUAL TRAUMA HISTORY

Obvious examples of negative sexual objectifi-
cation are situations of rape, childhood sexual
abuse, domestic violence, and sexual harass-
ment. The empirical literature is replete with
examples of individuals with histories of sexual
trauma who experience sexual difficulties, par-
ticularly problems with sexual desire (Becker,
1989; Beitchman et al., 1992; Chenoweth, 1993;
Finkelhor, 1990; Maltz, 1991; Tharinger, 1990;
Westerlund, 1992). It is important for the cli-
nician to specifically address the impact of neg-
ative sexual objectification in this patient
population. Although the long-term treatment
goal is to treat specific sexual sequelae in this
patient population, treatment should first focus
on crisis stabilization, posttraumatic stress, de-
pression, anxiety, self-image, and loss of control
issues.

INDIVIDUALS AND COUPLES WITH

HYPOACTIVE SEXUAL DESIRE

The impact of negative sexual objectification
and loss of subjectivity in the experience of fe-
male sexual desire may involve other types of
situations aside from sexual traumatization, do-
mestic violence, and harassment. Less obvious
examples of negative sexual objectification and
loss of subjectivity also occur in adult sexual re-
lationships in which the mutuality and balance
between individuals has been lost. It has been
established that hypoactive sexual desire is the
most prevalent sexual disorder for adult women
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(Hawton, 1995; O’Carroll, 1991), as well as
being quite difficult to treat (Beck, 1995; Levine,
1995; Rosen & Leiblum, 1995a).

Couples or individuals presenting with mari-
tal stress and hypoactive sexual desire in the
woman may benefit from treatment that focuses
specifically on the impact of negative sexual ob-
jectification. It is argued that the dyadic process
of sexual objectification and loss of subjectivity
may be partially responsible for the lack of sex-
ual desire in some women. For example, what
originally begins as a simple discrepancy in
sexual desire levels between the couple over
time may develop into problematic dyadic inter-
actions of misattunement, imbalance, and lack
of mutuality. The sexual objectification by one
individual, the loss of subjectivity in the other,
and the subsequent impairment of female sex-
ual desire may be factors in the development of
hypoactive sexual desire disorder.

C A S E  E X A M P L E

The following case was referred to a private
practice setting. Initially, the wife, Linda, was
seen in a women’s sexual health clinic for low
sexual desire. A physical exam, hormonal stud-
ies, and blood flow studies were completed
prior to beginning therapy. Although the lab
studies showed that Linda was perimenopausal,
no significant physical evidence was found to
explain her loss of sexual desire. Linda called
requesting couples therapy and stated, “I’m
basically calling because my husband wants
me to do something. If I had my way, I
wouldn’t really care if I ever had sex again. It’s
just not important to me anymore, but I know I
need to do something to save my marriage. I
really do love him.” This case illustrates the
process and ramifications of how negative sex-
ual objectification and loss of subjectivity im-
pair sexual desire in the objectified individual
in adult sexual relationships.

DIAGNOSIS AND ASSESSMENT

David and Linda have been married for eight
years. David is 48 years old and Linda is 45
years old. This is the second marriage for both
individuals. Each has teenage children from
their former marriages, no children from this
marriage. David’s two girls live with his former
wife; however, they spend most of the summer
with David and Linda. Linda’s twin teenage
sons live with them full time, except for one
month during the summer when they visit their
father. David is a financial planner for a large
brokerage firm and Linda is an attorney with a
large law firm. Both are avid hikers, when time
permits. David and Linda describe a whirlwind
affair during their courtship, when they trav-
eled and exercised together from the begin-
ning. They initially experienced an active sex
life; however, both agree that they did not dis-
cuss this much and assumed that each was
happy with the “way things were.” They re-
ported having sexual relations three to four
times per week until approximately two years
ago. However, David did state that he was the
initiator of sexual intimacy most of the time.
For the past two years, the couple’s sexual rela-
tionship has become increasingly sporadic and
less satisfying for both. For the most part, they
describe the rest of their lives as “good”; how-
ever, they have both noticed that they argue
about small things more than usual.

David reports that he believes “Linda is play-
ing a game with him.” He states, “I know she
really wants to have sex. She wants sex as much
as I do. I know when she has sex, she loves it,
just like I do. We probably have sex only every
other week now. I know this sounds crazy, but
sometimes I feel like I have to have more sex, the
more she avoids me.” He reports that he asks
Linda every morning and evening if she wants
to have sex. He describes feeling unwanted and
misunderstood when Linda says no. He with-
draws in silence and anger.
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Linda reports that she feels anxious or
“numbed out” at times. Mostly, she tries to “for-
get” what is happening in her sexual relation-
ship with David. She states, “Mostly, I just try to
avoid him. I don’t know why I try to avoid him
so much, but it just seems like all he wants is
sex. I don’t feel like having sex at all anymore.
He is not interested in how I feel, so I just keep
my feelings to myself. Well, actually, I’m not
sure how I really feel. When I do have sex, it’s
like my body works, but my heart doesn’t.”

The information from the initial intake
demonstrates that David and Linda are experi-
encing a significant discrepancy in their levels
of perceived sexual desire. David is frustrated
and angry that Linda does not respond to him
as he wishes. He believes he knows what her in-
ternal experience of desire is more than she
does (e.g., “She wants sex as much as I do”).
Linda is unable to access sufficiently her inter-
nal experience (e.g., feels numbed). Under these
conditions, David cannot see Linda as having a
separate experience from him, and Linda is un-
able to access her separate experience.

CASE FORMULATION

Linda’s defensive process of numbing places her
in the position of being an object of desire to
David and prevents her from taking a proactive
(subjective view of self) versus a passive (objec-
tive view of self) position; thus, she relinquishes
her separate subjectivity. At this juncture,
Linda identifies herself as an object only or as
the other (David) perceives her. She will have
sex to please David, but her experience of sex
provides her with no satisfaction or sense of
intimate connection. Her motivation is to man-
age her “anxiety” and defend against the fear of
loss of the relationship were she to continue 
to deny David or to voice her own different level
of desire. From Linda’s perspective, the inter-
action is not mutual or balanced. She is not

viewing herself as a subject who experiences
desire as well as an object of desire. She is not
acting from her own experience of desire, but
from David’s projection of desire and her re-
flected sense of being an object.

From David’s perspective, Linda’s rejection
of him increases his internal experience of de-
sire for her. His increase in perceived desire 
and projection of desire onto Linda may be a de-
fensive strategy to manage his fear that he is
unlovable. David’s repeated requests for sexual
behavior is an example of his inability to view
Linda as having a separate internal experience
of desire as different from his own. He believes
that if he could just get her to “stop playing a
game,” she would recognize her desire for him
as equal to his for her. David projects onto
Linda his own internal state of desire as a de-
fense against his fear of rejection and that he
may indeed be unlovable. He needs Linda to
view him as a desirable sexual object. His pro-
jection that Linda really “does want to have
sex” with him every time he wishes defends
against a narcissistic injury and rejection of him
as lovable.

TREATMENT APPROACH AND

RATIONALE FOR ITS SELECTION

The treatment of low sexual desire disorders is 
a complex psychotherapy task, involving indi-
vidual and couple psychodynamics, systems
change, and behavioral issues combined with
family of origin and gender-role socialization.
The model of sexual objectification and loss of
subjectivity presented here combines contempo-
rary psychodynamic, object-relations, and self
psychology theories with feminist perspectives
of gender-role socialization. The integration of
these theories provides the structure to explain,
understand, and treat some of the complex
processes that might maintain and exacerbate
decreased sexual desire in a woman in an adult
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relationship. Psychodynamic object-relational
couples therapy was the therapy of choice to
treat low sexual desire in this couple.

The couple was seen initially together and
then individual sessions were scheduled with
each. It is important to establish rapport with
both individuals at the onset, before interview-
ing each. David originally did not want to at-
tend couples therapy. He felt the problem was
Linda’s and that she should “fix it.” He stated at
the first session, “I really don’t think this is my
problem. I’m not the one who doesn’t want to
have sex. Why can’t you just talk with her? She’s
always been able to do whatever she wants be-
fore. She should just fix it.”

The initial joint session was used to assess the
level of sexual difficulties, but most important
was to obtain cooperation and motivation for
couples treatment. Although Linda could choose
individual treatment for her difficulties, this
might prove to be more difficult, longer term,
and perhaps more disruptive to the integrity of
the couple. When only one individual changes
within the dyad, dissatisfaction and resistance
can ensue, both on the part of the individual in
treatment and the partner who has refused to
change. After the first session, Linda and David
chose to proceed with couples therapy.

The individual sessions were scheduled to
give each a chance to discuss problems they
currently perceived to be too difficult to dis-
cuss in front of each other. This allowed the
therapist to assess for issues that may prevent
couples therapy from progressing (e.g., a secret
affair or trauma or specific wish to separate or
divorce that has not been discussed). The indi-
vidual sessions allowed each partner to discuss
family history and personal history not previ-
ously discussed in detail with each other. It
turned out that both were committed to saving
the marriage.

During Linda’s individual session, she re-
vealed a history of date rape at the age of 15. 
She never disclosed this information to anyone.
At the time of the session, she believed David

would not understand. She described her
mother as quite passive and dominated by her
father, a successful physician in the community.
She has two older brothers who also believe that
women should remain in the home. She learned
at a young age that feelings “were of no use.”
Linda’s professional success has never been pos-
itively acknowledged by anyone in her family;
in fact, her decision to become an attorney was
actively discouraged by her father. She moved
away from her family as a way to avoid their
criticism. Linda acknowledged that she wants
to learn about herself, but described this pro-
cess as terrifying. Feelings mean “chaos.”

David’s individual session revealed a history
of a borderline/narcissistic mother who left the
family when David was 6 years old. He was told
by his father that his mother simply “couldn’t
deal with the family and that she had to do her
own thing.” He has had no communication with
her for 20 years. He states that he does not
“think about her much anymore” and in fact
“hates her.” He believed he has dealt with her
disappearance and that it did not affect his feel-
ings now. David indicated that he really loves
Linda. He wants to “work on things”; however,
he continued to believe that Linda needed to
stop playing the “sexual game.”

R E F E R E N C E  T O  E X I S T I N G
T R E A T M E N T  P R O T O C O L S

There are no specific psychotherapy protocols
for treating sexual objectification and loss of
subjectivity related to low sexual desire. Use of
traditional sex therapy, which incorporates
sensate focus techniques and focuses on in-
creasing sexual behavior, is limited and would
not address the psychodynamic intra- and in-
tersubjective processes of sexual objectifica-
tion and loss of subjectivity that may lead to
low or absence of sexual desire. However, Mag-
navita’s (1997, 2000) approach of integrative re-
lational therapy, designed to address the
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restructuring of defenses and personality is-
sues, provides the framework to interpret and
intervene in the ongoing intra- and intersub-
jective process of sexual objectification of one
partner. The use of Magnavita’s approach ac-
tively challenges the couple to examine and
modify unhealthy defense strategies, disrup-
tive patterns of emotional responses, and the
legacy of family patterns of relating in their
present relationship.

The addition of an analytic relational femi-
nist perspective (Benjamin, 1990, 1995; Jordan,
1987) provides a theoretical structure to exam-
ine in detail the intersubjective processes of 
a self-other perspective. In treating low sexual
desire and possible sexual objectification of 
the partner, the development of a self-other
perspective becomes vital to managing and
incorporating discrepant levels of desire and
differences in internal experience. As stated
earlier, for a relationship to be mutual, bal-
anced, and intimately connected, the partners
need to view the self as both an object and a
subject experiencing desire and being desired
simultaneously. This bidirectional process al-
lows for the individual experience of sexual de-
sire, which includes discrepancies between
level and quality of sexual desire. The differ-
ences in sexual desire can then be experienced
without threat of rejection on the part of the ob-
jectifier or the need to eradicate the self-
experience on the part of the objectified other.

P O S T T E R M I N A T I O N  S Y N O P S I S
A N D  E F F E C T I V E N E S S  D A T A

Linda and David remain in couples treatment.
At present, they have completed 10 sessions. At
this juncture, Linda continues to experience
significant anxiety about expressing her inter-
nal experience; however, she has progressed to
the point where she is consciously aware of her
internal state and is no longer numbing. She
continues to feel frightened of her emotions,

especially those that feel negative and chaotic.
Nonetheless, she is developing the capacity to
tolerate and identify these feelings. This new
capacity has allowed her to begin to express her
sense of self as a woman with desires of her
own, including having a level of sexual desire
separate from David’s. She has begun to under-
stand that her family experience was one of
forcing her to repress her anger at her father’s
dominance over women. She has gained an un-
derstanding of what it means to be passive ver-
sus proactive in establishing and verbalizing
her needs.

David continues to be somewhat skeptical
about Linda’s “sexual game.” He has made prog-
ress in understanding his feelings of rejection
when Linda does not exactly mirror his needs.
He struggles with tolerating his perceived sense
of rejection. He has begun to understand and
examine his feelings of abandonment by his
mother and how these feelings relate to his fear
of Linda’s rejecting him sexually. Although
David and Linda need continued treatment,
both feel that the therapy has been positive for
their relationship. Linda has experienced peri-
ods of feeling renewed sexual desire; David feels
encouraged by her response to him.

Linda’s struggles with accessing and express-
ing her subjective experience without over-
whelming anxiety and David’s feelings of
rejection and abandonment have presented chal-
lenges to this couple. At one point during treat-
ment (sessions 6 to 8), David became extremely
angry and considered leaving therapy. Linda ex-
perienced renewed fears that if she were to ex-
press herself, David would want to leave the
relationship as well as therapy. Identifying each
partner’s defensive strategies for managing their
overwhelming fears adequately allowed the cou-
ple to gain understanding of their vulnerabili-
ties. This provided the framework to tolerate
separate internal experiences without destabi-
lization. David was able to allow Linda to experi-
ence her separate level of desire without
assuming it meant a rejection of him sexually.
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Linda developed a capacity to access and ex-
press her separate subjective experience without
numbing.
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C H A P T E R  1 6

Object-Relations Couples Therapy

MARION F. SOLOMON AND RITA E. LYNN

An object-relations approach to under-
standing intimate relationships helps to
illuminate the treatment of patients

with a history of traumatic attachments. Often,
inter- or intrapsychic turmoil interferes with
the therapist’s ability to sort out exactly what is
occurring with a couple. The goals of this chap-
ter are fourfold: (1) to contextualize the applica-
tion of object-relations theory in the treatment
of couples; (2) to clarify the diagnosis of underly-
ing dynamics between partners; (3) to suggest a
treatment method that can help couples stop
recreating early object relations with their cur-
rent partners; and (4) to establish means of iden-
tifying which couples may benefit from this
approach to treatment.

O B J E C T - R E L A T I O N S  
T H E O R Y  A N D  

C O U P L E S  P S Y C H O T H E R A P Y

The application of object-relations concepts to
the problems of couples has a history at least 60
years long. After individual analysis was firmly
established as an effective way of unraveling

intrapsychic processes, innovative thinkers
began to consider treating patients in different
permutations and combinations: parent-child
dyads, spouses seen during the same period but
in separate sessions, and group therapy.

It did not take long for those interested in
psychoanalysis to bring couples into the con-
sulting room. Adler (1924) initiated the practice
of having one therapist see parents and child in
separate sessions. The parents’ sessions gener-
ally focused on counseling them in dealing with
the child. Because the parents were usually seen
together, however, this was among the earliest
forms of couples therapy. In 1931, Carl Obern-
dorf (1938) presented the first paper on marital
therapy to the American Psychiatric Associa-
tion. At the 1936 9th International Congress of
Psychoanalysis, Rene Laforge described his ex-
perience analyzing both members of a marital
couple concurrently (during the same period,
but in separate sessions). He demonstrated that
each spouse unconsciously communicated in
ways that tended to support the other’s neuro-
sis. At the same conference, Leuba presented his
attempts to develop a system of family diagnosis
(Slipp, 1984, p. 9).
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At roughly the same time, a series of advances
in looking at the family as a unit strongly af-
fected psychodynamic theory. In 1937, Acker-
man published his work on the family as a
system, and in 1940, he took the revolutionary
step of bringing whole families together in treat-
ment. He wrote that psychotherapists should
treat the whole family as a unit, viewing the fam-
ily as the patient because its members are inex-
tricably interrelated. He described work with the
family as a treatment modality in its own right,
rather than as simply a technique for treating an
individual. Mittelman (1948) reported on the in-
dividual psychoanalyses of 12 married couples
treated concurrently. As part of his treatment
regime, Mittelman conducted several joint ses-
sions to resolve conflicting issues. At the Tavis-
tock Child Guidance Clinic in London, Bowlby
(1969) employed family interviews to under-
stand and supplement studies of childhood at-
tachment and separation.

In the first explicit application of object-
relations theory to the treatment of married
couples, Dicks (1967) established a family psy-
chiatric unit at the Tavistock Clinic and at-
tempted to reconcile couples referred from the
divorce court. He noted that one basis for mate
selection is that the other’s personality uncon-
sciously meets split-off aspects of the self. Dicks
wrote that members of dysfunctional couples,
permitting unacceptable aspects of the self to be
externalized and acted out by the partner, fre-
quently employ projective identification. Thus,
dysfunctional marriages seemed to depend on
an unconscious complementarity. In an obser-
vation made frequently by subsequent genera-
tions of couples therapists, Dicks noted that
even when the partners hated each other and
the relationship had assumed an explicitly
sadomasochistic aspect, many of the couples he
saw had difficult divorcing.

Although the family therapy field shed psy-
chodynamic theory to emphasize a systems ap-
proach, a number of current theorists seek a

reintegration of family systems and psychody-
namic thinking. The movement in psychody-
namic thinking toward object-relations theory,
with its emphasis on connection, provides a
major point of convergence between the family
systems and psychodynamic approaches (Fair-
bairn, 1954; Scharff & Scharff, 1987; Slipp, 1984;
Sutherland, 1980; Winnicott, 1965). Indeed, a
rapprochement between the two schools is fit-
ting, especially given the number of psychoana-
lytically trained therapists important to the field
of family therapy, including Boszormenyi-Nagy
and Spark (1984), Framo (1982), Paul (1967), Satir
(1988), and Wynne (1987). A quarter-century
ago, Skynner (1976) presented a model integrat-
ing general systems theory and object-relations
theory as they apply to the institutions of mar-
riage and family.

The introduction of an object-relations per-
spective to couples therapy paved the way for
attention to narcissistic disturbances and Bor-
derline Personality Disorder and provided a
framework for describing and understanding
the effect of narcissistic issues on relationships.
For example, Lansky (1981) described the under-
lying shame and humiliation of those who are
narcissistically vulnerable and suggested that
vulnerable couples use each other to avoid deal-
ing with the emergence of guilty feelings. He
demonstrated that couples form collusive bonds
to defend against fragmentation when feelings
of shame arise. Instead of helping each other
grow and mature, the partners may use each
other to reinforce a distorted view of reality. In-
stead of changing and adapting, the relationship
relies on defensive strategies, and the collusive
contract is maintained because each partner
needs to keep destructive forces at bay. In such
relationships, communication is not viewed as a
way to improve a problematic situation, but as a
dangerous weapon that might expose the under-
lying fear of humiliation (Lansky 1987). Both
partners may think of their relationship as a dis-
aster and may not be able to explain even to
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themselves why they remain attached to some-
one who is so despicable. Yet, through the years,
even decades of unremitting misery, these at-
tacking relationships endure. Lansky suggests
that by helping each partner to reclaim his or her
own cut-off, disowned parts, a couples therapist
can, in turn, help to break disruptive patterns.

Schwartzman (1984) described the contribu-
tions of self psychology to the treatment of five
couples. She noted the differences in the trans-
ference that distinguish the severely disturbed
person who lacks functional boundaries be-
tween self and other from the merely neurotic
patient who is capable of viewing others as
distinct and separate. Schwartzman suggests
that the therapist may have to perform needed
functions temporarily for one or both partners
to provide the essential self-cohesion necessary
to enable the couples therapy to effectively
proceed.

Scharff and Scharff (1987) elaborated on the
ways that each partner, carrying an internal-
ized exciting or frustrating object, uses marital
and family relationships to contain intolerable
affect and anxiety. Couples therapy, they pro-
pose, requires a secure treatment environment
with a focus on understanding beyond lan-
guage, the ability to tolerate and contain each
partner’s anxieties and make interpretations,
carefully noting the response: “to look us back
in the eye, and to set us straight. . . . They need
to be able to do this with [the therapist] if they
are to manage to do it with each other.” (p. 30)

Solomon (1989) focused on the range of needs,
from healthy to pathological, that arise in cou-
ples therapy, and on the effect that early, unmet
dependency needs have on adult intimate rela-
tionships. She offers strategies for understand-
ing the connection between presenting and
underlying problems and described how various
forms of acting out are based on lifelong relation-
ship issues. When stressful conditions cause
emotions to well up, defensive patterns acquired
in infancy or early childhood reemerge in adult

behavior. Solomon differentiated among healthy
narcissism, narcissistic disorders, and severe
personality disorders, including psychotic and
autistic states. Her description classifies differ-
ent types of boundaries, levels of object rela-
tions, types of anxieties, ability to give and take
emotional support, self-image, awareness of
emotions, and defensive patterns in terms of
their roots in infancy and their effect on adult
relationships.

T H E O R E T I C A L  C O N S T R U C T S

Object-relations theory provides both a norma-
tive model of healthy and adaptive functioning
and a way of understanding small, repetitive
attachment failures that cause disruptions in
normal growth and development. Parental sen-
sitivity to a baby’s signals results in a sense of
trust and confidence in the availability of the
caregiver, an increased capacity for exploration
and self-confidence, open communication be-
tween parent and child, development of aware-
ness of others, and reflectivity about the feelings
and needs of others. With what object-relations
theorists would call “good-enough parenting”
(Winnicott, 1958), the child feels safe in the
world of self and other and learns to perceive sit-
uations based on both internal experience and
the messages of others. This enhances the capac-
ity to maintain cooperative communication, ne-
gotiate goals and conflicts, and self-regulate
emotions. The inability to perform such func-
tions may result from a poor match between the
needs of the developing child and the ability of
caretakers to meet those needs adequately.

PRIMARY AFFECTS AS PRECURSORS OF

LIFELONG EMOTIONS

All babies are born with the capacity for primary
affects such as joy, excitement, fear, and rage
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(Tomkins, 1980). Emotions and feelings become
more complex as development adds new experi-
ences and the ability to think about events as
they occur. A spectrum of emotions and defenses
emerges throughout life as anxiety-provoking sit-
uations reminiscent of early life experiences in-
crease in intensity and complexity.

As described by Fairbairn (1954), frustrating
experience is created by inadequate response to
the infant’s need for attachment. The infant, for
instance, is either uncomfortably rejected or
overstimulated to the point of distress. The
more intolerable the anxiety resulting from ex-
perience with the mother, the more intense the
repression. As a result less of the ego is left to
relate freely. With “good-enough mothering”
(Winnicott, 1958, 1965, 1971), enough central
ego in relation to an ideal object is left so that
adaptation to the environment is possible. If
there has been an open system, both flexible
and adaptable, it tends to fashion future rela-
tionships in a form resembling satisfying as-
pects of the primary relationship. Even then,
however, there is always some experience that
has been repressed and defended against.

Because primary defenses do not include a
component of verbally mediated thought, the
earlier in life these defenses are imprinted, 
the more firmly entrenched they are. Lacking
words, the infant experiences traumatic pain in
the body and wards off the intense discomfort
with a series of primal, preverbal defenses and
somatic reactions. There are often no conscious
memories or words to describe the trauma of
failed attachments, nothing to differentiate the
representation of this early trauma from memo-
ries of natural disaster, physical attachment, or
sexual abuse (in which the person knows what
happened, but dissociates emotions related to
the experience). Therefore, in the wordless in-
fant, the brain registers the experience, the body
may remember, but the mind carries no accessi-
ble thoughts forward for recapitulation later
through the medium of language (Schore, 1997).

PRIMARY AFFECTS AND COUPLES

To understand how these dynamics apply to
couples, it may be helpful to see where in the
developmental sequence the damage took place
(Solomon, 1989). Figure 16.1 indicates when 
in the developmental sequence an attachment
trauma or threat to security causes the erection
of defenses as a protection against overwhelm-
ing emotions.

The early relationship with parents largely
determines the nature and form of the defen-
sive structures maintained throughout life. In
adult relationships, patterns learned early in
life are reenacted because the internalized
object-relationships formed through repetition
are so familiar that the adult is attracted to the
familiarity, even if it is painful. Consequently,
the greater the intimacy with another person,
the more likely that archaic emotions and their
associated defenses will reemerge.

Early self-other experiences, positive and neg-
ative, imprinted in the developing psyche are
projected onto significant others in adult life, 
a process observed repeatedly in psychother-
apy and in marriage relationships. Through
close observation of couples’ dynamics, it is pos-
sible to understand how the different internal
object-relationships of each partner are played
out in the marriage. Self-other representations
brought into a relationship are central in giving
meaning to the relational experience. Individ-
uals work hard to maintain and defend their
preexisting models for interacting, and these
organize expectations, interpretations, and re-
sponse patterns. The need to preserve the rep-
resentational model strongly conditions every
relationship into which the individual enters.
Two people will not form a relationship unless
the partnership appears to preserve an internal
structure that for each of them recapitulates ex-
periences that are familiar and, in fact, are
object-relationships. In this way, the internal
object-relationships of each partner, developed
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early in life with members of the family of
origin, become the pattern of intimate adult
relationships.

APPLICATION OF OBJECT-RELATIONS

THEORY TO COUPLES THERAPY

The infant’s relationship with the primary
caregiver works well as a framework for under-
standing couples’ dynamics. Because the core
self derives from a history of intersubjective
transactions, the concept of an isolated individ-
ual mind is a theoretical fiction (Stolorow &
Atwood, 1992). Individual experience always
manifests itself through relationships with
others. The earliest representations shared by
mother and infant are structures of interaction,
an emergent dyadic phenomenon that cannot
be described from the perspective of either
partner alone. Consequently, the intimate rela-
tionships of adulthood tend to reproduce not

only the external features of early dyadic en-
counters, but also the internal experiences that
accompanied those first interactions.

A host of presenting problems may have a
narrow range of causes. Underlying many prob-
lems that couples identify are issues of power
and control, independence and dependence,
closeness and distance, and injuries to areas of
narcissistic vulnerability. More often than not,
couples at first do not even recognize issues
other than the crisis that has brought them to
treatment. Deeply hidden wounds may make 
it impossible for the partners to reach agree-
ment about anything. These are the couples
most in need of an object-relations approach to
treatment.

It is basic to object-relations theory that
adults seek outlets through repetition of their
infantile experience in the here and now. They
project their infantile object-relationships onto
those they love, and fear retaliation. The 
addition of this concept of projection is what

Figure 16.1 Emotions and defenses.
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Developmental Level

Projection.
Internalization.
Somatization.
Acting out.
Externalization.
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makes object-relations theory so helpful in
working with couples because it gives the ther-
apist a way of thinking about why individuals
in couples, groups, and families treat each
other as they do. In couples therapy based on
object-relations theory, internal models of rela-
tionships that develop in infancy and continue
into adult life are explored, confronted, and
modified.

Object-relations couple therapy connects in-
timate relationships between adults with the
early attachment of a child with the object of his
or her love. In applying such an approach, the
therapist helps the partners to recognize that
complaints they have about the relationship are
probably based on the dysfunctional patterns of
interaction learned early in life. Marital prob-
lems often begin because most people uncon-
sciously look for a match to their own early
object-relations patterns, unconsciously hoping
that what went wrong in the past will be healed
with a new partner, who is expected to repre-
sent an improvement over the original care-
taker. The very same defenses and resistances
developed in infancy operate in any close rela-
tionship as the exquisite vulnerability of emo-
tional injury and fear of one’s own rage and
aggression, becoming the foundation of rela-
tional impasses.

The goal of therapy is to increase the part-
ners’ reflective functioning by promoting the
acceptance of previously unacceptable feelings
about closeness and distance, connection and
differentiation, trust and anxiety. By encourag-
ing and empathizing with the true self of each
partner, therapy provides a secure base, which
opens the door to mutual communication, re-
duces reactivity to negative behavior, and en-
ables partners to initiate repair processes. The
therapist monitors interactions and reflective
functioning for signs of movement toward more
open and cooperative communication, greater
confidence on the part of each, greater care for

each other, and a greater sense of competence
and efficacy on the part of each.

M E T H O D S  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N

Because an object-relations approach to couples
therapy does not apply to everyone, it is impor-
tant to understand the scope of this form of
treatment and to make a differential diagnosis
to determine who can benefit from this ap-
proach. Table 16.1 is a schema for understand-
ing relationships from an object-relations
perspective. It is an overview of the kinds of im-
printed patterns of relating between intimate
partners that are seen in couples therapy and
includes a range of disturbance and defense
that fits most couples. The entries in the chart
should not be understood as firm diagnoses, but
rather are intended to summarize the kinds of
observations and impressions the therapist may
take away from one or a few early sessions with
a particular couple.

THE NONENMESHED COUPLE

The terms in the first column of the chart char-
acterize those whose relationship problems are
not the outgrowth of old family traumas, attach-
ment failures, or cultural crises (war, famine,
etc.) These are nonenmeshed persons, often
with a single focus of conflict. When each mem-
ber of the couple has a mature, adaptive self-
organization, the partners benefit from an
approach that emphasizes straightforward com-
munication. Because clarification of motives
will usually help to eliminate simple misunder-
standings, they will benefit from partnership
education and homework assignments. They are
easily helped when they receive sexual counsel-
ing and education in marital or parenting skills.
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The following case illustrates treatment of cou-
ples who are relatively high functioning.

Julie and Ed had been dating for two years
and were engaged to marry when Julie discov-
ered she was pregnant.* Ed was not thrilled.
Both were angry and disappointed: Julie with
Ed’s reaction, and Ed with the disruption to his
plans. They each thought of themselves, and the
impasse brought them to therapy. Their wed-
ding was set for June, and by that time, Julie
would be eight months pregnant. “I love you
and want us to marry and have children 

together,” Ed said. “But we have planned every-
thing so carefully: our work, saving money for a
house, starting a family in a couple of years.
This isn’t the time to have a baby.”

“I know,” Julie replied. “I was on the pill. I
shouldn’t have gotten pregnant. I don’t know
how it happened. But I’m pregnant with your
child. I can’t bear the thought of aborting our
baby. I’m afraid of what it would do to us the
rest of our lives if we always had the memory of
this child between us.” For some women, this
would not be a major issue, as it was for Julie.
For some men, having a baby with the woman
they love would take precedence over plans for
a well-ordered, well-timed life.

Although Julie and Ed had strongly opposing
feelings, they were able to communicate their

Table 16.1 Degree of relational dysfunction.

Relatively High Functioning Moderate Disorder Severe Personality Disorder

Functioning Adequately functional. Ambivalently resistant. Impairment in self-care.

Anxiety level Anxiety appropriate to
situation.

Anxiety emerges in
emotional situations.

Anxiety with thought
disruption.

Self-other
development

Resilient self. Impaired self-other
attunement.

No boundaries between self
and other.

Defenses Higher-level defenses:

Intellectualization.

Rationalization.

Sublimation.

Displacement.

Reaction formation.

Mixed repressive and
regressive defenses:

Idealization.

Projection.

Internalization.

Somatization.

Acting out.

Regressive defense:
Splitting.

Impulse control Good impulse control. Fluctuating impulse control. Repeated loss of impulse
control.

Capacity for intimate
relationship

Capacity for emotional
closeness.

Adaptive in relationships.

Ability to love and work.

Moderate level of defense
against emotional closeness.

Ambivalent about
relationships in love, work,
and friendship.

Significant defense against
closeness.

All relationships very
compromised.

Motivation for
treatment

Motivation for treatment. Resistant to treatment
process.

Treatment marred by fragile
ego and fragmentation.

*A longer version of this case was described in a chapter
of Short Term Therapy for Long Term Change (2001) Eds.
M. Solomon, R. Neborsky, L. McCullough, M. Alpert,
F. Shapiro, and D. Malan, New York, Norton.
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needs and wishes and were lovingly attuned to
each other. Therefore, they were able to resolve
their conflict and did not get caught in a blame
or shame syndrome, as couples with a collusive
resistance pattern so often do.

Ed said that to have the baby would disrupt
his plans, that they would have to pare down
their expectations about where they would live,
but that in 30 years it probably wouldn’t make
much difference in their lifestyle. He did not
want to put Julie or himself in the position of
wondering who their child might have become.
“I’m still not crazy about it, but I would hate to
have the big house we dreamed of, filled with
ghosts and an unhappy wife.”

They made a decision that they both could
live with. Nevertheless, when Ed said to Julie,
“You owe me big,” in a kidding tone, the thera-
pist knew it was not a joke. The quid pro quo of
the relationship requires that, when there are
differences and decisions must be made, each
will hear the other out fully, and in things that
are a high priority for one of them, his wishes
will be considered as often as hers. The treat-
ment for Julie and Ed was short term, but their
Christmas cards come each year with pictures
of Jenny, now 6, accompanied this year by a pic-
ture of twin sons. Couples like this are not
stalemated, and they do not need to expend
their energy defending against the attachment
trauma.

MODERATELY VULNERABLE COUPLES

In the middle range of the spectrum of rela-
tionship and individual psychic health (repre-
sented in the second column of the table) are
those most frequently seen by couples thera-
pists. They present a wide range of problems
connected to “real-life” issues. Those who fall
into this category often come into therapy with
high levels of anxiety. Fear of the outcome of
seeing a marital therapist is added to fears

deriving from unconscious emotions. These
couples—and individuals—may begin using
repressive defenses almost as soon as the open-
ing session begins, denying that there is any
problem, projecting problems on the other, and
explaining that a busy schedule precludes reg-
ular sessions together with their mate.

When this happens, it is quite common for
one partner or both to resort to regressive de-
fenses such as acting out and externalization.
In therapy, the partners may quickly erect a bar-
rier to meaningful communication, just as they
have done in their marital relationship. At the
same time, their symptoms may cause signifi-
cant personal distress, and the viability of their
relationship may be severely impaired. The
impending demise of the relationship, whether
it is fully recognized or not, often forms the
basis for the therapeutic alliance, motivating
the couple to endure the discomfort necessary
to make a true change in themselves and their
relationship.

Members of these couples have well-
integrated psyches, but require some work at
the unconscious level to overcome collusive pat-
terns of relating to each other. The partners
have good boundaries, but one or both of the
members of the dyad may be depressed, emo-
tionally distant, overly demanding, or parentify-
ing the other, thus sabotaging the growth of the
relationship. Although the issues with which
such a couple presents often at first seem to be
about power and control, they more likely re-
flect some form of punishment to atone for guilt
for feelings of primitive rage arising from early
childhood experience.

A Moderately Disturbed Couple
Hugh and Lori came into therapy because, al-
though they love one another, they were unable
to tolerate each other’s behavior. Hugh com-
plained that Lori was never symptom-free,
something was always hurting, and Lori com-
plained that Hugh never listened to her but
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tried to “fix” her and then shouted at her in
frustration if he was unable to do so.

Lori was in her late 50s and Hugh in his late
60s when they came for treatment. Hugh did
not believe in therapy. This was his second mar-
riage and Lori’s first. They had been married
for 10 years.

Their issues were clearly based on experiences
in early childhood, and yet neither wanted to
make those connections in their thinking about
the problems of the relationship. Yet, as the ther-
apist started to look at their dynamics, it was ev-
ident that Lori never felt seen or understood by
her mother and Hugh had always been expected
to fix things and be extremely self-sufficient.

Lori’s Dynamics. Lori had been in individ-
ual therapy for several years and was very psy-
chologically astute. However, she had never
gotten in touch with her extreme sadness and
the rage caused by her mother’s behavior. In
Lori’s earliest memories, her mother was patho-
logically depressed and it was Lori’s job to fill
her mother’s life and to be completely under her
control. Her mother constantly screamed at her,
did not allow her any autonomy or privacy, 
and threatened to die if her wishes were not
minutely observed. Lori grew up terrified that
she would kill her mother and was filled with
rage at the ludicrous constraints put on her. This
lasted well into young adulthood. Her internal
object experience consisted entirely of experi-
encing her mother’s needs and wishes, with a
dreadful consequence if she did not comply.

She complied, was enraged, and felt enor-
mous guilt as a consequence. At an early age,
she figured out that if she was physically ill, she
would be taken to a doctor, even though her
mother felt that Lori was being ill to spite her.
The doctor, however, would occasionally listen
to her, and she derived great comfort from this.
Her father was too passive and too frightened
to protect or defend her. If it were not for her
maternal grandmother, who validated her 

experience and indicated that her mother was
being unreasonable, she would have “gone
under.” When she was in her 20s, Lori left home
and traveled as far away as she could, to live an
independent life, on the advice of her psychia-
trist. The internalized mother came with her
and she spent years self-medicating with alco-
hol and food. Whenever she felt controlled and
enraged by her mother, who continued to perse-
cute her by phone and in person, she would eat
and drink to excess to stifle those feelings, and
the intense feelings of rage would subside tem-
porarily. But more and more, food and alcohol
became necessary to achieve this state of relief.
This went on until her mother died. Almost im-
mediately, Lori went to Alcoholics Anonymous
and stopped self-medicating. She continues to
be sober, her eating is controlled, and she still
attends AA meetings every week.

Although Lori understood a great deal about
her history, she was constantly surprised by
rages that would burst out of her and that she
would then regret. However, she did not make
the connection between suppressing her rages
and the physical symptoms that were erupting.

Hugh’s Dynamics. As Lori’s story emerged
in joint sessions, Hugh would listen with enor-
mous interest and would point out how differ-
ent his childhood was from Lori’s. When he was
12, he was living an affluent and secure life in
Europe, which was violently overtaken by the
Second World War. He was put on a boat for
America, sent to live with a distant relative, and
did not see his parents again for 15 years. As a
child, he dissociated from his vulnerable feel-
ings in order to survive. Feelings were not a
currency that he could afford, so he functioned
by always looking forward, never back. Solving
problems became his strength and his compul-
sion; he became very successful professionally,
but not personally. His first marriage broke
down, but he dealt with it in the same manner
as usual. He left his wife, never looking back,
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only moving forward. So this extremely self-
controlled man who could fix most things met
and married this extremely emotional woman
and both were frustrated.

The Couple’s Dynamics. In first hearing and
then learning about each other’s early internal
worlds, the partners were able to accept each
other in a different way. Lori was able to express
her needs differently so that Hugh was not so
compelled to solve her problems, and Hugh was
gradually able to recognize and then express 
his true feelings of pain, anger, and loss. Lori
lost her persistent symptoms of itching skin,
headaches, and pains and, becoming more and
more aware of her “child” bursting out of her,
she was increasingly able to control and care for
herself. Hugh was able to listen to Lori without
feeling impotent if he did not solve everything.
He also was able to acknowledge his feelings
more and more to Lori, and the marriage be-
came strong enough that when real health issues
arose for them both, each was able to care for the
other with love and understanding.

Before this change occurred, the therapist
had to examine the early object-relationships 
of both Lori and Hugh. This was not an easy
task as both had repressed and forgotten many
of their early childhood experiences because 
of the painful feelings those experiences pro-
duced. Initially, both insisted that they had got-
ten over their early childhood traumas and that
those wounds had healed. Then memories
started to trickle back; gradually, the trickle be-
came a flood.

Lori’s memories came back without the emo-
tions attached. She would tell horrible stories
about a little girl (herself) who, when she broke
her arm falling off her bike, was punished,
screamed at, and yanked about by her broken
arm for causing trouble to her mother. Lori had
no sympathy for the little girl and no sadness as
she told the story. She laughed at her. She be-
came her mother. When the therapist reacted
with sadness at the plight of the child, Lori was

shocked. Then, very gradually, she became able
to recall more appropriate feelings of pain, sad-
ness, and care for the abused and abandoned
child. The more appropriate the feelings for the
wounded child appeared, the more the present
physical symptoms receded.

Hugh’s memories were even harder for him
to recall as his stoic presentation of the brave lit-
tle boy waving good-bye at the rail of a ship did
not contain any feelings of pain or fear at the
separation from his parents. This time, it was
not the therapist but Lori who made the imagi-
native leap and felt immense pain at Hugh’s
loss, and only then was Hugh able to cry about
his feelings for the first time. As a child, he felt
so out of control that he vowed never to allow
himself to feel that pain again. So he split it off.
Lori sought the good mother in Hugh, looking
for the care and sympathy that was lacking
originally and that she could not give herself.
Hugh was incapable of sympathy because he
had none for himself; he saw it as soft: One
should just move on. Over time, Lori increased
her symptoms, and Hugh increased his sto-
icism. Lori projected the unsympathetic mother
onto Hugh, and Hugh was incapable of express-
ing sympathy because no one had ever ex-
pressed any to him.

The result of both partners’ being able to ex-
perience their own and each others’ pain and to
allow the original emotions to emerge and be
accepted in the here and now gave tremendous
relief and a very strong bond to this couple. The
marriage remains strong because they have rec-
ognized their own and their partner’s internal
worlds and have detoxified the projections that
each placed on the other. Without this recogni-
tion, their internal object-relationships would
have been played out with no comprehension of
their origins or meaning. They continue to work
on these issues; it is not all roses, but they can
now truly see and hear each other.

Therapy for such a couple might include
education, clarification with extensive cognitive
input, and gentle confrontation through light
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pressure on the cut-off feelings and maladap-
tive behavior. The purpose is to lead each of the
partners through an exploration of affect, pres-
ent and past, putting them in a position to make
their own interpretations. Throughout the pro-
cess, it is necessary for the therapist to remain
vigilant for countertransference feelings that
emerge in sessions and explore with the part-
ners their experience of any similar feelings
during the session or in their past relationships.

SEVERLY DISTURBED COUPLES

In the third column of the chart are the terms
that describe those people who are most in need
of an object-relations approach. These are pa-
tients with extreme ego fragility leading to se-
verely disordered relational functioning. These
people, whose personality style falls in the bor-
derline-narcissistic continuum, are likely to de-
velop collusive relationships with others who
have complementary defenses. Their presenting
issues may vary, but the underlying dynamics
are similar. They form unconscious love bonds
that help them ward off painful or frightening
emotions and draw other members of their fam-
ily into dysfunctional dynamics to defend a vul-
nerable inner core. Although they sometimes
are successful in other aspects of their lives,
these people have fragile egos and their relation-
ships are almost invariably quite troubled.

In stressful situations, they tend to display
some thought impairment and resort to primi-
tive defenses such as splitting, projective identi-
fication, psychosomatic illness, or dissociation.
Lacking the ability to distinguish between feel-
ings and the defenses against those feelings,
they often experience states of chaos in their re-
lationships. They tend to deny differences be-
tween self and other and are prone to encourage
obliteration of boundaries, thereby adding con-
fusion about who, in fact, holds the feelings.
Thus, anxiety, feelings, and defenses are all
confused and lack clarity.

Working with a couple when one or both
partners has an extremely fragile ego and is
highly defended presents a unique dilemma 
to the marital therapist. The traditional modes
of treatment designed to improve communi-
cations, change dysfunctional behavioral pat-
terns, and enhance positive aspects of the
relationship may seem to work for a time, but
therapeutic efforts are destined to fail because
of the partner’s regressive pull to return to the
old dynamics.

The most difficult couples to treat are those
who are in collusive deadlocks in which effec-
tive treatment may be seen as dangerous to the
relationship. Fear of the unknown may feel
more dangerous than the pain experienced in
the relationship. There is always an unconscious
pull to revert to the entrenched pattern.

Over time, each shapes the other until the
partners have no way of breaking the deadlock
of their collusive resistance to change. This is
the toxic cycle of projective and introjective
identification. By the time they seek help in
couples counseling, the pattern is solidly en-
trenched. Rarely is there ever a way to establish
who started it. Close inspection of the dynamic
of borderline-narcissistic collusions reveals that
both partners are heavily invested in their en-
meshment. Each subtly pushes the other to
fulfill unconscious needs, at the same time gen-
erating conditions that make such fulfillment
impossible.

The constant failure provokes previously re-
pressed unconscious rage. At the deepest level,
this rage feels so dangerous and destructive that
it must be projected out of the self onto the
other, or it will be introjected in shame and de-
pression. Each may encourage the other to act
in ways that project the problem outside him or
her. In that way, each can limit access to aggres-
sive impulses toward the other, impulses that
are transferred from a parent, where they origi-
nated. The behaviors of both maintain a cycle 
of sadomasochistic activity that stems from
unconscious attachment to a parent. Thus, a
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circular attack-and-defend pattern becomes es-
tablished. Commonly, one partner seems to
choose the role of victim, receiving the other’s
sadism and feeling tortured in the relationship,
but it is not surprising to see them change roles,
with the victim gaining strength and becoming
the rageful tormentor. Each partner feels
trapped in a state of permanent isolation, hope-
less about positive change, because unconscious
forces sabotage every attempt to extricate one-
self from this self-made system. The known ter-
ror of daily torture in the relationship feels less
dangerous than the terror of the unknown.

Object-relations therapists working with cou-
ples who have such issues know all too well the
strong emotions that define the relationship.
These couples enter treatment presenting con-
flict around surface issues—money, work, sex,
in-laws—whereas the underlying battle revolves
around separation, autonomy, dependence, and
validation, or the still deeper fear of rejection
and abandonment, guilt and punishment. Often,
there is a marital history of threats to divorce or
actual separations. Reconciliation may lead to a
period of peace, only to be followed by new bat-
tles, demonstrating to them that they can live
neither together nor apart.

A couple with such a history will come into
the early counseling sessions with specific
identified problems. On close observation, they
demonstrate a level of aggression toward each
other vastly out of proportion to the problems
they describe. Not only are they suffering
because of deep structural divisions, but they
have no empathy for each other and are angry at
each other for the mutual lack of attunement.

Richard and Eileen had been married for 20
years and had been talking about divorce for
almost half of that time. “He is not there for me
at all,” she complained. “His work always
comes first. He is almost nonsocialized. He
doesn’t know how to be in a relationship,” and
on and on. Richard, a very talented and ex-
traordinarily successful man in his career, ac-
knowledged that he had difficulty in his

personal relationships. Eileen put much en-
ergy into focusing the problems on Richard,
who seemed overly willing to accept them. He
went into therapy on several occasions trying
to resolve the issues that he brought into the
marriage. But no matter what he did or how he
tried to change, it became more ammunition to
be used against him the next time a problem
arose. Eileen seemed very well “put together”
and saw herself as kind and generous. She was
extremely charitable and very generous with
gifts to all of her friends. It was only Richard
who saw the wrath that lay below the surface
of her perfect facade.

Their interactions were marked by fluctu-
ating, disturbing, contradictory messages. Some-
times, Richard became like a small child
desperately trying to please mother. At other
times, Eileen was like a tiger, suddenly springing
up to attack, pacing around the office, upset that
the therapist was not telling Richard to grow up.
She said that his parents caused all the problems.
As a result, she wanted nothing to do with his
family because she was forced to live with the
damaged man they had raised.

They said their problems began when they
were on their honeymoon. Richard arranged a
Hawaiian honeymoon at a resort that was sup-
posed to be elegant and secluded. Instead, it was
barren and isolated. She became very upset and
he felt mortified, a failure; his weakness was ex-
posed. Instead of complaining to the manage-
ment and getting them out of there, he tried to
placate her but would not act, and forced her to
stay in an uncomfortable place for two weeks.

Eileen could not tolerate any examination of
her part of the marital problem. She said that
she, of course, knew that both are part of the
problem. When I asked what her part was, she
said that it was her staying in the marriage even
though she never got what she wanted.

Richard continued his search for help with
his unhappiness. He tried individual therapy
and realized that he felt intense rage at his par-
ents and also at his wife. He said that he wanted
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to resolve the problems with his parents before
they became too old and infirm.

At points like this, major changes can occur in
a long-term relationship. When one partner be-
comes aware of the deep unconscious emotion
that is driving current relationships and can sep-
arate past from current relationships, a shift out
of the collusive deadlock is possible. When anxi-
ety emerges signaling a defense, the therapist
can assist in refocusing on the feeling that is
avoided. Cognitive, emotional, and interpersonal
strategies are meant to keep anxiety-provoking
thoughts and feelings out of conscious aware-
ness. By exploring the defenses and physiologi-
cal responses, cognitive recognition of emotion
comes into play. If cut-off emotions are freed to
come into conscious awareness, the person is
helped to connect the impulses and feelings to
the appropriate person in earlier life and begins
to connect past figures with current relation-
ships. Each of the partners is helped to recognize
how current life figures have taken on aspects of
people from the past. In concurrent couple ses-
sions, it is possible to see how behaviors devel-
oped in the past as protection against being
injured in a relationship are affecting the current
partner and molding the partner’s responses.

Richard was helped to recognize how his par-
ents’ unhappiness with each other, and his
mother’s anxieties about being judged nega-
tively by others, caused him to withdraw into a
shell in adolescence. Always wanting to please
and always afraid of doing something wrong,
he found it hard to join the world of his peers
during the revolutionary 1960s. He has contin-
ued to feel like a child, even after years of mar-
riage. His wife, like his mother, put much
energy into teaching him how to behave appro-
priately. Of course, nothing he did was right
enough.

Despite her underlying disturbance, Eileen
appeared on the surface to be an extraordinar-
ily capable woman who set out to accomplish
many things and often succeeded in her en-
deavors. She had learned early in life that her

job was to stay on top of everything she under-
took. She came from what she described as a
very loving family. Nevertheless, her father be-
came permanently disabled just at the time she
was born. One can imagine the fear and de-
spair experienced by Eileen’s mother, with two
young children at home, a newborn baby, and
an incapacitated husband. Eileen, however, de-
scribed a happy, loving family. She also de-
scribed her ability to stay calm and take charge
whenever crises in her family arose. “What
happens when the pressure gets too great?” I
asked. “I don’t let it,” she responded.

In the joint sessions, however, the pressure
did build up, and Eileen demonstrated what
happens when she becomes overwhelmed with
emotion. As her anger burst forth, she threw her
open purse across the room, scattering her be-
longings, screaming that Richard was a liar. He
frantically attempted to calm her down, apolo-
gizing for whatever he did wrong, and begged
her not to leave the therapy office. She walked
out, but 10 minutes later returned to retrieve her
keys and appointment book. When the therapist
offered her the chance to talk about what 
had happened, she seemed totally changed. She
calmly explained that what Richard had said
could not be true, because she had been moni-
toring his activities and his phone calls. She
seemed totally to dissociate her raging behavior
of a few moments before and wanted to clarify
her position in a way that put her in the best pos-
sible light.

During the following week, Eileen called to
tell me that Richard had hit her and she told
him to move out. When I asked her to tell me
what happened, she explained that they had
one of their many fights. Richard had too much
to drink, which is what usually causes their
fights, she said. She got angry and hit him, and
this time he hit her back. “You hit him?” the
therapist asked. “Of course,” she said. “I don’t
know any woman who doesn’t hit her husband
when they fight. But men are not supposed to
hit back. Richard is big and he can hurt me. I am
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afraid now that he will lose control and do
something dangerous. I can’t have him live in
our home until he learns to change his behav-
ior.” She asked him to move out.

Eileen’s description was evidence of uncon-
scious projective identification, turning him into
the one who could lose control. Richard agreed
with Eileen that his behavior was inappropriate
and dangerous: “I am afraid it’s getting out of
control.” He intensified his individual therapy,
entered a program to deal with his drinking
problem, and continued to try to make his rela-
tionship work. He asked Eileen to go into ther-
apy also. She at first said that therapy wasn’t
doing much for Richard, so why should she 
go; besides, she added, the problem isn’t hers. Ul-
timately, she went to a psychotherapist with
whom she spent almost a year talking about
what was wrong with Richard. Because she
didn’t believe that she had any problem, she saw
no need to change.

This is the point in many marriages where
the change in one partner either forces changes
in the other, or the marriage is no longer viable
and the couple divorce. For many years, both
had agreed that the entire problem between
them was Richard’s and was caused by the dys-
functional family in which he had grown up.
When therapy helped him uncover the uncon-
scious forces that kept him in distress most of
his life, he began to change. Richard was no
longer engaged in their collusive pattern. When
emotions arose and Eileen’s anxiety felt intoler-
able, she could no longer induce shame and
guilt in Richard. She subsequently dropped out
of the therapy when confronted with her own
resistance.

Eileen, who blamed Richard’s dysfunctional
behavior for all of her painful, unhappy feel-
ings, had to face her own pathology. She tried
unsuccessfully to pull him back into his old
behavior patterns: drinking too much, losing
his temper and screaming at her, feeling
ashamed and apologetic for his actions. For her
to change and for the marriage to reconstitute

at a different level, Eileen would have to look at
how the qualities that she sees as her strengths
are also well-entrenched defenses. This results
in her walling off from other people and from
her own defenses. She remains totally in control
by being ever competent and generous with
money and gifts to family and friends. There is
a brittle, frightened quality that emerges when-
ever confronted about her defenses. When in-
tense emotion takes over, her fear of losing
control is realistic. She then dissociates and
fears that she is losing her mind.

Richard continued his own growth process
and remained very connected to Eileen. But he
realized that his work included maintaining his
own autonomy and separate boundaries. When
he and Eileen met to discuss his moving back
into their home, he no longer engaged in the
battles of the past. When she berated him for all
his past failures as a husband and all of his
mother’s terrible behaviors, Richard refused to
be drawn in. When she threatened divorce, as
she so often did in the past, Richard said that as
much as he would hate it, he could survive even
divorce.

THE SPECTRUM OF PATHOLOGY AND

DIFFERENTIAL TREATMENT

The members of many couples that present for
therapy exhibit Axis II disorders, which can
range from mild to very severe. When horrific
external and internal experiences occurred be-
fore language and symbolic development, nar-
cissistic and borderline defenses may emerge 
to protect a vulnerable self from being over-
whelmed by feelings. As we have already seen,
during the first months of life, overwhelming
negative affective experiences become precur-
sors of the most severe disorders in individuals
and their relationships.

The techniques used in object-relations cou-
ples’ therapy verbally and nonverbally demon-
strate interest in the partners’ ways of handling
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their most painful emotions. There is a fine at-
tunement, not to the anger, but to the pain and
sadness associated with the loss or anticipated
loss of connection with an intimate other. The
therapist establishes a therapeutic alliance in
which each member of the relationship feels
supported and cared for. The therapeutic mi-
lieu becomes a transitional space, giving the
couple enough of the therapist to allow them to
wait for the transformations to occur in their
partner. The therapist can then help them to
adjust to the transformations and to see that it
will be better than the old collusive structure.
The therapist is the advocate for the couple.

Without stigmatizing, and without stimulat-
ing shame or guilt in either of the partners, the
therapist helps them to repair breakdowns in
empathy. The therapist supports and produces
a holding environment in which it is possible to
focus on the negative constellation of parental
introjects each partner has brought into the
marriage. Each partner is seen as having a sepa-
rate existence, and when defenses do arise, the
couple and the therapist are in a position to
examine any resistance to this process of indi-
viduation. Sometimes, the resistance continues,
and no amount of effort on the part of the thera-
pist will break it. Ultimately, it is up to the part-
ners to decide the fate of the marriage.

Using Empathic Attunement in the 
Treatment of Couples
Goals are determined by the assessment of the
couple. If the couple is not particularly resistant
to therapy, the work is on the level of communi-
cation enhancement and education. If they are
moderately resistant, work includes reframing
and clarifying the interaction to help them
achieve a more accurate perspective on the situ-
ation that is causing them so much misery, so
they can find their way out of the toxic inter-
action. If the couple is highly resistant, the way
to create the holding environment is by em-
pathizing with the wound that causes the per-
petrating behavior. Empathy with the pain of

each is not the change agent, but is designed to
help partners communicate and express the un-
derlying wound, to reclaim projections, and to
accept the other qualities and characteristics
they hate in themselves.

In an object-relations approach, attunement
to the suffering each feels produces pressure to
face the damage inherent in their collusion to
protect their vulnerabilities. The therapist must
be prepared to contain toxic feelings, translating
attack and defense patterns and communicating
to each partner that these patterns remain be-
cause they were once necessary for psychic (and
sometimes physical) survival. Each partner is
encouraged to describe the wishes and fears
that emerge almost simultaneously. One or both
are likely to draw on memories of early wishes
for closeness and recount disappointing, painful
encounters that led to the development of de-
fenses against being hurt.

When they achieve a familiarity with the na-
ture of the defenses that are at work, partners
are then encouraged to recall the pain of the
early failures, the effect on the body and the
emotions, and the ways they have responded in
the past when there were no words to describe
their feelings. As issues arise that cause strong
feelings to manifest during the session, space is
made to hold and contain the emergence of emo-
tion. There is often an opportunity to explore
physical reactions and any images of which
either partner becomes aware. The greater the
couple’s ability hear and understand the reasons
behind the reactions that arise, the more they are
able to modify their interactions. The more they
are able to feel in the sessions and overcome
shame of what had been, the greater the chance
of healing symptoms of old pathological de-
fenses such as dissociation, toxic projection, and
denial of others as separate individuals.

With partners who are well defended against
repeated attachment failures, the soothing in-
teraction may allow a relinquishment of de-
fenses and a translation of anger and control
into a need for love and connection (Solomon,
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2001). Verbally, the therapist keeps them fo-
cused on the pain of the loss, empathizing,
keeping them in the experience without induc-
ing shame and guilt. The destructive behavior
can then be examined while the pain is toler-
ated, thereby enhancing the transmutation of
the self-structure.

CONTRAINDICATIONS TO OBJECT-RELATIONS

COUPLES THERAPY

Although an object-relations approach to cou-
ples therapy can be used to address most of the
problems presented by couples, there are some
for whom it is much more difficult to effect
lasting change. If a couple is functioning at a
paranoid-schizoid (Klein, 1946) level with part-
object relationships, lack of ego boundaries, and
extensive use of denial, splitting, and projec-
tion, then defensive barriers will inevitably
reemerge to maintain the status quo of the
relationship.

Couples who have not yet mastered the de-
pressive position (Klein, 1946) fear and resist
change in the relationship. They experience deep
anxiety when there are signs of emergence of
rage and destructiveness. The rage resulting
from the frustration of intense emotional hunger
or from actual abuse is felt to be too threatening
to allow it to come to the surface. If these in-
tense, mutually dependent ties are threatened
by an arousal of hostility, disagreement, or even
an awareness of separate identity, all of which
represent separation or loss that had once oc-
curred in the primary love relationship, intolera-
ble depressive anxiety is generated.

Because boundaries are diffuse and defenses
high, it is contraindicated for the therapist to
arrange both individual and conjoint sessions
with the partners. The danger is that therapy it-
self can become a tool used by each to attack
and protect against each other. It is very often
the case that both members of these “difficult to

work with” couples are at the more regressed
end of the borderline spectrum.

The therapist must be prepared to be a con-
tainer for toxic emotions and to maintain a
position equidistant from both. There is compe-
tition to be the favored one, resulting in anxiety,
shame, and rage when the therapist does not ac-
curately attune to deep, powerful, dangerous
feelings. Although both individuals experience
distinct psychological functions, with separate
impulses and controls located in each partner,
they may surprise the therapist by shifting
pathology from one to the other. The functional
unit is not the individual but the couple. The
unconscious processes revolve around perme-
able boundaries and psychic fusion. They are
lost without each other, in treatment as in other
activities.

The Reparative Process
If therapy is to be successful, the goal is to help
each reclaim split-off parts and, without shame,
recognize the defenses used to hide these split-
off aspects of self. There is often a period of guilt
and shame that must be expressed and passed
through. When each is able to develop more solid
self-boundaries, the relationship begins to grow
and change. This is the result of a new awareness
of the partner as separate and unique, along with
a sadness for the damage that had been done to
each other. The wish to repair and make right
replicates the process Klein (1946) described in
young children who reach the depressive posi-
tion. Object-relations therapists believe that the
possibility of repair of early damage can occur in
later relationships throughout one’s life; it is
simply more difficult than the repair of failure in
normal early development.

S U M M A R Y

The bonds of love in adults are an accumulation
of the loving attachments developed early in life.
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When there is interference in early connection
with the object of a child’s love, the frustration
and pain are diminished through emotional de-
fense mechanisms. Once such defenses are im-
printed, they become firmly entrenched modes
of relating. Therapists treating adults who are
having problems in relationships must deter-
mine whether the issues pertain only to the
current relationship or there are archaic rela-
tional imprints that may be creating turbulence
in the present. In the latter case, the treatment
methods require a change in the early blueprints
for relationships.

People are used to what is familiar and resist
change. Often, when therapeutic treatment be-
gins to have an effect and one of the individuals
begins growing, the therapy is experienced as a
threat to the equilibrium of long-established
family patterns. Thus, a partner may sabotage
therapy by pushing to get the relational bonds
back on the old footing. Sometimes, couples
therapists believe that they are helping by en-
couraging partners to strive for autonomy and a
separate identity without recognizing the sys-
temic repercussions and the unconscious battle
to maintain the homeostasis of even a painful
equilibrium. Both partners must grow and
change or the development of one is perceived as
a danger to the relationship. The change is per-
ceived as a threat to the partner who continues to
utilize a collusive relationship to ward off aware-
ness of core psychopathology. Object-relations
couples therapists recognize that any change cre-
ates anxiety, mobilizing regressive defenses.
This is no time to resent the partner’s resistance.
It is most important to understand what the de-
fense is used for and where it was developed as a
useful tool for survival of the self, and to main-
tain connection with important others.

When something went wrong in early bond-
ing relationships, there is always the wish to
repair. When people with a history of failed at-
tachments marry, there is a belief that it is never
too late to have a happy childhood: “Perhaps

with this person I will be known, accepted, and
loved.” On rare occasions, this is indeed the re-
sult; the intimate partnership becomes a correc-
tive emotional experience and both partners
are secure to grow together. More often, as
therapists so often see, there is a re-creation of
the initial painful relationships and a down-
ward spiral of anxiety, anger, and defense.

If the pathology is at a high level, it is very
difficult to create a mutually nurturing safe
space in which to heal the depth of the pain. In
treatment, a painstaking examination of early
objects has to be undertaken for the couple to
see why the vulnerability is so intense in cer-
tain areas. The steps of treatment include de-
escalation of the negative cycle, change in
interactional patterns, and consolidation and
integration of new object relations into the cou-
ple’s relationship.

The therapist takes in the communication of
information, integrates it, and returns it in such
a way that it accomplishes the strategic goals of
treatment. Therefore, the therapist provides a
transitional relationship that gives each partner
enough attunement to allow him or her to wait
for the transformations to occur in the other. At
first, they need help adjusting to the transforma-
tions and in believing that it will be better than
the old collusive structure. Then the challenge
to the dysfunctional patterns is possible without
the partners’ feeling shamed or blamed.

The result is a technique that helps the part-
ners communicate and express the underlying
wound; in that process, the soothing interaction
allows a dominating or demanding partner to
relinquish the “power position” and to translate
anger and control into a need for love and con-
nection. Clinical observation and reports from
couples indicate that the process of doing this
decreases the frequency of controlling behavior
outside therapy in the spousal relationship.
Without the behavior’s being labeled bad, it
tends to decrease in frequency, and the individ-
uals themselves become more motivated to do
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exploratory work on their own to examine the
origins of their vulnerabilities.
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Self-Object Relationship Therapy with Couples

MICHAEL D. KAHN

It has often been said that couple therapy is
the most difficult of all the forms of psy-
chotherapy, neither focusing exclusively on

the therapy of two closely linked but nonethe-
less distinctly separate individuals, nor treating
the couple per se as a systemic unit. It can also
take the form of always including, and reaching
for, issues within the couple that were derived
by each individual from his or her family of ori-
gin. The focus for the therapist may occur at
many levels: the microlevel of intrapsychic pro-
cess, the interpersonal level of transactions and
meaning making between the individuals, or
the systemic level in working with the broad
sweep of family-based ritual, memory, and ac-
tivity. Sometimes, these areas of inquiry and
intervention are in direct conflict with one an-
other; speaking about one’s parents or the part-
ner may be antithetical to a felt desire to speak
about oneself, and usually, Rashamon-like, each
person’s view of reality differs from the other’s.
Sometimes these different areas integrate well.
Along with questions of theory, many questions
of technique arise. Does or should the focus
remain entirely in one domain, or can it jump
back and forth, orchestrated by the therapist as

a conductor or manager of the process? Who
sets the tempo and pace of the therapy, the nec-
essary content to be covered? Which member of
the couple receives more attention, who sets the
emotional pitch and tone of the work that has to
be done, and who determines the length of the
therapy (managed care notwithstanding)?

After many years of working with couples,
many of us come to realize how powerful the
therapist can be in determining such factors, 
for reasons that may be unconscious—as a
countertransference reaction to the tremendous
number of issues we are dealing with, or as a
manifestation of the dynamic processes that are
swirling around the consulting room. A psycho-
dynamic or behavioral or communications-
based set of theories can rarely be justified as
the single best way of proceeding simply on 
the basis of the elegance of the theory. Nor does
the amount of overt pathology, or diagnostic
makeup of the individuals needing treatment,
dictate that one approach should take prece-
dence over another. Furthermore, the couple
usually has little idea of what approach or the-
ory or techniques would work best with them.
The couple seldom “owns” the therapy at its
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initial stages, usually arriving distraught, de-
spairing, and demoralized. Although therapists
can fit a couple to a predetermined format by
asking certain diagnostically important ques-
tions, the disjunctive narratives that emerge be-
tween the couple regarding each person’s view
of the problems often reveal the tension, ambiva-
lence, and hostility that exists between them.
This is sometimes displaced onto the therapist.

In the face of what often rapidly emerges as 
a complex agenda for the therapeutic contract,
many couple therapists will attempt to main-
tain control of the process by one of three de-
fenses. They may hold to a position of “expert,”
displaying a somewhat grandiose, knowing su-
periority with their interpretations throughout
the length of the psychotherapy. They may ex-
hibit “flight-fight,” shutting down emotionally,
feeling fatigued and overwhelmed, and become
less active. Or they may begin to give excessive
advice around the practical matters the couple
raises while they themselves feel hypomanic or
fragmented. Becoming uncomfortable when the
participants begin to assert their point of view
in a sometimes heated, impassioned way, and
establish their own rules for the conduct of the
therapeutic process is an inevitable by-product
for therapists in the process of doing couple
therapy. How the therapist deals with these ten-
sions becomes crucial to the therapeutic out-
come. Now that we are beginning to learn more
about the actual conduct of all kinds of therapy,
we can appreciate the subjectivity that often
guides the course of any therapeutic endeavor.
Wachtel (1993), for example, quotes Wile (1984)
in illustrating how a renowned psychoanalyst,
while guided by his theory in the interpreta-
tions he made, exhibited a tendency to make a
set of accusatory interpretations to the expres-
sions of resistance by a patient in individual
therapy.

Recognizing the difficulties of doing psy-
chotherapy with couples, this chapter attempts
to broaden the basis on which therapists can
deal more effectively with the intense affects

and disruptive disjunctions couples bring to the
therapeutic endeavor. It builds on the emerging
theories of hermeneutics, unformulated experi-
ences, constructivism, social construction, nar-
rative epistemologies, dialectics, and language
formation. It utilizes the blending of both recent
self-psychology concepts and object-relations
theories. And it formulates a basis for allowing
the couples involved to be thought of as co-
equal to the therapist in the construction of
their narrative reality. The dominant themes
are the emphasis on development, progressive
structuralization of mind, the intersubjective
experience of people in sustained intimate re-
lationships, and the advantage to the self of
establishing a durable set of relationships that
will facilitate the sense of cohesiveness and in-
tegrity the individual experiences of the world
and of the self. The name, self-object relation-
ship therapy (SORT), seems most apt to de-
scribe this type of approach.

T H E  P H I L O S O P H I C A L
S E T T I N G S  F O R  T H E  W O R K

Often, therapists reach judgments as to what
should be the overarching focus of work with
couples (especially early in their careers), due
to having been exposed to one school of therapy
or another. Followers of Murray Bowen (1978)
always look at triangles and levels of differenti-
ation; those who studied Salvador Minuchin
(1974) consider family structure; those who
value Jay Haley (1976) emphasize power and hi-
erarchy; and followers of Carl Whitaker (1976)
take an experiential approach. Or therapists
have been influenced and energized by one ex-
pert, supervisor, or group, who espoused their
way as the “best possible way” in a kaleido-
scope of difficult, even imponderable choices. It
soon becomes clear that as valuable as these
perspectives are, no one approach suffices, that
working with couples and families is not only
demanding, but the therapist is often forced to
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make clinical decisions and interventions with-
out necessarily knowing all the parameters and
dimensions of what they are asked to deal with
or whose description to believe. Making clinical
decisions on the basis of obvious presenting
problems, such as alcoholism, spousal abuse,
depression, or an extramarital affair, is but the
first small step in a series of possible therapeu-
tic openings. Therapists often feel less sure of
the territory they need to cover as they hear
more and more of the “double-descriptions” of
the couple’s realities (Dym & Glenn, 1993).

Most therapists have attended at least a few
brief workshops on couple or marital therapy,
but this is usually insufficient preparation for
work with couples in distress. If, in addition,
therapists adopt a stance of listening closely
and respectfully, if they suspend relying exclu-
sively on their cherished theories, appreciating
initially how much they do not know of the in-
dividuals and the complexity of their shared,
mutually influential lives, they can set a cli-
mate for work in which more of the intimate,
more guarded aspects of each individual can
come to the fore. Donnel Stern (1997) points out
that what we know, and how we come to know
it, is a function of the interpersonal field. The
assumption that the patient has an emergent
self, a predisposed self, eager, albeit anxious, to
create a larger landscape of meanings about the
self, is a guiding assumption of constructivist-
influenced therapists.

Meaning, some believe, is made; it is not a
given, rendered true by the endorsement of a
higher authority. Stern (1997) points out that all
language is hermeneutic, yet to be discovered.
Meaning, and the symbols we help to create of
the phenomenological world of each person
who comes to see us for help, has the nascent
potential to be understood with ever greater
certainty and conviction. Contemporary psy-
choanalytically informed couple therapists, in-
fluenced by contributions from self psychology
and object-relations theory, emphasize a re-
spect for the dialectical and collaborative effort

with their patients toward creating an even-
handed, nonpejorative, subjectively constructed
reality. If I think of a man as “domineering” to-
ward his wife, I have foreclosed other possible
ways of seeing him, as, for example, being ap-
propriately assertive, or disturbed by what she
has cumulatively done to him over many years
(and he to her), or as compensation, in a strident
way, for the humiliation and shame that he may
have experienced with his parents at a crucial,
earlier period in his life. These recrudescences,
and our capacity to hear them, I believe, is what
Jerome Bruner (1990), Roy Schafer (1978, 1983),
and Donald Spence (1982), each in his own way,
meant in part when they described a respect for
the primacy of “narrative truth” over historical
truth, or what fits patients’ perceived sense of
what they often already know from past experi-
ence, but have never quite been able to express
in a way that finds a willing audience. It is not
necessarily just discovering what has been “re-
pressed,” but also validating what remains “un-
known” to others. Because we now realize that
all language is social in origin, lacking a good-
enough language to describe what an individ-
ual senses to be true prevents that person from
building a representation of reality that does
justice to the essence of his or her important de-
velopmental experiences. If we can deal with
some of our own anxieties that are stimulated
by not completely knowing the material that pa-
tients’ bring forth, we have a good chance of
creating a useful collaboration. In the process,
we have to be willing to constantly review and
revise the cluster of meanings we help the cou-
ple bring forth. Part of the work of this type of
therapy is to facilitate the couple’s capacity to
do this for one another.

T H E  C H A L L E N G E S  O F  A N
I N T E G R A T I V E  A T T I T U D E

This chapter is written from the perspective 
of a psychoanalytically informed individual,
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couple, and family systems therapist who, in 35
years of clinical practice, has had the privilege
of working with many sensitive, caring, com-
mitted, and, in many instances, professionally
successful adults, primarily in outpatient clin-
ics and private practice. In spite of their indi-
vidual triumphs and accomplishments, some of
these individuals have been unable to achieve
any stable or satisfactory relationship with a
partner, or they may come to treatment as a cou-
ple at a certain phase, such as after an affair has
been discovered, when the children have left
home, when a business is failing, when a parent
has just died, when the marriage has reached
some intolerable level, or when, in a remarried
family, the effectiveness of the parenting frame-
work has broken down. Sometimes they have
been referred by their individual therapist, who
may have seen the couple once or twice, particu-
larly when the dominant and recurrent com-
plaints by the individual patient have been
about the partner, or when the referring thera-
pist construes that the patient’s condition is
worsening due to the dynamics between the
couple. When the couple come in for treatment,
they often appear to have failed in their holding
capacity for each other; their ability to tolerate
the aggressive and masochistic drives in them-
selves and the other is usually marginal; sexual
intimacy and nurturance is usually minimal 
or routinized; and communication is typically
restricted, guarded, or accusatory. Rarely do
couples accept fully their own personal contri-
butions to the impasse, instead expressing
enormous dissatisfaction with the partner, as
viewed from a blaming position. Seldom do they
use representative language about their collec-
tive dysfunction, which is of equal magnitude
(an exception was one woman saying in the
first diagnostic session: “We’re both stubborn,
proud, and if hurt, we both act vindictively”).
Instead, one partner typically assigns more
blame to the other. Often, they reveal that they
are concurrently having serious difficulties
with or disruptive ties to one or more members

of their family, and report narcissistically frus-
trating or aggressive and fractured interactions
with significant others in childhood and adoles-
cence. (It is always important to ask detailed
questions about relationships other than with
parents and grandparents, such as with sib-
lings; see Bank & Kahn, 1982, 1997; Kahn 
& Lewis, 1988.) Thinking systemically, we are
often left wondering whether these are a cause
or effect of the couple’s difficulties. These cou-
ples are no different from individuals present-
ing for therapy, but often use the relationship
impasse as their “calling card” for help. Look-
ing at them as a mutually regulating, systems-
determining unit or in terms of individual
personality strengths and weaknesses is a deli-
cate balance. Tipping too much to one side or the
other may prejudice the whole process, blinding
us to many important matters. Given the myriad
issues a couple can present (and they often com-
pete for the therapist’s attention and Solomon-
like approval for what they choose to bring up),
we need to maintain a heightened sensitivity at
the most delicate stage of our encounters with
each of these couples, the initial meetings when
we set the frame for whether we are going to
have a collaborative exchange of meanings and
work. And we need to know how to maintain
that sensitivity and empathy as the therapy un-
folds and intense affect spills out.

It appears to this clinician that both family
systems perspectives and contemporary psy-
choanalytic perspectives have enormous episte-
mological value for an integrative effort. It helps
the therapist move back and forth from the
clients’ worlds of their self systems and their re-
lationship systems. Yet, as I have previously
pointed out (Kahn, 1986, 1989), integration of
such seemingly radically differing epistemolo-
gies rarely occurs, because clinicians tend to be
too heavily influenced by their professional and
guild associations and the attendant conceptual
foundations to feel comfortable embracing both
psychoanalytic thinking and family systems
thinking. Each is viewed as antithetical to the
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other. The pragmatics of clinical practice and
each clinician’s personal orientation and back-
ground cause most therapists to work either
chiefly from the outside in (family systems), fo-
cusing primarily on the couple as a unit and
helping them find new patterns and rules of be-
havior, or from the inside out (psychoanalytic),
focusing on the vicissitudes of the self or selves.
The language of each emphasis manifestly dif-
fers; the focus on the problems certainly differs,
and the lengths of the therapies are usually at
extremes from one another. The couples work
qua family systems is often under 10 to 15 ses-
sions duration (e.g., Johnson, 1996), whereas
that with a more psychoanalytic cast is likely to
be of considerably greater length (more than
one year, often two to four; e.g., D. E. Scharff 
& Scharff, 1987). Such vast differences in the
length of treatment may too easily reflect a sub-
tle but powerful coercive economic, moral, and
political reality created largely by the culture
and reflected in the values of the therapist
(Cushman, 1995). Nonetheless, some clinicians
have written about the merits of integration,
difficult as that may be to bring about (Feld-
man, 1992; Kahn, 1986; Kirschner & Kirschner,
1986; Moultrup, 1986; Nichols, 1988; Norcross 
& Goldfried, 1992; D. E. Scharff & Scharff, 
1987; Slipp, 1984; Sugarman, 1986; Wachtel &
Wachtel, 1986).

Many pragmatic questions arise as a function
of the philosophical and economic tenets held by
therapists. Does the therapist communicate that
faster is better, or that longer is deeper? Does the
influence of the competitive, industrialized ther-
apeutic marketplace, controlled by third-party
payers and the managed care industry, turn the
patient into a “consumer” and the therapist into
a “provider,” shifting the focus away from the
psychological maturation, complexity, and devel-
opment of the self or the couple? Most therapists,
no matter their orientation, would agree that it
does. Stabilization of symptoms or symptom re-
lief, not the intense, deeper work of personality
change, relinquishing of primitive defenses,

conflict resolution, working through of narcis-
sistic and archaic needs, and development of em-
pathy, takes precedent in a climate of managed
care. Furthermore, the fourth edition of the Di-
agnostic and Statistical Manual of Mental Disorders
(DSM-IV; American Psychiatric Association
[APA], 1994) does not even recognize the validity
of a couple-based, systemically interactive prob-
lem, except as a nonreimbursable V-code. In-
stead, to be paid by third-party payers, couple
therapists are sometimes forced to lie about the
focus of their work, applying an often pejorative
or inaccurate Axis I diagnostic label arbitrarily to
one member of the couple. The politically and
economically driven decision of who gets
diagnostically labeled, even if left entirely up to
the couple, inevitably supports the fantasy that
one person is more “damaged” than the other.

In addition, as Cushman and Gilford (2000)
eloquently warn, the very nature of self becomes
reconstructed when managed care organization-
generated treatment reports, filled out by the
therapist, and consumer satisfaction scales de-
termine the efficacy of treatment. Therapists are
forced to prove their worth not through the crite-
ria of their training, licensure, board certifica-
tion, professional accreditation, and impartial
peer review, but by the dictates of who controls
the consumer marketplace. One result is the pro-
liferation of extravagant claims by some thera-
pists of success with the most difficult personal
and relationship problems. The planned applica-
tion of briefer and briefer therapies—fewer than
10 sessions and even single sessions—as de-
scribed by Talmon (1990), undocumented by
rigorous research, is now routine for some thera-
pists. Such therapists, not of psychoanalytic per-
suasion, primarily overemphasize competence
and skill building in their approach, block the ex-
pression of painful affects, and steer the thera-
peutic dialogue prematurely to strengths and
successes.

These types of approaches intentionally pre-
vent clients (note: not patients) from discussing
and reflecting on the less adequate or more
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unhappy aspects of their relationship and them-
selves. Externalizing the problem may provide
relief for some who are obsessively guilt-ridden
or prone to an excessive, superego-driven self-
reproach. But these positively skewed approaches
often do little to undo past hurts from significant
others, or to build an enhanced, complex, and
durable sense of self, or to locate part of the
problem as lying within the person’s own realm
of responsibility. It should be noted, however,
that there is a burgeoning body of theory and
research in American psychology emphasizing
optimism (Seligman, 1991), happiness (Lyubo-
mirsky, 2001), and resiliency (Mastin, 2001),
which hold that focusing on positive attributes
can counteract a person’s proclivity to become
mired in despair. We should not ignore that
restoration of hope has always been a desirable
goal in therapy (Frank, 1973; Mitchell, 1993). In
couple therapy, externalizing the responsibility
for a person’s dilemma (White & Epston, 1990)
by understanding socially constructed, oppres-
sive elements in the patient’s world, for exam-
ple, due to burdensome gender politics, can
relieve despair, unrequited yearning, and griev-
ing about perceived failures in the self. The goal
in a self-object relational approach, in contrast, is
to not preclude viewing, no matter how distress-
ful, any aspect of the participants’ lives. An
adequate course of therapy, with sufficient at-
tention to detail, gives us a much better chance
of establishing a framework for empathy and
nonjudgmental collaboration.

When one approaches work with a couple,
one needs to understand when the shifts in the
therapy should occur. These shifts are from fo-
cusing on external dilemmas and forces to in-
ternal forces of feelings and conflicts, or vice
versa. Questions we can ask ourselves as we use
our “internal supervisor” (Casement, 1985) in-
clude: Are these vicissitudes between the inner
and outer world of the participants a function
of political and moral imperatives of the patient
and the therapist, and from where are they
derived? Are they residues and derivatives of

previous unhappy experiences and powerful
psychological forces in either of the participants?
What do I need to know about the histories of
these people? If they are not ready to tell me,
how much do I need to know? Can I contain the
corrosive affect between them, or will I become
defensively oriented, shifting the topics out of
my needs, not theirs? How can a dialectic be-
tween them be created that is mutually satisfy-
ing, not regressive, aggressive, or persecutory?

One of our goals is to provide a greater
sense of clarity and definition to the experi-
ence of patients with their inner and outer
worlds, but always modifying and propelling
that sense of reality forward, so that it can
evolve further. In older language, we want to
help create a better observing ego in each; in
newer language, we wish to create the possibil-
ities for ever-widening dialectical interchange
between the couple, a larger scale of open-ended
narrative realities, a “scaffolding” (Wood, 1988)
of meanings. Both senses of the language seem
appropriate.

Deciding how deeply we should delve into
long-standing personality issues with couples
impacts the amount of time the therapy will
take. Few couples, in the author’s experience,
are willing to come in more than once weekly,
except under emergency conditions. In addition,
unlike individuals undergoing psychoanalytic
treatment, couples can seldom articulate, nor can
we forecast, the length of time they wish to com-
mit to the therapeutic process. What has become
clear to me is that if we work effectively and
comprehensively, not excluding anything of
what they speak about at the most evident level
of the presenting distress, the couple will in-
evitably stay to do more salient work. They
will be more willing to take on the level of un-
discovered, unknown, or repressed emotional
material, gaining an increased understanding
that “it takes two (or more) to tango.” Whereas
the sense of the known self provides an indi-
vidual psychological cohesiveness and self-
certainty (however misguided), the dialectics
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of psychological and behavioral interaction as
reflected in cultural and social embedded-
ness—this “dialogic” self (Bakhtin, 1973, Her-
mans, Kempen, & van Loon, 1992), this “What
do people think of me, Why don’t people re-
spond to me as I think they should, Why is he or
she so unhappy when what I do is so logical and
right” self—are usually much less well-known
or vague or remains inarticulated by the indi-
viduals before they have entered the therapist’s
office. Being in a successful intimate relation-
ship requires much more effort and psychologi-
cal maturity than being alone.

If we accept the premise (a healthy one for
therapists) that the human species has a self-
actualizing tendency (Maslow, 1962), or destiny
drive (Bollas, 1989), we are often pushed by the
couple’s wish for healthy change, this crying
out for a relief from their psychic distress, to
take on the larger agenda of being in a satisfy-
ing relationship, which most therapists begin to
appreciate is always there, waiting for us. This
second stage of the work often takes at least
four to six months before we can get to it, fol-
lowing a first stage of crisis management and
dealing with the more obvious pathological pat-
terns of behavior they bring in. Then, after the
initial stage, how expansive should our role as
the therapist with couples become? The thera-
pist’s office becomes a space for many of their
difficulties to be worked on, and the issues can
be quite comprehensive. The self-object rela-
tionship therapist will be asked to help them in-
crease their sensitivities to one another, “save
the marriage,” prevent a potentially disastrous
divorce, help resolve issues with family mem-
bers, create a favorable emotional climate where
each partner can flourish and emotionally
grow, prevent unchecked and unanalyzed ex-
pressions of anger, or help liberate them from
the oppressive roles and damaging, repetitive
interactions they help perpetuate with their
family of origin. Who will set the kind and
complexity of the agenda? Some couple thera-
pists work only with the presenting, manifest,

and mutually agreed upon problem (e.g., “Our
son is in difficulty again”; “We’re having a mis-
erable marriage that we want to fix”). Jay Haley,
with whom the author studied in the 1970s,
often said that therapy ought to be a set of re-
newable options, and that once the presenting
problem is dispatched, the therapy should end.
But it is not that simple; often, the agenda
rapidly shifts, or unfolds to reveal more and
more material, or one partner has an entirely
different perspective from the other partner on
the same phenomenon, or the partners are at
markedly different levels of psychological so-
phistication or capacity for insight. These are
the difficult kinds of issues we continue to
struggle with.

L O V E  A N D  T H E  C U L T U R A L
C H A L L E N G E S  O F  W O R K I N G

W I T H  C O U P L E S

The difficult task of couple therapy comes as no
surprise given the complexities underlying
falling in and out of love, dealing with disillu-
sionment (Mitchell, 1997), staying with the rela-
tionship for gratification of our most basic
needs, the passion and agonies of being at-
tracted to and then being in love with someone,
the concerns and conflicts that culminate in the
frequent occurrence of divorce, and the chal-
lenges of raising children in difficult times
(Spock, 1974). Miller (1989) contends that mod-
ern psychotherapy has not been very successful
in helping men and women deal effectively
with the anxieties of loving one another. We put
out the fire of an immediate crisis, but the con-
sensus in the field is that many couples often
leave therapy before the harder work of charac-
terological and existential change can take
place. Perhaps, as Mitchell (1997) pointed out,
couples sense that love is a dangerous form of
illusion, and that the reawakening of idealiza-
tion of the partner and, with it, the reawakening
of passion always runs the risk of a new loss.
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Inevitably, there will be some aggression, and
with it, de-idealization. I sense that premature
termination obviates the fear that the safety
and security that people wish for in a relation-
ship will not be able to be reconciled with the
passion and romance they are also seeking.
Such matters need to be discussed.

Couple therapists often have to deal with the
serious entry-level problems presented by the
couples; the emotional hazards of infidelities,
the emotional and physical abandonment by
significant partners, sexual impasses, substance
and physical abuse, all kinds of emotional dis-
tress, the problems within a relationship af-
fected by difficulties with children, and, though
not having the crisis proportions of some issues,
the deadened quality of the relationship of some
couples who have stayed together for a long time
in a devitalized marriage. Rarely do couples
now arrive for therapy just seeking “marital en-
richment,” “enhancement,” or “fine tuning.”
People’s schedules are too crowded, the prolif-
eration of self-help and pop psychology’s reme-
dies too ubiquitous, the expectations of feeling
loved too diminished or too quickly demolished.
Men and women are continuously told how dif-
ferent they are from one another, in such books
as Men Are from Mars, Women Are from Venus
(Gray, 1992). Such perspectives do little to en-
hance the trust between the genders and only
increase the sense of oppressive power differen-
tials for men and women (Zimmerman, Had-
dock, & McGeorge, 2001). In fact, many more
women now speak openly about the abuse they
have suffered in past relationships with men.

Western culture is simultaneously harsh and
seductive (Kegan, 1994; Slater, 1970), making
everyone still feel, slightly or to a greater de-
gree, that in spite of intellectually knowing bet-
ter, we will feel complete, beautiful, contented,
or fortunate only if we are loved by an equally
charming and charmed partner. The operative
assumption is that all we are supposed to be
will eventuate in such a relationship. Univer-
sally, those who are single or who choose not to

become part of a life-long couple arrangement
often are made to feel disadvantaged, or are ex-
pected to be always working on or evolving to-
ward couple status. Individuals who are not
able to achieve coupledom are perceived as in-
complete, and receive scorn, pity, or other forms
of rejection. As therapists, we often have to
ameliorate the internalized, projected denigra-
tions individuals carry as a result of society’s
collective harsh judgment of those who do not
stay coupled, or who eventually are deemed to
have “failed” everyone by becoming divorced.
Some couples are indeed not well suited for each
other. Working on articulating the critical differ-
ences and understanding their importance to the
individual is just as important a piece of the ther-
apeutic process as attempts to reconcile those
differences. In addition, Kantor (1989) points out
how the myths of sexual and emotional contracts
between men and women and the journey they
embark on to fulfill such fantasies are like that 
of Odysseus and Penelope in Homer’s Odyssey,
marked by high ideals of valor and sacrifice 
but filled with tragedy and disappointment.
The pure and chaste woman, Penelope, the be-
sieged but valiant adventurer/wanderer man,
Odysseus are celebrated for the gender-role
arrangements they hold to throughout Odysseus’
10-year-long wanderlust (many modern sailors
have completed Odysseus’ voyage in less than 30
days of sailing!). The expectation for modern
couples that the woman should always be a
noble, faithful sufferer who tends to her mate
when he is present, while the man keeps his
distance, fulfilling his destiny through his tri-
umphs at work, war, or sports, dooms many
couples to relationships of acrimony or sterile
emotionality (not to mention the deleterious ef-
fects on children observing their parents in
such arrangements). The culture at large, and
families and friends, continually project these
primitive and archaic images of love, loss, dan-
ger, and attachment. These become internal-
ized by many, compounding the already held
fantasies of persecutory and idealized object
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relations, a recrudescence and reenactment of
infantile dependence, yearning, and frustration
(Kernberg, 1995) that people hold onto while
growing up.

Given these conditions, we know that many
individuals often engage in self-defeating behav-
iors with significant others, in spite of claiming
and valuing otherwise. Under such circum-
stances, the therapist often has to serve as an ed-
ucator, weaving in questions and explanations
that may allow the couple, at their most tenuous
and initial stage of the therapeutic work, to be
able to offset these deleterious projections of
beauty and power, which are explicitly expected
to be the ongoing result of being in a couple rela-
tionship. Sadomasochistic derivatives of child-
hood experiences and the perceived sense of
inequality of power and fairness carried from
childhood and adolescence rapidly emerge. But
when we explain too much about this or do it too
quickly, and then try to soothe the couple with
an unacknowledged self-certainty about our
premises (for we often are working with incom-
plete information), we can easily trigger a good
deal of transferential anxiety. Loyalty to parents
and family and defensive alignments about the
self should not be quickly undone merely be-
cause the couple are at an impasse or in distress.
Conversely, if we offer advice, we run the risk of
presenting ourselves as just one more expert in
an ocean of experts. Other resources are usually
available to the couple that are less intimidating
than our interpretations. Psychological Band-
Aids or instant panaceas that preclude insight,
such as the overreliance on antidepressants and
anti-anxiety psychotropic medications, are in-
creasingly promoted and are appealing to many
people. As therapists, we have to be knowledge-
able about these cultural matters, staying in-
formed, balancing advice, reassurance, and
careful questions with a continual leading edge
of inquiry about the couple’s less apparent psy-
chological worlds. We have to appreciate how
elaborate and self-sustaining their psychological
constructions are and yet be willing to risk

incurring some of the transferential anxiety in
them, and countertransferential anxieties in
ourselves, as we move forward. As Greenberg &
Johnson (1988) point out, we must be prepared
to work with intense emotions.

Our culture’s love messages and solution
messages are often both explicitly and sublimi-
nally defined by powerful commercial interests;
mass media and technology are now the fore-
most creators of cultural norms for many indi-
viduals. The couple’s families of origin, ethnic
traditions and customs, and even the structural
components of the post-Oedipal and postado-
lescent self, which permit reflection and intro-
spection, are increasingly submerged under a
layer of postmodern impressions. Thus, the in-
formation and communications that many peo-
ple receive about love relationships, partnering,
and marriage are often overly simplistic, contra-
dictory, reductionistic, but nonetheless power-
ful and ubiquitous. Television shows seem to
have become the mother for many, providing
scenarios and templates that distort reality.
These days, individuals appear to be swimming
upstream against an ever increasing torrent of
information from articles, the Internet, brief
how-to books, talk shows, movies, music lyrics,
and advertising, in the hope that there are
quick-fix solutions to some very serious per-
sonal and relationship problems. Simultane-
ously, because these images and ephemeral
messages of love and happiness are constantly
being replaced by new ones, individuals engage
in a plaintive search for more durable ones.
Many excellent movies, plays, and writings of
the past 50 years have dwelt on the tension be-
tween old culture and new culture, of the search
for authenticity, durability, inner, and outer co-
hesiveness. Under these conditions, most people
become disappointed in the way an intimate re-
lationship unfolds. There is a paradigm clash be-
tween those inner states of affect, which rely on
continuity, durability, coherence, integrity, fair-
ness, loyalty, and contentment to remain effec-
tive and resilient, and externally created states
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of affect, which are shaped by excitement,
stimulation, disruption, innovation, and ten-
sion, what Rabkin described as the clash be-
tween Inner and Outer Space (Rabkin, 1970).

D I F F I C U L T  C O U P L E S

Since the 1950s and 1960s (see Lasch, 1977),
American families pursuing the ideals of free-
dom, change, and happiness, have often become
isolated “havens in a heartless world,” cut off
from the spiritual and community roots that
characterized previous ties between the indi-
vidual self and the family or the community.
Couples have become more alone or have relied
excessively on their children to give themselves
a sense of purpose. Modernization and increas-
ingly rapid technological change have helped to
create conditions for the emergence of what
Kohut (1977) once called “tragic man,” supplant-
ing “guilty man.” Tragic man, in Kohut’s eyes,
was somewhat like Reisman’s (1973) earlier view
of outer-directed man, someone who was forced
into narcissistic retreat, unable to cope with the
harsh realities of the modern world, unable to
find and be nourished by committed caregivers
and cohesive ideologies, and therefore, unable
to rely on personal emotional resources. Kohut
often pointed to “disintegration” anxiety as a
feeling state prevalent in many individuals and
axiomatic of our times. This “threat of the de-
struction of the nuclear self” (p. 117) that some
people carry threatens the stability of any inti-
mate relationship.

Increasingly, many therapists see couples for
treatment who, in their emotional isolation,
splitting, and denial, have overloaded their emo-
tional expectations of what their partner can pro-
vide them. Such couples may have little to do of
emotional importance with other people, or ex-
perience disintegration anxiety, phobias, frag-
mentation, and culturally promoted dissociative
episodes through alcohol, drugs, sex, the Inter-
net, extramarital affairs, and spending binges,

when they cannot get what they think they need
from their partner, and so look to others for a
quick fix. Diagnostically, they can be viewed as
narcissistic or borderline, and there appear to be
many more such individuals than 30 or 40 years
ago. Affective storming often occurs in their re-
lationships: idealization, followed by disappoint-
ment, followed by rage. Years of substance abuse,
constant threats of abandonment or divorce, act-
ing out through sexual escapades, excitement
seeking, or financially risky behavior, or the
making of poor choices in their work world can
also occur. On presentation, the couple may ap-
pear beleaguered but united in their desire to
work together on their problems; there can also
be a powerful undercurrent of disturbed charac-
terological processes, which makes an initial
focus on only the couple unit a serious clinical
error.

Psychotherapy with couples where one or
both have a narcissistic, borderline, or antiso-
cial personality disorder due to long-standing
issues of abandonment, developmental disrup-
tions, and neglect is becoming more common
(Nichols, 1996; Solomon, 1996). Solomon, draw-
ing on the consensus of those who, like Kern-
berg (1995) and Kohut (1977), have attempted to
work with borderlines without much success,
warns of the difficulties the clinician faces in
treating couples who are organized and func-
tion emotionally at that level. Solomon stresses
that it behooves every clinician to pay close at-
tention to the intrapsychic processes of each of
the individuals in therapy. If this does not
occur, the couple may quickly terminate ther-
apy, never pursue further exploration of their
difficulties, and/or condemn the whole spec-
trum of psychotherapies. The “We tried to see a
therapist once, and went for four sessions, but it
didn’t help” lament has been heard countless
times by many clinicians in early introductory
meetings with couples. On exploration, this
often is due to the previous therapist not paying
close attention to the personality variables, the
developmental histories of interactions with
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important family figures, the derivatives of frag-
mented emotional experiences, and the previous
attempts at restitution and resolution that failed.
Many couples also lack an understanding of nor-
mal developmental stages and family processes
over time (Wynne, 1984).

Finally, in spite of the hazards described,
most people still long to be in a relationship
that fills their needs, but not if it totally subor-
dinates or obliterates their definition of them-
selves. People usually understand that there has
to be a quid pro quo between giving and receiv-
ing, a “50-50” arrangement. How to achieve that
balance, both with their own views of them-
selves and what is needed by the partner, is a
universal challenge from which none of us are
exempt. But the risk is psychological pain. One
patient, who is described in more detail later,
existed barely, with back pain and chronic fa-
tigue syndrome, in an excruciatingly symbiotic
tie with her husband, from whom she later sep-
arated. In the past few years, she had begun
projecting all of her rage and sense of annihila-
tion onto him, cursing him with every foul
name, but she nonetheless would keep calling
him at all hours of the night and depended on
him to drive to their home, tend the garden, pay
the bills, repair the house, drive her to appoint-
ments, and accompany her to social events.
Most such occasions were followed by rage reac-
tions: screaming and sometimes physically at-
tacking him. She was torn between the fear of
abandonment, the state of utter aloneness, and 
a morbid fear of closeness. She certainly had
never achieved the sense of contentedness and
self-composure we equate with psychological
well-being. In her family, she believed she had
been a persecutory hate object for a vengeful
mother, a target of abuse by a vindictive older
sister, and an idealized but absent father who
never spoke up to protect his children or have
any meaningful influence through play, conver-
sation, or interaction. She always lived in fear 
of ridicule and hate, and there was never,
throughout childhood and adolescence, a sense

of security or psychological safety. People in
that family appeared to exist only to survive or
endure, and no one, outsider or family member,
was ever trusted. By adulthood, this woman
was fearful, malignantly paranoid, and pes-
simistic of any future. The husband was faithful,
but masochistically aligned with the sadistic
side of her character. He remained subservient
to her, yet each felt that the other had failed him
or her. Neither had been able to achieve a sense
of security with each other, but she had clung 
to the delusion that her life with him would ame-
liorate all the hurts and shame she felt about all
others in the world. The wife, projecting her
grandiose expectations onto the husband and
for many years unable to metabolize or work
through her rage, seemed to have exaggerated
the essence and importance of what the poet
Rainer Maria Rilke once stated in the following
way: “I hold this to be the highest task of a bond
between two people; that each should stand
guard over the solitude of the other” (1954). In
this case, the wife’s solitude was depressive,
corrosive, and experienced as endangering. Left
alone, she would psychologically crumble. She
had no friends. Conversely, when she was with
her husband, she was chronically dissatisfied
and rageful. But she would plaintively ask me 
and the husband in a bewildered way: “I have
been a good wife. Don’t I deserve to have a good
husband?”

T E C H N I C A L  C O N S I D E R A T I O N S

We now know that contemporary psychoana-
lytic theories, though elegant and extremely
useful for the treatment of individuals, are often
insufficient for practice with couples and ex-
tended family systems. Relatively few papers
and books have been written about couple ther-
apy from this perspective, although many clini-
cians agree on the appropriateness of viewing
couples this way. Yet, the intensity of the projec-
tive processes between couples, the reigniting of
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primitive affects within them by being in a de-
pendent relationship, and the usual unwilling-
ness, culturally promoted, to come to therapy
more than once a week render much of psycho-
analytic technique elusive and difficult to
apply. I have proposed that restoration of the
self is at the heart of most couple distress, and
that psychoanalytic insights from a self-object
relationship perspective are the richest source
for successful work with couples. A difficult
epistemological problem occurs, however, when
we attempt to move from theory to practice. 
Too often, sophisticated theories about individ-
ual behavior and development are difficult to
fathom in the realm of interactive and systemic
behavior, and we come to realize that, as Willi
(1982) points out, couples act collusively to
maintain the regressive aspects of their person-
alities. Some authors have provided us with in-
sights from the more traditional psychoanalytic
perspective, which we can find useful.

Willi (1982) describes four types of collusion
he believes are present in every married couple
relationship. Each couple, he posits, will find
the resolution of these themes difficult, particu-
larly if there have been deeper conflicts around
these matters with their parents in early child-
hood. Adult partners, Willi states, metamor-
phize earlier yearnings for gratification in the
relationship along the following collusive, inter-
active lines:

1. The narcissistic relationship, centering on
the question: How much does love and
marriage demand that I sacrifice myself
for my partner and how much can I be my-
self? To what extent do we need to set lim-
its for each other and to what degree can
we become one with each other? . . .

2. The oral relationship, focusing on: How far
should one be concerned with helping and
supporting the partner in love and mar-
riage? How much right do I have to expect
that my partner will care for me like a

mother, without expecting the same treat-
ment in return? . . .

3. The anal-sadistic relationship: How much
can I be the autonomous leader . . . to whom
my passive partner submits? How passively
dependent on my partner can I become
without fear of manipulation? Do I have the
right to possess my partner completely and
to control all their thoughts and actions, or
do I have to allocate autonomous areas to
them?

4. The phallic-oedipal relationship: . . . As a
woman, how much should I deny the de-
velopment of “masculine” characteristics
for the sake of my partner, be passive, and
lean on him in weakness? As a man, am I
always obliged to show male strength or
can I also sometimes give in to passive ten-
dencies? (p. 58)

Although Willi’s language is a bit outdated, we
still can appreciate the interactive dynamics he
outlines as germane to many relationships. The
therapist’s stance, he cautions, must be even-
handed; insight is stressed, and side-taking
through acting out of the countertransference is
guarded against scrupulously. Unfortunately,
he gives us comparatively little description of
the clinical techniques he uses with couples to
help break them out of their relationship im-
passe and to move the collusive elements from
the level of toxic disturbance to that of enjoy-
able and productive interaction.

Kernberg (1995) has written extensively
about love relations, both normal and patholog-
ical. Building on earlier work by Dicks (1967)
and Stoller (1979, 1985), he, like Willi, attempts
to understand the unconscious motivations 
that occur in love relationships as a function of
disturbed object relations, and the predomi-
nant reliance by the individuals on splitting
and projective identification. Kernberg ex-
pands on Dicks’s work to include the actual
sexual relations of the couple, their consciously
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and unconsciously predominant object rela-
tions, and their establishment of a joint ego
ideal. Kernberg stresses the importance of inte-
grating libido and aggression and the predomi-
nance of love over hatred in all three of these
areas of influence. He points out the enor-
mously crucial role the superego has in the gov-
ernance of relationships, in which an individual
may experience the inevitable disillusionment
and deidealization of the partner as a betrayal
and, splitting the object, may devalue the part-
ner or seek revenge. Infidelities or other forms
of disturbed acting out can unbalance the de-
fenses against sadomasochistic impulses in
either individual and, according to Kernberg,
may be further inflamed by projective identifi-
cation by either or both partners. The aggres-
sion and persecutory fantasies that may then
appear, particularly with borderline and narcis-
sistic individuals, can often destabilize the rela-
tionship further. In all cases, Kernberg
emphasizes that the therapist explore fully the
Oedipal relations of each participant, the de-
gree of transference to the therapist, the capac-
ity for eroticization to sustain love, and the
ability to tolerate aggression. Mature love can
result in working through these issues, gener-
ally in psychoanalytic treatment of each indi-
vidual, with integration of pre-Oedipal and
Oedipal levels of superego formation. Kern-
berg describes a “neutralization” of primitive
idealization and the persecutory fantasies in
successful treatment as giving way to the emer-
gence of the capacity for gratitude and authen-
tic forgiveness to those from whom the
individual previously felt slight or damage. A
healthy balance between narcissistic self-love
and love of the important object is also crucial
to stable adjustment.

Kernberg (1995) emphasizes the important
distinction that must be made diagnostically re-
garding the level of pathology of each member
of the couple. He gives examples of obtaining 
a history and diagnostic impression by seeing

couples in the first phase of treatment con-
jointly. However, he appears more comfortable
referring one member to another therapist and
engaging the other to then undertake psychoan-
alytic treatment with him. It appears he does
not see couples in ongoing treatment and he has
written little about the actual process of seeing
couples together.

Solomon (1989, 1996), on the other hand,
using object-relations theory, has given us some
very useful guidelines when working with
fragile couples who rely on borderline and nar-
cissistic defenses. She emphasizes rigorous self-
observation and self-control in the face of the
intense affects displayed by such couples and
urges therapists to be aware of their counter-
transference reactions when faced with the par-
ticipants’ defenses of projection, introjection,
splitting, and projective identification. She ad-
vocates a stance of empathic attunement while
maintaining neutrality, allowing the observing
ego of each patient to align with and identify
with the healthy parts of the therapist. Thera-
pists can be selectively transparent, sharing
some aspects of their lives, as stimulated by the
material revealed in the couple therapy, and
need to be psychologically present and preoccu-
pied with what is occurring during the thera-
peutic hour.

Solomon (1989, 1996) anticipates that in the
midphases of treatment, more of the regressive
material will emerge and that therapy will be
turbulent. The couple now feels freer to express
all their hurt and loathing, and frequently, dys-
functional patterns of attack and counterattack,
blame and refutation, hurt and defense will
take place. Analogs to the feelings they have to
one another are now more readily felt toward
the therapist, who, as an ambivalent object, may
be alternately idealized (listened to) and re-
viled (overtly criticized). Together, and repeat-
edly, the couple and therapist work through the
aspects of each partner’s sense of being hurt
and the disappointments that then result in 
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recurring regressive sequences. She helps the
couple track their cycles of perceived narcissis-
tic loss, regression, and then retaliation. She
seems keenly aware of the couple’s need for em-
pathy and support, and is verbally active in her
expression of describing these impasses to
them, attempting always to give the support
needed by the individuals to help them work
through the issues. She appears more inclined
when working with those with borderline and
narcissistic personality disorders to stay in the
here and now, rather than uncover primitive
material from the pre-Oedipal and early Oedi-
pal phases of their life.

David Scharff and Jill Scharff (D. E. Scharff,
1992; D. E. Scharff & Scharff, 1987; J. S. Scharff
& Scharff, 1991), by leaning heavily on the in-
sights of the British object-relational theorists,
particularly Bion (1961, 1970), Fairbairn (1952),
Winnicott (1958, 1965), and Klein (1948, 1957),
have made important contributions in their em-
phasis on early life experiences in working with
couples and families. For the Scharffs, establish-
ing a safe, holding environment for a couple is
the sine qua non for effective treatment. Within
such a framework, the customary transferential
material that is projected and introjected be-
tween the couple, is also experienced by the
therapist. This shared experience occurs in the
form of focused transferences, akin to the cen-
tral experiences the individuals had with their
mothering object, and contextual transferences,
which are a reprise of many of the feelings in-
curred in the shared space of mother and father
(and, I might add, with siblings, nannies, and
other important family figures). The valued ob-
jects in the individual’s early life are experi-
enced as libidinal (exciting and gratifying) and
antilibidinal (frustrating and/or intrusive); rec-
onciliation of these contrasting experiences fol-
lows Kleinian theoretical lines of reconciliation
and reowning of the projected bad feelings.

In couple sessions, the Scharffs (D. E. Scharff
& Scharff, 1987; J. S. Scharff & Scharff, 1991) con-
tend, the focused transferences and contextual

transferences are more blurred than they would
be in individual therapy and less intense than
in psychoanalysis. Nonetheless, they are pres-
ent, and alternate from each of the participants
and what they collectively create in their atti-
tude and associations to the therapist. The cou-
ple’s basic wish to be understood and “held” by
the therapist creates ample opportunities for
splitting, projective identification, and introjec-
tion to occur among all the participants, in-
cluding the therapist (focused and contextual
countertransferences). By speaking selectively
about what he or she is experiencing, the thera-
pist not only models a desirable attitude for the
patients but, like a good parent, helps detoxify
or metabolize the previously disowned material.
Integration of previously repressed, dissociated,
feared, or split-off parts is a central goal of treat-
ment. Although the Scharffs do not totally es-
chew giving advice, their experience with
young children and adolescents and their com-
fort with dream material and play sometimes
lends itself to also offering helpful suggestions
and directions with couples who are having dif-
ficulties with their children, while the other in-
tense transferential and interpretive work is
concurrently taking place.

In an excellent guide to viewing family ther-
apy with a psychoanalytic lens, Gerson (1996)
offers a useful framework with which to compare
the obvious and essential differences between
the psychoanalytic tradition and foundation the-
ories of family therapy that emerged 30 to 40
years ago. She points out that the actual prac-
tices of both approaches have begun to look
somewhat similar in some of their essential cur-
ative factors. Although the essence of psycho-
analysis remains the power of interpretation of
unconscious material,

Other significant aspects of the analyst’s presence
identified in the literature include a faith in the
restorative function of empathy (Atwood &
Stolorow, 1984), containment of the patient’s pro-
jections and anxieties (Bion, 1961; Winnicott,
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1958), and a commitment to honestly examine how
participation is shared in reenacting the patient’s
disowned experience (Hoffman, 1991). (p. 161)

Gerson points out that relationship enhance-
ment and the analyst not holding to a rigid frame
are becoming more acceptable in analytic prac-
tice, although she underscores that this is contro-
versial and that many in the psychoanalytic
community still emphasize the centrality of the
analysis of resistance. An appreciation of the im-
portance of mutuality and the understanding of
countertransference dynamics appear similar to
what was central to the approaches by Willi,
Solomon, and the Scharffs in their work with
couples.

Conversely, Gerson (1996) cites the family sys-
tems therapeutic stance as active, intentional,
often explicitly experimental, and playful. Work-
ing with concepts of ritualized behavior, stages
of development, homeostasis, complementarity,
symmetry, family rules, power, heirarchy, and re-
lationship configurations, rich unconscious ma-
terial can often be overlooked or intentionally
ignored by the systems-minded couple therapist
who, rather than only interpreting, will attempt
to move the couple out of their dysfunctional 
and redundant patterns of behavior. Systems-
oriented couple therapists often assign home-
work to a couple or stop one member of the pair
from destructive behavior detrimental to their
partner. Such direct interventions are anathema
to most psychoanalysts. But, Gerson points out,
family therapists are utilizing “liminal” experi-
ence (a concept she borrows from anthropology)
when they create a suspension of the usual
order of things in time and space, setting forth a
more magical, plastic play of ideas, words, and
behaviors. Although psychoanalysis would ap-
pear to have a more rigorous way of working
(some critics, Gerson states, would say ponder-
ous or overbearing), there is a growing appreci-
ation of the play of language in analysis, the
mutual, interactive influence, not easily put
into words, of the intersubjective process, and

an awareness that unconscious or preconscious
material, understood and metabolized by both
therapist and patient, can often hold the key to
breaking the rigid and unhappy ways individu-
als experience themselves (see Winnicott, 1971).
This too, without Gerson saying so explicitly, is
“liminoid.”

Rather than characterize certain behaviors
and feelings that emerge in therapy as necessar-
ily regressive, Gerson (1996) prefers to examine
the notion of playfulness in its various guises in
family and analytic therapy, as more growth-
enhancing for the possibilities of therapeutic
change. She also skillfully compares authorita-
tiveness and honesty in both modalities. Finally,
in her examples of work with couples, she al-
lows us to more fully understand the complexi-
ties of working conjointly in analytic and family
systems venues, how and when referral from
one modality to another might best occur, and
how therapists can appreciate the conceptual
struggles they face as they attempt to use the
best of both traditions or integrate sometimes
disparate bodies of knowledge.

A N  I N T E G R A T I V E
P E R S P E C T I V E  O N  T R E A T M E N T

The self-object relationship therapist, by paying
attention to both inner and outer states of ten-
sion, structure, and organization, and staying
continuously informed about the vicissitudes of
culture, can offer participants a safe environ-
ment in which to feel appreciated and under-
stood. As therapists, we have to create a delicate
but enduring balance for the emergent selves of
the individuals to unfold. But so often with cou-
ples, due to the complexity of two interactive in-
dividuals blending and clashing in what they
present, we cannot afford the pragmatic, techni-
cal luxuries of the individual therapist, psycho-
dynamically informed, who can reflect on the
dynamics in the room between analyst and pa-
tient, as the transferential elements slowly
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build. (The author, who is also a professional
jazz musician, is reminded of the French com-
poser Nadia Boulanger, who once said, “To
begin to play music, one must read the notes; to
become a virtuoso, one must forget the notes.”)
Reflection by the clinician on what has occurred
in session and what the associated thoughts and
evocations are can usually occur only postses-
sion, when we are by ourselves, hopefully not
crowded by the next clinical case. In the au-
thor’s view, this is indispensable. This reflective
process becomes internalized, if we “practice,”
and is carried internally by the clinician and
then, we hope, by the participants, through the
duration of the therapy. Like the accomplished
musician, the insights can then be operative and
can often be shared as the session occurs with-
out our stopping to think about them for too
long. Having a cotherapist also helps enable this
more spontaneous, reflective way of working.

The intensity of the processes among couples
mandates that we be verbally active, informa-
tive to the participants, and intuitive about
when to offer interpretations. We usually have
to offer solace, but not be patronizing. We often
have to offer caution about acting impulsively,
but not ignore the emergencies of the situation,
as when there is suicidal danger or physical
abuse. By being active, we run the risk of being
seen as partial to one participant or the other,
transference and countertransference can run
rampant, and there is usually some competition
for our judgments between the couple mem-
bers. We have to be self-reflective, but usually
most of this occurs after the white-hot heat of
the session has passed. We have to take care of
ourselves psychically and not be ground up by
the intensity of the cumulative affects we are
dealing with. We have to deal with the surface
structure and the interpersonal and behavioral
world of the participants, while trying to gain
access to the innermost feelings of each. This is
not an easy task when the couple are hurling
ferocious invectives at one another, creating jar-
ring, even inchoate narratives, feel entirely

misunderstood or betrayed by their partner, or
sit in silent scorn, projecting every scintilla of
unarticulated, primitive affect to their signifi-
cant other in our consulting room. It is not
surprising, in this light, that many psychoana-
lysts who embrace self psychology and object-
relations theories and have made significant
contributions regarding technical considerations
in the therapy of individuals have, up to now, es-
chewed working with couples.

This author works with couples at all levels of
experience, but always within the province of
informed consent and by listening at the intu-
itive level, with the “third ear” (Reik, 1948). I
explain where I am heading and why I have cho-
sen that path. I alert the couple to when and
why I am shifting focus, and will sometimes
ask their cooperation in bringing the focus back
to where we had left off, either in that same ses-
sion or in subsequent sessions. Do they agree?
Do they take exception? Do they wish to mod-
ify the course of the therapy, or change direc-
tion? I trust, as they do, that we are working
with the best of intentions, and that listening
for the clues to unconscious, unclarified ele-
ments of their lives (Reik, 1948) earns their re-
spect. As Atwood and Stolorow (1984) point
out, the exploration of disjunctions between
therapist and participants, and explanations of
why we spoke as we did, often prove the best
way to clinically proceed. The easier flow of ex-
changed meanings, irrespective of content, is
therapeutic for some people who have persist-
ently destroyed the other’s efforts at meaning
making. Our attitude is consciously to help, yet
this does not preclude our sometimes feeling
despairing or frustrated or angry or any of myr-
iad other feelings. I have shared with couples
stories about my parents, or instances from my
own professional work in institutions or with
other patients in the past (carefully chosen to
delete any deleterious comparisons) and the
dilemmas or insights that were triggered by the
associative processes going on in the therapy on
that particular occasion. Such revelations by



Self-Object Relationship Therapy with Couples 423

analog generally helped illuminate aspects of
their own projective and introjective processes.
There certainly have been times when, on first
mention, they didn’t “get it,” and I subsequently
would worry that my own narcissistic issues
were emerging for reasons I was not aware of.
But if the associations in me again occurred, I
would bring up another analog and refer to the
previous occasion. Usually, the couple would
then seriously attempt exploring to see whether
it fit their own dynamics.

The idea is now becoming prominent in con-
temporary psychoanalysis that we learn from
the patient and the patient learns from us in mu-
tual, interactive ways (Casement, 1985). Note
the spirit of this in what Lewis Aron (1996) has
written recently:

A broader notion of mutuality emerges from the
idea that both patient and analyst participate in
the analytic process, that they mutually regulate
or mutually influence each other both con-
sciously and unconsciously. From a relational
perspective, who the analyst is and his or her
personal contributions to the analytic process are
fundamental to the psychoanalytic investigation.
The analytic method cannot be considered as iso-
lated from the personal variables and immediate
affective experience of the individual analyst.
From this point of view, countertransference is
not an occasional lapse that intermittently re-
quires investigation and elimination, but rather
is a continual and central element of the investi-
gation. The analyst as a person, and his or her
shifting affective experience is both a major com-
ponent of the analytic method and a primary
variable in what is being investigated. (p. 125)

The dominant ideology and practice of both
object-relations and self psychology psychoana-
lysts is to attempt to maintain a desirable focus
and facilitate the opportunities for microanaly-
sis, affective attunement, empathy, and trans-
ference reenactment and interpretation. Such
conditions are considered the sine qua non for
the development of the emergent self, yet, with

couples, with their often disjunctive, conflicted
interpersonal processes, such stormy matters
are often experienced by many analytic practi-
tioners as difficult and counterproductive. They
must become active. The treatment of couples
regarding their relationship to one another is,
almost by definition, choppy, chaotic, and dis-
ruptive, and may be inimical to arriving at a
satisfactory and cohesive resolution. Spouses in-
terrupt each other, tell the stories of their lives
in ways the other protests, edit the past selec-
tively, leaving it to the other to fill in or correct,
and forget things that are vital. Referral to an
outside therapist for one member of the couple
can sometimes seem warranted and clinically
justifiable (Gerson, 1996; Slipp, 1984). It is as if
the therapist is forced to choose between the
couple and the individuals. Indeed, creation of
a safe holding environment as the sine qua non
for treatment of the self can be seriously con-
taminated by the affective disruptions of two
individuals in a couple relationship who are en-
gaged in serious splitting, projection, blaming,
and projective identification. Nor do they have
to suffer from a borderline personality disorder
for such phenomena to occur and be collusively
maintained. But in the process of dealing with
their difficulties by setting them apart, the en-
tity known as the couple may become set aside.
When faced with such a quandary, it is best to
consult with the couple about the dilemma of
the self versus the system. Usually, by having
this question raised, the couple will then be
willing to bend to the task of subordinating
some of their individual differences in the in-
terests of working to improve the relationship.
Inevitably, we will still have to help at the indi-
vidual level.

An elderly but vital couple, who were still
sexually active, had good relations with their
children, and knew how to have fun to the envy
of their friends, separated when the wife felt
she had had enough of her husband of 50 years.
After six months of therapy with the author,
they resolved enough of their problems for the
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wife to decide not to renew her six-month lease
out of town and to begin to make plans to rejoin
the husband. Although we had worked assidu-
ously on resolving some of the major differ-
ences each found upsetting in the other, the
wife’s ambivalence resurfaced when, at my urg-
ing, she spent a “trial” three days with him in
their home, a month before the scheduled rejoin-
ing. Although he had been neat and habitually
very well organized, the wife felt compelled to
clean the house, straighten up, and get to her
list of unfinished chores, while he arranged a
surprise dinner party with guests for which he
prepared the entire meal. He repeatedly urged
her to take a rest and not do anything. The wife
came to the subsequent therapy session with a
splitting headache, a backache, and a worried
frown. We explored her dutifulness, her lack of
protest, her being the “good girl” who went
along with what was expected (rejoining the
husband and acting the gracious hostess), and
her status as an only child. Hearing about the
demands her parents had made of her, her old
problems as a student, her not learning the
subjects that her father, a teacher known for
his strictness, taught, and the “can do” manner
of her mother uncovered how this woman’s
husband unconsciously slipped into the role of
efficient, expectant parent, and the wife’s
silent, somaticized protest. One form of her
transference was to come to my office and, like
a good student, take notes about the forthcom-
ing week’s “assignment.” I chose to interpret
some of her contained ambivalence toward her
parents, and how, while seeming compliant,
she consistently “misunderstood” some of my
explanations, and the need for her to suppress
more of what she undoubtedly still disliked
about her spouse. Noteworthy was how she
spoke in a girlish manner, constantly relying
on the husband, an accomplished person, to 
explain things to and for her. I needed to 
speak about the collusive aspects of their rela-
tionship, my concern that she was denying the

ambivalence, and her self-perception that she
was “inadequate.” I reflected on my concern,
that the rejoining might not work. Was this only
her projected worry, or his as well? The hus-
band admitted that he too was worried, and
began describing afresh the sources of his own
anxiety, including the domination and humilia-
tion he had always experienced from his severe
and entitled matriarch of a mother, whom he
still faithfully visited weekly. Would his wife,
no matter how well managed, break out of con-
trol and, like his mother, hurt him severely
again? Both expressed relief at my containing
their projected anxieties and were more readily
able to express some of their ambivalence and
hesitation in their own right.

Conversely, the more purely family-systems-
oriented approaches may miss some of these
important nuances of development and the in-
tertwining of the self, language, and affect. The
self-object relationship therapist will also work
with the couple on shared goals, shared as-
sumptions, and shared identities. Systemic
thinking demands it. But how much is enough?
Thirty years ago, one of my esteemed teachers,
the late Virginia Satir (personal communica-
tion, 1972), stated that she would start every
new therapy with a couple with the question:
“How, of all the people in the world, did the
two of you manage to find each other and get
together?” Satir’s question was filled with irony
and pointedness, but also with an emphasis,
continued throughout the therapy, on the diffi-
culty of joining and sharing by two different in-
dividuals into a new subidentity called couple
and their attempts to stay together in satisfying
ways. The question always arises, however, if we
strengthen the couple, do we lose the impor-
tance of the self? (a question George Bernard
Shaw seems to have repeatedly asked.) Today
this is a particularly important question in light
of feminists’ concern about the usual disadvan-
tage to women that occurs in more traditional
male-female social arrangements. Should we
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sequence the work from couple to individual, or
work prospectively in collateral fashion? If we
accept the couple for treatment, do we know
how and when to shift our focus from couple to
individual, to the individuals, and back to the
couple in the session? What does it mean when
we hear of many couples who complain that
their selves are being stifled, crippled, or se-
verely damaged “by the relationship”? We need
to explore their cultural norms, their stages of
development, their histories of loss and gain,
their talents and strengths, the complementar-
ity of their lives and roles and efforts. What are
the dialectics of self, change, and relationships
we should pay attention to? The rhythm and
pace of their interchanges are all-important.
When we see a couple, is there such a thing as
or is it even desirable to have “therapeutic neu-
trality,” as Freud (1915) long ago extolled ana-
lysts should have when working with patients?
This hardly seems possible and may be detri-
mental, particularly if, as Aron (1996) and At-
wood and Stolorow (1984) point out, we avoid
exploring our subjectivity.

Feminist critics such as Goldner (1985) and
Luepnitz (1988) have pointed out how much of
family and couple therapy has not been neutral
and objective. As practiced by some of the lead-
ing founders in the field, who were men, their as-
sumption of neutrality was belied by their actual
way of practicing: an overvaluing of traditional
patriarchal values of detachment and rationality
and a selective disavowal of nurturance. It has
been increasingly clear that we carry our own
perspectives, biases, values, and experiences
into the therapeutic consulting room. Couples
seen together often trigger the enactment of
those therapist-held attributes faster, and often
unconsciously, than the slower, more reflective
pace of individual work. Should we share these
emotional reactions with the couple, and to what
degree? Boundary maintenance is often more
difficult in couple and family work. Do we know
when it is therapeutic for the patient if we share

aspects of our own lives, as many family thera-
pists do (see Minuchin & Fishman, 1981; Min-
uchin & Nichols, 1993; Whitaker, 1976), and/or
should we risk rupturing the therapeutic bond
(Levinson, 1993)? These and many other ques-
tions abound as we consider how to work with
relationship problems in couples.

The author believes that working analyti-
cally within the couple relationship is often,
but not necessarily always, the best way to pro-
ceed. Other therapists of integrative persuasion
have written similarly (Dicks, 1967; Gerson,
1996; Kantor, 1989; Sander, 1979; D. E. Scharff
& Scharff, 1987; Stierlin, 1977; Wachtel & Wach-
tel, 1986). Proceeding with both perspectives
allows us the enormous advantages of seeing
the intimate world each of our patients lives in,
challenges some of the transference and coun-
tertransference induction that might become
distorted and overly prolonged, strengthens the
alliance between the intimate partners, deepens
their understanding of each other, demonstrates
the parallel and intertwining trajection of their
lives, and prepares each to have a more intimate
understanding of the other. But each case re-
quires a differently formed dialectical matrix.
Being able to work in both domains requires dis-
cipline, informed by the interchanges with the
couple. I have been borrowing from the best of
both the analytic and family systems traditions,
showing how there may be more overlap and
isomorphism between the best of these domi-
nant practices than we have realized. The goal is
to try to remove clinicians from the constraints
of any one system, to a sounder, more inte-
grated level of therapeutic work. Admittedly,
there are times when I am not sure how to make
the best of choices. Hoffman (1998) points out
that dialectical thinking prompts certain kinds
of therapeutic action that may be spontaneous
and crucial to an individual patient’s search for
authenticity. Hoffman writes from the perspec-
tive of an analyst, yet his views seem quite apt
for work with couples as well.
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T H E  P R O B L E M S  O F  L A N G U A G E

In the past 15 years, many psychotherapists
have moved from a predetermined position 
of expert, which invites abuses of power and
judgment, to an appreciation of therapy as a
hermeneutic science, where meaning is often
socially constructed (Anderson & Goolishian,
1988; Gergen, 1985; Goolishian and Anderson,
1987). The phenomenology of the patient is re-
spected and a collaboratively determined lan-
guage system is maintained throughout the
course of the therapy. Self psychologists Atwood
and Stolorow (1984) have called this creation the
intersubjective matrix, the space between patient
and therapist, maintenance of which requires the
therapist to be listening closely to nuance and
subtlety and facilitating previously unexpressed
or long-repressed affects to become noticed,
named, and socially constructed. Errors of em-
phasis or interpretation are readily admitted by
the therapist, and there is an interplay, a dialec-
tic where a scaffolding of meaning occurs, more
and more elaborated and understood (Atwood,
Stolorow, & Trop, 1987). A family therapist, An-
derson (1993), has written similarly:

Although all hermeneutics and social construc-
tionist concepts cannot be lumped onto one,
they do share a common thread: They empha-
size meaning as an intersubjective phenomenon,
created and experienced by individuals in
conversation and action with others and with
themselves. This assumes that human action
takes place in a reality of understanding that is
created through social construction and dia-
logue and that we live and understand our lives
through socially constructed narrative realities,
that is, that we give meaning and organization
to our experiences and to our self-identity in
the course of these transactions. (p. 324)

Whereas both of these views mirror a simi-
lar basic assumption of respect for the client-
therapist world of constructed meaning, the
family systems therapists and psychoanalysts

we have been describing differ markedly in
their work with couples in their focus on locat-
ing the sources of meaning. Contemporary
object-relations and self psychologists always
give more time for latent meaning to emerge,
tied to earlier developmental events with their
attendant affect, and to be collaboratively con-
structed as more and more of the nuances of
meaning show themselves without undue pres-
sure. Family therapists often engage rapidly,
help define problems quickly, and use the read-
ily available language of therapist and couple
alike, what Noam Chomsky (1972) once called
surface structure, to ask for observable change,
more in the here and now. An important and
perennial question we seem to be constantly re-
viewing is whether a therapist applies undue
pressure for patients to comply with; ergo,
whose meaning will be dominant?

From either perspective, we should never
overlook what is readily available and predomi-
nant, often necessitated by the emergencies and
despair that motivated the couple to seek help
in the first place. This includes the premise that,
while constantly open to new understanding
and revision, we still hold to an expert position
that we can help ameliorate their presenting
problems, that our objectivity is an advantage,
and that our questions need to be responded to.
In that vein, it is important to construct a con-
tract of engagement as the work begins. The
expectation that we will work together toward
effective solutions permits us to ask the couple
very direct questions at the beginning and sets
an agenda for the subsequent work. These in-
clude asking the couple their respective views
on how bad the problems are, what solutions or
previous therapies have been tried, how they
have conceptualized the origin(s) of their diffi-
culties, what aspects of the self are compro-
mised or damaged by the continuance of the
problems, who else is involved, and what the
satisfactory goals for therapy should be. It is
rare that we can obtain a consensually arrived
at, coherent picture, but creating such a contract
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of engagement is useful to refer back to as a
touchstone when the process becomes more in-
tense, complex, and obscure and seems to re-
flect the couple’s central concerns. (It is also
remarkable how many issues central to the un-
derstanding of the problems are present in the
initial sessions, for which therapists cannot
initially formulate the words.) Establishing a
respectful framework allows us to pursue ad-
ditional avenues of information, and we listen
carefully much like a jazz performer who im-
provises while remaining cognizant of the
original chord structure, melodic line of the
tune selected, and the mutually regulating in-
fluence of the others in the musical group.
Knoblauch (2000) has labeled such a process as
“simultaneous conconstruction.”

For example, a couple in their 40s began ther-
apy after a failure to work cooperatively with a
female therapist, who, continuing to see the wife,
referred the husband to a male therapist for indi-
vidual therapy. Each spouse continued to berate
the behavior and attitude of their partner; it 
was decided to augment the weekly individual
sessions with every-other-week conjoint couple
therapy with both therapists present. After ob-
taining the partners’ respective views, which
were filled with disagreement, the cotherapists
noted how each spouse continued to belittle the
other, cutting off meanings, overlapping, chang-
ing the subject, turning to his or her individual
therapist for a coalition partner, in a cycle of
attack-defend-attack. Self-definition was so ob-
scured, with each person claiming he or she
could not be authentic in this relationship, that
the therapists asked them to do a traditional
communications exercise. They were to take
turns for an uninterrupted three minutes, each
explaining himself or herself to the other, fol-
lowed by one minute of responding to what they
had heard. The couple was unable to do this in
the conjoint session, nor, after coaching, could
they accomplish this at home by themselves. In
the individual sessions, the therapists heard of
the beleaguered childhood each had suffered

from a domineering, intrusive parent, he at the
hands of his mother, she at the hands of her fa-
ther. In spite of interpretations and explana-
tions of the obvious perverse complementarity
of their childhoods for the marriage, they con-
tinued to fight and attack. Only after hearing 
of the man’s life-long restitutional efforts to
make himself into someone of worth and dig-
nity could the male therapist appreciate how
the husband exerted control and closure in the
way he too eloquently attempted to communi-
cate to his wife, complete with historical, 
social, and political analogs to bolster his ra-
tionalizations. He was simply too much for her
in his comprehensiveness. Her desperate at-
tempts to be on an equal plane, she confided to
her therapist, revived her haunting memories
of herself as inarticulate, squashed, inadequate;
when her husband filibustered, she either dis-
sociated on the spot or lashed out viciously.
Hearing of these mutual deprivations in the
couple sessions softened their antagonism. The
communications exercise had been doomed to
failure, but now could be reexamined as an ex-
ample of how the foundation work in many in-
dividual sessions needed to be done well for
orderly meaning making to occur when they
were together. Failures at the exterior, interper-
sonal level can be understood only by delving
into what is experienced at the interior level.
Only after the individual work could attempts
to fulfill a contract of engagement be ade-
quately honored.

Stern (1997) points out how people create
narrative rigidities, applying selective attention
to the details of their lives to convey a continu-
ous and coherent identity. But details are al-
ways left out, others would (and do) tell the
story in a different way, and each storyteller,
when pressed, usually admits there is a “mar-
ginal, shadowy, not-quite-complete” aspect to
the experience that he or she cannot, as yet, for-
mulate. The therapist influenced by self-object
relational and social constructivist awareness
takes this into account, asking for specificity
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(“In this situation, what happened, and then
under those circumstances, what then hap-
pened?”), not generality. Generalities exclude
awareness about the other and about oneself.
The previously mentioned couple fought des-
perately to maintain their stereotype of the
other and of themselves; the therapists en-
larged the stories to include parents and the
memory of each as a dominated child, and then
embedded those narratives in the new con-
struction of the interactive unit of multiple
selves: the couple.

Hoyt and Berg (1998), in describing their form
of constructive therapy, describe three forms of
narratives: “progressive narratives that justify
the conclusion that progress is being made; stabi-
lizing narratives that justify the conclusion that
life is unchanging; and digressive (or regressive)
narratives that justify the conclusion that life is
moving away from goals” (p. 318).

Constructivists emphasize the importance of
progressive narratives and focus their efforts on
the here and now; psychoanalysts like Stern al-
ways regard the regressive and digressive nar-
ratives as the bridge toward the unfolding of a
more complex future. A view that encompasses
and integrates both perspectives is offered by
Watson and Greenberg (1996) as experiential
therapy. They state that clients face two tasks to
construct new meanings: to symbolize inner
subjective experience, and to reflexively exam-
ine that experience. Both involve dialectical in-
tegration of different processes. Symbolization,
they state,

involves a dialectic between experience (the
automatically synthesized levels of information
that create a bodily felt sense) and the represen-
tation of that experience . . . in language. Reflex-
ive self-examination involves a dialectic between
symbolized experience and its examination and
evaluation in the light of current needs, goals,
and values, in order to create new meaning 
and plans for future action. Both dialectical
processes result in newly synthesized experi-
ence. (p. 254)

C A S E  E X A M P L E

The patients previously described in the section
on Difficult Couples, who had separated after a
long and painful marriage, had only pseudo-
relationships with others. Sally and Jim had
never told anyone of their problems, she because
her mother had always explicitly demanded se-
crecy, he because his wife expected him to obey
her principles. Each insisted on seeing me, not
another therapist, and she insisted that I see
them separately. Only a few times was I suc-
cessful in getting Sally to agree to joint ses-
sions, at which she either sulked and sat stolid,
rigid, and off to the side, or screamed at Jim for
being a neglectful husband and for not having
sex with her. Although I had tried to refer him,
he wanted to see me and not another therapist,
partly as a bridge to experiencing his estranged
wife’s presence. Although I was very mindful of
the dangers of unintentionally breaching confi-
dentiality, I agreed to keep working with each
of them because they seemed so desperately
overinvolved with one another. I was the con-
tainer, holding all their split-off, projected feel-
ings, better I hoped, than they or their parents
had been able to metabolize all that they felt. He
and she were both the youngest children and
had been compliant, loyal, and filled with unex-
pressed anger. His parents always fought, as
Jim later was fighting with Sally, and he was the
“good” child, always trying to ameliorate their
arguments and, in contrast to his two older sib-
lings, never giving them any additional trou-
bles. But a toll was taken; while crying out for
attention from his father, who called him “my
little buddy,” he identified with the depression
and anguish of his mother, who saw herself
trapped in a failed marriage of diminished grat-
ifications. Now the good son was in a failed mar-
riage with a depressed, angry wife with whom
he could only be dutiful, like a child who brings
his mother flowers to cheer her up. Bringing 
his wife breakfast in bed and doing household
chores were dismissed by Sally as superficial,
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devious, and a cover-up for his “evil” nature.
His reluctance to leave her in spite of her physi-
cal and verbal abuse of him reflected his com-
passion that she was a desperate person, alone
in the world, in physical and emotional pain,
but also that he had a passive-dependent per-
sonality with severe masochistic tendencies.
From the beginning, he was passive-aggressive;
they had had no sex for the whole year of their
engagement (they had been in their early 30s)
and had fought constantly. Once married, they
had gone seven years without sexual intimacy.
For Sally, this barren existence only empha-
sized how doomed her life was to be. She ex-
plained that she had married him only “out of
obligation”; she had never expected to marry,
have children, or obtain any pleasure out of life.
She exhibited much of the personality configura-
tion of someone of strict Irish Catholic upbring-
ing: deprived, constrained, reconciled to seeing
life “through a veil of tears.”

I felt that Sally had a borderline personality
disorder of a very severe nature. There was no
evidence of early sexual abuse, but she defi-
nitely seemed a trauma victim. Her father was
an immigrant from Ireland who never saw or
spoke to any of his family members again, lived
in the house of his in-laws, whom he resented,
and stayed away from his wife and two chil-
dren, working double-shift six days a week. His
youngest daughter idealized him, as is often the
case with an absent parent when the child has
an angry, intrusive parent close at hand. In her
marriage, she could only hold onto a rigid nar-
rative that husbands and wives have sex and al-
ways talk about their relationship. But she had
married a man who would never state his own
position on matters, went along with whatever
she wanted, but could never deliver the essence
of a good marriage, whatever that was supposed
to be. Sally had no template for a good mar-
riage. She had never known anyone with one,
she could never learn from friends or even from
literature, and so internalizing a wide range of
affect seemed impossible; indeed, she seemed

alexythymic except for the anger, which ener-
gized and excited her. Affects had to be labeled
for her by me, and my countertransference reac-
tions were crucial to her beginning to experi-
ence emotions of a sort different from anger.
People were categorical for Sally; husbands were
supposed to act in certain ways, administrators
in certain ways, friends in certain ways, doctors
and therapists as well. Sally distrusted her body;
she had little skin sensation and little capacity
for sexual excitement.

This very rich case deserves a much longer
exposition, which space does not permit. At 
the time of this writing, the couple is still see-
ing me, she three times weekly, he once weekly.
They may divorce in the next year, but each,
now in their early 50s, realizes that they would
be alone in the world and have to rebuild their
entire lives. Though they have seen me now for
three years, they appear willing to not push for
the divorce process to begin, so long as they
continue to make progress on the rest of their
relationships and on their attitudes about them-
selves. This is happening, with Jim becoming
more self-reliant, making more friends at work,
confiding in people, coming to their house for
circumscribed hours after seeing me, and ar-
ranging to do so when Sally is not there. Al-
though very sad that he is no longer with her, 
he is proud of the progress Sally is making.
Sally feels physically better, is speaking to her
mother and sister more directly, has made a
better adjustment with work colleagues and ad-
ministrators, whom she now eats lunch with,
and struggles more successfully to not think 
of Jim as an “evil” person who “stole” her
birthright from her. She views reality as multi-
determined and historically driven, with inter-
personal processes as dialectical and redundant
and with a trajectory that reaches across space
and time. That they see me separately illus-
trates several important principles:

1. The self-object relationship therapist can
see couple members individually, so long
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as he or she is committed to an in-depth
analysis of each person’s emotional and
cognitive way of organizing the self.

2. Confidentiality can be maintained if the
therapist commits to constant self-scrutiny,
attempting to understand his or her own
wide range of emotions in the face of trans-
ference and countertransference reactions.

3. Narrative construction must be dialectical
and expansive. Each person’s self-system
is capable of being reorganized, differenti-
ated, made more complex, and understood
to be social in origin.

4. A spirit of empathy must be maintained. By
reaching to understand previously unfor-
mulated experience, the therapist helps the
participants discover themselves, a process
that ultimately produces the joy of surprise
and revelation that every individual can
delight in, and provides them with clarity
and authenticity.

5. Such processes of self-discovery enhance
intimate relationships. For some individu-
als, the pathology that marked their earlier
lives cannot be undone while focusing on
the needs and reactions of the other. Time
and space for self-discovery has to be pro-
tected and maintained.

6. Planning the structure for couple therapy
requires ongoing consideration. Seeing the
participants separately, together, alternately,
or with another therapist is still couple
therapy, so long as there is constant atten-
tion to how boundaries are maintained,
how the effects are being assimilated, and
how the self-structures of the therapist
and the patients can be best accommo-
dated.

S U M M A R Y

In examining the literature on communication
from infant-parent and neurobiological research,
Siegel (1999) proposes that two systems, two

human beings, can become functionally linked
or integrated in a manner that produces a single,
more complex system. Maximal complexity oc-
curs by combining individual differentiation
and interpersonal integration. Being indepen-
dent from one’s partner in adult life through
avoidance decreases complexity through stable
but excessive internal continuity. Being too
tightly enmeshed or coupled risks being para-
lyzed by being a mirror of the other and reduces
complexity by reducing the variability between
systems. It appears we need an optimal balance
of being by ourselves and being with the sig-
nificant other. Siegel adds that people connect
across important interpersonal space by means
of energy and information from both sides of the
brain. He states: “Emotional attunement, reflec-
tive dialogue, co-construction of narrative, mem-
ory talk, and the interactive repair of disruptions
in connection are all fundamental elements of
secure attachment and of effective interpersonal
relationships” (p. 336).

Couple therapy approached from the per-
spective of self-object relationship theory is in-
clusive and respectful of who each person is
and is striving to be. It requires a therapist to
be aware of the power of narrative construc-
tion, hermeneutics, and the sharing of the priv-
ilege of how individuals ultimately come to 
see themselves. It recognizes, as Siegel (1999)
states, that interdependence can be hindering
as well as facilitative. It requires that the thera-
pist eschew a single theory for an integrative
view that incorporates the best findings from
the analytic tradition and the family systems
tradition, and more. Couples, as they remind
us in our offices, are changing as quickly as our
theories change, maybe faster. Western culture
puts enormous strains on the capacity for sus-
tained intimacy, while stretching our imagina-
tions and horizons. Most of us have no idea
what our world will be like in 20 years. What we
can know is that if we immerse ourselves in
emotional and intellectual communities, where
others are considerate (not ideological) and 
stay informed, allowing cross-correspondence
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of ideas and affects, we will be more able to deal
with whatever comes our way. The couples we
see demand no less from us, and will respect us
all the more.
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Relational Psychodynamics for 
Complex Clinical Syndromes

JEFFREY J. MAGNAVITA

H I S T O R Y  O F  T H E
T H E R A P E U T I C  A P P R O A C H

This chapter presents a form of relational psy-
chodynamic therapy termed integrative rela-
tional therapy (IRP; Magnavita, 2000c), which
uses an integrative psychodynamic model (Mag-
navita, 1997) as its foundation and blends a
systemic perspective to broaden the reach. A
significant leap was originally made in this re-
spect by Wachtel (1977), who developed his
“cyclical psychodynamic” model that initially
integrated both psychodynamic and behavioral
approaches and later was expanded to include 
a systemic component, further broadening its
application and theoretical potency (Wachtel,
1997). The author’s IRP is not meant to be a new
form of psychotherapy, as the field does not
need more acronyms, but is used to refer to 
the author’s model, which places the greatest

emphasis on the combination of the psychody-
namic and systemic theories.

AN EMPHASIS ON CLINICAL UTILITY

A relational dynamic model offers the clinician
the flexibility to move between the micro-
scopic lens of the intrapsychic model to the
wider lens of the interpersonal and, finally, the
widest magnification of the systemic. This en-
ables the clinician to intervene at various ful-
crum points in a system, shifting the focus of
intervention among individual, dyad, trian-
gles, and larger system. Relational psychody-
namics is rooted in psychodynamic theory
with a careful blending of other valuable ap-
proaches; much of this is presented in this 
volume and also in Wachtel’s Psychoanalysis,
Behavior Therapy, and the Relational World (1997),
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a classic in the field that cannot be extensively
reiterated in this format.

INTRAPSYCHIC AND

INTERPERSONAL COMPONENTS

Contemporary psychodynamic theory has mul-
tiple perspectives that can be clustered into
four main trends: (1) structural drive theory, 
(2) object-relations theory, (3) ego psychology,
and (4) self psychology. Each of these offers the
clinician a perspective useful for conceptualiz-
ing various components of the clinical phenom-
enon. There is much to be said for the use of 
a multiperspective approach, as no one theory
can adequately explain the range and diversity
of human experience and expression of psycho-
pathology. Pine (1990) recommends, and most
clinicians, out of necessity, synthesize these de-
rivative psychoanalytic models. These essential
ways of understanding the complex syndromes
that are seen in clinical settings are briefly sum-
marized, and readers can refer to many other
excellent chapters in this volume to deepen their
understanding.

Structural Drive Theory
The structural drive approach offers an expla-
nation for the way intolerable impulses and
feelings generate anxiety and how defensive
functioning moderates this anxiety. Regardless
of one’s primary orientation, an understanding
of the interplay among various intrapsychic
structures enhances assessment and orients the
clinician to the way the individual is experienc-
ing or repressing affect.

Object-Relations Theory
A major advancement in psychoanalysis was
achieved when theorists and clinicians expanded
the domain of inquiry away from the intrapsychic
and moved toward the dyadic relationships 
between parent and child. This perspective 

afforded an opportunity to understand the pa-
tient in relationship with the therapist (see
Glickauf-Hughes & Wells, this volume).

Ego Psychology
Hartmann’s (1958, 1964) ego psychology em-
phasized the problem of adaptation. He elabo-
rated various aspects of what constitutes ego-
adaptive capacity, essential in assessing all pa-
tients but especially so when the clinician is
considering offering a brief treatment approach
that may tax the defense system of the individ-
ual (see Osimo, this volume).

Self Psychology
This theoretical model and approach, developed
primarily by Kohut (1971), has particular appli-
cation for treating narcissistic disorders (see
Trujillo, this volume). Kohut emphasized the im-
portance of healthy and pathological narcissism
and the critical function of experiencing a rela-
tionship with a responsive mirroring figure who
provides adequate affirmation and admiration.
The core affects of shame and rage emerge when
sufficient mirroring is not provided, leading to
the development of the false self, which serves as
a protection against further injury. Kahn (1986)
wrote: “The Kohutians and self-psychologists
have tightened their focus to earlier and earlier
stages of development and to the therapist as an
all-important narcissistic mirror with whom the
patient experiences the opportunity for trans-
mutting internalizations and restructuralization
of mind” (p. 52). Contemporary feminist theo-
rists have also expanded on and emphasized the
roll of empathy in maintaining connections es-
sential for the reparative work of psychotherapy
(Jordan, 2000).

EXPANDING THE FRAME—TOO FAR?

These psychodynamic models offer the clini-
cian a rich and fertile theoretical map with



Relational Psychodynamics for Complex Clinical Syndromes 437

which to make sense out of mental disturbance,
symptom complexes, interpersonal difficulties,
and maladaptive character styles, emphasizing
primarily the intrapsychic matrix. However,
until the development of the interpersonal and
systemic perspective, personality was viewed
more like an onion than “a complex set of feed-
back processes in which the cooperation of
other people is essential” (Wachtel, 1997). As
mentioned, Wachtel (1997) has been one of the
most prominent theoreticians in the integration
of psychodynamic and systemic models of treat-
ment. His efforts and those of others before him,
like Ackerman (1958), have bridged the long-
standing schism between psychoanalytic and
family systems approaches. Wachtel makes a
crucial point that “the essence of the family sys-
tem perspective is that however close or distant
family members may appear to be, however
much they may either ignore or interfere exces-
sively, they are inevitably part of a network of re-
lationships that plays a crucial role in the lives of
all network members” (p. 380). This movement
from the intrapsychic to the relational matrix
represented a paradigmatic shift pioneered by
interpersonal or dyadic theorists such as Sulli-
van (1953) and later Benjamin (1993) and triadic
theorists such as Bowen (1976) and Minuchin
(1974). Diamond, Diamond, and Liddle (2000)
comment on the dialectic process in the evolu-
tion of psychotherapy:

In the 1950’s, family systems therapies redefined
the meaning of relationship-based therapy. The
innovation was not only in bringing family mem-
bers together in one room but also in clarifying
how we understand psychopathology and change.
Pathology was no longer seen as driven solely by
intrapsychic forces but also by interpersonal func-
tioning. The focus of treatment shifted from inter-
nal representations to real relationships. Change
was no longer thought to occur via the transfer-
ence relationship but through improving commu-
nication or behavior between family members.
Unfortunately, in their revolutionary fervor,

radical constructivist family systems theorists
went too far in ignoring individuals’ cognitive and
emotional functioning. (p. 1038)

Although intrapsychic structure is an es-
sential component in conceptualizing human
psychic functioning, there is ample evidence ac-
cruing from neuroscience that the structure
and function of the brain is stimulated by inter-
personal and attachment experience (Siegel,
1999). This is likely the merger point where psy-
chotherapy and neuroscience will intersect and
provide improved treatment protocols with em-
pirical documentation.

RELATIONAL-SYSTEMIC COMPONENTS

The development of relational therapy involves
various evolutionary branches: “(a) the inter-
subjectivity of the dyadic relationship, (b) the
development of triadic theory, (c) the centrality
of relationships in women’s development, (d)
the therapeutic alliance, and (e) a new model of
relational diagnosis and treatment” (Magnavita,
2000b, p. 999). This chapter focuses on these de-
velopments, with the exception of c.

THE INTERSUBJECTIVITY OF THE

DYADIC RELATIONSHIP

The development of relational psychodynam-
ics began with the pioneering work of Sandor
Ferenczi (Ferenczi & Rank, 1925), who dramat-
ically diverged from Freudian-based struc-
tural/drive theory, which emphasized the
intrapsychic self, to a model emphasizing the
self in relationship. Muran and Safran present
a comprehensive overview of their work on re-
lational phenomena in Chapter 11 (this vol-
ume). They suggest that “relational schema”
are derived from significant interactional pat-
terns with major attachment figures and that
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the self is formed as a by-product of these
dyadic interactions.

THE DEVELOPMENT OF TRIADIC THEORY

The development of general systems theory
(von Bertalanffy, 1968) has had a remarkable
impact on a number of disciplines, including
psychotherapy, which were radically altered by
this model of how systems operate. This devel-
opment, representing a sudden jump from pre-
vious theoretical formulations, was what Kuhn
(1970) describes as a paradigmatic shift. This
new perspective offered an alternative way of
looking at the world as a mixture of interrelated
variables that were governed by complex feed-
back systems in constant motion. Instead of
emphasizing the variables or components them-
selves, it was the relationships among them 
that were considered central. Bateson (Bateson,
Jackson, Haley, & Weakland, 1956) and his re-
search team, which developed the double-bind
theory of schizophrenic family communication,
achieved the earliest application of this model.
Although double-bind communications was later
rejected as the cause of schizophrenia, clinicians
continue to find the description relevant in many
dysfunctional families (although clearly, schizo-
phrenia is best understood using a stress-diathe-
sis model: biological vulnerability that may be
triggered by stress). Bowen (1978) developed 
the most comprehensive theoretical system,
introducing constructs such as triangulation, dif-
ferentiation (self-other and emotional), dysfunc-
tional family systems, family projection process,
and multigenerational transmission process.

THE THERAPEUTIC ALLIANCE

Without a therapeutic alliance, there is no op-
portunity to use any method or intervention.
Certain technical interventions can enhance the

therapeutic bond, such as deepening the emo-
tional experience or altering defenses, but the
alliance is the container that provides the
crucible for the therapeutic process. The main-
tenance of the therapeutic alliance is consid-
ered to be the central issue of most forms of
therapy and is especially emphasized in rela-
tional psychodynamic models; techniques and
methods are secondary to its establishment and
maintenance. This crucial alliance is actively
strengthened and enhanced by various meth-
ods. Critical to the therapeutic alliance is affec-
tive contact (see Fosha and Osimo, both in this
volume) and appropriately responding to fluc-
tuations in the relational matrix.

RELATIONAL DIAGNOSIS

The field of family therapy exploded on the clin-
ical landscape in the 1970s as a number of pio-
neering clinical theorists (Ackerman, 1958;
Bowen, 1976, 1978; Minuchin, 1974) began to
apply systemic principles to the field of psy-
chotherapy. As early as the 1950s leaders such as
Ackerman began questioning taboos against in-
terviewing or treating family members together.
He stated:

The task of therapy cannot be simplified by the
magic device of avoiding contact with other
family members. Life is not simple, nor are the
problems of family relationships simple. When a
therapist refuses to see other family members,
he has not thereby reduced the complexity of his
position. He is a silent presence in the patient’s
family life anyway. Even though the therapist
rejects face-to-face contact with other family
members, he is a live image to them. He is a psy-
chic force in the day-to-day emotional inter-
change among family members. In this sense,
the therapist can no more avoid relatedness to
the family group than can the patient cut off re-
lations with his family while undergoing ther-
apy. The real question is not the artificial control
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of the simplicity or complexity of the therapeutic
situation, but rather the need to explore the dy-
namic implications of different methods. Does
one deal with these family members in absentia,
through a medium, or does one deal with them
directly? The position of the therapist cannot be
an easy or simple one with any approach. It is
conceivable that a therapist who deals with one
patient faces one set of complications, whereas a
therapist who deals with multiple family mem-
bers faces another. (p. x)

As the pendulum swung in reaction to the in-
dividualist model of psychopathology to the
systemic one, much of the diagnostic nomencla-
ture was also dismissed as being too “pathol-
ogy-oriented” and nonsystemically informed.
This created an opportunity to fill the vacuum
that occurred when those who ascribed to the
systemic school realized that a new diagnostic
model based on systemic assumptions was
called for. Thus, a movement to develop a diag-
nostic system more in tune with the core beliefs
of the systemic model was initiated (Kaslow,
1996). One aspect of this development was to
formulate various components of a relational di-
agnostic model.

Ackerman (1958) noted: “The pathology of
some families is such that it makes much the
same kind of person of all family members 
and produces essential similarities in the mani-
festation of psychiatric illness. In other famil-
ies, the opposite is true” (p. 103). Further, he
commented:

But whatever the pattern—and we recognize
countless patterns of family behavior—it is use-
ful in a basic sense to think of the family as a
kind of carrier of elements predisposing both to
mental illness and mental health. . . . Why does
one type, generation after generation, multiply
the crop of mentally sick people? Why does an-
other produce a sturdy lot?

It is not the individual personality of the par-
ent alone, mother or father. It is a paradox that

certain pairs of neurotic parents, despite distor-
tions of individual personality, interact in such a
way as to create emotionally healthy children.
Other pairs, in which the man and woman are
apparently healthy persons, produce disturbed
children. (p. 104)

Although Ackerman laid the foundation for a re-
lational diagnostic system, it was not until much
later that this movement gained momentum.

Kaslow’s (1996) volume, Handbook of Relational
Diagnosis and Dysfunctional Family Patterns, was
a major effort to begin to remedy the lack of a
relational diagnostic system. Of particular in-
terest is her relational perspective on personal-
ity disorders and their variants. The more
difficult cases are those in which there is multi-
systemic disturbance that is extant over succes-
sive generations. In an effort to begin to
categorize some of the common systems that
produce and maintain personality pathology
and the complex clinical syndromes often en-
countered in difficult cases, the term dysfunc-
tional personologic system (DPS) was coined
(Magnavita, 2000c). It is imperative for clini-
cians evaluating family systems to be cognizant
of cultural differences that are normal variants
of culturally adaptive patterns. It is also essen-
tial that clinicians be aware of the sociopolitical
influences that may shape patterns of adapta-
tion. For example, “paranoid” systems may be
adaptive in repressive and authoritarian politi-
cal systems. Sue and Sue (1999) warn, “ethnocen-
tric monoculturalism” itself “is dysfunctional in a
pluralistic society like the United States”
(p. 32). The following ten DPSs were identified:

1. The Addicitive DPS
This system revolves around addictive
process. There is a reversed assumption
that without substances, survival is
threatened. Codependency is a substi-
tute for intimacy. A negative feedback
loop produces marginally functioning
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systems; members may gravitate toward
substances as a way to buttress fragile de-
fense systems.

2. The Narcissistic DPS
This system’s major theme is false pro-
tection and avoidance of the vulnerable 
self. Donaldson-Pressman and Pressman
(1994) describe these families in their
book The Narcissistic Family: Diagnosis and
Treatment, which provides useful reading
for many patients. In these families, pub-
lic images must be maintained. Children’s
achievement that reflects favorably on the
parents often becomes a substitute for
core affirmation and validation.

3. The Covertly Narcissistic DPS
Another system identified by Donaldson-
Pressman and Pressman (1994) is the
covertly narcissistic family. This system,
more subtle than the previous type, cre-
ates chronic feelings of not being under-
stood or affirmed. There is pressure to
compensate for deficits in members. Af-
firmation is provided for emotional care-
taking, often taken on by children. This
reversal is often seen in parent-child in-
teractions and, though subtle, is nonethe-
less pervasive and limits full development
of the child.

4. The Psychotic DPS
The theme of this system is adaptation to
chaos. Family members struggle with
feelings of severe insecurity and fragmen-
tation. Autonomy is severely threatened
and may be seen in fused relationships
and, in some cases, shared psychosis.
Basic attachment is attempted by assum-
ing caretaking functions for disabled fig-
ures or by sharing psychotic behavior.

5. The Developmentally Arrested DPS
The theme of this system is inability 
to tolerate individuation. Separation is
viewed as dangerous to family survival
and cohesion. The relational dynamic is
differentiation versus fusion. It should be

noted that this system may be culturally
determined and therefore not considered
pathological (e.g., as in some Asian or
Afro-American families).

6. Physically/Sexually Traumatizing DPS
The theme in this system is accommoda-
tion to chronic abuse patterns. Family
members are viewed as objects to be
dominated by the “powerful” members.
Relational themes are “use and abuse”
dynamics. Violence, emotional abuse,
and neglect predominate family commu-
nication patterns.

7. The Depressigenic DPS
Insufficient emotional resources typify
this system. There is typically a history
of untreated affective disorder, influenc-
ing parenting style/attachment systems
and marital function. In depressed sys-
tems, the quality of attachments does 
not generally provide a solid base for se-
curity and emotional growth (Diamond
et al., 2000). The dominant fear is that
there are not enough resources to meet
members’ needs. Family development 
is stunted due to the chronic emotional
insufficiency.

8. The Chronically Medically Ill DPS
The theme in this system is the domina-
tion of family functions with the busi-
ness of medical illness, which dictates
family communication and relationships.
There may be a history of genetic predis-
position for chronic illness. The chronic
stress of coping may lead to emotional
disturbance, which, if left untreated, can
consolidate into personality disturbance.

9. The Paranoid DPS
The theme in this system is an “us versus
them” dichotomy. Family members feel
compelled to protect themselves from in-
trusion from outsiders and/or from other
family members. Cohesion is maintained
through a sharing of this paranoid view.
Clinicians must be alert to the possibility
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that the social milieu may engender this
reaction, as in cases of subjugation or
discrimination.

10. The Somatic DPS
The theme of this system is the substitu-
tion of somatic for emotional expression.
The only “valid” and safe form of affec-
tive communication is through somatic
language and expression. Nurturing is
elicited through “illness” and psychoso-
matic complaints. There is usually an ex-
treme demand placed on primary care
providers by these systems. “Among the
most challenging patients presenting in
medical contexts are those with somato-
form symptoms” (Watson & McDaniel,
2000, p. 1068).

THE BIOPSYCHOSOCIAL MODEL: MICROSCOPIC

VERSUS MACROSCOPIC VIEW OF THE

CLINICAL PHENOMENA

The biopsychosocial model developed by Engle
(1980) was a major conceptual advance that is
often cited as a metamodel for understanding
human mental and physical disorder. From 
a psychotherapeutic vantage point, exclusive
focus on any one level in the hierarchy is limit-
ing. Most therapists learn to “oscillate” among
various levels (Sugarman, 1986). Psychody-
namic therapy offers a microscopic view of
human mental functioning and understanding
of psychopathology; using a narrowly focused
lens, a great deal of magnification of the in-
trapsychic phenomena is possible. Thus, we
can focus on the impulses and feelings, mani-
festations of anxiety, and defensive organiza-
tion. When the view is widened and the
magnification reduced, an interpersonal focus
is encompassed; these interactions are ob-
served and processed in countertransference
and transference transactions and object rela-
tions. We can also witness and empirically
measure the complementary transactions that

occur in an interpersonal dyad (Benjamin,
1993). We witness “downward spirals” in cou-
ple sessions when each member of the dyad 
reactivates increasingly more regressive de-
fensive responding. However, in traditional 
intrapsychic/interpersonal approaches, the
broader system is often ignored. When we re-
duce the magnification and widen the lens
even further, we can view the triadic configu-
rations and overlapping triangles often created
in dysfunctional systems (Guerin, Fogarty, Fay,
& Kautto, 1996). For example, each member of
a downward spiraling couple can be observed
to be triangulated with a parental figure with
whom he or she has unresolved issues.

T H E O R E T I C A L  C O N S T R U C T S

Sugarman (1986, p. 1) writes: “The individual
and family perspectives are arbitrary areas of
the biopsychosocial continuum of a general sys-
tems theory” as proposed by Engle (1980). A
comprehensive theory of psychotherapy must
account for and allow flexible movement among
the various biopsychosocial factors. Frances,
Clarkin, and Perry (1984) were innovators in
their development of “differential therapeu-
tics,” which offered suggestions for selecting
and combining modalities of treatment for en-
hanced effectiveness. In their personality-
guided therapy, Millon, Grossman, Meagher,
Millon, and Everly (1999) similarly propose
blending modalities in a “synergistic” fashion.
Personality disorders demand comprehensive
integration and blending of treatment modali-
ties for enhanced effectiveness (Magnavita,
1998).

DEPICTING THE THERAPEUTIC PROCESS

WITH THE TRIANGLE

Triangular configurations have proved to be 
a useful way to visually represent various
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psychological constructs. A number of theorists
have conceptualized aspects of the psychothera-
peutic process using triangles. Menninger
(1958) originally offered the triangle of insight to
depict interpersonal patterns, and Ezriel (1952)
the triangle of conf lict to describe the intrapsy-
chic matrix. Malan (1963), in a major conceptual
leap, brought these together, renaming Men-
ninger’s the triangle of persons. Bowen (1976)
also used the triangle to show, through a
broader systemic perspective, how three-person
units function. Guerin et al. (1996) calls these
“relationship triangles” and, for consistency,
this will be referred to as the triangle of relations.
Combining these triangular configurations in
one theoretical model allows the therapist to
conceptualize treatment and flexibly move from
one perspective to another. Integrative rela-
tional therapy blends two main theoretical mod-
els, psychodynamic and systemic, using these
three essential triangular configurations that
can be used to depict (1) intrapsychic, (2) inter-
personal-dyadic, and (3) triadic relationships.

Intrapsychic Matrix
Psychodynamic constructs provide clinical util-
ity for conceptualizing the way in which affect,
anxiety, and defense create internal feedback
loops. If the feedback loops are not working
effectively, personality pathology and recog-
nizable symptoms emerge (Millon, Grossman,
Meagher, Millon, & Everly, 1999). This can be

visually depicted by the triangle of conf lict or in-
trapsychic view (Figure 18.1).

Interpersonal-Dyadic Matrix
The triangle of persons or interpersonal view de-
picts three essential interpersonal transactional
patterns (Figure 18.2). The current corner de-
picts the current relationships that generally
compel the patient to enter treatment because 
of conflict such as marital problems or issues
with peers. The transference corner represents
the manner in which the patient recapitulates
his or her relational schema onto the therapist.
The bottom corner of the triangle signifies the
past relational schema, which contains the un-
processed cognitive/affective elements of the

Figure 18.1 Triangle of conflict: Interrelationship
among impulses/feelings, anxiety, and 
defense.
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Figure 18.2 Triangle of persons: Influence of past rela-
tionship patterns on current and transfer-
ence relationships.
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Figure 18.3 Triangle of relations: The dispersion of
anxiety from a conflicted dyad to a symp-
tom bearer.
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core traumata. This comprises the core con-
flict(s) that need resolution.

Triadic Relationships
The triangle of relations is a systemic construct
that depicts the way anxiety in an unstable
dyadic relationship is channeled to a third per-
son, such as in an affair, that stabilizes a
dysfunctional marriage, or an addiction such as
gambling that can serve the same function
(Figure 18.3).

M E T H O D S  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N

A comprehensive assessment is required when
working with complex clinical syndromes, es-
pecially when attempting to accelerate the
treatment process. A full discussion of this vital
topic is beyond the scope of this chapter. (See
Shea’s, 1998, Psychiatric Interviewing: The Art of
Understanding, for an excellent compendium on
the topic.) There are four major categories of as-
sessment: (1) structural interview and history,
(2) psychological testing, (3) family genogram,
and (4) relational processing. Each of these can
be useful alone, but a multilevel assessment is
more beneficial (Synder, Cavell, Heffer, & Man-
grum, 1995); these include “(a) individuals, 
(b) dyads, (c) nuclear families, (d) extended
families and related systems interfacing with
the immediate family, and (e) community and
cultural systems” (p. 164). Multilevel assess-
ment combines aspects of various categories
and levels of the biopsychosocial matrix.

When evaluating an individual, ego func-
tions that include relation to reality, object-
relatedness, maturity and flexibility of
defenses, psychological-mindedness, and abil-
ity to contain impulses are assessed. Assess-
ment can be made through clinical interview
and history or through a combination of inter-
view and psychological testing. Probably the
most effective form of individual assessment is

a structured interview where the way in which
anxiety is channeled and managed is observed
and titrated by exploring anxiety-laden mate-
rial (Davanloo, 1980; Kernberg, 1984).

When evaluating a couple, the clinician also
should complete an assessment of the dynamic
pattern, communication style, and capacity for
intimacy that occur in the dyad as well as a
basic assessment of each member’s individual
ego functions. The clinician should carefully as-
certain the level of differentiation evident in the
couple and the emotional differentiation each is
capable of achieving.

Family evaluation must utilize a number of
techniques, which may include meeting with
subsystems and evaluating and assessing trian-
gular patterns. The use of a family genogram is
one of the most effective ways in which to begin
to see multigenerational transmission patterns
and intergenerational coalitions and triangles.
Readers not familiar with doing genograms
should refer to McGoldrick and Gerson’s (1985)
Genograms in Family Assessment, a classic work
on this topic.

TREATMENT STANCE AND METHODS

Similarities in Flexible Stance
Both systemic and short-term dynamic thera-
pists show a degree of flexibility in the way they
approach the therapeutic process. There are
striking similarities between the early family
therapists and short-term dynamic therapists in
the manner in which they conduct their work.
Kahn (1986) comments: “The early family thera-
pists, such as Satir, Ackerman, and Whitaker
were celebrated in the 1950s for being humane
in attitude, verbally confrontative, and emotion-
ally involved in the therapeutic process” (p. 53).
Short-term dynamic therapists, beginning with
Ferenczi (Ferenczi & Rank, 1925) and proceed-
ing to Alexander (Alexander & French, 1946),
Davanloo (1980), Sifneos (1987), and current-day
therapists, emphasize confrontation of defenses
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when appropriate, emotional engagement, and
affective experience (see Osimo, this volume).
Both approaches allow for and encourage emo-
tional experiencing but also provide “mirroring,
comforting and empathizing that the patient’s
family had previously failed to provide” (Kahn,
1986, p. 62).

Emphasis on Restructuring Methods
A notable similarity among many family systems
(Minuchin, 1974) and short-term dynamic thera-
pists (Davanloo, 1980), as well as experiential
(Greenberg, Rice, & Elliott, 1993) and cognitive
therapists (Beck, Rush, Shaw, & Emery, 1979), is
the shared emphasis and the use of the term “re-
structuring” to capture the process of therapy. In
a literal way, restructuring may capture the pro-
cess by which the brain is reorganized, strength-
ening certain neural connections and weakening
others through the process of psychotherapy. Re-
structuring also describes what occurs when re-
lational patterns are systematically modified. In
their book Neurodynamics of Personality, Grigsby
and Stevens (2000) write:

Behavior change is an emergent property of
change in the synaptic structure of the brain. The
changes characteristic of learning appear to be
robust, so that once learned, it may be that most
things cannot be completely unlearned. Subse-
quent learning from experience thus involves the
reorganization of neural networks and a reset-
ting of the probabilities of activation. This pro-
cess is facilitated by the fact that different
aspects of memories change over time as a func-
tion of state, the environment, and the specific
way in which one experiences the memory on
any given occasion. Such changes may be tempo-
rary, reflecting only brief neurochemical influ-
ences, but they also may be long lasting. The later
type of change may be especially likely under
conditions of high levels of arousal. (p. 373)

Restructuring may be seen as a group of
procedures by which cognition schema, affect
schema, and relational schema are reorganized.

The following methods of restructuring are a
component part of many types of therapy and
technical interventions.

Defense restructuring is a method by which 
the defenses are catalogued and a defense con-
stellation is developed (Davanloo, 1980; Reich,
1945). Unique for each patient, the defense con-
stellation is brought to attention by increas-
ingly building awareness of how the defenses
are manifested in the triangle of persons (Mag-
navita, 1997) as well as in the relational triangle.
It is also an essential method for increasing
awareness of the manner in which defensive
responding prevents more open and intimate
responding. The basic goal is to activate the cog-
nitive/affective matrix so that previously un-
conscious feelings, memories, and schema can
be processed. Defense restructuring can be uti-
lized in various degrees and titrated at various
levels based on the patient’s specific require-
ments (Magnavita, 1997; McCullough Vaillant,
1997). It is generally used for individuals such
as those described by Reich (1945), who have
“character armor” or are what is termed ego-
syntonic. These individuals are so identified
with their defenses that they cause little anxi-
ety and when pointed out say “I am who I am”
suggesting there is little potential to change.
They also tend to externalize by blaming others
for their troubles.

Affective restructuring is a method for access-
ing and opening up the emotional channel that
has been partially sealed from full experiential
contact (Greenberg et al., 1993; McCullough
Vaillant, 1997). The goal of most forms of recon-
structive or depth therapy is to encourage as
much affective experience as possible so that
emotions can be metabolized and traumatic
experiences processed and let go (see Fosha,
this volume). Affective restructuring uses tech-
niques of mirroring and affirmation and is
highly effective with higher-level patients, al-
though Fosha (2000) uses it with a broad spec-
trum of patients. McCullough (1998) has
coined the term “affect phobia” to describe the
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process in which patients who are afraid of
their emotional responses undergo desensiti-
zation through emotional experiencing.

Cognitive restructuring refers to two ap-
proaches. The first emerged from Beck’s (Beck
& Freeman, 1990; Beck et al., 1979) ground-
breaking work in cognitive therapy and operates
by identifying and making conscious dysfunc-
tional beliefs. Once this has been accomplished,
a restructuring of the cognitive matrix can
occur. Young’s (1990) cognitive approach, which
is highly integrative, focuses on early maladap-
tive schema. The second type of cognitive re-
structuring, emerging from Davanloo’s (1980,
1990) groundbreaking work in short-term dy-
namic psychotherapy, is a process by which dif-
ferentiation of feeling, anxiety, and defense
(triangle of conflict) is attempted using specific
incidents in the patient’s current life. This pro-
cess strengthens and builds ego-adaptive capac-
ity and can set the stage for more intense
emotional experiencing later on.

Dyadic restructuring is a method by which the
interpersonal space in a dyadic relationship is
defined through mutual relational experiences
(Bowen, 1976). Bowen’s systemic model de-
scribed two essential aspects of differentiation:
self/other and emotional. Self/other refers to
the ability to maintain one’s sense of identity in
the relational matrix. Emotional differentiation
refers to what Goleman (1994) calls “emotional
intelligence”: the capacity to sense emotions,
see them in others, and label them appropri-
ately. In dyadic or family relationships in which
there are low levels of differentiation, family
members become entangled in the emotional
force field. There is a high level of reactivity and
difficulty tolerating separateness. In these sys-
tems, members have difficulty striking a bal-
ance between needs for affiliation/closeness
and growth/separation.

In a parallel development but separate theoret-
ical model, McCullough Vaillant (1997) has devel-
oped effective strategies for what she has termed
self/other restructuring. She has developed a

number of specific technical advances that en-
able the therapist to strengthen the self system
of lower-functioning patients. Her method
“most often employs exposure of the client to
positive feelings associated with self/other re-
lationships, and the prevention or resolution 
of negative feelings. This objective is often 
necessary when a client is too impaired to
proceed with either defense or affect work”
(McCullough, 1998, p. 40).

When trying to select from these methods,
the therapist should remember to apply dyadic
restructuring occurring in the framework of a
couple’s session and self/other in the therapist-
patient dyad.

Triangular-relational restructuring is a method
whereby triangular relationships are modified
so that anxiety can be better tolerated in dyadic
relationships and no longer must seek expres-
sion in a third person, as in an extramarital
affair, or activity, such as workaholism or gam-
bling (Bowen, 1976, 1978; Guerin et al., 1996;
Minuchin, 1974). Minuchin writes: “In all cul-
tures, the family imprints its members with
selfhood. Human experience of identity has
two elements: a sense of belonging and a sense
of being separate. The laboratory in which these
ingredients are mixed and dispensed is the
family, the matrix of identity” (p. 47). Triangu-
lar relationships are quite commonly expressed
in symptomatic parent-child configurations
and unstable marriage and affair configura-
tions. Relational restructuring aims to resolve
intolerable anxiety in the dyad so that a third
member does not need to be drawn in to stabi-
lize the relationship.

M A J O R  S Y N D R O M E S ,
S Y M P T O M S ,  A N D  

P R O B L E M S  T R E A T E D

Integrative relational therapy was developed es-
pecially for personality disturbance and for
complex clinical syndromes evidenced by those
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often described in the literature as “difficult pa-
tients.” Complex clinical syndromes are those
in which one or more comorbid symptoms are
expressed in the setting of various types of per-
sonality pathology (Magnavita, 2000a). This can
be understood using a stress-diathesis model,
which posits that all people have a particular
vulnerability to stress, which can be expressed
physically or emotionally. Personality can be
thought of as the psychic equivalent of the phys-
ical immune system (Millon et al., 1999). This 
is depicted in Figure 18.4. Stress impacting an
individual can be absorbed to some degree by
the personality. Individuals with personality
pathology or vulnerability, reflected by poor

adaptive capacity and insufficient defensive
functioning in the triangle of conflict, may be-
come symptomatic. For example, as illustrated
in the figure, the father, who has an obsessive-
compulsive personality, may experience gener-
alized anxiety and, if the stress continues
unabated, may develop intermittent explosive
reactions. The mother, with a histrionic 
personality adaptation, may develop major de-
pression as her predominant symptomatic out-
break. The marital dyad may experience stress
by developing sexual dysfunction related to un-
resolved issues of intimacy and closeness,
which may increase the level of marital dissat-
isfaction. The marital dyad may also deflect

Figure 18.4 Using the stress-diathesis model: Psychological stress on the personality, marital dyad, and triadic rela-
tionship with son and the outbreak of symptoms.
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some of the anxiety generated by unresolved
tension to a third party, in the example, their
son, who develops Conduct Disorder with sec-
ondary symptom pattern of substance abuse
(triangle of relations). One can see how the com-
plexity multiplies; trying to find the fulcrum
point to begin to shift the system and the indi-
viduals within it can easily overwhelm the cli-
nician. In addition, one can focus on the
intrapsychic triangle of each family member or
on the interpersonal or the relational triangle.

FINDING THE FULCRUM

One of the main challenges when working with
complex clinical syndromes and the dysfunc-
tional systems in which they occur is to find the
fulcrum or the point where the most leverage can
be applied to shift an individual, dyad, or triad.
The fulcrum is usually determined by conduct-
ing a comprehensive assessment in which ego-
adaptive capacity, motivation, will to change,
and level of emotional suffering are evaluated at
the individual, dyadic, and triadic levels. Deter-
mining the type of dysfunctional personologic
system, if applicable, can alert the therapist to
relevant themes, such as addiction or abuse, that
need to be addressed. If one member of the fam-
ily is motivated and the others are not, a shift in
the motivated individual may set in process a
pattern of positive change. On the other hand,
growth of one member may threaten the home-
ostasis of the system and create negative rever-
berations. For example, an alcoholic partner may
increase his or her drinking or substance abuse
or workaholic pattern. Relational restructuring
can be effected by strengthening a subsystem 
by creating boundaries or offering a block of
treatment for an unstable marriage or for a par-
ent-child dyad in a single-parent family using
the therapist as a partner for addressing parent-
ing deficiencies. In the example illustrated in
Figure 18.4, the fulcrum might be the marriage,
which, if enhanced, would reduce the overall

stress level and allow the parents to address
their son’s difficulties more effectively, instead
of triangulating him.

C A S E  E X A M P L E

In this complex case, the patient was a 23-year-
old male who was referred to treatment by his
sibling. John came for the initial session with a
great deal of anxiety and self-consciousness. He
reported that he was feeling depressed, but
clearly, anxiety was also a significant problem.
His eye contact was poor and he appeared much
younger than his chronological age. In fact, he
reported that many people thought he was only
14 or 15 years of age. Since he had graduated
from high school, he had been employed only
one week; he was asked to leave because he
wasn’t keeping up with the job requirements.
He spent most of his time watching television
and sleeping.

DIAGNOSIS AND ASSESSMENT

The initial individual diagnostic formulation
was (1) Generalized Anxiety Disorder, (2) Ago-
raphobia, (3) Avoidant and Dependent Person-
ality Disorders, and (4) Dysthymia. A family
genogram and history were quite revealing.
There were three siblings ranging from 23 to
30, two of whom were still residing at home
with the parents. Using a relational diagnosis,
the family system seemed to be best described
as a developmentally arrested DPS. It seemed that
there was a high incidence of dependent and
avoidant personalities manifesting over the
course of three generations. John seemed to be
extremely dependent and relied on his parents
to accomplish most tasks for him. He was
clearly developing agoraphobia; his parents
did all tasks outside the home, which further
reinforced the patient’s dependency and
avoidance.
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CASE FORMULATION

The initial case formulation involved address-
ing what appeared to be the patient’s severely
stunted personality development. John was
functioning on the level of a preadolescent. The
lack of differentiation emotionally and in terms
of identity consolidation was quite troubling.
John realized that he was delayed but did not
seem to have a clear perception of the extent of
developmental fixation.

TREATMENT APPROACH AND RATIONAL FOR

ITS SELECTION

The initial course of treatment was a phase of
individual therapy on a bimonthly basis be-
cause of financial limitations and low motiva-
tion. This phase of treatment lasted about 14
months. The focus was to address the develop-
mental fixation by helping John to see that his
pattern of avoidance and dependency was creat-
ing difficulties for him exponentially: The more
he avoided, the more he missed his develop-
mental opportunities. His anxiety would in-
crease and self-confidence erode, creating a
negative feedback loop. A typical individual
session would include the following dialogue:

THERAPIST: But John, if you continue to avoid
leaving your house and venturing out to look
for a job, you will remain stuck.

PATIENT: No one will give me a chance!
THERAPIST: You sound angry.
PATIENT: I am! They never gave me a chance at

my job and then asked me to leave.
THERAPIST: Tell me what the anger is like?

(The therapist used defense analysis to in-
crease John’s awareness of his self-defeating
pattern, often present in personality pathol-
ogy. Affective responding was also encour-
aged to help begin to get at the emotion
underneath John’s chronic anxiety, which 

itself became a defense against his true 
feeling.)

John had frequent episodes of temper tan-
trums at home. He would become furious
when his parents gave him advice about get-
ting a job or tried to push him to greater re-
sponsibility for himself. The initial phase of
therapy alternated between defense and cogni-
tive restructuring in an attempt to help John
contact his emotions and use less regressive
defenses in his reactions to others. He was able
to contact intense feelings of anger and rage
primarily directed toward his father, whom he
experienced as controlling and abandoning.
His ability to face his feeling in the session re-
sulted in his becoming somewhat more as-
sertive at home and less likely to rely on
temper tantrums.

Extratherapeutic Effort
It was also suggested that John contact the De-
partment of Rehabilitation, and he finally did
so, attaining an entry-level job at 30 hours per
week. John seemed to stagnate at this level 
and did not want to discuss the possibility of
attending community college or entering tech-
nical training. His avoidant and dependent pat-
tern began to emerge at work; when he was not
busy, he would read books because his boss
“didn’t tell me what to do.” This resulted in a
gradual scaling back of John’s hours to part
time. At this point, the therapist asked John if
his family could come in for a consultation. He
agreed and a family session was scheduled.

The Macroview: Widening the Lens to 
Include the Family System
This phase of therapy consisted of five family
sessions with various members present. On
the surface, John’s family seemed responsive
and concerned about his developmental arrest;
paradoxically, they were severely enabling and
undermining. Although John was the most 
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obviously stuck, his siblings also had major
difficulties establishing independent lives.
They all nagged John about finding a job and
getting on with his life, but they actually gave
mixed messages. They would tell him to “get
any job” but then add “but your eye contact is
so poor you will have difficulty in interviews.”
The degree with which John was infantalized
is reflected in the following dialogue from the
second family session:

THERAPIST: It seems that John serves a vital
function for maintaining the family cohesive-
ness and that, on one hand, members want
him to become independent and, on the other,
they support dependency.

MOTHER: I have stopped making lunches for
John!

THERAPIST: You make lunch for John?
MOTHER: Up until the last session, I made

lunch for John every day.
THERAPIST: John, how does it feel to have your

mother stop making lunches?
PATIENT: Good, although it was nice.

It soon became clear that John was bearing the
symptoms for a system that was not functioning
adequately. He was very enmeshed with his
mother, who viewed him as the emotionally
sensitive child with whom she could talk. His fa-
ther was quite distant and had little interaction
with John aside from nagging him and becom-
ing upset when he would watch an R-rated
movie because of the sexual content John would
be exposed to.

Initially, the focus in treatment was on
restructuring two obvious triangles: John/
father/mother and John/sister/brother. The
brother had assumed a pseudoparental func-
tion with John. Other issues in the family
emerged. In individual sessions, John often
complained about his father and the way he
treated his mother. John’s father had refused
any couples therapy, even though his wife was

in favor of trying it. In the family session, the
children mounted a confrontation toward the
parental system, saying that their marital prob-
lems were affecting everyone and they were re-
ally the ones who needed therapy. At this point,
the parents were invited in for a couples ses-
sion and agreed.

Narrowing the Focus to the Marital Dyad
The parents’ marriage was severely dysfunc-
tional. The wife evidenced signs of being very
dependent and was furious at her husband, who
had joined a social club and for the past five
years had spent most of his time there helping
those he felt were less fortunate. In a retaliatory
strike, the wife had stopped having sexual rela-
tions, which further drove him from his house.
She acknowledged in one session that she stayed
only because of financial reasons and because 
it was better than being alone. It also became
apparent that the father had significant charac-
terological disturbance and became highly con-
trolling and pedantic when his motives were
questioned, as manifested by the following
interaction:

THERAPIST: It seems that the marriage is in se-
vere distress.

WIFE: Yes, for the last five years since he got
involved in the social club our relationship
has worsened.

THERAPIST: How has it worsened?
HUSBAND: We are no longer intimate in the

way husband and wife should be. According
to the Bible, a wife’s duty is that she . . .

WIFE: This is exactly why I don’t have any feel-
ing toward him and am not at all interested
in sex! He is emotionally absent and unavail-
able for us [grown children] but is always
talking on the phone to people from the so-
cial club who think he is great.

The couple seemed locked into a hostile home-
ostatic balance that neither seemed prepared to
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disrupt. The couple made some progress in
treatment in that they clearly defined the stale-
mate. The wife said there was no love left and
she stayed only because it was easier than leav-
ing and she was comfortable in her house,
which she would lose if she divorced. The hus-
band said that he would be patient and she
would come around.

Reference to Existing Treatment Protocols
In addition to the modalities of individual, fam-
ily, and couples therapy for the parents, John
was referred for psychopharmacological treat-
ment and was placed on an antidepressant with
anxiety-reducing properties. His problems are
generally treated with standard treatment for-
mats, which can include cognitive, behavioral,
psychodynamic, and integrative treatment.

Termination
As is the case with many dysfunctional families,
termination was not planned, and the couple,
after a number of rescheduled appointments,
did not return. At this point, the prognosis
seemed poor, with no evidence of significant
change.

Posttermination Synopsis and Effectiveness Data
The family was contacted one and a half years
after treatment by telephone. The patient’s fa-
ther was interviewed and was pleased to re-
ceive the call. He was happy to report that John,
although still living at home, had attained an-
other 20-hour-a-week job with benefits and
would be moving into a full-time position. He
was driving outside of his pretherapy comfort
zone of about 5 miles to 15 miles in another
town. John’s father did report that he accompa-
nied him the first time so he would be familiar
with the route. He also noted that John now
went out to dinner with the family on a fre-
quent basis, which he did not do before. Also of
great significance was that his father reported
that John had started to date a girl he had met

on the Internet, but he said that she was “too
fast for John” and “a little too forward.” When
asked what he meant, he replied, “She didn’t get
what she wanted” (alluding to sexual involve-
ment). When asked about his marriage, he
replied “reasonably well,” although there was
“no intimacy yet.”

Often, when working with complex clinical
syndromes, the therapist feels demoralized by
the lack of apparent results. However, follow-up,
which is an important therapeutic tool, often
suggests that therapy may have planted the
seeds of change or opened up a new develop-
mental pathway that will continue to benefit the
system and individuals within it posttreatment.

E M P I R I C A L  S U P P O R T  O F
T R E A T M E N T  A P P R O A C H

Because IRP is not a model that has been empiri-
cally researched, evidence of effectiveness comes
from the two domains that constitute the treat-
ment approach: psychodynamic therapy, specifi-
cally, accelerated forms, and systemic-relational
therapy. It is far beyond the scope of this chapter
to present a comprehensive review of the re-
search, so a brief, focused one is offered.

The effectiveness of short-term dynamic
therapy for what are usually considered the
most challenging patients to treat has been ro-
bust for Cluster C (Avoidant, Dependent, and
Obsessive-Compulsive) and some Cluster B
(Histrionic, Narcissistic, and Borderline) Per-
sonality Disorders (Horowitz, Marmar, Weiss,
Kaltreider, & Wilner, 1986; Winston et al., 1991,
1994). Lebow (2000) addressed the question of
effectiveness of relational-based therapy: “An
overwhelming body of evidence indicates that
the outcomes of these therapies are primarily
positive, achieving rates of success in improve-
ment of general functioning and in achieving
treatment goals that are similar to the rates of
individual therapy as well as to other inter-
ventions in the health sciences” (p. 1087). Also, 
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according to Lebow, the research findings do
not support the efficacy of one model of rela-
tional therapy over another.

S U M M A R Y

Psychodynamic therapy has been influenced
and shaped by many innovative pioneers over
the century since Freud discovered the uncon-
scious. Blending various theoretical compo-
nents of the psychodynamic model, such as
structural-drive, ego psychology, object rela-
tions and self psychology, has expanded the do-
main of treatment of a wide spectrum of
patients. Combining the psychodynamic model
with a systemic model that was initially viewed
as incompatible has broad appeal for the clini-
cian who is looking for a flexible approach that
can be used with individuals, couples, and fam-
ilies. Using a relational psychodynamic model,
one can flexibly conceptualize and navigate the
biopsychosocial matrix that best accounts for
complex clinical syndromes.
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Psychodynamically Oriented Group Therapy

WILLIAM E. PIPER, JOHN S. OGRODNICZUK, AND SCOTT C. DUNCAN

The topic for this chapter is psychodynami-
cally oriented group therapy (POGT)
with an interpretive (expressive) empha-

sis. POGT can be provided in different forms;
these differ on such characteristics as their inter-
pretive versus supportive emphasis, structure
(e.g., length), objectives, and group composition.
In this chapter, two specific forms of interpretive
POGT are highlighted: open-ended, long-term
group therapy with a heterogeneous patient
composition (LTG), and time-limited, short-term
group therapy with a homogeneous patient
composition (STG). Before focusing on these two
forms, the historical origins of group psycho-
therapy and the development of POGT are
reviewed. Next, some basic principles (assump-
tions) and concepts associated with psycho-
dynamically oriented therapy in general are
addressed. Four theoretical schools are also
briefly considered: drive theory, ego psychology,
object relations theory, and self psychology.
Then, the features that characterize the optimal
process for POGT are described. Subsequently,
the focus of the chapter shifts to differentiating
the long-term and short-term forms of POGT;
this is done in reference to the structure and

objectives of the groups. Methods of assessment
and intervention, including a discussion of pre-
therapy training, are considered, as well as selec-
tion of patients for POGT. The two forms are fur-
ther differentiated through the use of clinical
illustrations. Finally, some concluding comments
are provided.

H I S T O R Y  O F  T H E
P S Y C H O D Y N A M I C  A P P R O A C H

ORIGINS OF GROUP PSYCHOTHERAPY

Life progresses through groups. We mature and
develop through a series of different groups, 
for example, family groups, school groups, peer
groups, work groups, and recreational groups.
The types of experiences we have in these vari-
ous groups have a profound impact on our func-
tioning, our self-image, our self-esteem, and
our health (Rutan & Cohen, 1989). Although
psychotherapy in groups is a relatively new
phenomenon, tapping the motivational forces
inherent in cohesive groups for therapeutic pur-
poses has been practiced throughout the ages
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(Scheidlinger, 1993). Speculation about the cur-
ative factors of the group include the concepts
of universality, which refers to individuals’ ex-
perience of relief that they are not alone in their
struggles; altruism, which refers to how indi-
viduals often feel better about themselves when
they can help another person; and interper-
sonal learning, which refers to how the group
allows for a unique opportunity to work out
interpersonal relationships (Yalom, 1975). The
group setting for psychotherapy offers the op-
portunity for purposefully created, closely ob-
served, and skillfully guided interpersonal
interaction that capitalizes on these and other
factors (Alonso & Swiller, 1993). Group psy-
chotherapy is emerging as a powerful, appropri-
ate, and cost-effective modality for treating a
wide spectrum of patient problems. In groups,
patients enjoy a range of resources beyond
those that can be provided by a single therapist,
namely, the pooled efforts, experiences, associ-
ations, and goodwill of all the participants in
resolving the difficulties that limit all the mem-
bers’ lives (Alonso & Rutan, 1984).

During the past eight decades, there have
been widespread refinements in both theory
and practice of group treatments. The field has
moved from a comparatively narrow range of
theoretical formulations regarding the princi-
pal dimensions of group interactions to a pro-
fusion of treatment models (Dies, 1992). Our
focus here is on the developments within one
particular branch of group psychotherapy: the
psychodynamically oriented approach. Psycho-
dynamically oriented therapies are steeped in
the psychoanalytic theory that was pioneered
by Sigmund Freud.

HISTORICAL DEVELOPMENTS OF POGT

S. Freud’s Group Psychology and the Analysis of
the Ego (1921/1967) contributed significantly 
to our understanding of groups. He reasoned
that a collection of individuals is not a group
unless clear leadership and a sense of purpose

develop. He viewed the role of the leader as crit-
ical and placed the process of identification at
the heart of group formation (Rutan, 1993). De-
spite his interest in and impressive writings
about group psychology, Freud never conducted
a therapy group.

As the efforts of Freud and other pioneer the-
orists and practitioners (e.g., Edward Lazell,
Gustav LeBon, William McDougall, and Joseph
Pratt) became more widely known, others soon
began to experiment with treating emotional
and mental problems in group settings. In the
late 1920s, Trigant Burrow, a founder of the
American Psychoanalytic Association, began to
see neurotic patients in groups. His key contri-
butions included an emphasis on the here and
now and a refusal to polarize the group into a
sick patient–well therapist situation (Anthony,
1971). Others who were in the forefront of in-
voking psychoanalytic principles in group ther-
apy were Alfred Adler, whose concern about
the social context of human behavior led natu-
rally to his use of groups as early as 1921; Louis
Wender, whose work with inpatient and out-
patient populations involved interpretations of
family transferences in the group transactions;
Paul Schilder, who pioneered analytic group
therapy through systematic reliance on both
transference and dream interpretations; and
Jacob Moreno, whose psychodramatic approach
emerged in the United States in the mid-1930s
(Rutan, 1993; Scheidlinger, 1993).

Samuel Slavson deserves special recognition
for his role in the founding of the Ameri-
can Group Psychotherapy Association. Slavson
adapted a classical, individual psychoanalytic
model for his group psychotherapy, conducted
primarily with children and adolescents. He
devised the term “group dynamics,” but be-
lieved that such phenomena interfered with
treatment, where the emphasis should remain
on the individual patient. Slavson stressed that a
permissive group climate promotes a benign re-
gression in which early conflicts can be ex-
pressed in the context of a stable and accepting
environment (R. Klein, Bernard, & Singer, 1992).
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The use of group psychotherapy was greatly
expanded during and following World War II
due to the limited supply of mental health
professionals and the increased need for psychi-
atric services. Developments in psychodynami-
cally oriented group treatments continued with
the works of many distinguished writers, such as
S.H. Foulkes, Henry Ezriel, Florence Powder-
maker, Jerome Frank, and Wilfred Bion. Alexan-
der Wolf and Emanuel Schwartz, who in 1962
wrote Psychoanalysis in Groups, emphasized a
focus on individuals in group therapy. They be-
lieved that the goal of the group analyst was to
guide patients to fuller awareness and social in-
tegration. They suggested that this goal is
reached through analysis of the transferences
that individual members have toward the analyst
and other members of the group (Rutan, 1993;
Scheidlinger, 1993). In contrast, Ezriel, Bion, and
Foulkes believed that the group therapist’s task
resides essentially in confronting the group as a
whole with its shared unconscious fantasy
themes (Rutan & Stone, 1993; Scheidlinger, 1993).

More recent advances in psychodynamically
oriented group treatments are provided in the
works of Henriette Glatzer and Helen Durkin.
They sought to integrate individual psychoana-
lytic theory with group theory and practice by
focusing on the use of group interactions as a
means of clarifying individual as well as group
transferences and resistances (R. Klein et al.,
1992). Leonard Horwitz (1977) developed a
group approach that begins with an initial
focus on individual contributions and ends
with group-level interpretations. Otto Kernberg
(1980) proposed a model of group therapy in
which group-level interventions are used to ad-
dress problems that stem from early develop-
mental issues (e.g., pre-Oedipal), and more
individual-focused interventions are used to
address the transferences and resistances that
stem from conflicts in later development (e.g.,
Oedipal) (Rutan, 1993). Saul Scheidlinger has
written extensively about identification and re-
gression in group therapy and how, on archaic
symbolic levels, the group represents the 

nurturing mother with whom members wish to
restore an unconflicted state of psychological
unity (R. Klein et al., 1992).

The practice of psychodynamic group psy-
chotherapy began on a trial-and-error basis,
with practitioners trying to meld the individual-
ized psychoanalytic theories of Freud with the
observations of LeBon, McDougall, and others
on how groups functioned. Clinicians and theo-
rists varied in their emphasis as they worked
toward an optimal integration; some focused on
the individual, others examined groupwide
phenomena (Rutan, 1993). The different theo-
ries, however, shared the belief that multiple-
person interactions within the group could
illuminate the individual’s inner conflicts.

T H E O R E T I C A L  C O N S T R U C T S

Under the psychodynamic umbrella there re-
side many complex theoretical approaches to
understanding the patient and the therapy pro-
cess. Despite such diversity, however, there are
some core principles that underlie the theory
and practice of all forms of psychodynamic psy-
chotherapy. These principles or assumptions
have remained relatively constant from Freud’s
earliest theories. These include the conviction
that (1) there is psychological determinism, 
(2) there are unconscious processes, (3) human
behavior is dynamic and goal-oriented, (4) de-
velopment is epigenetic, and (5) functions of the
mind are at work at any given point in time
(Rutan, 1992). We also review two other key
concepts of psychodynamic theory and practice:
transference and resistance.

PSYCHOLOGICAL DETERMINISM

Psychological determinism is the assumption
that every manifestation of the human mind is
lawfully connected with every other manifesta-
tion of the mind (Rutan, 1993). That is, there is a
rational explanation for human behavior and all
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human behavior makes sense. Even behavior
that may appear accidental, irrational, or self-
defeating follows the rule of psychological de-
terminism. This notion suggests that even the
most bizarre behavior serves some purpose.

UNCONSCIOUS PROCESSES

To explain the logic underlying the apparent il-
logic in human behavior and thought, Freud in-
troduced the concept of unconscious process.
For efficient mental functioning, the mind se-
lects those thoughts and feelings that will serve
the present needs of the individual and deletes
from present awareness those thoughts and
feelings that threaten to disequilibrate and in-
terfere with the goals of the moment (Gabbard,
1990). The unconscious is the term used to de-
scribe a process of storing out of awareness all
the data that are not relevant or tolerable; it is
not a place or an anatomic structure of the
mind. Through the defense mechanism of re-
pression, events, feelings, and traumas that
threaten to overwhelm the individual are rele-
gated to this unconscious realm. The goal of
psychodynamic therapy is to help the patient
gain awareness of those parts of the uncon-
scious that result in destructive distortions in
present-day perceptions.

DYNAMIC AND GOAL-ORIENTED BEHAVIOR

Psychodynamic theory posits that all human
behavior, including pathological behavior, is
goal-directed. Instead of being a mistake,
pathological behavior involves the ineffective
pursuit of goals that are concealed from the pa-
tient in the unconscious. The goal of treatment
is not to expunge the behavior, but to identify
the underlying goal and bring it into the open.
When the goals of pathological behavior be-
come known to the patient, the patient is freer
to integrate them with the rest of his or her life,
and their maladaptive impact is diminished.

EPIGENETIC DEVELOPMENT

According to psychodynamic theory, personal-
ity is formed developmentally. An epigenetic
model of development is one in which each
stage of development builds on the prior stage,
and each developmental stage affects the subse-
quent one. In this sense, it can be said that the
past is prologue; the earliest infantile experi-
ences are the foundations of all later experi-
ences (Gabbard, 1990). Important for treatment
is the assumption that flaws in early stages of
development can be repaired if that stage is re-
called, relived, and corrected in the here and
now of the treatment situation.

FUNCTIONS OF THE MIND

Psychodynamic theory assumes that there are
distinct functions of the mind that may be in
conflict. These functions are managed by inter-
nal structures that have been postulated to
explain the process of how the mind works in
the here and now. Structures refer to heuristic
divisions of the mind that are responsible for
organizing and managing conflicting ideas and
competing impulses (Alonso, 1989). They are a
way of explaining simultaneous and opposing
thoughts and impulses in an individual. A pri-
mary tenet of this assumption is that psycholog-
ical distress occurs subsequent to unconscious
conflict between structures of the mind.

TRANSFERENCE AND RESISTANCE

Because of the basic assumption that patients
are unaware of important internal events that
are responsible for their distress, the internal
events must be inferred from patients’ overt ex-
pressions (feelings, thoughts, and behaviors).
In the therapy session, the therapist relies on
such material as patients’ dreams, fantasies,
slips of the tongue, verbal associations, and
nonverbal behaviors to make inferences about
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patients’ internal events. In addition, a great
deal of importance is attributed to patients’ re-
actions to the therapist. A central concept is that
of transference. Although many different defi-
nitions of transference have been offered in the
literature, it generally refers to the patient’s
subjective response to a present person, which
is based on the patient’s previous experiences
with other people who are perceived as similar.
It is viewed as a displacement, that is, a repeti-
tive inappropriate response to the present per-
son. The other people are often parental
figures. In individual therapy, the therapist is
the transference object. In group therapy, the
therapist, other patients, and even the group as
a whole can be transference objects. It is part of
the therapist’s task to interpret (i.e. attribute
meaning to) transference. Because transference
is often intense, affect-laden, and immediate, 
it is seen as a prime opportunity for analysis
that leads to learning and dynamic change.
However, because the internal events of the
patient are often disturbing and threatening,
the patient frequently resists the interpreta-
tion of transference. This highlights another
central concept: resistance. In general, this
refers to the process of opposition to insight
and change in dynamic therapy. Resistance,
too, is often the object of therapist interpreta-
tion. It is probably fair to say that, over the
years, interpretation of transference and inter-
pretation of resistance have served as hall-
marks of dynamic psychotherapy.

F O U R  S C H O O L S  O F
P S Y C H O D Y N A M I C  T H E O R Y

The theoretical concepts outlined above are
shared by several schools of psychodynamic the-
ory, with the major differences residing in the
relative emphases given to different themes. In
the following, four major schools of psychody-
namic theory are briefly reviewed. Each takes a
somewhat different perspective on human psy-
chological functioning, emphasizing somewhat

different phenomena. Although the four cer-
tainly overlap, each adds something new to our
theoretical understanding, and each has signifi-
cant relevance in the clinical situation by alert-
ing us to different facets of the processes of
change.

DRIVE PSYCHOLOGY

Drive psychology is based on S. Freud’s (1949/
1964) structural theory of the mind. Freud pos-
tulated that there are three structures: id, ego,
and superego. The id contains all the sexual en-
ergy in primitive form. The dual instincts of li-
bido and aggression are located in the id and
propel (drive) the individual through life. These
drives take shape as wishes that are embodied
in actions and in conscious and unconscious
fantasies. The superego develops as an accom-
modation to the civilizing influences of the
parents and the culture. As a result of the inter-
nalization of parental and societal constraints,
the wishes come to be experienced as unaccept-
able and dangerous. The ego modulates the ex-
pression of the drives by generating defenses
that function as a compromise between the un-
acceptable wishes of the id and the constraints
of the superego, so that the individual can con-
tinue to function and grow (Alonso, 1989). But
the ego is always only partially successful at
this compromise. The instinctual press may be
too intense because of earlier trauma, genetic
endowment, or present stress coming from
within or outside of the individual. Hence, the
conflict remains in part irreconcilable and gen-
erates anxiety, shame, inhibition, and patholog-
ical character traits.

From the perspective of drive psychology,
which calls attention to the taming, socializa-
tion, and gratification of drives, the group ther-
apist is alert to the wishes that are being
expressed and how they relate to consciousness;
the underlying fantasies and how they emerge
as a compromise among wish, defense, and real-
ity; and which defenses are employed against
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the wishes and how effective they are. The goal
of treatment is to restore equilibrium among the
psychic structures so that the ego is able to
maintain a comfortable compromise among in-
stinctual drives, superego requirements, and
the demands of reality. According to Alonso
and Rutan (1984), however, the highly individu-
alistic, conflict-based structural theory of drive
psychology has never fit entirely well into the
interpersonal matrix of the therapy group.

EGO PSYCHOLOGY

Ego psychology is an early modification of clas-
sical drive psychology that expanded and ele-
vated the role of the ego and of reality (A.
Freud, 1936; Hartmann, 1939). The ego is de-
fined as having both conscious and uncon-
scious aspects and having at its disposal a host
of defenses. It is the incompatibility of the de-
mands of the id with the demands of the envi-
ronment that necessitates the formation of ego
defenses. All the defenses are in the service of
allowing the individual to function and adapt.
Adaptation is primarily a reciprocal relation-
ship between the individual and the environ-
ment, with each having the capacity to change
the other. Ego psychology emphasizes the indi-
vidual’s capacities for adaptation, reality test-
ing, and defense and the availability of these
capacities for dealing with the inner world of
drives and the outer world of reality demands.
Psychopathology is thus postulated to be a
function of inadequate, disturbed, or otherwise
defective ego functioning (Gabbard, 1990).

Kauff (1993) suggests that the larger the win-
dow into the ego in action, the more varied the
opportunities to observe and the more produc-
tive treatment can be. Group therapy provides
just such an expanded window through which
to view ego functioning. The group therapist
working from the ego psychology perspective
likely would consider what defenses are opera-
tive against the drives and how effective they

are, how affects are being defended against, and
what tools of adaptation have failed to develop
or have developed aberrantly (Pine, 1988). Es-
sentially, the core of the therapeutic work is the
rigid, malfunctional, ineffective, and outdated
defenses of the individual. Thus, the goal of
therapy is to help the individual gradually
bring conflict to awareness and modify inflexi-
ble modes of defense.

OBJECT RELATIONS PSYCHOLOGY

Object relations psychology stresses the impor-
tance of internal and partial representations of
the important people in a child’s early environ-
ment (Fairbairn, 1952; M. Klein, 1964; Winni-
cott, 1965). Object relations refer to the partially
incorporated parental images that reside in the
individual’s mind in the form of split-off and
incomplete memories. For example, the remem-
bered mother of the adult often bears little re-
semblance to the white-haired elderly lady of
the present. Instead, she lives in the mind of the
adult in caricature and undigested fantasy that
bears some truth and some distortion. We react
to people on the basis of these internal and par-
tially fantastic emotional memories (Gabbard,
1990).

From this perspective, the experiences of
early childhood with primary objects become
part of an internal drama that is carried in the
mind as memory and is subsequently reen-
acted. In the repetition of these internalized
family dramas, propelled by efforts at attach-
ment or mastery or both, the individual plays
one or more of these roles (Pine, 1988). New ex-
periences, rather than being fully experienced
in their contemporary form, are assimilated
into the templates created by old dramas.
Pathology thus stems from the individual’s
being constrained by early conflictual experi-
ences that cause the individual to absorb new
experiences into the old drama of historically
based object relations (R. Klein et al., 1992).
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Thus, in the context of the group, these un-
conscious reenactments result in individuals
playing out particular roles and selecting and
inducing others to assume the necessary recip-
rocal roles to permit the externalizing of their
internal dramas. The group setting provides the
interpersonal stimulus that evokes the uncon-
scious paradigms that underlie each individ-
ual’s internalized relationships. The work of the
psychotherapy group is to establish a safe envi-
ronment that will enable its members to reenact
and to examine their distorted internal drama-
tizations. When the group serves as an effective
container, the primitive, disowned, distorted
aspects of the self can be recovered and the re-
strictive grip of archaic family dramatizations
can be loosened (R. Klein et al., 1992).

SELF PSYCHOLOGY

Self psychology views the self as the funda-
mental and supraordinate structure in mental
functioning (Kohut, 1971). The central concept
of self psychology theory is the development of 
a stable, coherent, and accurately perceived
sense of self as the center of experience that ini-
tiates action and inspires the individual toward
higher levels of development throughout the life
cycle (Pine, 1988). The crucial issues in the con-
tinuing development of the individual include
continuity, cohesion, differentiation, regulation,
and esteem. These issues are initially mediated
by the parent, who, through empathic attune-
ment, integrates and modulates for the baby. Be-
cause the parent is an object who performs these
self-modulation functions on behalf of the in-
fant, the parent is construed as a self/object.
Kohut (1971) coined the term self/object to de-
scribe the child’s internal perception of those
people in his or her environment who serve
functions that will later be performed by the in-
dividual’s own psychic structure.

At the core of self psychology theory is the ex-
perience of the relation between the self and the

empathic self/object (Alonso, 1989). The pres-
ence, availability, consistency, and responsivity
of self/objects profoundly affect the individ-
ual’s development. According to the self psy-
chology perspective, the primary determinants
of anxiety and pathology derive from distur-
bances in self-self/object relationships. Individ-
uals unconsciously seek what they previously
missed, in the form of mirroring, idealizing, and
alter-ego functions, to permit the development
of a vital, cohesive self (Gabbard, 1990).

Patients experience current self/object fail-
ures in the psychotherapy group as echoes of
unresolved past disappointments. Therapy in-
volves working through self/object failures and
disruptions, thereby restoring and/or creating
what is needed for further development. Ac-
cording to self psychology theory, the provision
of necessary, phase-specific, legitimate but pre-
viously unavailable self/object functions by an
experience-near, empathic therapist and group
will promote change. Via the process of trans-
muting internalization, individuals gradually
take over the necessary functions initially pro-
vided by others outside of the self (R. Klein
et al., 1992).

Each of these four psychodynamic schools of
thought has a somewhat different conception of
the individual (Pine, 1988). Drive psychology
emphasizes the socialization and gratification
of drives. Ego psychology emphasizes the devel-
opment of defenses with respect to the internal
world of the individual and adaptation to the
external world. Object relations psychology fo-
cuses on the task of simultaneously carrying
within us the record of the history of our signif-
icant relationships and freeing ourselves from
the constraints of those relationships so that
new experiences can be responded to on their
own contemporary terms. Self psychology fo-
cuses on the diverse tasks of forming a differen-
tiated and whole sense of self, of establishing
the self as the center of initiative, and of devel-
oping an ongoing sense of subjective worth.
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G R O U P  P R O C E S S

A defining feature of POGT is the type of group
process the therapist attempts to facilitate. Ini-
tially, the therapist attempts to create a climate
of safety and trust that will promote cohesion
(bonding) and strong working alliances among
members of the group. To a large extent, the
therapist achieves this by being familiar with
typical concerns and issues that preoccupy pa-
tients during early sessions and gently but
firmly addressing them as they arise. These
often include experiencing fear of exposure,
criticism, attack, rejection, and being over-
whelmed emotionally; searching for commonal-
ities among other patients; and wishing for
reassurance from and protection by an all-
knowing therapist. By encouraging patients to
address these issues in the here and now, the
therapist demonstrates that affective and con-
flict-laden topics can be worked on safely in the
group. This process requires time and effort,
given the number of people that are involved.
When that is accomplished, a number of patient
and therapist behaviors are evident. Patients
disclose private material, react affectively and
verbally to each other, give and receive feed-
back in a nondefensive manner, accept and
work with therapist interpretations, analyze
group events, and provide interpretations to
themselves and others regarding their prob-
lems. The therapist primarily facilitates clarifi-
cation and interpretation of how long-standing
conflicts and trauma are related to present
problems. There are attempts to link events
across different people and times (e.g., patients’
problems and relationships with past figures,
current figures outside the group, and mem-
bers of the group). There are also attempts to
understand events in terms of intrapsychic, in-
terpersonal, and group processes. As the group
develops, the therapist encourages patients to
perform these functions.

To some extent, each session begins anew.
There is no preset agenda of specific topics to

be covered during a particular session; there are
only general objectives and guidelines. The pa-
tients, rather than the therapist, assume respon-
sibility for choosing how to begin and what to
discuss as the session proceeds. The therapist
intervenes from time to time, primarily to clar-
ify and interpret events. The patients are
granted the immediate choice of either working
with the therapist’s offerings or avoiding them.
However, if resistance to explore certain topics
continues, the therapist confronts the group
about the defensive pattern and provides inter-
pretation. In this type of unstructured group
situation, some regression occurs and uncon-
scious processes, including transference phe-
nomena, are allowed to freely emerge. Through
the processes, patients reveal much about their
personalities, their interpersonal styles, and the
problems that brought them to therapy. These
are conveyed as much by their behavior in the
group as by what they describe about current
and previous events in their lives. The fact that
their present behavior is immediate and avail-
able for all group members to observe makes it
compelling material for analysis and under-
standing, which is encouraged.

The optimal process of POGT can be viewed
as comprising a set of three group processes
that reoccur repeatedly. They often, but not al-
ways, occur in the following sequence. For each
patient, there is the process of experiencing. This
refers to attending to the group process and al-
lowing oneself to be influenced both emotion-
ally and cognitively. Thus, the patient is fully
present. Next, there is the process of investing.
This refers to offering something of value to re-
ceive something of value. In the group, some-
thing of value may include feelings, ideas,
memories, dreams, and interpersonal feedback.
Investing carries the risk of not receiving any-
thing in return or experiencing something neg-
ative. Patients vary considerably in how soon
and how much they are willing to invest in the
group. Then, there is the complementary pro-
cess of examining. This involves exploring and



Psychodynamically Oriented Group Therapy 465

reflecting on what has been experienced and
invested by members of the group. It includes
the three subprocesses of describing (specify-
ing), interpreting (attributing meaning to), 
and evaluating (determining the value of) what
has occurred in the group. The three group
processes are prerequisites for patient change,
which begins in the group. This includes ac-
quiring insight and knowledge, new coping
mechanisms, new skills, and new reactions and
approaches to one’s problems. Engaging in each
of the processes affects the nature of subse-
quent processes.

In summary, the patient’s task is to atten-
tively immerse himself or herself in the group,
engage in the processes of investing and exam-
ining, and eventually work toward changing
long-standing conflictual and traumatic pat-
terns. The patient is also asked to help other pa-
tients do the same. The therapist’s task is to
facilitate a group process that encourages psy-
chodynamic work; this is sometimes referred to
as establishing therapeutic norms. In part, this
is accomplished by providing useful interven-
tions during the sessions. These have the direct
effect of addressing important issues associated
with patients’ problems and the indirect effect
of demonstrating to patients how to analyze
and work toward changing their problems. In
addition, the therapist’s efforts toward facilitat-
ing psychodynamic work begins well before the
first session of the group. It involves the appro-
priate assessment, selection, and preparation of
patients. Before addressing these procedures,
the major differences in structure and objec-
tives between LTG and STG are addressed.

S T R U C T U R E  A N D  O B J E C T I V E S

LONG-TERM GROUP THERAPY

In LTG, the expectation is that the patient will
belong to the group for an extended period of
time (e.g., for a minimum of two years). New

patients may arrive after the group is formed. If
the patient is considering leaving, he or she is
asked to discuss this in the group and if there
is a decision to leave, a departure date is set
that permits an unhurried termination. The ex-
tended period of time allows the patient to ex-
perience a full range of events both internal
(e.g., arrivals and departures of other patients)
and external to the group (e.g., anniversaries,
holidays, life events, work decisions, relation-
ship decisions) that can be integrated with his
or her work in the group. It also provides an
opportunity to engage in the process of work-
ing through while still being a member of the
group. Working through refers to applying
one’s insights and changes to a variety of situa-
tions. In regard to objectives, Rutan and Stone
(1993) have accurately stated that the goal that
is primary to most patients in long-term group
therapy is to achieve more mutually gratifying
and authentic interpersonal relationships. Pa-
tients manifest many different types of inter-
personal problems, but they usually share the
common goal of improving their relationships
with other people. That is the goal that LTG ap-
pears best suited to achieve. Other goals, such
as obtaining relief from specific symptoms (e.g.,
anxiety or depression), are also important, but
are usually regarded as secondary. Over time,
benefit regarding specific symptoms is usually
achieved. If such symptoms are initially precip-
itating a crisis, LTG is not the treatment of
choice. However, once the crisis has remitted,
LTG may very well be the treatment of choice.
Despite having a common interpersonal goal,
patients in long-term groups are usually re-
garded as being relatively heterogeneous. Their
symptoms, interpersonal styles, interpersonal
difficulties, and underlying conflicts differ.

SHORT-TERM GROUP THERAPY

In STG, the expectation is that the patient will
belong to the group for a short period of time
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(e.g., 12 weeks). New patients will not be added
and all patients have the same termination date.
The short period of time creates pressure on all
group members to work quickly and efficiently.
The therapist is usually quite active. Because of
the preset time limit, the therapist cannot wait
for substantial evidence to accumulate before
making interpretations. Skill as a therapist
requires familiarity with typical themes and
roles, early recognition of their presence in 
the group, and appropriate interventions to
heighten patient awareness. For example, the
preset time limit inevitably heightens tensions
concerning separation and loss. The short-term
group therapist must be well primed. Therapists
who have had experience with both long-term
and short-term group therapy typically report
that the latter is more exacting. Working through
mainly occurs after the group has ended. In re-
gard to objectives, the primary goal is usually
limited to making progress in a specific area
(e.g., adaptation to loss or adjustment to other
traumatic events such as physical abuse, sexual
abuse, or exposure to life-threatening situa-
tions). Because of the specificity of the area, the
commonality of associated symptoms, and the
limited range of associated conflicts, patients in
short-term groups are regarded as being rela-
tively homogeneous. This is considered to be
useful to the necessary tasks of establishing co-
hesion, strong working alliances, and optimal
psychodynamic process in a short period of time.
Obviously, patients in crisis would be unable to
accomplish these in STG.

M E T H O D S  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N

Useful selection decisions are dependent on
valid assessments. A recent research review 
of the predictive ability of interpersonal selec-
tion criteria revealed that the best assessment
method (i.e. the most predictive of desirable

process and outcome) was direct observation of
the patient’s behavior in a previous therapy
group (Piper, 1994). Although this opportunity
is available in many clinics, it is not available to
most private practitioners. The most common
method of assessment is, of course, the dyadic
clinical interview. The review findings indi-
cated that the dyadic interview method is useful
when used to assess interpersonal traits and
problems, but not when used to rate the actual
interview behavior of the patient. The implica-
tions from the review are fairly clear. If possible,
observe the patient’s group behavior directly; if
not, inquire about the patient’s previous experi-
ences in therapy groups or previous interper-
sonal behaviors from the patient in the clinical
interview or from the referral source. Finally, do
not be misled by the patient’s dyadic interview
behavior. In regard to LTG and STG, it would
probably be most informative to inquire about
the patient’s previous therapy or other group
experiences that resembled the structure and
objectives of the group for which the patient was
being considered. For example, did the patient
have any previous experience in a time-limited,
intensive group that had a specific focus and an
active leader?

There is one issue concerning patient selec-
tion that deserves emphasis. Given our current
state of knowledge, selection criteria are not
powerful predictors of patient success in ther-
apy groups. Research reviews of predictor vari-
able studies typically indicate that many
predictor variables are investigated, but only a
few emerge as statistically significant. Of these,
most associations are of small magnitude and
have not been replicated. Aside from our lim-
ited state of knowledge, therapists may wish to
provide one or more “high-risk” patients with
an opportunity to have a valuable experience in
a therapy group. Risky patients sometimes
pleasantly surprise us. We may not want to de-
prive all risky patients of an opportunity to
benefit even if we know that a number will not.
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Having only one or two risky patients in a ther-
apy group is very different from having five 
or six.

PRETHERAPY TRAINING: THE IMPORTANCE OF

CAREFUL PATIENT PREPARATION

A method of reducing the risk for failure for 
all patients entering group therapy is careful
preparation, also known as pretherapy training
(PT). PT refers to any procedure conducted
prior to therapy that attempts to prepare pa-
tients for the task of working in a therapy group.
The ultimate objectives of PT include facilitating
attendance, remaining for the duration of the
group, desirable group process, and favorable
outcome. More immediate objectives include
creating accurate expectations about desirable
patient behavior, customary therapist roles, typ-
ical therapy events, and realistic outcomes; re-
ducing anxiety; establishing positive bonds; and
increasing participation, self-disclosure, and in-
terpersonal feedback. In most cases, PT occurs
as a natural part of the initial interviews be-
tween patient and therapist. Many therapists
find it useful additionally to present the patient
with a brief set of written guidelines, often cov-
ering such topics as commitments to the group
(e.g., attending, remaining), responsibilities in-
side the group (e.g., self-disclosing, working),
and responsibilities outside the group (e.g., con-
fidentiality). Research reviews (Piper & Per-
rault, 1989; Yalom, 1995) suggest that careful
preparation by means of PT procedures is a
good investment of resources.

Much of the information concerning commit-
ments to the group and responsibilities inside
and outside the group is similar for the two
forms (LTG, STG) of POGT. Information about
the structures and objectives of the groups are,
of course, different. Also different is informa-
tion about the topics covered (more focused in
STG), the pace of the group process (quicker in

STG), and the role of the therapist (more active
in STG).

M A J O R  S Y N D R O M E S ,
S Y M P T O M S ,  A N D  

P R O B L E M S  T R E A T E D

Patient selection involves making decisions
about whether particular patients are included
in or excluded from various groups. The aim is
to avoid such events as premature termination
and treatment failure. Selection is determined,
in part, by the group therapy process that is re-
quired to achieve therapy objectives. Over time,
the patient must be able to engage in optimal
psychodynamic group processes (i.e., experi-
encing, investing, and examining). A number 
of common selection criteria have been sug-
gested for the different forms of POGT. These
include motivation for treatment, motivation 
to change, interpersonal skill, psychological
mindedness, ability to form give-and-take rela-
tionships, susceptibility to group influence,
ability to tolerate the group situation, and will-
ingness to help others. It has been suggested
that minimum levels of these criteria are re-
quired, although the specification of what con-
stitutes a minimum level has rarely been
provided. Given that Axis I disorders of the Di-
agnostic and Statistical Manual of Mental Disorders
(DSM; American Psychiatric Association, 1994)
focus on symptoms rather than interpersonal
behaviors and problems, the DSM is not partic-
ularly helpful in contributing to selection deci-
sions regarding POGT. Many patients with Axis
I disorders (e.g., mood disorders, anxiety disor-
ders, adjustment disorders, posttraumatic stress
disorders) may benefit from POGT. More rele-
vant are Axis II disorders (i.e., the personality
disorders), which typically manifest themselves
in interpersonal dimensions. For example, Bor-
derline Personality Disorder patients have tu-
multuous interpersonal relationships related to
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feelings of dependency and hostility. They tend
to distort their relationships by putting people
into either an all-good or an all-bad category.
They also tend to perceive people as either nur-
turing and secure attachment figures or hateful
and sadistic persons who deprive them of secu-
rity needs and threaten them with abandon-
ment. As a result of such splitting, the good
person is idealized, and the bad person is deval-
ued. Shifts of allegiance from one person or
group to another are frequent. Furthermore,
some borderline patients cannot tolerate being
alone; to assuage loneliness, if only for brief
periods, they sometimes accept strangers as
friends or can be promiscuous. Many patients
who participate in POGT have borderline or
other Axis II disorders. Exclusion criteria for pa-
tients who are unable to engage in optimal psy-
chodynamic group processes have also been
offered. These include patients who are in crisis,
acutely suicidal, psychotic, organically dysfunc-
tional, antisocial, and engaged in active sub-
stance abuse.

Selection is also determined by the particular
structure and objectives of the group. In LTG,
patients must have the ability to work over a long
period of time; they should also have salient
problems involving interpersonal relationships.
In STG, patients must have the ability to bond
and work in a short period of time and to toler-
ate the preset termination date; they should also
have the specific problem (e.g., difficulty adapt-
ing to loss) that is common to all patients in the
group.

C L I N I C A L  C A S E  
E X A M P L E S

Next, clinical examples of an LTG and an STG
are presented. In each case, information about
the background of the group and a focal patient
in the group precedes presentation of a session
vignette. Commentaries are made throughout
the vignettes; these are indicated in italics.

Then, some observations about the vignette are
made. The LTG is presented first. The specific
area of focus of the STG is loss. Each of the pa-
tients had experienced difficulty adapting to
the loss of one or more significant persons
through death. Since 1986, we have conducted
over 60 such groups in a clinical program devel-
oped to treat patients with complicated grief
(Piper, McCallum, & Azim, 1992).

LONG-TERM PSYCHOTHERAPY GROUP

Background
Originally, there were 10 patients in this open-
ended, long-term psychotherapy group led by a
male therapist. As in most new groups, there
was a period of initial adjustment. Three pa-
tients dropped out of the group in the first 
few months; one new member was added after
11 months. The group composition (8 patients, 
1 therapist) remained stable for the next 7
months. At 18 months, a female cotherapist
joined the group. She was completing her re-
quirements for professional registration as a
psychologist; the male therapist was her super-
visor. A number of significant changes followed.
One patient moved to another city. A second pa-
tient dropped out after 26 months in the group;
the departure was hasty and premature. This
left six patients in the group. Three new patients
were subsequently added; the group was in-
formed of the addition of the new patients two
months prior to their arrival. The following vi-
gnette is an excerpt from a session that occurred
two weeks after their arrival. The interaction be-
gins with people talking about Carla, a new
group member. The work of Ellen is the focus of
the vignette. She sorts out her reactions to
Carla’s arrival and, in particular, her sense of
Carla’s capacity to express her emotions.

Diagnosis and Assessment
Ellen was a 36-year-old single woman who pre-
sented to an outpatient psychiatric clinic with



Psychodynamically Oriented Group Therapy 469

complaints of “loneliness and worthlessness.”
She had few friends, was socially isolated, and
had an unfulfilling relationship. Ellen was the
only daughter in her family. Her family showed
little affection for one another, which con-
tributed to her feelings of loneliness as a child.
Ellen’s father was described as “controlling”
and “rejecting.” Ellen perceived her mother as
being afraid of her father, which left her feeling
distanced from her mother. She noted feeling
hurt that her father could not appreciate her.
Ellen was diagnosed with Dysthymic Disorder
and referred to long-term group psychotherapy.
Throughout the course of the group, Ellen was
relatively quiet, often silenced by her shame of
making her needs known.

ANNE: Carla, I find you more threatening
than Bob—just because of your personality.
(Silence.)

THERAPIST: What is it that threatens you about
Carla? (Pause.) You said it almost . . . (Si-
lence.) Is it because she came in and sort of
tried to take over the group?
(Therapist is focusing on current interpersonal
interaction.)

ANNE: Um hmm. More domineering. The way
that she’s, um, she’s dominating you, I guess.
She’s . . . uh, she’s, yeah, she’s consuming a
lot of your attention right now.

CARLA: That’s the first time I ever heard any-
thing like that. It’s funny because when you
say that I get this feeling it’s almost like
happy like, oh my god—you actually think
I’m dominating, oh my god—thank you,
haha, I want to bow down like you’re so great
ha, like so you think that way but I’m really
not, ha. On the other hand, I’m just—I—
I’m—I’ll just shut up, I’m sorry.

THERAPIST: What is it Anne? Can you put your
finger on what’s . . .
(Therapist attempts to clarify the dynamic issue.)

ANNE: She’s trying too hard or something . . .
THERAPIST: There’s something scaring you,

though.

ANNE: Her aggressiveness.
THERAPIST: You mean she’s aggressive as in

you’re afraid she’s going to be angry . . .
ANNE: No, no, no. Her aggressiveness for at-

tention bothers me.
THERAPIST: It seems to me that, although Carla

can keep up with the rest of you when she
doesn’t want to admit she’s having a feeling,
when she gets into her feelings, she leaves
everybody in the dust. I think you’re reacting
to the possibility that you might think be-
cause she’s so emotional that she’s going to
seduce me somehow—get all my attention
and leave you sitting out there somewhere.
(Therapist interprets the group’s fear of being
abandoned.)

DORIS: You’re in a dream world. (Anxious
laughter in the group.) To say to all of us that
you’re going to seduce her into getting all her
attention. I mean . . .

THERAPIST: That I’m going to?
DORIS: Yeah. Well—that she’s going to . . .
ELLEN: But that has crossed my mind. Carla,

you’re able to open up just like that and it
takes me—I’ve been here for how long and,
um, I envy you for that.
(Ellen confirms the therapist ’s interpretation.)

THERAPIST: Well, to be fair, um, the anger that
you have—that you’re talking about, you old
group members—really belongs toward the
therapists and you can’t really deal with us. I
think it’s easier to take it out on Carla at 
the beginning even though I know you have
feelings of anger just because they [the new
members] are here. We brought them here. I
think all the swearing in the room and all
that stuff is because of anger toward the
therapists.
(Transference interpretation.)

ELLEN: We feel that maybe we—or maybe I’m
just not good enough for you—you had to
bring somebody else in.

THERAPIST: Well, you must have a lot of feel-
ings toward us about that if that’s how you
feel you’re being treated.
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ELLEN: Yeah. I wasn’t good enough, you had to
abandon me almost and go on with somebody
else.
(Ellen identifies theme of abandonment.)

THERAPIST: Who is it you feel is abandoning
you, Andrea [cotherapist] or me?
(Clarification of transference dynamic.)

ELLEN: Oh, it’s definitely you.
FRANCES: Why did you say that? Because I feel

that it’s Andrea who’s abandoning us by the
fact that she’s leaving [upcoming maternity
leave].

ELLEN: I’m sorry?
FRANCES: I said why is it you feel that Scott

[therapist] is abandoning us, because Andrea
already is abandoning us? And I’ve been
feeling like that since you announced you
were having a baby—three weeks ago—two
weeks ago.

ELLEN: I think it’s because Scott is the more
dominant one. I see him as having more au-
thority and it’s him that I look for more ap-
proval from than Andrea.

FRANCES: And that’s how I thought I was until
I realized how angry I was—because you’re
leaving [to Andrea]. I felt abandoned there,
you know—so—strange.
(Confirms therapist ’s references to abandonment.)

THERAPIST: So, Ellen, in your heart of hearts it
feels like Carla is the one that I’m more inter-
ested in now than you.

ELLEN: (Silence, tears.) Well, I felt there was a
bond and it’s been taken away—that some-
body newer and better has come along.

THERAPIST: Can you put that bond into
words—of what was it made?

ELLEN: Accepting, mutual respect. (Silence.)
Almost like a friendship a little bit. (Silence.)
That’s pretty much it.

CARLA: I envy you.
ELLEN: In what way?
CARLA: I envy you that you have control over

your emotions.
ELLEN: (Silence.) It’s funny—while I’m envy-

ing you, you’re envying me. (Silence, tears.)
THERAPIST: What are you feeling, Ellen?

(Therapist attempts to deepen Ellen’s emotional
experience.)

ELLEN: Sad.
THERAPIST: It might be good to say more about

that.
ELLEN: I’m feeling a bit more bonded to Carla

now, but sad. (Pause.) Sorry for myself. (Pause,
tears.)

COTHERAPIST: It’s a way of chasing away the
sadness—you have things to feel sorry for.
What’s the sadness?
(Cotherapist gets Ellen to clarify her feelings and
defensiveness.)

ELLEN: (Sobs, tears.) I think all my inadequa-
cies—my inability to let my emotions go—to
express myself. [To Carla] It’s funny that you
say that you envy that because I wish I could
be freer with them. It’s very frustrating that I
can’t express myself the way I’d like to.

CARLA: Did you ever have those feelings that
you had to be perfect?

ELLEN: Always. (Pause.) Perfect was not show-
ing emotions.

THERAPIST: Now you’re feeling that I’m throw-
ing you over for a woman who is full of emo-
tions and you can’t figure out why I’d be
doing that when you’ve been so good for all
this time . . .

ELLEN: (Tears.) Yeah . . . (Silence, tears.) I just
keep relating it to my father, feeling I had
been thrown over for my brothers. (Pause,
tears.) Because I wasn’t a boy.
(Ellen makes link to past genetic system.)

THERAPIST: It’s been your attempt to be some-
one your father could love more when you try
not to have your own feelings—you tried not
to have your own feelings—not to show them.
(Therapist interprets Ellen’s chronic suppression
of feelings as a way to gain her father’s approval.)

ELLEN: Yeah. (Tears, silence.)
GEORGE: I couldn’t figure out why I was react-

ing to Carla and I just made the connection.
She reminds me so much of my mom. You’re
very vocal. (Pause.) Loud, and my reaction is
because I just feel like cringing. My mom was
always very expressive and loud. I found that
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very hard to take. It was almost like a verbal
assault. Whereas the rest the rest of my fam-
ily were more like Ellen, quiet and not ex-
pressive. I still find that anyone who is like
that—loud and overly emotional, very bois-
terous or anything—I tend to back away. I
have a sort of built-in dislike for type As I
guess. (Pause.) I have a perception of myself
that I can be very much like that at times and
I didn’t like it and so I become very cautious
about how I express myself.
(Peer transference. George makes a link between
Carla and his mother.)

FRANCES: (Silence.) Are you like that with
type As that are males or just type As that
are females?

GEORGE: I don’t know.
CARLA: (Tears.)
THERAPIST: Can you put it into words?
CARLA: Thank you for being honest. (Silence.)

What do you mean by loud?
GEORGE: (Ahem.) Very strong feelings. You re-

ally project how you feel—if you’re nervous it
really shows, if you’re happy you’re laughing,
if you’re angry you say so, and I’m personally
not very comfortable with that because I tend
to restrain all that. Maybe I think I’d be able
to be comfortable with doing that myself 
but I’m not. (Pause.) In the past few weeks
I’ve been talking about harder situations that
have been happening at work—being criti-
cized for being very opinionated and, well,
basically I’ve been called an asshole numer-
ous times. I think that it’s because of that—
because of how I conduct myself. Maybe
there’s a lot of negative undertones to it, a lot
of anger behind it. I’m not really sure but
people seem to take me the wrong way some-
times. (Pause.) I’m struggling with saying
what’s on my mind but still trying not to be
offensive.
(George comes close to linking his parental family,
his workplace, and the therapy group.)

COTHERAPIST: You said when your mom was
boisterous you would cringe. What were you
cringing from?

GEORGE: (Sigh.) I’m not sure. It wasn’t always
happy boisterous. It was—if I can use the ex-
pression—more PMS. When I was younger
she was pretty bitchy and she seemed like she
was angry all the time and I didn’t like her
like that at all. As I grew older, I noticed how
patient my dad would be with her. She would
sometimes beat on him. She never really did
it a lot with me but she did it a lot to him and
I always felt like I wanted to defend my dad
or protect him from that. I grew to dislike her
because of that. I didn’t say anything but I
still definitely noticed it—maybe I was afraid
she would turn on me.

COTHERAPIST: Maybe you felt it was wrong to
have your feelings. I mean, here you often
talk about wanting . . .

GEORGE: I don’t think there was much room for
anybody to have their feelings except for her.
She was extremely strong at times. I mean, at
the dinner table sometimes you could hear a
pin drop.

ELLEN: That’s how it was with my dad too.
You weren’t allowed emotions very much but
he was certainly allowed his anger.

DORIS: That’s how my mom was too.
ELLEN: When he’d come home from work you

weren’t allowed to talk to him until he had
taken his nap, until he had read his paper,
until he had had his dinner, until after he had
watched the news, or otherwise you’d really
get it. “Do you mind. I’m trying to read the
paper or watch the news—I don’t have time
for you.”

GEORGE: I remember the same kind of thing.
When she came home from work we were all
at home sitting around the kitchen table. She
walked in, put a couple of groceries in the
fridge, and said “Why is everybody here so
goddamn bitchy?” and kinda stomped out of
the room. Nobody had said a word.

ELLEN: My mom and I would be sitting talk-
ing at the table and my dad would come in
and say to her, “What’s she bitching about
now?” There were times when I’d just get re-
ally depressed and I’d be crying and crying
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and crying. I’d just want to close myself off
because I would get hurt if they found me—
“Smarten up, you’re just looking for atten-
tion.” They’d say all these things because
they didn’t want to deal with it. Which of
course would set me off more because I was
just looking for comfort.

GEORGE: I got comfort from my mom. She
could actually be very loving, but you were
always kinda wondering when she’d snap.

ELLEN: I feel that too much of my life was
spent trying to gauge my dad’s moods. Try-
ing to . . . he was totally unpredictable. I felt
too much time was spent tiptoeing around
him. I really resented that he had so much
control over us and I resented the rest of the
family for never challenging that. They’d be
mad at me when I did.

Theoretical Approach and Rationale
This vignette demonstrates many characteris-
tics of optimal group process for POGT. The
group is very much in the throes of adapting 
to the recent addition of three new patients.
This is in the context of having experienced five
dropouts, one previous patient addition, and
one cotherapist addition in its life of just over
two years. The “old” patients likely have a good
sense of what such disruptions can mean; nev-
ertheless, they are a mature group and waste no
time in working on the problem. The vignette
begins with a self-disclosure by one of the old
patients (Anne) about her reactions to one of the
new patients (Carla). Carla’s initial reaction is to
ramble regressively. This is the beginning of a
whole series of examples of the patients reacting
affectively and verbally to each other. For the
most part, they receive peer feedback in a non-
defensive manner. Similarly, their responses to
therapist interventions are receptive. In one in-
stance, after some initial resistance voiced by
Doris, Ellen confirms the therapist’s interpreta-
tion concerning the group’s fear that Carla will
consume all his attention. In another instance,
Frances confirms the therapist’s reference to

abandoning but applies it to the cotherapist. In
both instances, the patients not only confirm the
therapist’s input but attempt to work with it.

The focal patient, Ellen, was particularly
work-oriented. It was she who originally identi-
fied the theme of abandonment. Later, she made
the link between the therapist and her father. In
the same tearful statement, she also mentioned
the role of her brothers, thus clarifying the
theme of sibling rivalry in the group. This
seemed to inspire George to make a link be-
tween Carla and his mother, an example of refer-
ring to a horizontal (peer) transference in the
group. George also disclosed material about
work and came close to linking three different
situations: his parental family, his workplace,
and the therapy group. In an affectively charged
sequence, both Ellen and George traded memo-
ries about one of their expressive parents who
was also controlling and blaming. With assis-
tance from both the other patients and the thera-
pists, Ellen, in particular, was able to understand
her current behavior in the group in terms of a
long-term pattern consisting of unsuccessful at-
tempts to gain recognition, suppressed feelings,
and self-blame. What is especially notable about
the vignette is how much the patients assisted
each other in understanding their conflicts and
offered useful interpretations to each other and
themselves. Clearly, the patients were experienc-
ing, investing, and examining.

Next, let us consider the role of the therapist
and cotherapist in the group. The therapist ini-
tially restricted his interventions to requests that
patients clarify their use of words (e.g., threaten-
ing, aggressiveness). Then, he made a transfer-
ence interpretation to the entire group about
getting all his attention, thus connecting the ten-
sion in the group to himself. He soon followed
this with a second transference interpretation to
the subgroup of old patients about their anger to-
ward both therapists and its displacement from
the therapists to Carla. The therapist was persis-
tent in attempting to get the patients to clarify
their reactions, particularly their feelings toward
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each other and the therapists. The focus was very
much on the here and now. In addition to mak-
ing interventions to the entire group, the thera-
pist eventually focused on Ellen, the focal
patient. The cotherapist assisted in getting Ellen
to clarify her feelings and defensiveness. The
therapist then made an individual interpretation
to Ellen about her chronic suppression of feel-
ings to win her father’s approval. For the remain-
der of this part of the session, the group required
only minimal facilitative comments and ques-
tions by the therapists to sustain an active work-
ing process that involved five of the patients. The
therapists wisely let the patients make many of
the connections and links to other people and
situations. Once primed by the therapists, they
worked nearly independently.

SHORT-TERM PSYCHOTHERAPY GROUP

Background
The group is composed of patients who are ex-
periencing difficulties associated with compli-
cated grief. Treatment consists of 12 90-minute
sessions, once per week. Eight patients started
therapy together; one patient dropped out after
three sessions and seven patients completed
therapy. There is a male therapist. The vignette
is from the final session, which is typically in-
tense. The focus of the vignette is on Ed as he
struggles to accept and express ambivalent feel-
ings about his losses and the loss of the group.

Diagnosis and Assessment
Ed is 43 years old. Ten years earlier his only son,
age 4 years, died of cancer after a prolonged ill-
ness. Four years after their son’s death, Ed di-
vorced his wife. He struggled with the losses
and drank considerably on a daily basis. A year
before he entered therapy, Ed’s mother passed
away, also of cancer. Ed attempted to bury his
feelings by helping other family members with
their grief. It was clear that his mother’s death
had forced unresolved feelings about losing 

his son to come to the surface. Ed used an
overly intellectual approach to deal with his
emotional difficulties. He was diagnosed with a
severe major depressive episode. Throughout
the group, Ed continued to avoid his feelings.
He seemed to become quite attached to other
group members and the therapist. In each of the
three sessions leading up to the final session, 
he had asked the therapist if what the group
was going through was “normal.” He was un-
able each time to work with the meaning of his
inquiry.

ALICE: If we don’t get our daily—our weekly—
here—where are we going to get it—our—for
me a crying jag—for anyone else . . . (Pause.)
The interaction with people that understand.
(Alice begins the session by expressing fear of the
group ending.)

THERAPIST: Yeah, the fear is there that, uh, the
thing that people have a hard time embracing
are the feelings around the disappointing
group or the bad group—the ending group.
You don’t really want to deal with these ex-
cept by trying to make me answer questions
or force me to do this or that. (Pause.) And
you’re still holding onto something for every-
one. Ed, you’re the most—you’ve been push-
ing for this for four weeks in a row now. I
think you owe it to yourself to give up your
stubbornness and try to get into what it is
you’re trying to get from me. What is it about
me that’s been frustrating you—the me that
hasn’t been enough for you—that might be
related to how stuck you got after losing your
son and your mom?
(Interpretation of the group’s fear about termina-
tion and expressing negative feelings. Transference
interpretation directed at Ed.)

ED: I don’t know.
THERAPIST: You gotta go farther than that . . .
ED: I just don’t know.
THERAPIST: What is it—it’s about emotions—

what you’re feeling. Try to put them into
words. (Silence.)
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ED: (Looking stricken.) It’s not going to come.
(Pause.) It’s not going to come.

THERAPIST: This is everybody’s dilemma, not
just Ed’s. Brenda, you’re the second most
pushy in terms of asking questions—trying
to get something—so my guess is you’re also
in touch with the same thing this guy’s in
touch with. If only somebody could start put-
ting it into words. What’s behind all this
pressure on me?
(Therapist expands transference interpretation to
include the whole group.)

BRENDA: Well, my feeling is that our condi-
tions are hopeless—this didn’t help . . .

THERAPIST: That’s definitely the feeling.
BRENDA: We had high expectations—I did.
GLORIA: Maybe Ed felt hopeless when he lost

his son and he lost his mom. He was his son—
he couldn’t save him. Being a parent you think
that you’re supposed to be able to protect your
children from all the bad in the world. That’s
gotta be a helpless feeling to not be able to
help them. (Pause.) You have no control over
your circumstance. When I look at Ed I get so
anxious for some reason. Fiona and Ed both
have so much pain. They can’t let go. I worry
about Fiona because she said if this didn’t
work she didn’t know what she’d do.
(Gloria provides an interpretation for Ed.)

THERAPIST: It’s going on inside of you as
well—the very same thing . . .

GLORIA: Maybe . . .
THERAPIST: You’re on the verge of tears too—

it’s all about you. All of you are in the same
boat.

HELEN: You feel like they do, so you can relate
to the same pain.

GLORIA: I guess I feel for them.
THERAPIST: And for yourself.
GLORIA: Getting up in the morning and seeing

hope for the future, not just getting through
another day. (Silence.)

ALICE: But isn’t that why we’re asking Where
do we go from here? Because we know we’re
not whole yet? (Silence.)

THERAPIST: Can you speak for yourself? Do
you know you’re not whole?

ALICE: Yeah!
THERAPIST: And what does that feel like?
ALICE: Well—frustrating, for one thing. After

putting in this period of time I know I’m bet-
ter, but I’m still not whole.
(Alice identifies feeling frustrated.)

THERAPIST: Maybe people just cannot admit at
this point that you’re feeling a lot of anger
that this thing’s coming to an end.
(Therapist asserts that the patients are angry.)

BRENDA: I think the way we feel is that we
could almost start all over again. (A few peo-
ple laugh.)

THERAPIST: Well, it’s a nice fantasy you could
use to try to cope with what you’re feeling
now. (Pause.) But you’re angry.

ED: Well, I’m not happy.
THERAPIST: You’re angry.
ED: Um hm.
THERAPIST: You’re angry with me.
ED: Not really. (Silence.)
IRENE: Nothing personal but . . .
ALICE: I have a hard time dealing with anger.
THERAPIST: You can join the club today.
ALICE: When I get upset and angry with some-

body I end up in tears, even when I’m giving
them a piece of my mind. I will cry through
the whole thing. I can’t handle my anger or
anger from anyone else. More often than not I
end up crying. (Pause.) Unless I completely
block it out. (Silence.)
(Alice acknowledges her defense of becoming tear-
ful when feeling angry.)

THERAPIST: Ed, when you ask “Is this nor-
mal?”, I think you’re trying to avoid how
angry you are. (Silence.)

ED: I don’t know what’s wrong. (Silence.)
(Ed continues to resist acknowledging anger.)

GLORIA: Try to get it out. (Silence.)
THERAPIST: [To the group] Does he look happy

with me to you?
IRENE: No. I can feel his anger from here.

(Silence.)
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ED: I respect you.
THERAPIST: Is that easier to say than . . .
ED: I don’t know you that well . . .
THERAPIST: Do you like me? You know, what-

ever “liking” means in this context?
ED: Yeah. (Silence.)
THERAPIST: So you don’t know what to do with

liking me and hating me at the same time be-
cause you’re losing me—hating me because
you don’t feel I’ve been enough for you. (Si-
lence.) What do you feel? You’re feeling some-
thing, very powerful. So is everybody. (Pause.)
You loved your mother.
(Therapist interprets Ed’s ambivalence.)

ED: A lot.
THERAPIST: You couldn’t possibly be angry at

her for leaving you, could you? (Silence.) You
loved your son.

ED: Mm hm. (Pause.) You’re trying to get me
to go to a place I don’t want to go.

THERAPIST: I’m not trying to—you’re already
there. (Pause.) You couldn’t possibly feel
angry with him for leaving you. (Pause.) You
couldn’t possibly be angry at me for how you
see me as responsible for ending this group,
not answering questions and all that stuff.
(Pause.) You’re all in the same boat, by the
way, with your attempts not to deal with that
part of the group. (Silence.)
(Therapist links Ed’s ambivalence toward the peo-
ple he lost and Ed’s ambivalence toward him.)

ED: I don’t want to go there. (Pause.)
THERAPIST: No. You can’t go there with me.

You can’t go there with your mom. You can’t
go there with your son. (Silence.)

ED: No. (Silence.)
GLORIA: What if you know it would make you

feel better to let go?
ED: It doesn’t. It hurts too much.
THERAPIST: You’re not angry at those people?
GLORIA: I don’t know if I’m angry—I don’t

think I am. (Pause.) Let’s talk about Ed, haha.
THERAPIST: You see what I am getting at?

(Pause.) I think in your own ways—in the
ways things come about in groups like this—

you’ve come to love this group and love each
other and I guess love me. You just don’t
seem to be able to handle being furious with
group—with me—for its frustrating parts.
(Therapist broadens interpretation to include the
whole group.)

ALICE: I don’t know how you can be angry at
someone for leaving you—for dying when
they didn’t have a choice. If they had had a
choice, they wouldn’t have. (Pause.) So how
could you possibly be angry?

THERAPIST: Nice try.
ALICE: Well rationalized, eh?
THERAPIST: For all the good it does you . . .
ALICE: Yeah. (Pause.)

(Alice concedes the possibility of feeling angry to-
ward the lost person.)

THERAPIST: Just check out your feelings. You’ll
know you can be. (Silence.)

Theoretical Approach and Rationale
This vignette also demonstrates aspects of opti-
mal group process, although there is consider-
ably more evidence of resistance as well. This
group is in the throes of experiencing their last
session together. The vignette begins with a pa-
tient’s (Alice) direct reference to fear about one
consequence of the ending of the group (loss of
people who understand). In response to the
therapist’s questioning, some of the patients
disclose other feelings: Brenda adds feeling
“hopeless”; Gloria adds feeling “helpless,” al-
though nonverbally she also communicates sad-
ness. Her statement also provided a sensitive
interpretation for Ed. Also in response to the
therapist’s questioning, Alice eventually identi-
fies feeling frustrated. The patients have a much
more difficult time acknowledging anger. Fi-
nally, Alice acknowledges her defense of be-
coming tearful when she is really angry.
Perhaps the most resistant patient is Ed, the
focal patient. Despite a concerted effort by the
therapist to spell out the possibility that he is
angry, he steadfastly resists acknowledging
anger. Although in part a defensive action to
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divert attention away from herself, Gloria as-
sists the therapist in encouraging Ed to get in
touch with his feelings. As the vignette comes
to a close, Alice’s resistance to accepting the
possibility of feeling angry toward people
whom one has lost melts away as she concedes
the point in response to the therapist’s brief
comments. Clearly, the women in the vignette
were engaged in experiencing and investing
and, to some degree, examining. Although Ed
was very much engaged in experiencing, his in-
vesting appeared to be minimal. How much he
was able to take in from the therapist and other
patients regarding examining is not evident
from his behavior in the vignette.

The therapist assumed an active role, which
is typical for STG. Because there is a specific
area of focus, in this group’s case, difficulty
adapting to the experience of loss, the therapist
expects certain conflicts and themes to emerge.
In this sense, the therapist is primed. Thus,
with minimal prompting from Alice, the thera-
pist provided a rather substantial dual interpre-
tation: The first part addressed the group’s fear
about termination and their difficulty in ex-
pressing their feelings; the second part was an
individual transference interpretation directed
to Ed. When Ed resisted, the therapist again
broadened the interpretation to include the en-
tire group. In a directive style, he urged the pa-
tients to clarify their feelings and many did.
Without much delay, he pointedly asserted that
the patients were angry and that they were
angry with him. After refocusing on Ed, he
solicited the group’s assistance in confirming
the impression that Ed was angry. As the ses-
sion continued, the therapist clearly laid out an
interpretation about ambivalence, a common
theme in loss groups. He made the link between
Ed’s ambivalence toward the people he had lost
and Ed’s ambivalence toward him. Then, once
again, which is very common in STG, the thera-
pist broadened the interpretation to include the
rest of the patients. Such interpretations are
based on the assumption that many of the pa-

tients share similar conflicts and on evidence
from the group process.

P O S T T E R M I N A T I O N  S Y N O P S I S
A N D  E F F E C T I V E N E S S  D A T A

The therapist’s impression regarding the groups
just illustrated is that the patients who re-
mained and worked clearly benefited from the
experience. Although clinical impressions of pa-
tient progress in therapy groups can be informa-
tive, controlled, or comparative, outcome studies
are required to confirm the efficacy of the group
therapy approaches. Unfortunately, in the case
of long-term therapy, such studies are extremely
rare. Ethical considerations prohibit long-term
control groups and resource limitations tend to
prevent long-term comparative studies. An ex-
ception was a comparative outcome study car-
ried out a number of years ago in Montreal by
our research team (Piper, Debbane, Bienvenu, 
& Garant, 1984). The study compared the out-
comes of four forms of time-limited therapy
(short-term individual, short-term group, long-
term individual, and long-term group) for a
diagnostically mixed sample of psychiatric out-
patients. The short-term therapies were of six
months duration and the long-term therapies
were of two years duration. The outcome results
favored long-term group therapy and short-
term individual therapy over long-term indi-
vidual therapy and short-term group therapy.
According to the impressions of the therapists,
long-term group therapy was characterized by a
high degree of involvement and attentiveness
by both patients and therapists. In contrast,
both the patients and therapist experienced dif-
ficulty in short-term group therapy. The ab-
sence of a particular problem focus may have
contributed to the apparent lack of cohesion and
sense of direction. Initial anxiety about work-
ing on sensitive issues in the presence of others
was soon replaced by anxiety about ending 
the group.
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The short-term group that was illustrated in
this chapter differed from those of the compara-
tive study described above by having a specific
focus. All of the patients joined the group to
work on difficulties related to complicated
grief. Having a specific focus appears to be a de-
cided advantage for short-term therapy groups.
Accordingly, since 1986, we have provided
time-limited short-term therapy groups for pa-
tients with complicated grief (Piper et al.,
1992). Sixteen of the groups in our program
(154 patients) were studied in a randomized
outcome study involving immediate treatment
versus delayed treatment (control) conditions.
Treated patients improved significantly more
than control patients on 10 of 16 outcome vari-
ables, including grief symptoms, general symp-
toms, interpersonal functioning, self-esteem,
and life satisfaction. The improvements were
clinically significant and were maintained at
six-month follow-up. The findings from this
randomized clinical trial clearly supported the
efficacy of short-term group therapy for com-
plicated grief and suggested that the treatment
may have initiated therapeutic processes that
continued well beyond the end of the groups.

S U M M A R Y

There are many forms of POGT; this chapter
has focused on two in particular. LTG, with pre-
cursors in the late 1920s, has been valued by cli-
nicians for many years. These clinicians shared
the belief that multiple-person interactions
could illuminate patients’ inner conflicts and
that group therapy could provide unique thera-
peutic factors. STG, which has evolved during
the past 25 years, is a much more recent techni-
cal adaptation. It arose out of the belief that
important objectives could be achieved in spe-
cific areas in a short period of time and out of
societal pressure to develop more cost-efficient
forms of therapy. Common to both forms of
POGT are certain principles (assumptions)

and concepts that have characterized psycho-
dynamic theory for most of the twentieth cen-
tury. Examples are psychological determinism
and unconscious processes. A number of dif-
ferent schools have proliferated and differenti-
ated under the umbrella of psychodynamic
theory; these include drive, ego, object rela-
tions, and self psychologies.

Despite the differences in theoretical schools,
most therapists attempt to facilitate a similar
type of psychodynamic process in their therapy
groups. This begins prior to the group’s onset
by means of careful assessment, selection, and
preparation of patients for group therapy. After
the group has begun and cohesion and strong
working alliances have been achieved, both pa-
tients and therapists engage in a number of
work-oriented behaviors. Patients engage in the
processes of experiencing, investing, and exam-
ining. Therapists primarily clarify and interpret
events in the group in relation to the patients’
problems; this involves linking the problems to
long-standing conflicts and trauma. Therapists
also must attend to management issues to en-
sure that the structure of the group is conducive
to optimal group therapy process.

Although LTG and STG share a similar theo-
retical framework and many features of optimal
therapy process, there are important differences
that should not be overlooked. These are most
apparent in their differing objectives and struc-
ture. In LTG, the diminishment of interpersonal
distress and the improvement of interpersonal
relationships are primary. LTG provides an ideal
structure for slowly but surely identifying pa-
tients’ interpersonal problems and their bases,
and promoting adaptive interpersonal changes.
Given the length of time, working through is fa-
cilitated by the ongoing group process; as life
events occur, they can be examined in the group
and integrated with the group’s work. In con-
trast, the objectives of STG are more focused and
limited in scope. When interpersonal insights
and changes occur in STG, they usually refer to
a specific area of focus and the associated set of
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relationships (e.g., those who have lost loved
ones and those who are grieving). There is an
acute time pressure in STG, which is very differ-
ent from LTG; this creates a productive pressure
to work, yet, only so much material can be cov-
ered before the group ends. Thus, opportunities
for working through and bringing about charac-
terological changes in patients in STG are in-
evitably more limited and narrower in scope.

In the current era of health care reform, there
is much pressure, primarily for economic rea-
sons, to develop short-term forms of therapy.
Many third-party payment sources restrict
their coverage to brief treatments. In such a cli-
mate, there is obviously an opportunity for
short-term forms of POGT such as STG to pro-
vide useful treatment to patients. However,
they should not be viewed as a substitute for
long-term forms of therapy such as LTG. Each
type of group pursues and achieves different
objectives. In addition, the point is often over-
looked that the cost per patient of treatment in
LTG is often similar to the cost per patient of
treatment in short-term individual therapies. It
appears that advocates of STG and LTG will
have to continue to expend considerable energy
in informing the various parties in health care
systems of the nature and benefits of these use-
ful therapies if they wish them to remain viable
and available.
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Psychodynamic/Object-Relations Group Therapy
with Schizophrenic Patients

JOSÉ GUIMÓN

Though the theoretical orientation of psy-
chiatrists has been altered throughout the
past 20 years because of the impressive

advances in the biological model, most mental
health professionals continue to be interested in
eclectic or generic approaches, which have fre-
quently been called dynamic (Guimón, Fischer,
Zbinden, & Goerge, 1998).

For psychiatry to be considered dynamic, it
must take into account the importance of the
unconscious and of transference. In addition, dy-
namic psychiatry has traditionally been linked to
the concept of conflict arising between desire and
defensiveness, between different components of
the personality, and between instincts and exter-
nal reality. It also takes into account concepts
such as psychological determinism, deficits in in-
trapsychic structures, and internal object rela-
tions. Dynamic psychiatry is focused more on
desires, fantasies, dreams, and self-image than
on a meticulous description of the behavior ob-
served. Nevertheless, it incorporates conceptions
and procedures emanating from nonanalyt-
ical psychotherapeutic models (behaviorism,

cognitivism, and general systems theory; von
Bertalanffy, 1968), which have shown their effi-
cacy in the treatment of certain disorders.

The procedures described herein for treat-
ment of schizophrenic disorders can be char-
acterized as dynamic rather than analytical
psychotherapies. They also make use of object-
relations theory. Among the psychoanalytical
orientations, object-relations theory has offered,
both to professionals treating these patients and
to the institutions with which they are associ-
ated, the most interesting insights into the treat-
ment of schizophrenic patients.

H I S T O R I C A L  A S P E C T S  O F
G R O U P  A N A L Y T I C A L

P S Y C H O T H E R A P Y

Techniques for use in groups have modified
the traditional dyadic relationship of psychi-
atric treatment. Over the past decades, psy-
chotherapists have had to take an interest 
not only in intrapsychic phenomena but also in
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the phenomena arising from groups and their
interaction.

FREUDIAN CONCEPTIONS OF

GROUPS AND INSTITUTIONS

Freud mainly expressed his concepts on groups
in Totem and Taboo (1913) and Group Psychology
and Analysis of the Ego (1922). The ideas that he
presented therein are clearly related to those 
of several of his contemporaries. Le Bon (1896,
1952) spoke of certain precise phenomena aris-
ing in crowds: outbursts of unconscious phe-
nomena and massive contagion of affects among
individual members of the crowd. McDougall
(1920) spoke of “disorganized” and “organized”
masses of people; the latter were characterized
by the existence of a common goal and conver-
gent affects. Crocter (1921) pointed out the ex-
istence, within the individual, of a “gregarious
instinct” that he defined as a natural tendency
to join groups. These ideas were taken up later
by authors associated with the object-relations
approach of some members of the British school
of psychoanalysis.

Freud established psychoanalytical tech-
nique as a verbal process to resolve uncon-
scious conflicts through the analysis of
transference created between two persons.
Psychoanalysis carefully distanced itself from
methods of suggestion. Nevertheless, in 1918,
in Budapest, Freud had already recognized
that, in the future, to make psychoanalysis ac-
cessible to a greater proportion of the popula-
tion, it would be necessary to ally the “pure
gold of analysis” with the “copper of sugges-
tion.” In the years that followed, Freud’s disci-
ples continued to interpret psychoanalysis as
opposed to suggestion. However, by the 1950s,
they were forced to recognize that other spe-
cific techniques, such as those derived from 
behaviorism, had a place in psychotherapy.
Psychoanalysis also had to make room for 

numerous categories of psychoanalytical psy-
chotherapy practiced individually or in groups.

It became obvious that groups do not offer
the ideal setting for analysis because of multiple
transferences and the impossibility of practic-
ing free association. However, since the early
1930s, a strong analytical group psychotherapy
has developed, based on different theoretical ap-
proaches (object relations, ego psychology, and
self psychology) and techniques of group pro-
cess pioneers at Tavistock Clinic in London.

FROM THE COUCH TO THE CIRCLE

At the end of the 1920s, Tringant Burrow (1927)
became interested in the application of indi-
vidual psychoanalysis to small groups. At the
same time, group psychotherapy benefited
from the support of distinguished psychia-
trists such as Paul Schilder (1936), who, stimu-
lated by the effects of unstructured discussion
on the conflicts of seriously ill patients at
Bellevue Hospital in New York, made the deci-
sion to undertake the same experience with
small groups of patients suffering from neu-
roses. He favored interaction among members
of the group. He considered them to be ele-
ments of one “body”—a concept similar to the
one that would be developed later by Foulkes
(1969), who, like Schilder, was under the influ-
ence of the “holistic” outlook of Kurt Gold-
stein on the functioning of the brain. Schilder
maintained a strict attitude of neutrality and
analyzed transference and resistance accord-
ing to classical psychoanalytical methods.

Wender (1940) noticed that, during his hospi-
tal visits, psychotic patients’ replies were more
often appropriate when he had an open and
frank discussion with them about their psycho-
dynamic problems. Encouraged by this observa-
tion, he began to organize therapeutic groups.
Adler underlined the importance of a social at-
mosphere of equality and mutual support in
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groups, and he insisted on the fundamental
importance of these aspects in the therapeutic
process.

T H E O R E T I C A L  C O N S T R U C T S

Wilfred Bion (1959), who had been analyzed by
John Rickman and Melanie Klein, proposed
some very original ideas based on his experi-
ences in the recruitment units of the British
army. He established an analogy between 
the child-mother relationship and that of the
“group as a whole” with the leader. He consid-
ered that (1) the emotional situation of the
group showed a regression to the first steps in
development of the ego (schizoparanoid and
depressive positions), and (2) the group’s reac-
tivation of psychotic anxiety and of primitive
defenses (projective identification and split-
ting) against those steps was characteristic of
childhood development in accordance with the
theories of Klein. Bion identified what he
called “the group mind” (a functional unit of
members of a group arrives at a determined
goal, whether consciously or unconsciously) of
the “group culture” (the combination of the
group mind and the individual feelings of each
group member).

Bion (1946, 1959, 1962, 1965, 1970, 1972, 1977,
1989; Bion & Rickman, 1943) distinguished be-
tween two stages in the evolution of groups. In
the first stage, the group functions according to
“basic assumptions”—three primitive emotions
that are always present in each individual and
each group:

1. “Dependency, especially when the therapist
is considered to be the provider and nur-
turer of all that is good.

2. Paranoid tendencies of fight/f light toward
internal or external enemies.

3. Pairing tendencies directed at the therapist
or another member of the group. In fantasy,

the fruit of this union can give birth to a
“messiah” who resolves all difficulties.

In the second stage, “group work,” what is
dominant in the mentality of the group is the
attainment of an outcome or a goal. In therapeu-
tic groups, the goal is cure. Conscious coopera-
tion among members of the group favors its
realization and valency, but an instinctive pro-
cess is opposed to it and complicates it.

For Bion, the interpretation carries the name
new idea. He considers that the interpretation
may lead the basic-assumptions group toward
the working group. Faced with the new idea, 
the group reacts in particular ways (changing
the leader, changing the group’s basic position,
or exhibiting “aberrant” reactions and “cata-
strophic” reactions). The group calls the person
who brings the new idea a “genius” or “mystic”
(or messiah).

With regard to the techniques of the group it-
self, it must be noted that Bion treated groups
only from 1947 to 1949. He did not systemati-
cally write about group therapy, and his ap-
proach was implemented only after important
modifications. Henry Ezriel, at the Tavistock
Clinic, contributed the most to the development
of the method of group psychoanalysis; how-
ever, Malan et al. (1975) obtained only meager
clinical results for such groups. These methods
are still in use at the Tavistock Clinic and in the
Scottish Institutes of Human Relations, but are
mainly used to train organization administra-
tors who must frequently face primitive group
processes.

M E T H O D S  O F  I N T E R V E N T I O N

SYNDROMES AND SITUATIONS IN

SCHIZOPHRENIC PATIENTS

In this chapter, we refer to schizophrenic and
schizophreniform patients as well as patients



484 GROUP PSYCHOTHERAPY

presenting schizoaffective disorders, short-term
psychotic reactions, and schizoid and severe
schizotypal personalities. For schizophrenic pa-
tients, numerous studies have underlined the
better prognosis of certain paranoid features
when compared to other, nonparanoid ones;
thus, a better prognosis and a better response to
phenothiazines are shown for patients present-
ing “positive” symptoms as compared to pa-
tients presenting mainly “negative” symptoms.
Among the latter, it has been theorized that
there is a loss of encephalic substance and a
greater deterioration in cognitive function.

Furthermore, a survey of the literature pro-
vides some spectacular portraits of psychotic
patients whose illnesses were documented as
beginning suddenly and evolving in a positive
fashion after psychotherapeutic treatment. To
identify the illnesses, certain authors used the
term “hysterical psychosis” (Pankow, 1969).
Most authors consider that this type of patient
is diagnosed as having a Brief Psychotic Disor-
der as described in the Diagnostic and Statistical
Manual of Mental Disorders (DSM-IV; APA, 1994).

A large proportion of schizophrenic patients
present a chronic deteriorating course even
with new pharmacological procedures. Schizo-
phrenic deterioration includes some cognitive
difficulties and a lack of interest and energy,
and these lead the patient to avoid the efforts 
of daily life. Under the heading “lack of social
skills,” a series of characteristics has been de-
scribed that renders the chronic schizophrenic
less apt to live in the community, at least in
Western societies. It is well-known that, among
the factors contributing to social ineptitude, the
role played by hospitalization has been factored
into the equation for several years. Because the
traditional psychiatric institution represents a
source of chronic illness and therefore of iatro-
genic pathology, it produces an “institutional
syndrome” (Barton, 1959; Goffmann, 1961) char-
acterized by apathy, loss of initiative, disappear-
ance of interest, inability to plan for the future,
and disappearance of feelings of individuality.

For this reason, several authors have had a ten-
dency to differentiate between the concepts of
“clinical remission” and “social remission.”

THE LARGE VARIETY OF GROUPS FOR

PSYCHOTIC PATIENTS

The developments described in group psy-
chotherapy and the different syndromes covered
in schizophrenia explain the great diversity in
group therapy activities that can be observed in
the treatment of schizophrenic patients. A dis-
tinction can be made among psychotherapeutic
groups (those directed by professionals with the
objective of treating dysfunction in patients);
group therapy activities—“group work” in
Foulkes’s terminology (1969)—aimed at occupy-
ing, amusing, or increasing social interaction for
participants; and didactic groups that train per-
sons charged with the care of psychotic patients.

From the point of view of their composition,
these groups are heterogeneous as to sociode-
mographic characteristics but homogeneous in
the diagnosis of schizophrenia because this
type of patient is very rarely included with pa-
tients who have other diagnoses. Two excep-
tions are: (1) the groups of staff and patients in
the short-stay units of the general hospitals and
(2) some long-term analytical heterogeneous
groups in which very well-compensated schizo-
phrenics are occasionally included.

Most of the groups that include schizophren-
ics are directed by two leaders. They may act as
cotherapists, or one may be an observer who re-
mains a “silent witness.”

The groups are referred to as “closed” if they
do not allow entry of new members once they
have been set up (e.g., time-limited skill reha-
bilitation programs). They are “open” if new
members may freely join (e.g., staff-patient
groups in short-stay units) and “partially open”
if one or more patients may enter when the
leader judges it necessary (long-term outpatient
groups). Differences exist among the durations
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of the groups. As with individual psychother-
apy, until recently group psychotherapy gener-
ally had been considered a long-term treatment,
limited to the psychoanalytic model. This orien-
tation was later widened to encompass a psy-
chodynamic orientation that incorporates
learning techniques and systems theory. Fur-
thermore, because of managed care, the need for
short-term group psychotherapies has increased
over recent years. The maximum is now 70 ses-
sions. Criteria are: a predetermined time limit
and a well-defined focus aiming for the shortest
duration possible. The goals of short-term group
therapy should be clear and limited, and the
therapist must be active.

We shall now briefly describe some of the
main types of groups formed with schizo-
phrenics.

GROUPS WITH SCHIZOPHRENIC PATIENTS IN

ACUTE EPISODES

In most Western countries today, schizophrenic
patients tend to be admitted into the psychi-
atric units of general hospitals. These patients’
short stay in these units encourages the use 
of biological rather than psychodynamic treat-
ments. To minimize this bias, group analytical
programs have been established at some short-
stay units. In a previous study, the results of the
program organized at Bilbao University Hospi-
tal, in Spain, during the past 17 years, were
viewed as positive from a clinical standpoint
(Guimón, Sunyer, Sanchez de Vega, & Trojaola,
1992). The researchers believed that these posi-
tive effects were the result of the atmosphere
created in the wards.

Staff Group
This group meets early every weekday morn-
ing, for half an hour. All available personnel are
in attendance. The goals are: to gather and to
share information on the evolution of patients
and on problems that have arisen in the ward

since the previous meeting. Occasionally, inter-
personal problems among members of the staff
are also taken up. This agenda makes for a bet-
ter understanding of the ward atmosphere and
a more comprehensive approach to the patient.
Interpersonal difficulties and interprofessional
competitiveness are often dealt with under the
guise of theoretical disagreement and appear 
at times in the form of tardiness, absence, or
rationalizations.

Staff-Patients Group
This group is held early on weekday mornings
for 45 minutes. All patients are urged to attend
and do so, except under exceptional circum-
stances. The sessions are conducted by a skilled
group analyst. Approximately 40 chairs are
arranged in a circle, and the conductor is always
seated in the same position. Most of the person-
nel attend; they usually sit close to the more
disturbed patients. The goals of this “rapid
medium-size open group” are: facilitate the in-
tegration of the incoming patients into this new
environment, discuss the situation of the outgo-
ing patients, and encourage patients’ active in-
volvement in their therapeutic plans. Although
a psychoanalytical reading of the communica-
tion is undertaken later by staff, the interven-
tions are carried out in a psychopedagogical
vein.

The conductor actively encourages each pa-
tient to participate in an open discussion. Pa-
tients are asked to talk about the tensions and
conflicts arising among them and with the
staff. Attempts are also made to show them
how these reactions are often distorted by
their psychopathology. They are invited to talk
about their general condition and to contrast
their assertions with those of the other pa-
tients. They share objective and subjective feel-
ings about their symptoms. The therapist in
charge bears in mind some ubiquitous topics:
reluctance to take medication, side effects, un-
awareness of the illness, and fears of being dis-
charged.
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Suggestions, protests, and patients’ initia-
tives are worked out in the group by giving
responsibilities to the members. Thus, once a
week, the meeting takes the form of an adminis-
trative session wherein patients elect a presi-
dent and a secretary from among themselves,
and a plan of activities (plays, mural work, and
so on) is organized. All this contributes to the
development of healthy and creative tendencies
among patients.

Within this group, the effort is to guide pa-
tients along the path from the abstract to the ac-
tual, from the delusional to the real. We foster
communication and interpersonal relationships
and try to involve patients in a setting that pro-
vides information concerning the many aspects
of their lives, family, and friends. The presence
of staff members in these groups enables pa-
tients to have a closer relationship with them.
This dispels persecutory feelings and resolves
conflicts that otherwise would persist. This at-
mosphere fosters openness and directness for
the patients and the therapeutic team. Resis-
tance arising in the patients, such as fear of crit-
icizing others or of being punished, tends to
rapidly disappear.

Irregular attendance on the part of doctors,
which arises during certain periods under the
pretext of overwork, reflects a devaluation of
the group approach that can spread to the rest
of the team. Nursing staff rotation also results
in sporadic attendance and a lack of commit-
ment to the group. Institutions that are reluc-
tant to have their auxiliary personnel involved
in these kinds of “specialized” activities often
foment this response. These problems are best
worked out through the participation of the
staff in the postgroup meeting created for this
purpose. In addition, this meeting provides a
valuable means of sharing information about
the patients.

Short-Term Verbal Group Psychotherapy
In units for short-term hospitalization where
the goal is to improve communication, patients

who have retained their verbal ability, and are
neither too regressive nor too agitated, form a
small group that meets five times a week for
one hour. This is called a verbal session, and the
leaders are very active. Certain conductors, in
accordance with Yalom’s (1983) precepts, put
“game” or “go around” techniques into play.
Others (such as those in Bilbao) have evolved to-
ward more open meetings by instigating con-
versations in which the focus tends toward the
usual recurring themes in these groups (e.g.,
circumstances that resulted in destabilization,
problems caused by hospitalization, and the ef-
fects of medication).

To constantly stimulate verbal communica-
tion, the leader encourages patients to take
advantage of these sessions to voice their pre-
occupations and vent their frustrations and
complaints. This type of intervention com-
monly suits the state and personality charac-
teristics that most often are dominant in this
type of patient: oral gratification (often de-
vouring and destructive); hostility (passively
self-directed and/or destructive to others); the
important deficits insofar as defense of the ego
is concerned; and problems in adaptation and
refusal and/or flight when faced with reality.

Leaders attempt to convey to patients a psy-
chopedagogical understanding of the meaning
of their symptoms and their relationship to sit-
uations in real life. One of the principal objec-
tives is to render the patient sensitive to the
possibility of following psychotherapeutic
treatment after discharge from the hospital.

In accordance with Yalom (1983), we initially
tried to conceive of each session as an indepen-
dent unit. Eventually, we arrived at the conclu-
sion that this tendency toward discontinuity is
a defense against the spontaneous appearance
of relatively profound dynamic elements that
are continually in play from one session to the
next. This obliges us to keep a certain analytical
attitude. Concurrently, the appearance of in-
tense transference that cannot be handled must
be avoided.
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Short-Term Group Work
In short-term hospitalization units, this type of
group is organized in an informal manner. The
intent is to keep up psychomotor activities in
patients while promoting the possibilities of im-
proving orientation and interaction with differ-
ent members of the group. For patients who are
suffering from severe mental disorganization
and are incapable of maintaining a sufficient at-
tention span, the verbal groups described previ-
ously are not suitable. Instead, they take part
five times a week, for one hour, in what Yalom
(1983) termed a “low group.” (We call it a
“focus” or “structuring” group.) This group
may include patients who are not cooperative,
hallucinating psychotics, patients suffering
from delirium and severe regressive states, and
patients who, though not psychotic, are too anx-
ious or phobic to take part in groups functioning
at a high level.

The session is organized, according to Yalom
(1983), into several stages:

1. Orientation lasts 2 to 5 minutes. Thera-
pists introduce themselves, explain what
the group is, and describe its utility to
patients.

2. Warm-up lasts 5 to 10 minutes. Staff
members prepare several structured exer-
cises (simple games) and comment on par-
ticipants’ physical and mental states, or
feelings, in accordance with the group’s
situation in each session.

3. Structured activities last 20 to 30 minutes.
One or two activities are chosen, in accor-
dance with the group’s daily needs: partial
sentences to complete, lists of values, and
exercises intended to increase empathy.

4. Review of the session is followed by a
quick conclusion that covers the activities
carried out.

Patients who take part in these groups are al-
lowed to leave them when they wish. The atmo-
sphere of each session must be reassuring and

show empathy for the patient. Therapists focus
their activities on helping patients to identify
their problems, promote relationships among pa-
tients, and decrease levels of anxiety. All activi-
ties are centered on the here and now.

Patients who take part in this group some-
times perceive, in a negative manner, how it 
is different from the verbal group. Some thera-
pists prefer to introduce patients into the differ-
ent groups, not because of any diagnostic
criterion, but in relation to their ability to com-
municate at the time of their arrival. This ex-
plains the existence of heterogeneous groups at
the level of diagnosis, and relatively homoge-
neous groups when the possibility of establish-
ing relationships with others is concerned. As
already stated, interventions address problems
in daily life, not unconscious conflicts.

Medication Information Group
Among the factors that influence negative at-
titudes toward psychotropic drugs, especially
among narcoleptics, are cognitive, affective, and
behavioral elements. Public awareness cam-
paigns that focus on the indications for these
products and the precautions to take against
possible drug interaction and side effects could
help decrease negative bias, which is especially
prevalent (Guimón, Eguiluz, & Bulbena, 1993)
among persons coming from more modest cul-
tural and educational backgrounds. However,
we are more pessimistic about the possibility of
influencing all the other aspects based on affec-
tive elements, which are often unconscious and
very difficult to change. In this connection, it is
useful to recall that a campaign addressed to
the inhabitants of a North American city, 
and waged through various media, did not,
after several months, succeed, in any apprecia-
ble manner, in improving the attitudes of the
population. Rather, it finally annoyed the very
people it was meant to influence. Attempts to
modify attitudes with regard to psychopharma-
cological substances demand, in addition to
public educational programs, that campaigns be
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directed at specific target populations—for
instance, the physicians who prescribe these
drugs, the patients who take them, and their
families.

A program intended to modify the negative
attitudes of schizophrenic patients and their
families toward medication has been ongoing
since 1987 at the Civil Hospital of Bilbao
(Eguiluz, González Torres, & Guimón, 1999).
Patients took part in eight groups and their
families in two groups. Each group lasted 90
minutes. The first 45 minutes were given over
to a theoretical explanation of schizophrenia as
an illness and information about neuroleptics
and their collateral effects. The second part of
the session was an open discussion. Patients
who took part in this program have shown
better compliance and fewer hospitalizations
than those who did not. This kind of group is
also employed, with some modifications, in the
management of chronic schizophrenic patients.

GROUP PSYCHOTHERAPY FOR CHRONIC

SCHIZOPHRENIC PATIENTS

Outpatient Programs
Our group therapy with schizophrenic outpa-
tients in Geneva, Switzerland, is conducted in
an outpatient facility. A cohort of 170 patients
is treated continuously. The psychiatric hospi-
tal of Belle-Idée ensures, if necessary, short-
term or longer-term treatments. Protected
housing is also available to provide, in the
medium term, space and extended therapeutic
care for patients undergoing difficulties in
daily life. In a recent survey, 45 patients who
took part in the program presented expected
risk factors: The majority were unmarried,
more than half had no professional training,
and two-thirds were living on disability bene-
fits. From a clinical point of view, 15% had
been in treatment for over 2 years, and more
than half had been treated for more than 

10 years. The social functioning of 75% of this
group was poor or very poor.

The care program (Eiselé & Zannelo, based
on Brenner, Hodel, Roder, & Corrigan, 1992) in-
cludes control over medication, individual help,
social orientation, and a cognitive therapeutic
program. This individually adapted program
includes five subprograms (modules), all in-
tended to remedy the patients’ dysfunctional
cognitive mechanisms and social and behav-
ioral deficiencies. Groups of five to eight pa-
tients meet with one or two therapists for 30 to
40 minutes two or three times a week. The mod-
ules are organized in a hierarchical fashion and
cover tasks circumscribed in increasing com-
plexity. The initial interventions are aimed at
improving attention span, concentration, and
the patient’s skills in social perception. Next,
the interventions become centered on verbal
and social responses, and, finally, activities are
proposed that will teach patients to solve more
complex interpersonal problems.

The first two modules directly address the
vicious circles where dysfunction in elementary
cognitive components is observed. Stimulation,
represented by an improvement in cognitive
skills, will increase the capacity to acquire
social and adaptation skills. In the succeeding
modules (from verbal communication to solving
interpersonal problems), the behavioral reper-
toire of the patients increases; they become less
vulnerable to social stresses, and the impact 
of cognitive dysfunction on their interpersonal
abilities to adapt is reduced. After the first
module, cognitive skills improved in a signifi-
cant manner for one-third of the patients. The
improvement in response in adapting to the
stress of daily life could contribute to prevent-
ing hospitalization and decreasing the risk 
of backsliding in psychosocial stabilization,
synonymous with chronic and definitive dete-
rioration. The dynamics introduced by these
modules gave most patients the impression that
they had acquired control over their illness; they
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appreciated the defined nature of the program
with regard to objectives and length of the ses-
sions. Those who were less motivated could re-
ceive objective information about their disorder
and improve the therapeutic alliance; they could
also make progress in adopting self-help strate-
gies, with an improved acceptance of the thera-
peutic programs.

Short-Term Groups
Among the important changes brought about by
health insurance companies, short-term therapy
of proven effectiveness has become the norm.
But, in general, this form of treatment, which
can be practiced only with patients presenting
acute decompensations in short-stay units, is
not applicable to chronic mental patients, who
often require treatment for life. However, some
time-limited approaches have also been tried
with these patients.

Daniels (1998) proposed a short-term group
treatment that can help to fill the breach exist-
ing between the quality of help and the ideal fi-
nancial allocation of mental health care services
for persons suffering from chronic mental ill-
nesses. The results of this model of group psy-
chotherapy, which combines active cognitive-
behavioral and object-relation techniques, may
bring about, according to the author, important
benefits for persons who suffer from chronic so-
cial discrimination and negative symptoms. Be-
cause of the pioneering work of Liberman at
Cammarillo and the Brentwood Hospital in Los
Angeles, this type of technique already has
shown its effectiveness with patients who were
hospitalized for long periods.

Long-Term Psychoanalytically Oriented Groups
Analytical group psychotherapy with mentally
ill patients suffering from chronic psychoses
has often been an exasperating and sterile expe-
rience (Frankel, 1993) that creates intense emo-
tional responses in leaders, and simultaneously
reinforces a spiral of repetitive failures. As

“prototypes” of the chronically ill, whether
schizophrenic patients or others, different
group models have been put forward. Among
them is a program we developed and have
implemented for more than 20 years at the De-
partments of Psychiatry of Bilbao and Geneva
mainly in collaboration with Dr. Alerra.

The objectives of this type of dynamic group
are: to promote the mechanisms that will con-
tribute to structuring, in a progressive manner,
the ego of the schizophrenic, while allowing 
the errors in the patient’s perception to be
addressed. Simultaneously, recourse to self-
evaluation is stimulated to promote the reentry
of patients into the objective “real” world,
thereby facilitating the patient’s processes of
intrapsychic and interpersonal communication.

The technique implements the dynamics in-
herent in the present moment and in the com-
prehension of current relationships. The use of
free association remains at a secondary level,
having been replaced by techniques of mainte-
nance and discussion. Without abandoning in-
terpretation, the therapist does not build the
transference around himself, but rather links it
to the development of relationships of support
with other members. Insofar as transference
reactions are concerned, therapists try to redi-
rect them into socially useful channels, while
advising against any attitude that might pro-
voke regressive tendencies and dependency on
the therapist or on other members of the group.

It often happens, especially during acute
manifestations, that the patient becomes ver-
bally inhibited and displays confused attitudes
of withdrawal and negativism. This set of be-
haviors must be considered as analytical raw
material and accorded a much greater signifi-
cance than traditionally has been given in the
analysis of neurotics (Rosenfeld, 1976).

The world of schizophrenia allows certain be-
haviors to emerge. They act as compensatory de-
fense mechanisms for an insufficiently formed
ego that has been crushed by anxiety, and for
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the pressures of an archaic id that nourishes se-
rious consequences and taboos (Searles, 1977).
Accordingly, these groups try to favor mecha-
nisms that contribute to structuring the ego of
the schizophrenic in a progressive manner, and
facilitating the processes of communication.
This does not mean that the psychotherapist
should call for intervention that might be com-
pletely superficial. These mechanisms need to
be balanced with ego-adaptive interventions.
Immediate and direct approaches to the genital
and Oedipal elements contained in patients’ ill-
ness are avoided because they generally pro-
voke (Rosenfeld, 1976), in these patients,
fantasies that further increase their psychotic
compulsions.

Many authors, such as May and Simpson
(1990), are very skeptical about the value of
dynamic interpretations and “insight” for the
chronic schizophrenic patient. We do not share
this pessimism, although we cannot give any
proof of our favorable impressions. For instance,
a recent study failed to show any modification
of the Karolinska Psychodynamic Profile after a
group psychotherapy program with schizo-
phrenics. However, it is well known that the
benefits of therapies with an analytical orienta-
tion are not measured merely in percentages of
reintegration or on scales of social rehabilita-
tion. Their benefits are sometimes felt by pa-
tients themselves, in the form of emotional
modifications that are difficult to gauge in an
objective manner.

Several more or less active techniques have
been proposed to improve the response of this
type of patient to group psychotherapy. Cor-
reale and Celli (1998) describe a technique fos-
tering the idea, particularly endorsed by ego
psychologists, that the group may represent an
a self-object of the ego (Kohut, 1977), and there-
fore has a value and particular powers. This
theory may represent a useful perspective for
studying the therapeutic factors offered by
group psychotherapy with chronic psychotic

patients (Klein, Bernard, & Singer, 1992). It is
based on the creation, by the patient and the
therapist, of “imaginary scenarios” that are re-
minders of the emotional resonance of a type of
relationship that the patient experienced with a
caregiver. These reminders would allow us to
circumvent the mechanisms of separation, pro-
jection, and emotional self-mutilation, and to in-
tegrate the dispersed and fragmented mental
elements.

These authors described a group of seven
outpatients who were under pharmacological
care at the same time. They had all previously
suffered from serious psychotic disorders that
affected their self-image and their ability to
have affective relationships in a harmonious
and satisfying fashion. Among other objectives,
the leader tried to create an affective atmo-
sphere capable of containing and allowing a
prudent stimulation of the emotions, progres-
sively activating confidence, and forming at-
tachment to the group. Each member could
experience the group as an object of his or her
ego while finding the means of identifying with
a collective entity; in consequence, the interpre-
tations were addressed in an individual man-
ner, and personal references were avoided. The
authors favored an approach that was centered
on the group but allowed interventions that im-
plicated the patient’s environment as a whole.
By utilizing the model scenario as a theoretical
framework, they admitted this hypothesis: Nu-
merous interventions could not be considered to
be complete in and of themselves, but could be
considered as part of a web or scenario drawn to-
gether from several elements. The configuration
of the scenario may result from the integration of
slowly emerging elements of the narrative, so the
stage cannot be entirely set from the very begin-
ning of the group’s work. Its explanatory value
may emerge for the therapist only after a long
period of time.

Other techniques based on analytical ap-
proaches have been used. Stone (1998) described
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a dynamic group treatment model that allowed
chronic patients to determine the frequency of
assistance. In this context, absences are formu-
lated as acts of self-protection and self-
stabilization rather than as resistance. Other
authors say they have obtained good results
with psychodramatic techniques, and the au-
thor has occasionally introduced a certain num-
ber of activation techniques of this type, based
on analytical models (O’Donnell, 1983; Ro-
drigué, 1965) or systemic ones.

REHABILITATION TECHNIQUES FOR

DETERIORATED PATIENTS: AN OBJECT-
RELATIONS POINT OF VIEW

In addition to techniques based on psychoanaly-
sis, the necessity of introducing group activities
to increase the social abilities of patients and
their adaptation to the community, became ap-
parent in recent years. Most useful was a behav-
ioral approach derived from the pioneering
work of Liberman (1982)—in Cammarillo and in
the Brentwood Hospital in Los Angeles—with
patients who had been hospitalized over long
periods. Some of these techniques have been
integrated into psychodynamically oriented
programs.

However, given the increased knowledge of
symptoms of deficiency, it became apparent that
even these simple learning activities were diffi-
cult to respond to because of cognitive deficits in
certain patients. Some authors therefore tried to
ameliorate basic deficits (e.g., Eckman et al.,
1992). These authors described a technique for
teaching skills in self-management of the illness
through the use of cognitive methods—a tech-
nique that has been useful in overcoming or
compensating for deficits in processing infor-
mation and long-lasting cognitive deficits that
are commonly found in schizophrenia (Eckman
et al., 1992). Other studies have shown that good
results were obtained with stress management

techniques (Borelli & DeLuca, 1993; Starkey,
Deleone, & Flannery, Jr., 1995).

Overall, the relatively few controlled trials on
group psychotherapies have revealed serious
methodological problems that limit the extent
to which they can be generalized. Scott and
Dixon (1995) surveyed the literature for clinical
results of dynamic and supportive psychothera-
pies (both individual and for groups) and train-
ing programs in psychosocial skills. They found
that the approaches oriented toward real-life
situations seemed to be preferable to those of
dynamic psychotherapies, in which orientation
favors insight. They underlined the importance
of targeting the acquisition of psychosocial
skills that can be learned and maintained over
time.

MULTIFAMILY GROUPS

Experiences in extended groups (more than 40
members, and sometimes up to several hundred
members) are not easily carried out (Roberts,
1995) but can constitute a strong incentive for
personal and social change. The extended group,
as described and implemented by Kreeger
(1975), de Mare (1983), and Ayerra (1997; Ayerra
& Lopez Atienza, 1993), provides what initially
would seem to be a disagreeable experience. Par-
ticipants are allowed to experiment with “psy-
chotic” symptoms, primal defense mechanisms,
and insight into the political process (Roberts,
1995), through which they can create a veritable
microcosm of life outside the family circle. For
over 20 years we have included groups of this
type in our seminars on block group training
and specific seminars on extended groups. 
For those working with schizophrenics, these
groups are remarkably useful sources for first-
hand experience of psychotic feelings.

The objective of the groups is to provide sup-
port to families by offering a differentiated in-
terpretation of the phenomena experienced in
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the family circle. They begin as psychopedagog-
ical groups and are frequently transformed, lit-
tle by little, into groups for open discussion.
The multifamily group tries to overcome resist-
ance arising not only from the patient, but 
also from within the families themselves. When
they find common ground with other families
going through the same difficulties, they can
identify with their ongoing struggles.

In the experience of Garcia Badarracco (1990)
and Ayerra and Lopez Atienza (1993), families
take part, with patients and professionals, in
groups of 30 to 35 people. The weekly sessions
last 90 minutes. The members of the team sit
next to patients or families who are undergoing
the most delicate situations. Patients can choose
to sit in “protected” locations according to their
condition; very often, they are seated next to
the group’s therapists. In these sessions, fan-
tasies arising from the subconscious or from
transference are not interpreted; in contrast,
anxieties, desires, and defense mechanisms are
confirmed. Behaviors and interpersonal rela-
tionships are analyzed in an attempt to high-
light the positive aspects and deep-seated
affective needs that are often hidden beneath
each conflict. The objective is to help patients
find a path that lies between the rational and the
irrational, and to go beyond it, to the emotional
stage. When patients are confronted with the
most primal anxieties, their responses take the
form of more intensive investment and greater
self-control. Prolonged silence is considered to
be counterproductive. One characteristic of the
group’s therapeutic team is the spontaneity of
its intervention. Team members renounce om-
nipotence and absolute knowledge; they prefer
to appear simply as fellow human beings who
furnish daily examples intended to promote
trust. Over time, members of the group become
the true cotherapists; they treat aspects that
they have slowly succeeded in resolving. The
presence of family members who have had posi-
tive experiences of this process is invaluable;
they can guide others and give them hope.

The multifamily group is also useful when
important decisions must be made regarding
hospitalization, a possibly ill-considered and
premature decision to leave the hospital, or
changes in therapeutic projects. Such groups
also help to prevent legal difficulties that could
arise from these decisions.

Little by little, the group becomes more
homogeneous and progressively leaves behind
the dissociated pedagogical group (families/
patients, sick/healthy, people who are knowl-
edgeable/those who are uninformed). Fami-
lies start to recognize that the same problems
can be encountered in their children. In cou-
ples, conflictual situations start to appear.
When it is understood that all group members
are in the same predicament and have similar
experiences, and that members cannot save
themselves without help, acceptance crystal-
lizes. This principle also applies to institutions
and to society. Garcia Badarracco (1992) devel-
oped these groups to act as exceptionally use-
ful instruments in treating patients with
schizophrenia and other serious illnesses
within the context of their “multifamily, psy-
choanalytical therapeutic community.”

C A S E  E X A M P L E

Pierre was born in 1946, in Lausanne, Switzer-
land, the second child in his family. He had one
brother and one sister. At the age of 4 years, be-
cause of frequent asthmatic bronchitis episodes,
he was home-schooled by a private tutor. At the
age of 6 years, he withdrew from his mother
and attended school.

At the age of 7, he went to a religious school.
He finished his baccalaureate at the age of 17.
He has some memories of a homosexual teacher
who sexually abused him. He was introverted,
and said he had always wanted to be an artist or
a movie director. As an adolescent, he was very
religious and a perfectionist; he repressed his
sexuality.
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He described his father as a very rigid man
who was always absent—a handsome man
“whom women were attracted to.” He had mar-
ried at age 38 because his wife “chased after him,
otherwise he wouldn’t have.” He had a job in
which he had to change residences frequently, 
so the children remained with the mother. He
wrote very often to the mother (never to the chil-
dren), and when he came home on holiday, he
would side with her in any disputes. The mother
was described as very beautiful, authoritarian,
“hysterical,” ambitious, worried about money,
always saying that she was going to have a heart
attack (“which she never had”). She did not have
a sense of humor.

When he was 16, Pierre had an infection of
the penis, and he believed he had homosexual
tendencies; he also had erotic fantasies about
his aunt, and mild delusional thoughts about a
friend who he thought was making homosexual
advances to him. He went to a psychiatrist who
told him he had obsessional-compulsive neuro-
sis. Having interrupted his studies, he began to
work at transient jobs but was not able to keep
them.

At the age of 20, just around the time his fa-
ther retired, he decompensated with agitation
and paranoid ideation. At his arrival in an emer-
gency service, an interview could not be carried
out because he was aggressive with the staff and
his movements had to be restrained. In an ulte-
rior evaluation in a short-stay unit of that gen-
eral hospital, he was disoriented, uncooperative,
and reticent, and had delusional interpretations.
At the beginning of his hospitalization, he was
aggressive, agitated, and incoherent, and experi-
enced auditory hallucinations and blockages in
thought processes. After a few days spent with
neuroleptics, he showed himself to be coopera-
tive, correct, and adequate, and he referred to
delusional ideas and interpretations that had ex-
isted in varying degrees of intensity over the
prior four years. The delusions centered on a
supposedly incestuous relationship between 
his brother and sister, around which he had

organized his whole theory of human sexuality.
Hallucinations and delusional interpretations
disappeared progressively, although the nucleus
of the delusion persisted. After some weekend
leaves, he was discharged, although he still had
a subdepressive mood. He then was followed by
a psychiatrist with neuroleptic treatment and
support therapy.

His sister, Marie, left the family’s home for
one year. During that time, Pierre was better
psychologically and gained 10 kg in weight.
When Marie came back, his problems reap-
peared. He began to tell her that he loved her,
and he chased after her for six months, so she
told these facts to her parents. Pierre thought
Marie had denounced him because he didn’t do
anything with her. He then had to be hospital-
ized again, and he improved for one year with
medication.

After his discharge, when he began again to
harass his sister, he was placed in a halfway
house for one year. While there, he began to be
very delusional and had to be hospitalized.
There he met Jeanne, who had been a patient
there for three years. He related: “She was the
‘Queen of the Hospital’ and everybody was
around her, to prevent her from committing sui-
cide. I fell in love with her and, once, we es-
caped from the hospital and went to my place to
make love, but I was impotent.”

He continued to be with Jeanne, but he re-
mained impotent. He then began psychoanalyt-
ically oriented individual psychotherapy (two
sessions a week with one psychiatrist, and
biological treatment with another). He found it
difficult to speak about his impotence in psy-
chotherapy; he feared sexual advances from the
therapist. In addition, the therapist told him
once that his apartment surely looked like a
garbage dump. Pierre felt this wasn’t acceptable,
so he left the treatment and went to a female
therapist.

In 1986, Jeanne left him, and he became very
depressed. He came back to his family’s home,
and his sexual desire for his sister began again.
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He thought she had agreed to have relations
with him, but later thought it could be a delu-
sion. When he thought she had accepted, he be-
came terrified: “What can I do with my sister? I
phoned Jeanne and I thought she had commit-
ted suicide because she didn’t answer me, and I
went to her place and found her in the kitchen
with an overdose and carried her to the hospi-
tal. We began to be together again, but I was
now in love with my sister and I didn’t want 
to live with Jeanne. I began to be jealous of 
my brother because I thought he was interested
in Marie and I thought they had a sexual
relationship.”

Then, Jeanne committed suicide. Pierre left
his home and reproached his sister and mother
for Jeanne’s death. He stopped medication,
went to a boarding house, and had ideas of
killing his brother and sister. In a delusional
state, he bought medication to kill them. He
began to fantasize having sadomasochistic rela-
tions with his sister, and he did “crazy” things
in the streets “as an anarchist.” The police sent
him to another hospital, but he escaped, went to
the halfway house, and began to be depressed
with delusional ideas.

At age 41, he again had sadomasochistic fan-
tasies about his sister. He left the house again,
stopped taking medication, and became ag-
gressive. He broke down the entry door at the
house of a friend and beat the man’s wife. He
had to be hospitalized, but, after a few days, he
went to Marie’s house and beat her and her
boyfriend. He was then hospitalized for two
months. From then until May 1988, at age 42,
he had four hospitalizations and established a
paranoid transference with his therapist. In
June 1988, he abandoned his individual psy-
chotherapy.

When his father died, in November 1988,
Pierre was put into group psychotherapy, where
he began to elaborate his grief at the death of his
father. He participated very well in the group;
for example, he told the others: “We speak here

about personal relationships with very simple
explanations. Everything that is considered
mysterious in psychoanalysis is normal here. We
speak about jealousy, anger, and madness, and
not about strange words.” In the group, he ex-
plained some dreams and distortions, idealiza-
tions, and projections. He doubted he would be
able to love anyone after so much time without
loving. He talked extensively about his delu-
sions. His perfectionism, rigidity, and grandios-
ity were confronted by the other members of the
group. He began to have emotional reactions
when he spoke about abandonment, separations,
and losses. In 1989, he was working well in the
group, living in the apartment of a friend, and
beginning to think about working.

In 1991, he was very well adapted to the
group and had worked on the separation from
his mother. He exhibited good participation in
the group, and a part of his neurotic structure
appeared. He spoke about his latent homosexu-
ality, began to fantasize about making love with
a transvestite, and said he dreamed of making
love with a man. He had an internal dialogue
with the leader of the group and thought about
him when he was in need of something. He con-
tested his previous grandiosity and omnipo-
tence, and he accepted his limitations. In 1993,
after five years in the group, he was psychologi-
cally stabilized.

When his mother developed dementia, Pierre
began to be delusional and had sadomasochistic
fantasies about his sister. While he was living
with some friends in an apartment, he gave up
medication. He went to a neighbor’s house, was
verbally abusive, and was hospitalized. After
neuroleptic treatment, his aggressive behavior
diminished, and he spoke about the delusional
ideas that he had always had. He was dis-
charged on Haldol.

He was next hospitalized for 10 days for psy-
chomotor agitation. He was uncooperative, but
after taking medication and speaking with his
new girlfriend, he was more cooperative. His
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delusional ideas persisted. In July 1993, he had
an agitation crisis and needed to be hospital-
ized for a few days. In July 1994, he began to live
with a female who was a recovered cocaine ad-
dict who had a high suicidal risk and a previous
pathology of anorexia nervosa. For the first time,
Pierre was able to make love and established a
relationship.

In December 1995, he joined a theater group.
His girlfriend, who was less prone to suicidal
ideas, went to psychotherapy. When he was as-
sessed in January 2000, Pierre appeared inte-
grated. His ego-adaptation capacity was higher,
and recent stressful situations (always involving
his girlfriend) had not produced new psychotic
disorganizations. He acted in several plays with
a theater group. He was very thankful to his
therapist. When Pierre was alone and had diffi-
culties, he established a vivid (almost hallucina-
tory) “inner dialogue” with the therapist. When
he didn’t want to go to the group, he asked that
his chair be maintained in the group.

He recently had a dream:

I dreamed that I would like to make a theater
play about the day center where the group takes
place. You may know that Arrabal was inter-
ested, in fact, in doing a play on schizophrenia,
a theme that has been very seldom treated. I
know this project of a theater play could be done
with our therapist’s help and the participation
of the other members of the group, but, of
course, I see the difficulties. I don’t know if you
would like to, but I could give you my impres-
sions of the contacts I have. If you want, I can
give you my ideas.

E F F E C T I V E N E S S

This dream was symbolic of a degree of home-
ostasis and of reintegration of defense mecha-
nisms that had resulted from the therapeutic
process.

GROUP ANALYSIS AND INTERACTION

The first studies involving groups with a dy-
namic orientation but without a set time limit
for schizophrenic patients hospitalized for
long periods underlined the weak results of
this therapeutic approach. In the same way,
studies with schizophrenics in posthospital-
ization phases could not show that group 
therapy decreased the percentage of rehospi-
talization, nor that, more than other methods,
it further improved the patient’s capacity to
adapt to society.

In contrast, certain studies showed positive
effects with regard to variables on socializa-
tion and interpersonal skills (B. Levine & Pos-
tom, 1981; H. Levine, 1980; O’Brien et al.,
1972). Subsequent studies (Gunderson, 1983;
Mosher & Keith, 1980; Mosher, Vallone, &
Menn, 1995) have shown that the results were
positive when not only was the goal to be
reached well defined—e.g., “interaction,” in
the work of Corder, Corder, and Hendricks
(1971)—but specific activities (“motivational
therapy” and “feedback through videotape”)
were set up to obtain this result. Furthermore,
it was shown that group psychotherapy, when
associated with pharmacotherapy, is more
comprehensive, and the efficacy of medication
improves treatment, even for profoundly af-
fected patients.

Most authors agree that group psychotherapy
benefits a large proportion of schizophrenics on
an outpatient basis—80% according to Kanas
(1986)—but studies analyzing its global effec-
tiveness with hospitalized schizophrenics are
inconclusive. However, in an overall evaluation
of the literature, Kanas (1986, 1991) found that
group therapy was effective in two-thirds of the
inpatient studies.

May and Simpson (1990) stated that they ob-
tained good results when psychotherapy was
centered on daily activities, on difficulties in
social relationships, on cooperation in taking
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medication, and on recreational activities. 
The bases for the focal programs, which were
structured and generally of limited duration,
were established.

Interaction-oriented groups were more effec-
tive than those using insight orientation (Kanas,
1991), which could even be harmful for schizo-
phrenics. In our present study, items that were
rated higher in our wards referred to aspects
that could be enhanced by interaction. This fa-
vorable effect of groups on patient interaction is
probably more evident in cases that require pro-
longed treatment.

The inpatient literature indicates that therapy
groups that lasted longer than three months
were more likely to be successful than those
conducted for shorter periods of time. Only five
of the studies favored the use of short-term
group programs with schizophrenics.

Kanas (1991) also favors homogeneous
groups for schizophrenics because they en-
hance cohesiveness and offer protection from
the anxiety-provoking discovery techniques
(long silences, emphasis on past conflictual
events) frequently used in groups where other
kinds of patients (borderline, neurotic, and so
on) are present.

In our units, we prefer to assign patients to
one of the two small groups in existence—not
in accordance with their diagnosis, but in rela-
tion to the severity of the impairment of their
overall orientation. This gives rise to groups
that are heterogeneous in diagnosis but rela-
tively homogeneous in their ability to relate to
others. Of course, intervention does not address
unconscious conflicts, but it can resolve ques-
tions of everyday life in a supportive vein.

One study we conducted (Guimón et al., 1992)
showed that a comprehensive group-analytic
program resulted in the use of lower doses of
medication and fewer serious disturbances (ag-
gressions, attempts at suicide, and runaways) in
the wards. Moreover, patients tended to seek
psychotherapeutic help more frequently when
discharged.

SHORT-TERM DYNAMIC GROUP PSYCHOTHERAPY

In the 1990s, good results were shown in studies
that introduced certain modifications in short-
term dynamic group psychotherapy for schizo-
phrenic patients. However, there has been a
recent upsurge of interest in time-limited ther-
apy groups with these patients. Kanas (1991) de-
veloped a model (9 discussion-oriented inpatient
group sessions, and 12 closed outpatient group
sessions) that has shown empirical evidence of
efficacy when used in conjunction with antipsy-
chotic medication. Stone (1998) reformulated a
hypothesis that patients’ absences from group
were, in fact, acts of self-defense and self-
stabilization rather than resistance, and this
improved the results of the groups. Daniels
(1998) proposed a technique, interactive behav-
ioral learning, that actively combines cognitive-
behavioral and dynamic techniques.

Nevertheless, even if the controlled studies of
group psychotherapies for schizophrenics show
serious methodological problems that limit their
ability to be generalized (Scott & Dixon, 1995),
the reality-oriented approaches seem to be supe-
rior to psychotherapies oriented toward insight.
Research on models for learning psychosocial
skills (both in individual conditions and in a
group) shows that the skills targeted can be
learned and maintained over time. However, a
study by Hayes (1995) did not find a better evolu-
tion for schizophrenic patients who had fol-
lowed training in psychosocial skills than for
those placed in the control group. Mader et al.
(1996) found modest results in absolute terms,
and these results were limited to certain sub-
groups of patients, such as a group dedicated 
to schizophrenic patients’ acquisition of social
skills.

On the other hand, many psychoeducational
attempts have been made in groups dealing with
individuals (North et al., 1998) or families (El-
more & Young, 1996; Nightingale & McQueeney,
1996). A particular technique is aimed at attenu-
ating “the expressed emotion” (Brown, Monck,
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Carstairs, & Wing, 1958; Leff, 1994) of families,
thus improving the outcome of schizophrenic
patients. Most of these approaches have a
cognitive-behavioral orientation. However, con-
ducting this kind of group can be facilitated
enormously by a thorough understanding of
object-relations issues.

S U M M A R Y

The application of psychodynamic and object-
relations theory to group therapy offers power-
ful insights to understanding and treating
schizophrenic disorders. Group therapy has ex-
panded the domain of the intrapsychic and
dyadically oriented approach of early psycho-
analysis, significantly broadening the reach to
more disturbed populations. Although Freud
outlined his concepts on groups, Bion made a
paradigmatic shift in his new conceptualiza-
tions of group process. There are a variety of
applications of group models to a broad spec-
trum of treatment needs for the schizophrenic
patient. They can be used to help chronically
hospitalized patients adapt to the community,
change negative attitudes and increase medica-
tion compliance, and to learn psychosocial
skills. Groups can be offered both in short- and
longer-term formats and can be applied in out-
patient, partial, and inpatient settings. In spite
of methodological difficulties in many studies,
the effectiveness of group therapy appears to be
rather robust in that it seems to benefit a large
number of both inpatients and outpatients.
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Group Therapy Treatment of Sex Offenders

LESLIE M. LOTHSTEIN AND ROSEMARIE LAFLEUR BACH

H I S T O R Y  O F  T H E
T H E R A P E U T I C  A P P R O A C H

Group therapy has been advocated as the treat-
ment of choice for sex offenders (B. Schwartz,
1995a) and for sexually compulsive, addictive of-
fenders and victims of sexual crimes (Anderson,
1969; Ganzarain & Buchele, 1990; Goodman,
1998; Lehne, Kate, & Berlin, 2000; Lothstein,
1979; Peters, Pedigo, Steg, & McKenna, 1968; Pe-
ters & Roether, 1972; B. Schwartz, 1995a, 1995b,
1995c; Slater, 1964).1 Treating men who sexually

offend in a homogeneous group therapy format
(Yalom, 1975) allows them to benefit from treat-
ment, as this heals their “vertical splits” in ego
development (Goldberg, 1995, 1999, 2000) that
led to their sexual acting out and dissociated
shame. In homogeneous group therapy, sex of-
fenders can experience feelings of acceptance
and universality and reduce shame, and thereby
cope with their superego deficits while they

1The term sex offender is a forensic term, not a clinical de-
scription or a diagnostic label. Individuals who are ar-
rested for violating legal statutes governing criminal
sexual behavior are a diverse group in terms of self-
experience, psychogenetic precursors to their disorder(s),
defensive strategies, and personality development. In ad-
dition to being described as sex offenders, many of them
may have one or more DSM-IV diagnoses (including a
paraphilia) or are dually diagnosed. In this chapter, we
refer to sex offenders as males because the research find-
ings suggest that there are approximately 10 times as
many male sex offenders as female. Sex offenses may in-
volve a whole range of behaviors, some of which have
been catalogued as paraphilias by DSM-IV (American
Psychiatric Association, 1994) while others are not for-
mally diagnoses by DSM-IV standards and have been

labeled as nonparaphilic sexually compulsive and addic-
tive disorders (Kafka, 1997). More recently, the terms
“sex addiction” and “sexually compulsive disorder” have
been applied to describe the latter group of men and
women who need treatment to control sexual urges that
may be relentlessly enacted on a daily basis (Carnes,
1983; Coleman, 1988; Schneider, 1991). The terms “com-
pulsive” and “addictive” have been used interchange-
ably despite challenges from dynamic theorists that the
term “compulsive” refers to a specific type of behavior
that represents a defensive compromise to ward off anxi-
ety associated with a wish and one’s conscience. Addi-
tionally, medical specialists in addiction want to limit
the term “addiction” to drugs and alcohol addiction (de-
spite the fact that sexual behavior disorders may involve
tolerance and cravings that respond to a relapse model).
The recent publication of the Journal of Sexual Addiction
and Compulsivity, vol. 1(2), 1994, 99–184, points to the use
of an addiction model in the field of sexuality.
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work on the self-deficits, developmental arrests,
and neurotic conflicts that led to their sexual
problems in a supportive, nonjudgmental group
therapy environment.

Homogeneous group therapy for sex offend-
ers is helpful because the members share a basic
sexual fault that is not usually accepted in
mixed groups. For paraphiles, especially child
molesters, the self-image of a monster pervades
the self and prevents disclosure of the behavior
and fantasies for fear of being rejected, hated,
and expelled from the group. In a homogeneous
group of sex offenders, everyone shares intense
shame for sexually acting out their impulses.
Sharing the details of the paraphilia may be less
difficult in such a homogeneous group because
of the common link that brings the patients to-
gether. For example, in an outpatient group su-
pervised by Lothstein, a patient announced
that he had molested a child. One woman threw
up; others became agitated and angry. Eventu-
ally, the group insisted that he terminate his
involvement in the treatment. The group mem-
bers felt unsafe with their impulses toward him
and feared his presence. The fragility of group
cohesion secondary to aggression in the early
stages of group development has been previ-
ously noted (Lothstein, 1979).

Many members in sex offender groups have
offended, been arrested, had their pictures and
stories appear in the newspaper and other
media, and experienced intense humiliation and
ongoing social isolation. They share the devasta-
tion of the shame that follows from such public
disclosure, and they share society’s view of
them as monsters. Whereas individual therapy
may be helpful regarding privacy issues, secrecy
and shame issues are best managed in a group
setting.

The basic rule in a psychodynamically ori-
ented group therapy is that the members not
judge another individual’s paraphilic behavior.
The group therapy is directed toward under-
standing, not judging, the individual’s sexual
behavior and fantasies. With this rule in place,

group members may begin to disclose sexual
details about themselves that would otherwise
remain denied, disavowed, suppressed, or split
off from the self and acted out dissociatively in
a hypnoticlike state.

In a behaviorally oriented treatment, a pa-
tient may be forced or compelled to reveal pri-
vate details of the self that may prevent a
trusting relationship, which is necessary for
sex offenders to develop genuine responsibility
and empathy for their victims. A psychody-
namically oriented group therapy facilitates
disclosure via the group culture. The dynamics
of group process also facilitate the penetration
of defensive denial without sacrificing trust
(Lothstein, 1979).

Group therapy for sex offenders and sex
addicts has generally been behaviorally or
cognitive-behaviorally based, and the model is
primarily used for an incarcerated population.
A hybrid psychodynamically oriented group
therapy model is advocated in this chapter to
deal with the large number of sex offenders
who are not incarcerated. Such a model in-
creases the likelihood of an individual’s devel-
oping the self-regulatory control processes
necessary for deviant behavior to stop entirely.

The application of group therapy to sex of-
fenders uses theory and research from cognitive-
behavioral therapy (B. Schwartz, 1995d), relapse
prevention models (Laws, 1989; Marques & Nel-
son, 1989; Twerski, 1997), harm reduction mod-
els (Milton & McLean, 1999), psychoeducational
models (Green, 1995), programs involving 12-
step techniques (Sex and Love Addicts Anony-
mous, 1964), abstinence models (Sexaholics
Anonymous, 1989),2 or a combination of psycho-

2Because of the evolution and the wiring of the human
brain for sex and reproduction, the abstinence model 
is not the primary recommendation for sex offenders
(though abstinence of the deviant behavior is a goal).
Sexual desire is a primary behavioral mode built into the
hardware of the brain. Any attempt to apply a model of
sexual abstinence will meet with harsh resistance from
the brain. In his analysis of celibacy (i.e., abstinence) and
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educational techniques (Sex Addicts Anony-
mous, 1986). Although there may be important
insights to be gained from a behavioral model
and cognitive-behavioral techniques, almost all
sex offender outcome research is based on treat-
ing incarcerated populations.

However, the majority of sex offenders and
those patients with sexually compulsive and
addictive sexuality are not incarcerated. In-
deed, the vast majority are living in the commu-
nity and are under some form of supervision.
The Bureau of Justice statistics for criminal sex
offenders reported that for any given day in
1997, “there were approximately 234,000 offend-
ers convicted of rape or sexual assault under the
care, custody, or control of corrections agencies;
nearly 60% of these sex offenders are under con-
ditional supervision in the community” (Bu-
reau of Justice Statistics, 1997). These statistics
do not include those sex offenders who either
did not come before the criminal justice system
or who were sexually compulsive and addicted
and voluntarily sought therapy for their disor-
ders. Many of these sexually compulsive or ad-
dicted individuals are classified as nonviolent.
In seeking out treatment, they are attempting to
live fuller, healthier, and safer lives. These indi-
viduals are treated in a variety of ambulatory
settings, and the research on sex offenders in
prison may not apply to their problems. Newer
models of treatment need to address the spe-
cific problems of those who sex-offend or are
sexually compulsive or addictive and live out-
side a controlled environment.

This chapter goes beyond the purely behav-
ioral model of sex offender treatment and fo-
cuses on a novel hybrid psychodynamic group
therapy model that integrates insights from a
cognitive-behavioral model with insights from
psychoanalysis, ego psychology, self psychology,
and perversion theory (Chassequet-Smirgel,
1986; Goldberg, 1995; Kaplan, 1991; Khan, 1974,
1979, 1983; Lothstein, 2001; Socarides, 1988;
Stoller, 1975, 1979, 1985, 1991). This hybrid treat-
ment model is viewed as providing a more
comprehensive framework for recognizing and
treating the deeper psychological structures of
individuals who sexually act out their psychic
conflicts as a result of a developmental arrest,
childhood trauma, or structural ego deficits and
neurotic conflicts.

The underlying assumption of this hybrid
psychodynamic model comes from over 25 years
of treating a wide range of sex offenders and sex-
ually addicted or compulsive individuals in
group therapy. As a result of this experience, we
found that these patients suffer from core dis-
turbances in attachment, dread and fear women,
and experience intense abandonment and sepa-
ration anxiety that led to their being alienated
from themselves and their social networks.
Consequently, these men were unable to form
appropriate attachments or need-satisfying re-
lationships necessary for healthy object rela-
tionships. They are intensely lonely, angry, and
needy men who cannot be alone and have sexu-
alized their intimacy needs. As a result of indi-
vidual and family dynamics, these men have
learned to establish some type of relationship
and attachment through deviant sexual behav-
iors and perverse symptom formation. For them,
it is better to have a deviant sexual relationship
than to be lonely, angry, and alienated and have
no contact with others.

Group therapy allows these men the possi-
bility of dealing with their childhood sexual
trauma, developmental arrests, and gender
and masculinity conflicts while attaining gen-
uine intimacy and reconnecting to their failed

the Catholic priesthood, Sipe (1990) reported that only
2% of American Catholic priests are genuinely celibate
and another 18% strive for celibacy but are not success-
ful. About 80% of Catholic priests are not celibate (which
does not mean that they are always acting out sexually).
That is, even for those individuals who choose sexual ab-
stinence (celibacy) for moral and theological reasons, it
is difficult to remain abstinent. Sexual urges and behav-
iors are intimately involved in the development of affec-
tionate relationships. When individuals fail to establish
healthy sexual relationships, paraphilic behavior may
ensue.



504 GROUP PSYCHOTHERAPY

self-identities. In the context of group therapy,
they can focus on these issues along the lines of 
the four pillars of their sexual lives: sexual
arousal, core gender identity, sexual orientation,
and love relationships. A dynamically oriented
group therapy allows them to express their in-
nermost fantasies and disavowed affect and de-
velop a level of trust and honesty to overcome
their arrested social development and learn to
engage in meaningful and gratifying relation-
ships with real people (Lothstein & Zimet, 1988;
Rutan & Stone, 1984).

The cognitive-behavioral model de-empha-
sizes the importance of emotion and affect be-
cause most of the patients are incarcerated.
Prison environments discourage affective and
emotional displays because these can destabilize
an individual or group. However, without an
emphasis on experiential or emotional learning,
no real change can take place. In a dynamic
group context, these men are able to connect 
to their dissociated emotions and experience the
real pain in relationships that they avoid
through their perverse symptoms. Subsequently,
they come to understand that their perverse
symptom is based on an illusion that some type
of meaningful relationship is possible through a
fetishistic or part-object relationship. Only
through the establishment of genuine whole-ob-
ject relationships can caring and concern for oth-
ers develop, the deviant sexual enactment be
controlled, and the perverse symptom be re-
solved. Psychodynamic group therapy allows for
such processes to occur and change to take place.

For the psychodynamically oriented group
therapist, sexually errant behavior is viewed as
stemming from early childhood self-deficits that
can be repaired only when deficits in self-
structure have been recognized and treated
(Goldberg, 1995, 1999, 2000; Lothstein, 1997). A
purely cognitive approach to treatment is inade-
quate because of the failure to identify and treat
these deeper self structures that are impaired.
Although cognitive-behavior therapists correctly
emphasize the need to control deviant behavior,

learning the appropriate social skills is insuf-
ficient and no substitute for the internaliza-
tion of genuine object relationships and the
self-regulation of affect necessary for genuine
self-control. Moreover, true empathy must be
experientially, not cognitively, learned, other-
wise, behavioral methods may actually en-
hance some perpetrators’ skills in controlling
and grooming victims. Psychodynamic group
therapy emphasizes the need to socialize and
demystify the underlying secrets of the sexual
self by verbalizing these secrets in an accept-
ing, nonjudgmental and nonblaming group
atmosphere.

In this chapter, we review the current status
of the behaviorally oriented group therapy
model for sex offenders (primarily developed
from work with prison populations), discuss 
the psychodynamic model, and introduce the
use of a hybrid psychodynamic model of group
therapy emphasizing an integration of cognitive-
behavioral therapy with a broad-based psycho-
dynamic theory involving attachment theory,
self psychology, and object-relations theory, and
informed by psychoanalytic theory. We identify
what assessment methods are important to diag-
nose these conditions, identify who can benefit
from these interventions, and provide some rich
clinical examples of how the hybrid model is put
into action and the therapy is carried out (Quin-
sey, Lalumiere, Rice, & Harris, 1995; Quinsey,
Rice, & Harris, 1995).

T H E O R E T I C A L  C O N S T R U C T S

Most sex offender treatment models emphasize
using behavioral therapy, which is based on
learning theory. More recently, these treatment
methods have been informed by cognitive-
behavioral treatment emphasizing cognition,
skills training, and symptom removal. Cog-
nitive-behavioral sex offender group therapy
stresses skills development to repair the pa-
tient’s deficits.
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Smith (1995) emphasized that sex offenders
need to participate in and successfully learn
specific skills around the following issues: sex
education, victim empathy, drug and alcohol ed-
ucation, social and interpersonal training, anger
management, relapse prevention, assertiveness
training, stress management, dating skills, and
self-esteem building. In addition, treatment
should focus on distorted cognitions or thinking
errors that lead to denial, rationalization, and
minimization as excuses for sexually acting out.
Some individuals may also need a concurrent
residential placement to ensure compliance
with treatment and safety for the patient and
the community.

Green (1995) suggested a number of interven-
tions for sex offenders, including psychoeduca-
tional modules (e.g., focusing on sex offender
dynamics, anger management, and relapse pre-
vention); interpersonal techniques; psychologi-
cal and behavioral diaries; assignments (reading
books on incest, rape, anger management); re-
conditioning (overt or covert methods of coun-
terconditioning, behavioral rehearsal, and/or
masturbatory reconditioning); cognitive-behavioral
techniques (relapse prevention methods, iden-
tification of the deviant cycle, evaluation of
incorrect assumption and perceptions); pharma-
cological treatments (neuroleptics and antian-
drogen medication); and aftercare needs.

For Green (1995), sex offender treatment in-
volves the offender’s admitting guilt, accepting
responsibility, identifying the deviant sexual
cycle, and making restitution. In some cases,
where notification and registration statutes are
in place and civil commitment is a possibility, it
may be difficult to achieve these goals.

Travin and Protter (1993) identified five major
categories of sex offender treatment: (1) self-
control techniques aimed at helping the offender
to gain control over his “deviant fantasies, urges
and activities”; (2) stress management aimed at
eliminating sources of stress that fuel paraphilic
acting out; (3) cognitive restructuring aimed 
at correcting erroneous thought patterns that

contribute to and sustain paraphilic behavior; 
(4) empathy training; and (5) social rehabilitation
techniques aimed at treating client’s social and
interpersonal deficits (e.g., assertiveness train-
ing). They also recommended psychoedua-
tional/sex education to provide patients with
accurate information about both normal sexu-
ality and abnormal sexual functioning. They
emphasized that psychoeducational techniques
may be utilized throughout therapy as an ad-
junct to any of the five cognitive-behavioral
techniques. They believe that it is important to
“demystify and correct distortions about sex-
ual functioning” that may contribute to a para-
philic’s “stress, frustration, and low self esteem
regarding his sense of manhood” (p. 147).

All cognitive-behavioral treatment models for
sex offenders employ relapse reduction and/or
prevention techniques that reinforce therapeu-
tic gains and shore up a person’s defenses
against recidivism. The sex offender learns to
anticipate, and cope with, the problems of re-
lapse from the outset of treatment (Becker,
1996; Laws, 1989; Travin & Protter, 1992, 1993).
By helping an offender identify the microbe-
havioral events preceding a relapse (an actual
episode of acting out), he can control his sexual
behaviors.

Carnes (1983) believed that deviant arousal
patterns need to be interrupted for the para-
philic ritual to lose its ability to excite and to
consume one’s thoughts and behaviors. Whereas
initial approaches to deviant arousal in sex
offender treatment involved using aversive con-
ditioning behavior therapy techniques, thera-
pists now employ a broad range of integrative
techniques that are more inclusive (Becker, 1996;
Marshall, 1994; M. Schwartz & Brasted, 1985;
Travin & Protter, 1993). Moreover, cognitive be-
haviorists emphasize observable, measurable re-
sponses, and their techniques lend themselves
well to the scrutiny of outcome studies (Mar-
shall & Barbaree, 1988).

Arguments against a behavioral approach in-
clude the following:
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1. It does not promote in the offender an abil-
ity to experience and express affects ap-
propriately.

2. The method may teach antisocial indiv-
iduals about victim empathy and give 
them another tool to exploit vulnerable
individuals.

3. Teaching some offenders about assertive-
ness training and anger management may
provide them with the tools to further ma-
nipulate others.

4. Teaching about sex education may excite
their interest and lead to acting out.

5. Behavioral group therapy may have a ten-
dency to diffuse responsibility and enable
the sex offender to avoid focusing on very
embarrassing and important details about
his sexual fantasizing that are necessary to
prevent relapse.

6. Behavioral group therapy may reinforce
defenses supporting denial, rationaliza-
tion, and minimization of the sexual act-
ing out.

A major criticism of the multiskills approach to
the cognitive-behavioral model is that it seems
to propose a tandem series of treatment recom-
mendations that are not integrated.

The goals of psychodynamically oriented
treatment are similar to those of cognitive-
behavior therapy but is based on a recognition
that the sexual or aggressive symptoms are
viewed as secondary and as an expression of a
damaged or traumatized self. Unless the indi-
vidual’s self-deficits are treated, he will period-
ically resort, under stress or during periods of
self-fragmentation or decompensation, to errant
sexual behaviors.

The psychodynamic group therapy model
emphasizes a developmental psychological ap-
proach to treatment using transference and
countertransference issues and ego and self psy-
chological perspectives and is informed by clas-
sical and neopsychoanalytic theory. This model
facilitates an enriched understanding of the

sexualized symptom as part of the individual’s
massive self-deficits and lack of self-cohesion. 
In cognitive behavior therapy models, treatment
focuses on cognitive scripts alone and not on 
the developmental issues from the individual’s
past that contributed to the development of a
sexualization.

Because individuals who engage in sexually
offending or compulsive and addictive sexual
behavior often report the onset of their sexual
misbehavior as preceded by abandonment fears,
depression, surfacing rage and other negative
affects secondary to frustration of loss of grati-
fication, and separation anxiety, it would seem
that a psychodynamic model would be best
suited to treat the underlying issues driving the
paraphilic and nonparaphilic behavior. Sex of-
fending behaviors can be brought under “real”
control only when the internal mechanisms for
self-regulatory processes of control are in place.

Psychodynamic group therapy emphasizes
experiential learning, affect modulation, emo-
tional expression, and insight into early child-
hood experiences as necessary for change to
occur and destructive acting out to cease. Psy-
chodynamic therapists have advocated that the
treatment factors that must also be considered
(in addition to mental illness or brain damage)
should include the following list of nonexhaus-
tive factors: family, religion, societal and per-
sonal factors, developmental age level, ethical
issues, underlying erotic fantasies, use of alco-
hol or drugs, factors related to sexual abuse,
ethnicity, and an understanding of the specific
sex offender typology that applies to a given
patient.

Psychodynamic group therapy methods may
help offenders to neutralize guilt, shame, and
self-hatred and control their addictive sexual cy-
cles. The aim of this type of group therapy is to
help sex offenders control their deviant sexual-
ity through increased awareness and insight
and repair of self-deficits through the develop-
ment of self-object transference that led to the
sexualization in the first place.
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To ensure that all treatment providers, regard-
less of theoretical orientation, have a common or
core knowledge of sex offender treatment goals,
B. Schwartz (1995b) concluded that all therapists
should consider focusing on the following in
their group therapy approaches (as part of set-
ting up guidelines for treatment and the licens-
ing of sex offender treatment providers):

• Address the client’s deviant sexual urges
and recurrent deviant sexual fantasies as
necessary to prevent sexual reoffense.

• Educate clients and the individuals who
are part of their support systems about the
objective risk of reoffense.

• Attempt to teach clients how to use self-
control methods to avoid sexual reoffend-
ing, where applicable.

• Consider the effects of trauma and past
victimization as factors in reoffense po-
tential, where applicable.

• Address the client’s thought processes
that facilitate sexual offense and other vic-
timizing or assaultive behaviors.

• Modify the client’s thinking errors and
cognitive distortions where possible.

• Attempt to ensure that clients have accu-
rate knowledge about the effects of sexual
offenses on victims, their families, and the
community.

• Assist clients to develop a sensitivity to
the effects of sexual abuse on their victims.

• Address the client’s personality traits and
deficits that are related to their reoffense
potential.

• Address the client’s deficits in coping
skills in present life situations.

• Include and integrate the client’s family
into the therapy process, where appro-
priate.

• Attempt to maintain communication with
client’s spouse and family, where appro-
priate, to assist in meeting treatment goals
(pp. 13–14).

Schwartz (1995a) noted that some sex offend-
ers who engaged in extremely disorganized,
chaotic, and shameful sex offending may need
long-term individual therapy before they are
ready for a group. She viewed these individuals
as too narcissistically damaged and self-focused
and with little available ego capacity to work in a
group therapy setting. Some of these men cannot
benefit from group therapy until they have un-
dergone many months of individual therapy.

Cognitive-behavioral approaches to the treat-
ment of paraphilias are generally more symp-
tom-focused than insight-oriented (Becker,
1996; Travin & Protter, 1993). However, the use 
of a psychodynamic perspective allows the
self ’s integration of the emotional and cognitive
deficits. Without such integration, no real
change in the self can occur. Clinicians who
treat sex offenders in a primarily behavioral-
oriented mode are aware of the phenomenon of
individuals who, after treatment, can “talk the
therapy talk” but are still vulnerable to acting
out. Whereas cognitive-behavioral treatment
micromanages the sex offender’s behavior, a
psychodynamic approach provides comprehen-
sive understanding of why the behavior occurs
and gives the individual more control over his
“fate.”

Although behavioral therapists have noted
that the treatment of sex offenders must be
tailored and focused according to the various
characteristics and typologies of sex offenders
(Dougher, 1995; Lothstein, 1996; Pithers, 1994;
Pithers & Cummings, 1995; Pithers, Kashima,
Cumming, Beal, & Buell, 1998), there is a ten-
dency for those using this model to treat the
symptoms without integrating them into the
person’s life. That is, although cognitive-
behavioral therapies for sex offenders are
espoused as the gold standard, how all of the
tandem rehabilitative techniques are inte-
grated into a coherent treatment program is a
matter of mystery, if not debate.

Sexually addicted and compulsive individ-
uals stress the importance of emotional and
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sexual arousal in their enactments. Powerful
emotions drive aberrant sexual behavior and
these emotions need to be an important part of
treatment. Emotional and sexual arousal are
critical psychobiological components that must
be addressed in treatment. Employing aversive
therapies to eliminate the emotion and deviant
erotic images or arousal misses the point of how
entrenched and important the arousal and the
fantasy basis are for self-survival. Once these
images are addressed psychodynamically in the
group process, they can be defused and in-
crease the offender’s control over his impulses.
To extinguish emotion rather than understand-
ing its meaning and relevance for the individual
seems gratuitous.

As a result of 25 years of experience treating
sexual offenders, we are advocating a hybrid
psychodynamic model informed by behavioral
therapy as the treatment model of choice. This
hybrid model of group therapy for the paraphil-
ias (sex offenders and compulsive and addictive
sexuality) is based on the assumption that para-
philes experience profound deficits in their self-
experience. A deficit model supports treatment
attempts to repair self-deficits, integrate im-
pulse and defensive processes, and help individ-
uals develop insight into their behavior and
work through and rehabilitate their self struc-
tures through a hybrid model of psychodynamic
group therapy. The healing process is facilitated
through the following: use of transference phe-
nomena; using other group members and the
group as a whole as factors in repairing develop-
mental arrests regarding one’s history of being
sexually abused; being over- and understimu-
lated; and being sexually reactive in response to
disorganizing anxiety and the surfacing of core
self-conflicts (cf. Ganzarain & Buchele, 1990;
Travin & Protter, 1993).

Work with sex offenders suggests how
themes of attachment deficits, alienation, and
loss and abandonment (and the attendant af-
fects of shame, humiliation, and primitive nar-
cissistic rage) may lead to sexualization as a

defense against massive fragmentation anxiety.
Only psychodynamically oriented group ther-
apy can address their early childhood attach-
ment conflicts.

The dynamic forces in the group allow for at-
tachment and relational deficit issues to emerge
in a safe environment in which other individu-
als share the same basic structural deficits, de-
velopmental arrests, and underlying conflicts
over abandonment anxiety, depression, and
rage. Therapists serve as transference objects to
work through these structural deficits and core
conflicts. Moreover, the sex offender’s loss of
control over his sexual symptoms (a dynamic
that intensifies feelings of shame) can be
worked on effectively in a group therapy set-
ting in which these issues are shared by all
group members. If these issues were raised in
individual therapy, there might be too much
opportunity for keeping secrets that could lead
to further defensive denial, splitting, disavowal,
and other primitive defensive maneuvers to
keep the shame, or basic fault in the self, hidden
even from the therapist. However, in the group,
all members are operating within the same
framework of guilt, shame, humiliation, and
blame.

It is our experience that sex offenders per-
ceive themselves as monsters who cannot con-
trol themselves and are regarded by society as
evil. Working with the patient’s self-image as a
monster, in the context of a group in which all
of the patients share the monster label, eventu-
ally allows for the diffusion of the intense
shame and the powerful evil social role with
which these patients identify. This process en-
ables group members to tolerate their shame
and avoid suicidal depressions, dissociative 
ego states, or heightened aggression and over-
whelming feelings of helplessness that may led
to self-fragmentation and, perhaps, psychosis.
Unless shame is experienced and worked
through in the group, genuine change cannot
take place. The group as a whole acts as a con-
tainer, a safe place, a holding environment and a
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“good-enough parent” (Winnicott, 1965), mak-
ing the sex offender feel safe and contained so
that change can take place.

Psychodynamically oriented group therapy
encourages the phenomenon of narcissistic mir-
roring to occur. This allows the impaired narcis-
sism of each group member to surface without
having devastating effects as ego strengths. This
is critical because not all patients are low func-
tioning. Sexually aberrant behavior knows no
educational or social status limits; many pa-
tients who seek treatment are high functioning,
intelligent, and employed as professionals and
clergy. In a homogeneous group of sex offend-
ers, issues of self-worth and acceptance are
heightened and allow each person to face his
shame and repair his structural ego deficits. The
function of the group as a self-object for the 
sex offender has been highlighted by Coleman
(1998) and Travin and Protter (1993).

Every paraphilia involves some type of deficit
around core gender identity (Goldberg, 1995;
Lothstein, 1979). For male paraphiles, the gen-
der identity conflicts usually take the form of a
damaged masculinity and a fear that they are
not manly enough and too feminine. This has
little or nothing to do with homosexuality, but
with core issues of self-identity as a male and
masculinity. As a group, paraphilic males share
conflicts around the following issues: they may
perceive their genitals as defective and child-
like; they may experience their masculine self
as failing; they may believe that their lack of
control of their urges is associated with feelings
of gender confusion; they may believe they are
damaged males who are like females (a deroga-
tory assignment of gender that equates damaged
masculinity with a failure at male differentia-
tion); and they may reveal envy and hatred to-
ward females.

Issues of damaged ability in self-assertion,
narcissism, aggression, and separation conflicts
are all embedded in the sense of damaged mas-
culinity. Some of these men cross-dress, and
some develop a circumscribed fetish (female

shoes, undergarments, clothes) or live out pri-
vate sexual fantasies in which they see them-
selves as women in the sex act and being
penetrated by phallic females. All of these con-
fused but excited enactments keep alive the
damaged secret self. The female identifications
and secret female longings allow some aspects
of their dependency needs to be gratified. Many
of these men are very angry and have chaotic
and aggressive marriages. Unless these issues
are addressed in therapy, no real change in the
self can occur. Only a psychodynamically ori-
ented group therapy allows such shameful ma-
terial to be discussed and worked through so
that structural change can occur.

Once the unconscious conflicts surface and
the defensive adaptations are identified, the re-
habilitation of self structures can take place.
Otherwise, the self may further isolate, com-
partmentalize, deny, rationalize, disavow, or
dissociate intense feeling and appear to be
“normal” while secretly carrying out the para-
philia with greater intensity but hidden from
the family, the therapist, and the self. Most cli-
nicians are familiar with patients who, because
of the intensity of pleasure associated with
defensive sexualization, are unable to give up
their sexual symptoms. These symptoms are the
person’s only source of gratification, content-
ment, soothing, and pleasure. Many of these in-
dividuals exhibit behaviors that mimic frontal
disinhibition and a frontal lobe syndrome (in-
volving impulsivity, lack of organization and
integration, poor judgment, limited insight, 
and lack of recognition of consequences). Some
of these men may exhibit an identifiable neu-
ropsychological deficit (Lothstein, 1999).

One group of understimulated and de-
pressed men (especially exhibitionists) may ex-
perience themselves as sexually “dead.” They
may fuel their exhibitionism by using chemi-
cals such as cocaine to intensify their feeling of
excitement while alleviating their depression
and making them feel alive. For them, the sex-
ual acting out is an antidote to depression and
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their understimulated self system. Men who
are alienated from themselves because of severe
early childhood trauma are among the most dif-
ficult to treat because they aggressively ward
off all help that threatens to annihilate their
pleasure system.

In a psychodynamically oriented group,
members with similar problems may identify
with each other and develop self-object trans-
ferences that Kohut (1977) labeled twinship
transferences. Group members may pair with
one another in a way that allows their damaged
narcissism to be repaired and appropriate ambi-
tions and goals to be established. The twinship
transference overcomes the isolation and alien-
ation that cripple the self system and provides
an idealized other with whom the self can iden-
tify. The group culture allows transferences to
develop and be more effectively identified. The
ability to tolerate intense shame and develop
appropriate ego mechanisms governing self-
observation, and victim and self empathy and
to foresee the consequences of one’s behavior
are facilitated in psychodynamic group therapy.

The assumption underlying a psychodynamic
treatment perspective is that to effectively reha-
bilitate the sex offender’s structural ego deficits
and repair unconscious conflicts, the sex of-
fender has to feel safe from damaging criticism
and aggression that activates his split-off self
and can lead to further defensive sexualization
and destructive behavior.

The ability to experience guilt and tolerate
shameful feelings through open disclosure in 
a safe environment is the immediate goal of
psychodynamic group therapy (Buchele, 1994;
Catherall & Shelton, 1996; Friedman, 1994; Gan-
zarain & Buchele, 1990; Goldberg, 1995; Mc-
Carthy, 1994; Travin & Potter, 1993). According
to Goldberg, “Nothing seems to highlight a per-
verse activity so much as a feeling of alienation
and difference; nothing seems to relieve it more
than a feeling of acceptance” by the therapist,
group members, and the group as a whole. This
sense of alienation was explained by Kaufman

(1992) as being born of the rigid defenses em-
ployed by the paraphile against experiencing
shame. Consequently, these individuals fail to
develop adequate relationships and feel alien-
ated from others. For the alienated sex offender,
the possibility of building a corrective “inter-
personal bridge” and healing damaged relation-
ships is sworn off. Consequently, there is no
possibility of trust. According to Kaufman, it is
only through open and constructive relation-
ships that the rift in the self-other matrix can be
healed. The psychodynamically oriented ther-
apy group acts as an experimental social field
in which reparative work can be done.

A few studies focusing on a homogeneous
group of sex offenders helps to illuminate the
curative factors in such group therapy. Gan-
zarain and Buchele (1990) described a long-term
outpatient psychodynamic group therapy model
for incest perpetrators, most of whom were
court-ordered to treatment. For these patients,
shame and guilt were externalized and blame
was routinely assigned or projected onto every-
one outside the self. Initially, these patients
focused on themselves as victims of a legal sys-
tem, unsympathetic parents, and lying thera-
pists (who are really angry with them, or at
least disappointed) whom they could not trust.
The ability to move from a paranoid perspective
to a relational-trusting perspective was the goal
of the initial stage of group therapy.

Ganzarain and Buchele (1990) noted how the
group as a whole functioned as a benign super-
ego allowing for a nonjudgmental and accept-
ing environment in which a patient’s lying,
manipulation, and exploitation (i.e., antisocial
tendencies) could be analyzed. Group members’
low self-esteem reflected their developmental
deficits of being raised in an unempathic and de-
structive family environment. The group therapy
environment, however, functioned as a benign
and accepting surrogate family that allowed the
paraphile to talk about his inner experience and
sexualized behaviors in an empathic and con-
structive manner. This is especially important
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for patients who are employed as professionals
or clergy, who may have entered their vocations
to be looked up to as responsible, caring, morally
virtuous, and ethically impeccable individuals.
Essentially, their choice of vocation may have
been a defense against early childhood develop-
mental deficits related to shame and feelings 
of inadequacy secondary to childhood trauma,
abandonment, and depression.

Caffaro (1991) described a homogeneous psy-
chodynamic group treatment program for inces-
tuous men (all of whom were fathers). Using 
an object-relations framework, Caffaro observed
that all of these men harbored intense rage and
“unfinished business” with their own fathers,
who were uniformly missing, inadequate, or ag-
gressively damaging to their children. He pro-
posed that treatment needed to take the patients
back in time where their problems began, in the
early parental and family-of-origin relation-
ships. He believed that if they were able to work
through these issues, significant change could
occur in their object-relationships such that they
would not have to resort to paraphilic or sexu-
ally offending behavior. In an all male therapy
group, the patients had the opportunity to es-
tablish a variety of possible solutions to their
damaged selves via healthy self-object relation-
ships in which empathic mirroring and idealiz-
ing self-object transferences were possible. In
addition, Caffaro believed that the exclusively
male environment “provided an area of safety 
to withdraw into when working through the
shameful feelings associated with longing for
the absent father” (p. 37).

The all-male group was also endorsed by
Sternbach (1996) as a unique opportunity for
men to nurture other men, and to represent the
“fathering that all men wish for: fathering that
rests on mutuality, relational authority, open-
ness to feedback and vulnerability” (p. 37).
Sternbach agreed with Caffaro’s (1991) view-
point that to expose feelings of shame, weak-
ness, and lack of masculinity is very difficult for
men and the presence of women during this

process may enhance men’s feelings of defect or
weakness.

When females are in the group, the issue of
gender must be addressed directly. Having a fe-
male cotherapist may arouse intense pain for
some men, as they fear the judgment of the
“woman-as-mother.” Also a female’s presence
can reinforce their self-concepts as monsters.
The male-female cotherapy model, however,
may lead to the optimum transference situation
in which exploration of the early parental rela-
tionships that were damaging may be more eas-
ily facilitated. For Buchele (1994) and Ganzarain
and Buchele (1990), a male-female cotherapy
pair enhances transference issues focused on
relating to the opposite sex, dealing with Oedi-
pal and primal scene issues, and developing a
capacity for telling their story to the “mother”
and repairing their damaged narcissism. Pietz
and Mann (1989) suggested that a male and fe-
male coleadership pair in a group of male pe-
dophiles can model appropriate ways of relating
to the opposite gender and enable the sex of-
fender to experience a respectful male-female
relationship in which differences do not have to
lead to murder or abandonment.

For many paraphiles, there is both fear and
dread of the female and a wish for identifica-
tion and fusion with the female that leaves
them in a state of confusion. Working through
their female issues (related to their damaged
masculinity) with a female group leader can
have an enormous therapeutic benefit. In a
group led by Lothstein primarily involving
Catholic clergy, patients rejected the idea of a
female coleader. A few group members threat-
ened to quit the group if a female was present.
For these Catholic clergy, women were feared
and dreaded and could not be tolerated in the
group. The dread of the female involved a fear
of the mother that was defended against through
a superficial expression of “love” from the pul-
pit. In one group with a female cotherapist, two
of the patients (nonclergy) attempted to cross
boundaries with her (either through exposure 
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or touching), and it was the intervention of the
other group members that led to boundary
maintenance and interpretation of the dynamic.

Many men who sexually abuse have also
been sexually abused (between 15% and 35% 
of perpetrators have been abused; Schwartz,
1995d). The trauma of being sexually victim-
ized during childhood can lead to a defensive
disengagement from developing close relation-
ships secondary to a fear of being sexually
retraumatized (most perpetrators know their
victims). Stoller (1975) believed that all perver-
sion was the result of a reenactment of a child-
hood trauma and represented a derivative of
hatred now experienced as “love” but with the
inability to develop typical love relationships.
To prevent further acting out of the early
trauma, an ego function needs to be developed
that allows the sex offender to empathize with
his victim. This can come about only through
an affective experiencing of empathy in the
transference.

Empathy cannot be taught as a cognitive con-
struct with the idea that intellectual knowing
will act prophylactically against further victim-
ization. Unless the empathic link is made affec-
tively, no real emotional learning can take place.
This issue has been raised by Mark Schwartz
(1995) and more recently by Barbara Schwartz
(1995a). They recognized that unless emotion
was addressed, no substantive change in victim
empathy could occur. Unfortunately, many sex
offender programs avoid treating perpetrators’
own sexual victimization in depth for fear that
they will develop an excuse for their behavior.
However, unless such treatment take place, 
how can we expect the perpetrator to fully emo-
tionally understand his behavior toward his
victims? A psychodynamically oriented group
therapy can more effectively “teach” empathy
for the victim through experiential and emo-
tional learning.

A hybrid psychodynamic model of treatment
for sex offenders moves from the surface issues of
symptoms (i.e., sexual enactments) to deeper
psychological structures that have been damaged

and are in need of repair. Unless therapy ad-
dresses the profound need to rehabilitate im-
paired self structures and confront the
individual’s abandonment anxiety, depression,
trauma, and damaged masculinity, no real
change in intimacy relationships will occur.
When stresses impinge on the self and negative
emotional states prevail (anger, abandonment
anxiety, rage, loneliness), it is likely that sexual
enactments will be repeated. This is part of the
deviant sexual cycle that sex offenders and sex-
ually compulsive and addictive individuals find
themselves stuck in, unable to extricate them-
selves. Until these individuals learn to tolerate
anxiety and learn how to comfort themselves
when alone, abandoned, or angry, they will
always be at risk for sexually acting out. Fear of
punishment and a cognitive awareness of deviant
thought structures cannot act as an effective bar-
rier against sexual acting out. Combining the
behavioral and psychodynamic models into a hy-
brid model allows the therapist to understand
the points of weakness of self-expression and
how to integrate them on various levels of under-
standing and rehabilitation.

M E T H O D S  O F  A S S E S S M E N T
A N D  I N T E R V E N T I O N

To be effective, psychological treatment must al-
ways proceed from accurate diagnosis. In the
absence of a thorough evaluation and diagnosis,
treatment will be haphazard. Moreover, psycho-
logical treatment must be tailored for each indi-
vidual. Labeling a person a sex offender does
not imply a specific type of treatment. Sex of-
fending is a final common pathway for a wide
range of possible disturbances and treatment
must be tailored for each individual. A hybrid
psychodynamic model of group therapy for sex
offenders is a powerful method, but it does not
work for all individuals.

Sex-offending behavior may be a symptom of
many psychological disturbances or cerebral
abnormalities, including mental retardation,
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temporal lobe epilepsy, Pervasive Developmen-
tal Disorder or Asperger’s syndrome, the result
of a traumatic brain injury or other cerebral
abnormality, the result of an Antisocial Person-
ality Disorder, the result of acute mania second-
ary to a Bipolar Disorder, behavior following
from a schizophrenic episode in which sexual
delusions and hallucinations lead to sexual act-
ing out, or the result of acute brain intoxication
secondary to alcohol, cocaine, or other psychos-
timulants. Although this list is not exhaustive,
it points to the need to know what kinds of un-
derlying diagnostic issues need to be addressed
in the treatment of the sexual behavior part of
the disorder. To know what kind of treatment a
sex offender may benefit from and whether spe-
cialized sex offender therapy techniques are
necessary, it is important that accurate diagno-
sis be an integral part of the evaluation process.

Assessment methods should include, but not
be limited to, the following:

• Neuropsychological testing.
• Projective testing, including the Rorschach.

(Self-report measures and an array of sex-
ual symptom inventories are generally
useless.)

• Objective psychological testing.
• Medical and neurohormonal evaluation.
• EEG, fMRI, CT scan, and other neu-

roimaging where relevant.
• Complete chemical dependency profile.
• Complete psychosexual and psychosocial

history with third-party confirmation of
findings (complete school records).

• Review of all police and court records and
prior history of offending.

Accurate diagnosis involves extensive clinical
interviewing of the patient and his family. In
some cases, it is only when the psychobiological
components of sexually compulsive and aggres-
sive behavior are addressed and sexually sup-
pressant drugs employed that the individual is
able to settle into treatment and address the
core conflicts that are driving his deviant sexual

behavior (Lothstein, 1996). Programs that do not
incorporate psychobiological, neurohormonal,
and pharmacological perspectives (tailored for
each person) may fail to deal with the individ-
ual’s propensity for hyperarousal that does not
respond to behavioral or psychodynamically
oriented treatment strategies. The potential ef-
fectiveness of neurohormonal and psychological
medication for reducing sexual and aggressive
deviant arousal must not be discounted (Berlin,
1983). The psychobiology and psychodynamics
of sexually deviant behavior are complementary
(and competing) processes that must become a
part of their sex offender treatment program
(Lothstein, 1995). It is our experience that about
60% of sex offenders and sexually compulsive
individuals are on some form of psychotropic or
neurohormonal medication to reduce their sex
drive.

There is a tendency in the mental health field
to encourage the development of treatment
guidelines, if not standards, for the treatment of
certain mental illnesses. The establishment of
guidelines for the treatment of sex offenders
has been supported by the Association for the
Treatment of Sex Offenders (ATSA, 1996) and
through legislative enactments in a few dozen
states. These recommendations by ATSA are
only guidelines and do not reflect the final view
on this matter, as there is considerable disagree-
ment among clinicians regarding what works,
with whom, and when. There are no research
findings using control groups and double-blind
studies that provide definitive results as to
which treatment method works best for sex
offenders.

As an example of the difficulty of defining
treatment protocols, consider a group of pe-
dophiles who are genuinely attracted to pre-
pubescent children. Some may be aroused by
sensory modalities (i.e., sight, smell, touch);
others by a core masturbatory fantasy that 
is sexually arousing (involving small genitals
and lack of pubic hair, and arousal to a child’s
small, smooth, body); others by primary identi-
fications with the developmental level of the



514 GROUP PSYCHOTHERAPY

child and with that stage of development in
their own lives; others by a repetition compul-
sion to enact something that happened to them
in their youth; and others by a sadistic need to
control and overpower a helpless object (stem-
ming from identification with the aggressor as
a defense mechanism). The treatment for each
of these conditions is different, as the various
psychogenetic precursors need to be addressed
uniquely for each sex offender.

Child molesters pose a unique treatment
problem because of the risk they pose to their in-
nocent victims, and this hybrid model has been
effective in their treatment (Lothstein, 2001).
Some of the particular problems involved in
treating child molesters have been described by
Finkelhor and Araji (1986). They posited a four-
factor model to examine the child molester’s 
interest in children: emotional congruence, sex-
ual arousal, blockage, and disinhibition. Each of
these issues must become a focus of treatment
for the child molester, yet, unless a psychody-
namic approach to treatment is instituted, he
will never understand how to identify and
control the triggers and motivations for his sex-
ual enactments. Additionally, there always re-
mains the possibility of an as yet undetected
age-specific biological marker for an adult’s in-
terest in a specific age group.

For many sexually offending men, it is only
during the group therapy experience that they
are able to connect their intense unmet longings
for intimacy with the defensive sexual acting
out they employ (Alonso & Rutan, 1988). Prior
to treatment, it was only the experience of ejac-
ulation that brought an end to a sexually de-
viant cycle. However, though ejaculation may
provide an immediate sense of relief, it also 
may eventuate in a sense of despair; the relief is
associated with the pleasure of orgasm, but 
the despair is associated with the recognition
that the fundamental problem has not been re-
solved, as the individual is aware of mounting
anxiety as the sexual cycle begins again. In a
homogeneous psychodynamic group therapy
setting where all participants understand the

role of shame in their disorders, shame is dealt
with openly and regularly throughout treat-
ment (Wright, 1994).

M A J O R  S Y N D R O M E S ,
S Y M P T O M S ,  A N D  

P R O B L E M S  T R E A T E D

To benefit from this hybrid model of group
therapy, individuals diagnosed with the follow-
ing sexual acting-out disorders should not be re-
ferred to this type of treatment: individuals
with traumatic brain injuries; hypersexuality
secondary to a medical condition, Bipolar Dis-
order, or schizophrenia; individuals with men-
tal retardation or verbal expressive disorders; or
individuals with severe personality disorders
who will thwart treatment (e.g., antisocial and
psychopathic individuals or individuals with
malignant narcissism and paranoia). Individu-
als with severe drug and alcohol addictions
should have those disorders treated and in re-
mission before starting the program of treat-
ment we are advocating.

All forms of disorganized and chaotic, dis-
inhibited, and deviant sexual behavior and
compulsive or addictive sexuality need to be
completely evaluated for possible causes be-
fore treatment is instituted. This is especially
true given the large number of elderly men ar-
rested for sex offending behavior that is part of
their medial illness (Lothstein, Fogg-Waberski,
& Reynolds, 1997). The presence of a chemical
addiction or alcohol problem may further im-
pair and disinhibit one’s self system and lead
to sexual acting out. The mix of severe psycho-
pathology with alcohol and/or drugs can be
sexually lethal. Moreover, many sex offender
programs do not recognize severe mental illness
as organizing or activating the commission of
sexual crimes. Many sex offender treatment
programs either exclude individuals with se-
vere psychopathology from their treatment pro-
tocols or fail to diagnose and treat an Axis I
disorder because they presume that all sex 
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offenders are Axis II disordered. However, once
an individual’s psychosis is managed or his
medical condition treated, he may be eligible
for beginning this type of group therapy.

One pilot program has been reported (Brown
& Lothstein, 1996) involving a long-term group
therapy project in which a group of severely
mentally ill sex offenders in a state hospital sys-
tem participated in a twice-weekly group psy-
chotherapy using a multimodal approach to
treatment. Although progress was slow, the
group setting allowed these severely impaired
men to talk about their sexual behavior disor-
ders in a group where fear of censure and
ridicule were absent. Treating their sexual is-
sues in a homogeneous group allowed these
men to better understand how their isolation,
lack of relationships, and loneliness led to a de-
viant sexual drive that dovetailed with their
Axis I illness. This pilot study illuminated how
individuals with severe psychopathology may
be eligible for treatment in a hybrid psychody-
namic group therapy model.

There are only a few reported ambulatory
programs that employ the type of hybrid model
advocated herein. The Berkeley Group (Cook,
Fox, Weaver, & Rooth, 1991) reported on the
success of using an outpatient treatment model
for nonviolent sex offenders. The use of an am-
bulatory model of care is consistent with cur-
rent mental health models of a continuum of
care and a focus on treatment in least-restrictive
settings. Bach (2000) and Lothstein (2001) have
provided additional research on the success of
using an ambulatory treatment model with sex
offenders.

Psychodynamic group therapy requires that
a person be of sufficient intellectual capacity 
to understand complex group and individual
dynamics. Individuals with below-average in-
telligence, borderline personality, or mental re-
tardation are not referred for a psychodynamic
group therapy. Some of these men cannot even
manage the cognitive parts of a cognitive-
behavioral therapy. Patients who are acutely
psychotic or depressed cannot benefit from this

form of treatment until their illness has been
stabilized. Once their psychosis and depression
has lifted, they may be evaluated for inclusion
in psychodynamic group therapy. Individuals
with traumatic brain injury or organic brain
syndromes that impair insight and judgment
are not referred to a psychodynamic group be-
cause it may be too overstimulating for them.
Patients with traumatic brain injury may become
so disorganized in a psychodynamic group that
they may misinterpret communications and be-
come flagrantly disorganized and/or paranoid.
Patients who have engaged in different types of
paraphilias can function in the same group, yet it
is our experience that child molesters experience
a particularly vulnerable narcissistic threat to
their self systems and benefit from a group
experience in which other child molesters are
present. The point of exclusion from a psychody-
namic group has more to do with timing and
acuity of illness than with diagnosis.

Of all the sex offenders, the child molester
poses one of the highest sexual risks to society
and the family. They are difficult to identify and
profile (Knight, 1992; Knight, Carter, & Prentky,
1989). Some are sexually attracted only to chil-
dren; others may engage in a single episode of
sexually acting out with a child (though they
primarily identify as heterosexual, are married,
and father children). Lanyon (1986) stated that
the child molester may escape detection because
he “is most commonly a respectable, otherwise
law abiding person” (p. 176). In the past decade,
a new phenomenon of adult sexual interest in
teenagers (ephebophilia) has challenged our no-
tions of pedophilia (sexual interest and arousal
in prepubescent minors). The law, however, typ-
ically views any minor under the age of 15 as a
child and treats pedophilia and ephebophilia as
identical legal problems, though treatment may
differ for each group.

The majority of child molesters who are evalu-
ated and treated are incest perpetrators. A sec-
ond group involves professionals (e.g., lawyers,
physicians, engineers, dentists, teachers, coaches,
or clergy) who act out with someone under their
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care (typically, a teenager). The myth that the
child molester or paraphile is likely to be a
stranger, uneducated, of a lower social class,
homosexual, unemployed, and older was dis-
pelled by Abel et al.’s study (1987). Indeed,
child molesters are found in all sectors of soci-
ety. The prototypical child molester is known
to the victim, Caucasian, well educated, em-
ployed, heterosexual, and married. Because of
the special problems that child molesters have,
it is common practice to try to put them in a ho-
mogeneous group with other child molesters
to deal with the intense shame of having dis-
graced themselves with a child or minor.

Another group of sexual offenders are those
men and women who have a DSM-IV diagnosis
of paraphilia or who have a nonparaphilic sexu-
ally addictive or compulsive sexual disorder.
These individuals pose a unique threat to oth-
ers because of their hypersexuality and their se-
cretive means of acting out. It is our experience
that most of these individuals can be helped 
by assigning them to a hybrid psychodynamic
group therapy. Paraphilias have been variously
explained by appeals to cerebral abnormality,
constitutional issues, arrested psychosexual de-
velopment, trauma and sexual abuse, and em-
beddedness in early family psychodynamics
(Goldberg, 1995, 1999; Litin, Giffin, & Johnson,
1956; Stoller, 1995). B. Schwartz (1995a) has
summarized the extant literature on the charac-
teristics and typologies of sex offenders per the
current research and concluded, “The character-
istics of sex offenders can become a meaningless
list of traits . . . typologies may be reduced to la-
bels that do more harm than good” (p. 31).

Individuals who engage in compulsive, addic-
tive, anonymous sex, who cruise, and who ex-
pose their unknowing partners, in marriage or
relationship, to STDs and HIV are a special sub-
group of paraphiles or potential sex offenders
who may benefit from a hybrid model of psy-
chodynamic group therapy treatment. Included
in this group are voyeurs, exhibitionists, and
those who commit noncontact paraphilias or

sexual offenses that do not attract police or com-
munity notice. This group may also include
some incest child molesters and the full range
of sexual offenders who are not sentenced to jail
because they evade detection. Most compulsive
or sexually addicted sex offenders never come
into contact with the courts (Abel et al., 1987).
Indeed, their “crimes” may go unnoticed by 
the judicial system. However, their victims are
often unaware that they were even perpetrated
against (e.g., the wife of a compulsive cruiser
who is exposed to HIV because of her husband’s
cruising, which he has not shared with her).

To illustrate the approach to treatment ad-
vocated, clinical vignettes of typical cases are
presented and then a clinical example from 
one session in a long-term therapy group is
presented.

C A S E  E X A M P L E S

Harvy, a 58-year-old, married with two grown
children, had sexually molested three latency-
age boys, whom he coached. For years, he
avoided intimacies with his wife. When he ex-
perienced his first erectile dysfunction, he iso-
lated himself and felt like a child. He could not
see how he could satisfy his wife or any other
woman. He felt unmasculine. During his coach-
ing, he genitally fondled the three boys (on dif-
ferent occasions) and had no understanding of
what his behavior meant. The group helped him
to set limits and avoid contact with boys and
forced him to address his lack of emotional
awareness. At times, he acted as if he had no
control over any of his actions: Things just hap-
pened to him. Over time, he was able to give
words to vague feeling states and identify his
feelings that preceded acting out.

Samuel, a 30-year-old, told the group that his
5-year-old female neighbor was very sexy. He
reported that he could tell from her eyes that
she wanted him and that he excited her. When
he was arrested for having oral sex with her, he
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was shocked, because “she wanted it and se-
duced me.” His cognitive distortions were ad-
dressed in many ways: learning about the needs
of a 5-year-old and developmental issues re-
lated to sexuality; affirming that the feelings
were really coming from within his body and
not from the girl; developing the social skills
necessary to form age-appropriate relationships
with women, who he feared would reject him;
and learning to have better self-confidence 
and increased self-esteem in his relationships
with peers. Issues of loneliness, anger, and
abandonment anxiety were integral parts of his
treatment.

David, a 43-year-old professional, was a com-
pulsive cruiser. He told the group that he would
enter a trance-like state in which “I found my-
self going to the bookstores” (i.e., pornography
bookstores), where he would meet other men
for casual sex. The group focused on his lack of
awareness of how he made decisions that had
serious consequences for him. He experienced
his cruising as involving an ego state in which
he lacked a connection between his feelings 
and behavior and entered into a “hypnoticlike
state” where “I found myself at a bookstore.”
Whenever David felt rejected, abandoned, hurt,
angry, or lonely, he bottled up those feelings
and then acted out sexually. During these dis-
sociative episodes, he experienced himself at
the level of a 6-year-old child. In group therapy,
he became aware of how his cruising was a
reenactment of the disappearance of his
mother, who was taken away and died of a ter-
minal illness when he was 6 years of age. His
need for connection and attachment was so
painful that he could not bear to reexperience
the trauma of his childhood loss but recreated
the situation with a new twist: Now he was sex-
ual and triumphant and felt ecstatic as opposed
to helpless, powerlessness, and grief-stricken.
In the group, he was able to link his aggressive
feelings as a child to his mother’s death and un-
derstood how his shameful behavior was a pun-
ishment for his earlier transgressions.

Andy, a 36-year-old, was in a crazed state of
exhibitionistic frenzy when he was arrested.
When he relapsed, he drove across state lines
and exposed himself to the police while he was
being arrested for exhibitionism. His untreated
mania led to a frenzied episode of exhibition-
ism that was chaotic, bizarre, and disorganized.
Once back on medication, he was contained, but
the episode cost him his freedom, as he was ar-
rested and incarcerated. During the group, the
focus was on helping him to track his feelings of
low self-esteem and masochistic submission
and identify negative emotions to prevent act-
ing out. In group, he presented as a glib, social,
interpersonally warm individual who was an
organizer and manipulator. Unfortunately,
Andy’s self-defeating personality traits and
masochism won out before he was able to fully
make use of the gains he made in therapy.

The use of the group as a “family” is exempli-
fied in the following vignette. Three of the
group’s 10 members shared a common identity
through multiple addictions involving eating
disorders, chemical dependency and drug ad-
diction, and sexually compulsive and addictive
sexuality. Frequently, they talked about prob-
lems they were having with their children, who
served as symbolic aspects of their past family
issues. One of the group members said he felt
like an outsider and didn’t belong in the group
because his sexual behavior problems were not
as serious as those of the members of the “triad.”
In actuality, he had had intercourse with his
daughter, whereas the triads sexual acting out
was limited to pornography and prostitutes.
Howard’s feelings of an outsider paralleled his
history of being adopted and having an identity
as an outsider. The group raised the issue of how
disturbed one can be and still be accepted by 
the group in terms of inclusion, norms, and
group culture. Jack was struck by the fact that
his son had grown up to be just like him. Being a
sexual addict, he felt he had no leverage in con-
vincing his son to give up his addictions. The
group functioned as a surrogate family, with
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subgroups, jealousies, envies, rivalries, and fa-
vorites. Group members began to see how the
group process brought up the old issues in a dis-
guised form and allowed them some emotional
distance as they discussed their core relational
problems of not being attached to anyone.

As can be seen from these vignettes, a hybrid
psychodynamic group therapy focuses on treat-
ing the person as a whole and not just as an
array of symptoms. However, during periods of
crisis and destabilization, the symptom of sex-
ual acting out often took center stage. In the
group, an individual’s behavior, emotions, and
decisions were highlighted while focusing on
issues of dampening arousal and changing fan-
tasy content. Group members benefited from
the group via the following methods: The
leader was active and established a plan of
treatment that was carried out in the group; 
patients were treated within the group, with
attention paid to transference, self-object trans-
ferences, group process, group as a whole, and
a systems approach; the group served as a ma-
trix for socializing and developing the capacity
for genuine caring and empathy for other
group members; and when interpretations
were given, timing was of the essence so the pa-
tient could hear the interpretation without be-
coming too anxious and more susceptible to
acting out.

The following vignette illustrates how the
psychodynamic approach to sex offender group
therapy was applied in one session of a long-
term group. This vignette occurred during the
eighth year of the group and has been cited
elsewhere (Lothstein, 2001).

CASE EXAMPLE

All nine men were present. The group began
with Sandy, a 66-year-old grandfather, in his
fourth year of group, who had molested the
teenage daughter of his woman friend, report-
ing on his visit to his probation officer. The

probation officer was upset and angry at
Sandy’s plan to go overseas to marry an Asian
woman. Sandy characterized her as hostile. She
refused to give him permission to go to Asia
and marry, yelled at him, called him a sex of-
fender in front of other clients, and said, “Why
can’t you marry an American woman?” He was
intimidated by her caustic remarks.

The group listened to Sandy’s concerns, clari-
fied his perceptions, and identified his distor-
tions in communication. While they empathized
with Sandy’s “pain,” they sided with the proba-
tion officer and confronted Sandy directly about
his decision to go to Asia to find a bride.

At the previous session, Sandy announced
that his 29-year-old son, who had gone to
Florida, had been missing for several weeks. 
He did not appear concerned. The group was
alarmed for his son’s safety and Sandy’s lack of
interest in finding his son. At this group, Sandy
did not make a link between his desire to travel
to Asia to meet a strange woman with his lack
of interest in finding his son locally. The group
wondered about Sandy’s capacity for empathy.
They insisted that Sandy tell his “fiancée” that
he had sex-offended against a minor and served
time in jail.

Eric, a 38-year-old with a prior history of ex-
hibitionism, had molested his children. He had
been silent in the group for several weeks. For
two years, he was separated from his children;
currently, he had supervised visits with them.
Both Eric and his ex-wife were each romanti-
cally involved with new partners. Eric wanted
to know what psychological effects their new
partners might have on their children. Eileen,
his new partner, was putting pressure on him to
meet his children. However, Eric wanted the
group’s advice as to whether it was a good idea
and what effect it might have on his children.
His oldest son, Richard, was depressed and sui-
cidal and expressed a wish to join grandma in
heaven. A link to Sandy’s missing son was
made. Eric was resistant to the idea of Richard
taking antidepressant medication. Eventually,
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he supported such medical treatment for his
son; however, his son’s depression persisted.

Eric’s ex-wife had already introduced her
male companion to the children. The group won-
dered if Richard wasn’t afraid of losing his dad
again and perhaps being molested by another
man. Steve wondered whether Richard’s depres-
sion might be related to the introduction of a
new dad and whether Eric ought to discuss 
this with his ex-wife or Richard’s therapist. The
group supported Eric’s decision to call his son’s
therapist and make this a therapeutic issue. For
the first time, Eric began to understand the in-
ternal conflicts he caused in his children. His an-
guish suggested an ability to empathize with his
son’s conflicts.

Arnold began to talk about his parent-child
relationship. A sexual compulsive, Arnold had
been in the group 31⁄2 years. He had a recurrent
memory that began around the time of his
mother’s death, when he was about 6 years old.
The memory was of a hand going up his shorts
and touching his penis. There was no person at-
tached to the hand or arm. Arnold was visibly
shaken. He had no idea what the memory
meant. The group leader recalled that Arnold’s
mother became ill when he was 4 years old.
When Arnold was 5 years old, his mother’s arm
was amputated. Arnold’s oldest child was now
the same age (5 years old) that Arnold was when
his mother died. Was this anniversary reaction
the trigger of his anxiety memory? He was
preoccupied with obsessional thoughts about
his own children being harmed. One group
member wondered whether the image of a dis-
embodied arm might not relate to Arnold’s
paraphilic symptoms of exposing his penis to
strangers while cruising. The group leader
wondered whether Arnold was trying to inte-
grate his mother’s mutilation and his abuse
through this body image memory. The material
was also linked to Sandy’s lack of concern for
his missing son. Arnold was relieved at having
shared his memory with the group. He under-
stood that the multiple meanings of his sexual

disinhibition were probably rooted in very
early childhood experiences.

Peter, divorced and 40 years old, was raising
one of his two sons. He was cross-addicted, di-
agnosed as a binge eater, alcoholic, compulsive
exerciser, and sex addict. He spent enormous
sums of money on prostitutes and phone sex.
He had been in the group two years. After his
mother and brother died of leukemia, Peter,
from age 7, was raised in foster care. He was
emotionally cold as a result of his childhood
history of abandonment, loss, death, and being
raised in a foster care environment. He looked
sullen, pouted, and was withdrawn, empty, and
alone. Prior to acting out, Peter felt bored, de-
pressed, and empty. His son, Greg, who had
been living with him for the past year, was 17
years old. Peter described Greg as angry, rebel-
lious, abusing drugs, staying out all night, con-
duct disordered, and engaging in manipulative
and sadomasochistic relationships with both
parents. Greg had been impulsively suicidal
and was recently admitted to an inpatient psy-
chiatric unit. He had spent some time in jail for
dropping out of a drug treatment program and
having an “attitude” with the judge.

Peter’s father-son relationship paralleled that
of Sandy and his son. Serendipitously, the fe-
male cotherapist had been on call in the emer-
gency room when Greg was in a psychiatric
crisis. She perceived Greg as a “softy,” a compli-
ant, frightened, insecure youngster who was
tearful and quite different from Peter’s image.
The group wondered if Greg’s behavior wasn’t
a reflection of his father’s defective masculine
self. Did Greg need to present himself as a
“bully” to compensate for his father’s mascu-
line inadequacy and impaired male self-image?

Peter responded by recalling traumatic images
of sexual victimization at the hands of his older
brother, Matt (who died from cancer when Peter
was 7 years old). Matt climbed into Peter’s bed
and forcibly put his penis in his mouth. Peter
struggled to get away. The image of forcible oral
sex became a trigger for Peter’s anxiety about 



520 GROUP PSYCHOTHERAPY

his masculinity and his adult addictive, compul-
sive paraphilic behavior. Matt’s death intensi-
fied Peter’s ambivalence. When Peter’s mother
died of cancer, his father farmed out the children
to various foster homes. Peter felt isolated,
lonely, despairing, depressed, angry, and numb.
He vowed never to establish any meaningful
emotional connections to a woman. When Peter
found a woman who loved him, he lost interest
in her. He pursued only women who were cold
and rejecting. Talking about these conflicts less-
ened Peter’s anxiety. The group interpreted
Peter’s multiple addictions as attempts to repair
early self-deficits around loss, separation, and
death. Peter’s drinking, drugging, sexual addic-
tion, using pornography and prostitutes, and
schizoid self system were interpreted as com-
pensatory reactions and defenses against his
self-deficits and early object losses.

At the end of the group, one member recalled
that Sandy, who had started the group session,
had not been appropriately anxious over the dis-
appearance of his 29-year-old son. The therapist
interpreted Sandy’s anxiety as having been pro-
jectively identified onto the group and emerg-
ing in the content of the group’s discussion.
Sandy’s indifference to his son’s loss became a
symbolic representation of the group’s identity
as lost children whom no one searched for.
Moreover, it appeared as if their unconscious
paraphilic compulsions may have been “commu-
nicated” to their children, who, like their fa-
thers, were acting out sexually and aggressively.
Issues of object loss, which had been sexually
acted out, were now identified as unpleasant
feelings that could be consciously recognized
and not sexualized. As a result of sharing in-
tensely intimate material, some of the men’s de-
sire to sexualize their pain decreased.

This group vignette is characteristic of the
way a broad-based psychodynamic method was
employed in a sex offender group, emphasizing
a self psychological and object-relations theory
that was blended into an integrated model of

care. For sex offenders to develop the internal
mechanisms to self-regulate their sexual behav-
ior, they have to affectively integrate all aspects
of their experience, using the group process as a
screen to reenact and work through their child-
hood anxieties.

The following are some of the curative and re-
habilitative group dynamics at work in a hybrid
psychodynamic sex offender group therapy:

1. Group process may dilute the intensity of
the transference and allow patients to dis-
close personal material at a faster rate.

2. Group therapy may lessen the effects of the
superego on the patient’s shame as other
sex offenders who share a self-identity as 
a “monster” begin to mobilize healthy,
nonshameful aspects of self in the curative
process.

3. Group therapy may blunt the negative ef-
fects of defensive denial, minimization, ra-
tionalization, and projection through group
members’ confrontation of these defenses
and allow for the exposure and elimination
of cognitive distortions.

4. Group therapy allows empathy to develop
as the group members develop the emo-
tional capacity to relate to real human be-
ings (i.e., allowing for real person-victim
empathy versus a memorized cognitive
script of quasi-empathy statements).

5. Group therapy may help patients to de-
velop real connections to other human be-
ings through the power of the self-object
transferences that emerge in the group
process that are then generalized to inter-
personal relationships outside the group.

The psychodynamic group focus on emo-
tional learning and the need to link affects, in-
ternal representations, and object-relationships
are necessary to help prevent the sex-offending
individual from sexualizing his conflicts. More-
over, these methods make the sex offender
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more aware of what his offending means on a
deep intrapsychic and intrapersonal level. At
this stage, a capacity for depression may de-
velop that allows the perpetrator to understand
the emotional basis for his victim’s pain. The
sine qua non for group leadership is the capac-
ity to tolerate and support strong affective ex-
pression in the group.

Psychodynamically oriented groups typically
meet for longer periods of time than psychoedu-
cational or support groups (90 minutes versus
45 minutes to an hour). In psychodynamic
groups, there is no weekly agenda; it is left up to
the patients to bring material into the group.
However, in open-ended groups, it is typical to
introduce new members by going around the
group and asking the old members to introduce
themselves and describe their core sexual prob-
lems and goals for treatment. At the end, the
new member introduces himself, his symptoms,
and his goals for treatment. During periods of
stress, the group leader(s) in a psychodynamic
group may ask members to talk about any
acting out during the prior week. The group
culture, dynamics, and process of working
through individual and group issues and termi-
nation in these groups are in keeping with cur-
rent thinking in the group therapy field.

The importance of group dynamics becomes
a centerpiece of the group’s work as patients
come to recognize that only through long-term
group work can their shame-based acting out
be demystified, secrets dispelled, interpersonal
isolation and loneliness addressed, and the de-
velopment of healthy attachments become a
reality.

P O S T T E R M I N A T I O N  S Y N O P S I S
A N D  E F F E C T I V E N E S S  D A T A

Most of the research on sex offenders (e.g., re-
cidivism rates; whether treatment is effective in
controlling sexual behavior; and how to assess

risk for acting out sexually in a violent way) has
typically focused on a heterogeneous group of
sexually violent individuals who are incarcer-
ated (B. Schwartz, 1995c). Incarcerated sex of-
fenders are a very specialized group of sex
offenders who are under state or federal cus-
tody and may already be in specialized sex of-
fender treatment programs.

In most studies, the recidivism rate is the
main outcome measure or dependent variable for
assessing the cost-benefit ratio of group therapy
for incarcerated sex offenders (Prentky, Lee,
Knight, & Cerce, 1997). Although researchers
have provided a number of tools for predicting
risk of recidivism (Epperson, Kaul, & Hesselton,
1998; Hanson, 1997; Hanson & Thornton, 2000),
all of these risk assessment tools are based on
studies of incarcerated sex offenders and cannot
be used with a nonincarcerated population. In
this sense, we do not have any reliable risk as-
sessment tools for the vast numbers of individu-
als who may have severe sexual acting-out
problems but have never been arrested.

Unless all incarcerated violent sex offenders
are civilly committed after serving their jail
sentences, we can expect that the vast majority
of them will leave institutional care and be
maintained in outpatient, ambulatory treat-
ment settings. Most will be mandated to con-
tinue their therapy on an outpatient basis. In
many cases, the recommendations for treatment
will be court-ordered as part of probation.

Prior to 1980, the majority of men (and
women) who committed nonviolent sexual
crimes spent little, if any, time in jail. Typically,
they were put on probation and assigned to in-
dividual psychotherapy. Recent changes in sen-
tencing guidelines and the effect of public
opinion on the judiciary have changed this pat-
tern. Now, it is more common for sex offenders
to receive lengthy jail sentences and have proba-
tion requirements, long-term supervision, and
referral for sex offender treatment postincarcer-
ation. Essentially, no matter how lengthy the
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prison sentence, the overwhelming majority of
sex offenders will be returned to society and
outpatient treatment. As clinicians, we must
ask ourselves whether we have treatments that
work, and if so, what are they and how should
they be administered?

Despite a spate of studies suggesting statis-
tically acceptable low recidivism rates for sex
offenders who have undergone treatment (Han-
son & Bussiere, 1998), the public is very wary of
whether sex offenders can benefit from treat-
ment. It has been difficult to change public atti-
tudes toward the treatment of sex offenders
(who are all associated with child molesters).
Indeed, despite a number of studies highlight-
ing the effectiveness of specialized sex offender
treatment, the public perception is that it does
not work. Most clinicians treating individuals
with Axis I pathology aspire for an 80% rehabil-
itation (not cure) rate, yet the findings of an
average rate of 86% for sex offenders is not ac-
cepted as high enough because there is zero tol-
erance among the public for any form of relapse
when sex is concerned.

Over the past two decades, state and federally
funded treatment programs have designed spe-
cialized approaches to the treatment of sex
offenders that proved the efficacy of such treat-
ment. Although specialized approaches for
treating incarcerated sexual offenders have been
proposed that suggest promising results on fol-
low-up (Hanson & Bussiere, 1998), all studies
are subject to methodological criticism.

Many states have implemented specialized
sex offender treatment programs into their
prison system rehabilitation programs (Pithers,
1990), but none of these programs are standard-
ized and treatment outcome variables across
programs cannot be adequately assessed. More-
over, the staffs at the different penal institutions
differ as to level of training, professional educa-
tion, and degree of supervision in treatment
techniques. There is no coherent nationwide pol-
icy for employing the same standards for selec-
tion of staff and the utilization of treatment

protocols. All of these points have been used as
criticisms against an array of very good pro-
grams from a clinical perspective.

The efficacy of group therapy for paraphilic
behavior has been demonstrated by outcome
studies that revealed a 14% relapse rate with
treatment (Hanson & Bussiere, 1998) compared
with a relapse rate of about 25 to 50% without
treatment over an extended period of time
(Marshall & Barbaree, 1988). Despite quite low
recidivism rates (about 14%) for all the para-
philias and a 3% rate for incest perpetrators
(and 25 to 50% relapse after 10 years for un-
treated sex offenders), society does not appear
willing to tolerate any relapse risks when it
comes to the safety of children and other high-
risk vulnerable populations. A continuous focus
on relapse prevention, however, may help para-
philes break the shaming cycle of acting out
sexually preceded by intense negative emotions
that are too painful to bear.

In evaluating outcome, each sex offender
treatment program must be assessed for the
unique context in which treatment is adminis-
tered and the effects of the context of treatment
(i.e., the environment in which treatment takes
place). The effect of context is so important that
programs from different contexts cannot be
compared (in terms of treatment efficacy and
outcome) with one another. This does not mean,
however, that the results of their studies cannot
be used in policymaking decisions.

In a recent study by Lothstein (2001), 109 con-
secutive sex offenders and sexually compulsive
and addictive men (and 1 woman) were treated
in the hybrid model advocated in this chapter.
The average age was 50.7 years, with 57% of the
sample having been arrested and 50% on proba-
tion. The relapse rate for all patients was 21%
(range = 3% to 52%). The higher relapse rates
were for exhibitionists and nonparaphilic be-
haviors (cruising, fetishism, compulsive mas-
turbation, pornography and Internet use). The
lowest relapse rate was for incest perpetrators.
The results of the study are consistent with
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other research and suggest that a psychody-
namic group therapy model can address suc-
cessfully the complex issues of sex-offending
behavior.

It is our hope that clinicians will see the value
in using a hybrid psychodynamic model of
group therapy for sex offenders and compulsive
sexual addicts. Unless we treat the deeper psy-
chological structures of individuals who sexu-
ally abuse, both the individual and society will
continue to be at risk.
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Groups in Therapeutic Communities

JOSÉ GUIMÓN

T H E R A P E U T I C  G R O U P S :
H I S T O R Y

FROM THE CIRCLE TO THE INSTITUTION

Several experiments that were undertaken in the
period between World Wars I and II showed that
some group techniques, as well as more global
interventions in certain institutions, could be
very effective. For instance, in the early 1930s,
the Spanish psychiatrist Mira y Lopez began to
form groups and, at the beginning of the Span-
ish Civil War, he took steps to ensure that the
1,300 patients in the Hospital of San Baudilio
(Barcelona) could learn to manage, to some ex-
tent, their own therapy. This made him a forefa-
ther of therapeutic communities.

During the Second World War, the sudden in-
crease in psychiatric illnesses due to stress led
to the utilization of therapeutic group tech-
niques and to the employment of nonmedical
personnel. These innovations yielded important
savings in time and money. Similarly, group
treatment (in inpatient and outpatient settings)
of veterans presenting mental disorders became

necessary. Halfway houses and clubs were then
created to promote the veterans’ readaptation
into society.

THE NORTHFIELD EXPERIMENTS

(BION, RICKMAN, FOULKES)

In 1942, during the Second World War, Wilfred
R. Bion was sent as a psychiatrist to the North-
field Military Hospital in England. There, with
John Rickman, he promoted a very interesting
program, “the first Northfield experiment,” an
effort to modify the functioning of the institu-
tion “as a whole” by forming various groups.
However, conflicts with the military adminis-
trators of the hospital led to a premature end-
ing of the experiment after six weeks.

The second experiment was more the result of
a team effort and lasted until the end of the war.
One month after Bion’s departure, Foulkes ar-
rived. He was able to continue and enlarge the
movement during a four-year period that has
been called “the second Northfield experiment.”
The account of the first trial, published in the
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Bulletin of the Menninger Clinic (Menninger, 1942),
and the ensuing comments by Foulkes (1948) and
other participants (Anthony, 1983; de Mare, 1983;
Main, 1946, 1977) are of great value in helping us
to understand the genesis of therapeutic commu-
nities. Foulkes, the only psychoanalyst at North-
field, brought knowledge and skill from his
experience as a leader of small therapy groups,
which he had previously developed in a psychi-
atric service in Exeter (Foulkes & Lewis, 1944).

At the same time, Maxwell Jones (1952, 1968,
1972) initiated, at the Mill Neurosis Center, 
a program that was based on the same princi-
ples as Northfield (with whose leaders he was
in contact), although its orientation was more
sociotherapeutic than psychoanalytical. His
therapeutic approach became very popular; the
term “therapeutic community” is commonly as-
sociated with Jones, who later specialized in the
treatment of delinquents presenting what today
would be diagnosed as personality disorders
(especially Borderline and Antisocial Personal-
ity Disorders).

Therapeutic communities were, thus, origi-
nally used for the treatment of neurosis and
personality disorders. Only later, principally
after Main’s experiences at the Cassel Hospital
in London, were they used for schizophrenics.

FROM THERAPEUTIC COMMUNITIES TO

MILIEU THERAPY

After the Second World War, there was a verita-
ble explosion in group psychotherapy. Some
psychiatrists—in the United Kingdom, at the
Tavistock Clinic and Cassel Hospital (the reset-
tlement units); and in the United States, partic-
ularly among the Menninger Clinic’s Group for
the Development of Psychiatry (Menninger,
1939, 1942)—felt the need to break out of their
traditional isolation from the public by adapt-
ing these authors’ wartime group experiences
to the needs of daily practice. These ideas,
which inspired the work of others in several

countries (Rees & Glatt, 1955; Rickman, 1935;
Sivadon, Davies, & Baker, 1963; Sivadon, Follin,
& Tournaud, 1952), showed the usefulness of
open rooms and more open communication links
between patients in psychiatric hospitals and
those persons responsible for their treatment.

T H E O R E T I C A L  B A S I S  O F
T H E R A P E U T I C  C O M M U N I T I E S

UNITED KINGDOM: FROM BION TO FOULKES

The first “holistic” approach to groups, and 
its early application to the understanding of
institutions, was the responsibility of Wilfred
Bion, who described “group analysis” as the
self-analysis of the group by its members and
its leader. The theoretical foundations of this
procedure (based on neurophysiology, psy-
choanalysis, medicine, neurology, psychiatry,
Gestalt psychology, and sociology) have not yet
been well developed (Roberts, 1995), even if
significant work has been accomplished by au-
thors such as Malcolm Pines (1976, 1994, 1996).

Foulkes’s most original concept was the
“group matrix,” which presupposes that an in-
dividual mind might not exist at all but is, in
fact, an illusory concept derived from the dia-
logue between two or more members of a
group. In the case of a person alone, the partici-
pants in the dialogue would have been internal-
ized. For Foulkes, mental illness results from a
perturbation in communication and an exces-
sive attachment to the family. These difficulties
are further reinforced in the various social
groups to which the subject belongs. Foulkes
referred to this process as the reticular theory
of neurosis. The result is that therapy for adults
is best undertaken in a group.

In interpreting group phenomena, all kinds
of communication (whether in words or ges-
tures) must be taken into account, as should the
fact that any kind of communication coming
from a single individual represents, in a certain
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manner, communication with the group as a
whole. Although mainly used for neurotic pa-
tients, Foulkes’s techniques were also em-
ployed—at the Institute of Psychiatry in
London and, later, in many parts of Europe—
with psychotic patients.

Other authors extended Bion’s theories on
the regressive phenomena in small groups to
the study of group processes, the definition of
the role of a leader, and the authority and struc-
ture of great social organizations. A “systemic”
approach to analysis of organizations was de-
veloped. Later, Kernberg (1975) applied these
contributions by integrating object-relation-
ships into the understanding of hospitals’ orga-
nizational problems.

FRENCH INSTITUTIONAL PSYCHOTHERAPY

In France (Chanoit, 1995), the Center for Treat-
ment and Social Readaptation of the City of
Evrard (Sivadon et al., 1952), some facilities
within the 13th arrondissement of Paris (Di-
atkine, 1958; Diatkine, Socarras, & Kestemberg,
1959; Lebovici, 1953; Racamier, 1979, 1980, 1983),
and the Delaborde Clinic developed new thera-
peutic approaches with an orientation that was
both sociological and psychoanalytical. This
was called “institutional psychotherapy.”

Coming from the field of sociology, Tosquelles
(1995) stated that institutional psychotherapy
was based on the techniques that underline the
singularity of illness, teamwork, the system of
meetings, and active therapies. Meetings are
planned to facilitate the transmission of in-
formation among technicians, patients, and di-
recting teams, while reducing the intensity of
corridor noises. Active therapies, such as occu-
pational therapy and social therapy, are based
on methods of eliciting group participation.
The therapeutic group, created to promote
autonomy in occupational therapy (Tosquelles,
1995), and directed by patients, also has a thera-
peutic function.

On the psychoanalytical side, the movement
toward institutional psychotherapy was en-
riched by the contributions of authors in three
categories (Chanoit, 1995): (1) psychoanalysts,
who tried to apply analysis to the group situa-
tion (Diatkine, 1958; Kestemberg & Decobert,
1964; Lebovici, 1953); (2) psychiatrists, who tried
to understand psychoses through psychoanaly-
sis (Racamier, 1979); and (3) psychotherapists,
who tried to define mental illness and social
alienation (Oury, 1976; Tosquelles, 1995). These
authors were interested in the analysis and in-
terpretation of transference on the personnel in
the hospital, which develops in a fashion some-
what different from dual transference.

However, the concepts of individual insti-
tutional transference and countertransference
have been challenged. Some authors of psycho-
analytical persuasion demand that these con-
cepts be used with caution. In any case, thanks
to these approaches, progress has been made in
our knowledge of the therapeutic function of
the institution. Specifically, we have learned
which modifications of the institutional setting
are necessary to put into action psychoanalytic
treatments for seriously ill patients and, through
certain modifications in psychoanalytic theory,
for those with psychoses as well. For instance,
because the patient is connected to the institu-
tion only for the duration of hospitalization, a
differentiation is made between psychoanalytic
interpretation of individual patients and the
psychoanalytic understanding that the thera-
pist acquires of the phenomena of the group
and the institutional relationship. Therefore, for
psychotic patients, Racamier (1979) proposed a
“bifocal” treatment: a psychiatrist would take
charge of aspects centered on reality, and a psy-
choanalyst would work at the level of uncon-
scious fantasy.

A law enacted in France in 1985 established
sectorization to ensure continuity of care in
various settings, over different periods of time.
This strategy for the continuity of care permits
the same team to follow up the patient at the
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hospital and in outpatient care, and favors a bet-
ter and more dynamic care program.

OTHER THEORETICAL APPROACHES

In the United States, the liberalization of the
hospital environment was already active in the
1950s. Woodbury’s therapeutic team started a
study in a ward, Chestnut Lodge, at St. Eliza-
beth’s Hospital in Washington, DC. It became
the first experiment with community therapy in
the United States. The most complete program
of community therapy was organized at the
Menninger Clinic (Menninger, 1942), in Topeka,
Kansas.

Following those experiments, therapeutic
communities were created in other parts of the
world. In Latin America, the first communities
were established mainly in the private sector—
for example, in Buenos Aires, Argentina, at the
clinic of J. Garcia Badarracco (1990). In Italy,
Franco Basaglia (1970), at the Hospital of Go-
rizia, criticized the concept of community ther-
apy and proposed a program of treatment based
on large groups called “community meetings.”
All patients in the hospital were followed via
meetings with personnel and leaders. The ob-
jective was to exchange ideas about the preced-
ing session.

M E T H O D S  O F  I N T E R V E N T I O N

THERAPEUTIC MECHANISMS IN COMMUNITIES

According to Gunderson (1983), in the treatment
programs proposed by Menninger (1939) and
Bettelheim (1950), two factors present in the
course of treatment in certain psychiatric hospi-
tals were recognized. Containment (in Bion’s
sense) furnishes a feeling of security in the face
of infantile pain, rage, and despair, which fre-
quently are reexperienced in the therapeutic
community. Structuring the environment makes
the therapeutic environment less ambiguous

and chaotic and facilitates modifications in ill-
adapted behaviors in the patient. Activities
ranged from organizing hierarchical systems of
reward and privilege to using contracts, setting
up meetings, and issuing guidelines for pa-
tients’ daily routine and hygiene. Menninger
and Bettelheim set up programs that offered
structure through the organization of space, ac-
tivities, certain privileges and contracts, and
the planning of daily activities.

Other factors entering into the efficacy of a
therapeutic milieu have been described. Most
notable is the support of anything that might
foster patients’ personal investment in a treat-
ment plan for fighting against passivity and for
promoting acceptance of the expression of their
pathology (“validation”), which allows them to
assume their individuality. In these programs,
it is stipulated that patients’ desire for solitude,
their need to keep secrets, and their disabilities
and symptoms must also be respected. Implica-
tion is the mechanism through which patients
are encouraged to interact with their environ-
ment as a way of escaping from passivity and to
collaborate with treatment staff.

These mechanisms have specific effects for
different patients. Thus, containment can be
necessary for a schizophrenic who is in an
acute phase and exhibits confusion and impul-
siveness, but may have a negative effect on
chronic patients. Support can be very useful
for depressed or frightened patients, but may
be harmful for paranoid or borderline patients.
Providing structure can also be useful for
chronic schizophrenics, whereas an active psy-
chotic may be overwhelmed by the demands of
community inclusion. Validation can be very
useful for paranoid and borderline patients,
but may be dangerous for suicidal patients and
may lead to the neglect of certain passive or
verbose patients.

In the developmental sequence articulated 
by Haigh (1999) and Hinshelwood (1999), sev-
eral therapeutic ingredients were described, the
first of which was attachment. The theory of at-
tachment posits that if the link with the mother
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has not been reassuring, the adult will lack con-
fidence in himself or herself, which is notable
among some patients who suffer from personal-
ity disorders. The therapeutic community cre-
ates a culture in which belonging is highly
prized and members are validated. This culture
is reassuring, but, for an individual to develop,
he or she must be able to confront other complex
experiences such as love, hate, anger, frustration,
sadness, attack, defense, and comfort. In this
sense, the therapeutic community offers experi-
ences of inclusion (a process of derivation and
evaluation) and of departure (rituals of leaving).
A fundamental therapeutic factor of develop-
ment (Haigh, 1999; Hinshelwood, 1999), already
mentioned, is containment, which relates to the
“mothering element” of these institutions. There
is also a “paternal element,” that establishes lim-
its and rules and reinforces boundaries.

When the therapeutic community has mas-
tered primitive preverbal work with a patient,
another fundamental challenge looms: estab-
lishing “communication” in the form of contacts
with other patients and caregivers. These con-
tacts encourage mutual understanding through
the use of “symbolic representations” and the
process of “identification.” But first there must
exist a “communal identity” (Rapaport, 1974)—
a set of intimate relationships that are forged
when all members participate in the therapeu-
tic, social, and informal activities that form a
“culture of inquiry” (Main, 1977). Stable, pro-
tected groups with well-defined boundaries en-
courage this process.

Another factor specific to therapeutic com-
munities is the stipulation that all interpersonal
interaction belongs to all members of the com-
munity; that is, everything that goes on in the
community can be utilized from a therapeutic
point of view, and this leads to an inseparable
union between “living and learning” ( Jones,
1968). At the same time, there is a basic belief
that the patient’s unconscious is the best judge
of the direction therapy should take. This brings
into play the notion that the most important
therapeutic effect is brought into being by the

patient, not the therapist. The lack of symmetry
between the therapist and the patient is ac-
cepted, but any automatic assumption of the
therapist’s superiority is rejected. This attitude
fosters accountability in patients. By assuming
responsibility for their own therapeutic pro-
cess, they facilitate its improvement. However,
the process can be a source of ambivalence—for
example, it may engender feelings of guilt.

The majority of severely disturbed patients
have a fragmented internal world; their identity
and mental processes are disorganized. Disor-
ganized institutions threaten to increase dis-
organization in their members, who, in turn,
will disturb the institution. In other words, pa-
tients project their difficulties onto the commu-
nity that surrounds them, and they introject
elements from that community. The concept of
“internalization of object relations” thus is rele-
vant in most therapeutic communities.

The life of a community is in constant evolu-
tion because of the curiosity of its members. This
is evident in patients’ search for self, which con-
stitutes a “culture of inquiry” (Main, 1977). Bion
(1962) referred to relations of curious inquiry in
psychoanalysis as K relations of knowing. The K
approach is the equivalent of the attitude of com-
munity inquiry that, at each step, seeks to know
why certain things are done. If we do not call
things into question, memories disappear and
are replaced by a moralist tone: “We do this like
that.” As a result, rules are made by the superego
rather than the ego (Main, 1977). However, even
this culture of inquiry can become ritualized
and it is necessary to have a sort of “metavigi-
lance” to avoid that outcome (Levinson, 1996).

WARD ATMOSPHERE AND TEAMWORK

Ward Atmosphere
In the psychiatric units of general hospitals, pa-
tients have to deal with a high degree of stress
arising from short stays, acute symptomatology,
auto- and heteroaggression, a rapid turnover in
patients, and limited space. Group analytical
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programs of the type described above, which
place particular emphasis on the here and now
and on intermember cohesiveness, have been
shown to be useful stabilizing (“buffer”) tools
because they foster involvement and support
and allow controlled expressions of anger and
aggressiveness.

The patients/staff group is the key holding
element of our group analytical program be-
cause of its basic contribution to the creation of
a “container” (Bion’s (1962) term; Winnicott
(1971) calls it a “holder”) for the anxieties aris-
ing in the ward. It is also valuable because it
provides information on each patient. Other
groups also offer patients orientation and emo-
tional support.

On the staff side, tensions among members 
of the therapeutic team are reduced by initiat-
ing group discussions; for example, nursing
personnel find that their previous fears and ap-
prehensions diminish. On the whole, despite 
a staff shortage, a pleasant and supportive at-
mosphere was created in the wards by empha-
sizing support and appropriate expressions of
feeling. Moreover, the variety of groups of pa-
tients and staff, together with those in the out-
patient clinic and in the day hospital (Guimón,
Luna, Totorika, Diez, & Puertas, 1983), consti-
tutes a group analytical network that encour-
ages more harmonious communication among
the various units of the hospital. This systemic
vision of the institution greatly increases un-
derstanding and detection of the organizational
problems and internal struggles. This provides
the input for the “healthy anticipatory para-
noia” needed (Kernberg, 1979) in the manage-
ment of these organizations.

Staff Vicissitudes
It is assumed that the therapeutic team should
play the role of an alter familia, thereby enabling
patients to have a “corrective emotional experi-
ence” of all those events that might have been at
the root of their troubles. In our study, the staff
tended to overevaluate the items of the scale

supposedly related to the “maturational” quali-
ties of the relationships in the ward: involve-
ment, spontaneity, autonomy, personal problem
orientation, expression of anger, and aggres-
siveness. However, in reality, various difficul-
ties arise in therapeutic teams that are working
with psychotic and borderline patients. Some 
of these difficulties come from very real prob-
lems: work-related stress, professional rivalry,
therapeutic frustration, and so on. Others arise
from projective identifications of patients by
the staff. The role of the staff should be to re-
ceive these projections, work through them,
and, after they have been transformed, allow
the patient to introject them. However, thera-
pists frequently feel compelled to act transfer-
entially, as if they were moved by the projective
identifications of the patients (Grinberg’s “pro-
jective counteridentification,” 1962). These pro-
jections can acquire an independent life for
therapists if they are not able to perceive, work
through, and transform them.

As Racamier (1983) states, the therapeutic
team can become dissociated because of these
projections. Tension rises while team members
pretend to maintain a perfect understanding
among themselves—an image of an ideal fam-
ily, an adequate container in which patients can
grow. As a consequence, through a splitting
mechanism, therapists identify their patients
with some aspects of sickness that they reject 
in themselves. A “loving therapeutic team”—
one that parallels Winnicott’s (1971) “loving
mother”—would be able to take on the needs of
the patients and avoid having patients assume
the difficulties of staff members. Rarely does a
team have enough flexibility to adapt to the
variable needs of patients. The groups that per-
sonnel encounter in the wards seem to be of
great help in this sense.

Personnel tend to idealize some characteris-
tics of the ward atmosphere, but they show a
disparaging attitude toward others. Thus, they
value the concepts of staff control and practical
orientation significantly less than the patients
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do, and they consider it undesirable to introduce
restrictions in these wards. However, we know
that being a “loving mother” is not, according to
Winnicott (1971), the only function of the “good-
enough mother.” A “good-enough team” is sim-
ilarly required for adequate handling of reality
in the care of self and others, and that includes
setting certain limits. This function may have to
be ascribed to the qualities of a “good-enough
father,” still to be described.

E X A M P L E S  O F  
C L I N I C A L  P R O G R A M S

Therapeutic communities have had difficulty
surviving in the medicalized atmosphere
wrought by the managed-care strategies that
are prevalent in most Western countries (Schim-
mel, 1997). However, this type of approach
should be utilized for managed care. Patients
who have serious psychiatric illnesses (incom-
petence, suicidality, dependency) and suffer
from a feeling of profound insecurity will
continue to need long-term, intensive therapy,
and the clinical community should display reti-
cence when faced with attempts to reduce or di-
lute the current services (Campling & Dixon
Lodge, 1999a, 1999b; Campling & Haigh, 1999).
A training process that corresponds to thera-
peutic community principles should encourage
the growth and differentiation of patients,
and, as Campling and Haigh warn, avoid the
indoctrination and infantilization that are typ-
ical of medical and psychoanalytical training.
As pointed out earlier, although the philoso-
phy of therapeutic communities has become es-
pecially widespread in halfway institutions
during recent years, the hospital-based thera-
peutic community will continue to justify it-
self. It combines sociotherapeutic treatment,
psychotherapeutic treatment, and the advan-
tages of a hospital context (Schimmel, 1997),
and it has shown itself to be useful in the treat-
ment of Borderline Personality Disorder and

the rehabilitation of some delinquents. Progress
in research is needed before we can evaluate its
efficacy for other diagnostic groups, but it seems
that the intensive approach—permitting care-
fully monitored therapeutic regression within a
safe environment—can be very appropriate for
psychotic patients who have been resistant to
treatment by other means (Nieminen, Isohanni,
& Winblad, 1994).

Access to quality therapeutic community
treatment represents, therefore, an important
element in furnishing complete psychiatric ser-
vice. But quality must be a main component of
care (Isohanni & Nieminen, 1992). Patients’ lack
of participation, or their passiveness, is princi-
pally linked to certain aspects of the program,
such as ward policy; when a program is good,
participation and commitment grow. Thus, it is
necessary to improve therapeutic programs and
the skills of their leaders. In a study by Niemi-
nen et al. (1994), patients who achieved better
immediate results generally stayed 10 to 20 days
longer in the hospital.

Over the past 30 years, whether with the
more social approach of the British or the 
more dynamic one of the Americans and the
French, many traditional psychiatric hospitals
and halfway institutions (day hospitals, pro-
tected living quarters, workshops, and so on)
have adopted this philosophy to varying de-
grees. However, they have also modified it.
Much of its effective force, especially insofar as
psychoanalytical elements are concerned, is
gone. The idea of a therapeutic community was
adopted by residential and day units assisted
by social services and volunteers who, because
they lacked the necessary training, contributed
to its loss of credibility (Roberts, 1995) .

With the dramatic shortening of the hospital
stays of mental patients over the past decades,
the usefulness of milieu therapy has been con-
tested. However, in the United States and some
other Western nations, therapeutic community
ideas have inspired the organization of many
day hospitals and some short-stay units.
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Over the past 20 years, in Spain and Switzer-
land, we have developed a number of group pro-
grams in many psychiatric units. An orientation
toward community therapy can be found in
various care units: short-stay accommodations
in general hospitals, rehabilitation units, and
day hospitals (Guimón, 1998, 2001). At a mini-
mum, the programs include a daily medium-
size group of patients and staff, and a small
group of patients with a dynamic orientation
but with occasional cognitive-behavioral tech-
niques as well as group activities (group work,
in Foulkes’s sense).

FORMAT FOR PSYCHOTIC PATIENTS

Day Hospitals
Now that the optimism born 30 years ago from
the efficacy of neuroleptic treatment has dimin-
ished, much of the general public considers the
deinstitutionalization of schizophrenic patients
a threat to the security and well-being of the
population, thus further increasing opposition
to their release from hospitals. Nevertheless, se-
rious studies (Dolan, Warren, Menzies, & Nor-
ton, 1996; Kruisdljk, 1994) show that, at the
clinical, social, and economic levels, the costs of
the efforts to deinstitutionalize are financially
viable for a great number of schizophrenic pa-
tients, as long as an appropriate outpatient
structure exists to lend assistance. Day hospi-
tals and other halfway houses are indispensa-
ble structures for maintaining schizophrenics
in the community. In a day hospital, group psy-
chotherapy is the basic therapeutic approach.

At some day centers, treatment of patients
begins at the very first manifestations of their
disorder and continues until remission. Others
focus on rehabilitation following treatment in a
hospital. A day hospital in Geneva, where both
types of patients are accepted in different but
complementary programs, is described next.
The first therapeutic function of this day hospi-
tal is to offer patients an environment that al-
lows them to shore up internal checks and

balances and to receive psychiatric attention. A
second function is to furnish emotional support
to reinforce their self-esteem. To do this, the
hospital offer a whole set of possibilities based
on groups where “pathogens and pathogenic
ties” can be displayed and therefore addressed
and modified.

Sample Day Program. The Day Program in
Geneva University Hospitals (Guimón et al.,
2001) is planned for a maximum of 20 patients
five days a week, seven hours a day. On average,
it handles 15 patients at a time. Patients’ aver-
age age is 26.5 years ± 7.8 years. An average hos-
pital stay is 9.9 months ± 7 months. Diagnoses
mainly reveal schizophrenic disorder. Because
this unit offers a range of corrective group ex-
periences, it allows modification of patients’
clinical symptomatology, social adaptation, and
relationship structures.

The program includes prescription and con-
trol of medication, organization of psychothera-
peutic activities based on the dynamic factors
that intervened in triggering, and techniques 
to combat symptoms characteristic of schizo-
phrenic deterioration: intellectual difficulties,
apathy, libidinal object withdrawal, and iso-
lation in the patient’s introverted world. The 
days begin with a coffee break and include
lunch. Three small groups are convened each
day. They focus on verbal psychotherapy (dy-
namic and cognitive) twice a week; introduce
group activities and discussions (on medica-
tion, social information, and daily life); and en-
courage various activities: artistic expression,
theater and video, body movement, cooking,
and games. Additional groups are: a general as-
sembly that unites all caregivers and patients
once a week, and a multifamily convocation that
unites all patients, families, and caregivers once
a month.

The therapeutic team includes psychiatrists,
psychologists, social workers, occupational ther-
apists, psychomotor therapists, and others. In
general, these professionals have received train-
ing in individual and group psychoanalysis.



Groups in Therapeutic Communities 537

They possess certain expertise in family therapy
and social networks. Communication among
therapists is facilitated by holding meetings of
working groups.

Short-Term Units
It has been generally concluded that short-stay
units constitute a totally inadequate setting 
for psychotherapy and for organizing the sys-
tems of assistance oriented on the model of the
therapeutic communities. It was believed that
the serious symptomatology of patients and the
heterogeneity of diagnoses were not conducive
to the fluctuating and variable settings of short
stays, which would undermine and make impos-
sible the usual psychotherapeutic approaches. In
addition, the care required for patients placed in
these facilities by a court ruling—patients who
pose a threat to themselves and to others—ne-
cessitates the establishment of a closed system
and obliges personnel to act in a sometimes
overly authoritarian manner. Such conditions
are effectively an obstacle to the establishment
of a therapeutic community.

In spite of this, within the framework of vari-
ous short-stay units for patients with acute ill-
ness, it has been possible to show the efficacy of
psychotherapy and the value of the introduc-
tion, into the organization itself, of certain ele-
ments that are characteristic of the philosophy
of community therapy.

Sample Short-Term Unit. Since 1980, Bilbao
University Hospital in Spain (Guimón et al.,
1983), has operated a standard program in Bil-
bao’s Civil Hospital. This is a closed unit with
20 beds; it receives between 350 and 450 pa-
tients each year. The average stay is 20 days, and
the most frequently encountered disorders are
schizophrenia and schizophreniform, neurotic
and personality disorders, and affective psy-
choses. The clinical state of these patients is
characterized by poor functioning on any level
of reality testing, varying degrees of mental re-
gression, and a predominance of primal defense
mechanisms and thought processes. In these

circumstances, the environment becomes an es-
sential support for the mental process and an
important therapeutic tool.

In 1984, we introduced a group therapy pro-
gram (Guimón, based on Yalom) of participa-
tion in a medium-size group of all patients with
staff, preceded by and followed up with two
short meetings of the personnel. As described
earlier, two types of small groups have been
organized, in accordance with the patients’ lev-
els of mental disorganization. Once or twice a
week, we organize group art therapy (participa-
tion is voluntary), and occupational therapeutic
groups meet several times a week.

From a clinical point of view, the program re-
sults have been very positive. The setting is a
key element. It has created a “home” within the
consulting room and the group assigned com-
municates valuable information to patients. The
other groups also give patients orientation and
emotional support. Dosages of medication have
decreased in this setting, as have the number of
negative patient incidents (aggression, suicide
attempts, runaways) and tensions within the
therapeutic team. In this study, researchers
noted that specialized groups, in addition to
the community groups of the day hospital
(Guimón et al., 1983) and the outpatient consul-
tation at the university hospital, constitute a
network for group analysis that encourages
harmonious communication among the various
units of the Department of Psychiatry and the
rest of the hospital. This systemic approach is
conducive to detecting problems and conflicts
more easily and more quickly. All these ele-
ments furnish the input that feeds “healthy pre-
cursor paranoia” (Kernberg, 1979, p. 29), an
indispensable element in managing these or-
ganizations.

Rehabilitation Units
A number of psychotic patients, most of whom
are schizophrenic, need long-term hospitaliza-
tion because their symptoms do not respond to
treatment, or for social or legal reasons. An ade-
quate ward atmosphere created via a milieu
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therapy approach is essential if a rehabilitation
program is to be successful.

Sample Rehabilitation Unit. A rehabilitation
unit for 12 psychotic patients has been set up
in the psychiatric hospital of Belle-Idée, De-
partment of Psychiatry of Geneva University
(Guimón, 2001). The average stay is 51 to 61
days; the mean is 20 days. The average age is 
38 years, and the median is 35 years. The care
program for patients includes individual and
group activities, and each professional cate-
gory takes part in both aspects of treatment.
The multidisciplinary team includes psychia-
trists, psychologists, nurses, social workers,
and psychomotor therapists.

In general, the patients are low functioning.
This results in social and family problems, es-
pecially resistance to a care program in an out-
patient setting. For younger patients and those
with a more recent onset of illness, the work is
focused on: integration and acceptance of the
illness itself, the meaning of the illness for each
patient, daily maintenance, and the possibility
that skills may be regained or improved.

The individual care program is characterized
by discussions with doctors and nurses, ses-
sions with occupational and psychomotor thera-
pists, and social services interventions. At their
arrival, patients receive a welcoming brochure
that lists the ward rules, the daily schedule, 
the names of medical nurses, and descriptions
of activities.

A complete group program has been devel-
oped during the past few years. The 30-minute
program, attended by patients and staff (the
ward group), takes place daily except on week-
ends. A group for the rehabilitation of cognitive
deficits (in accordance with Brenner methodol-
ogy) is led by an occupational therapist and a
nurse. The group meets four days a week, for 20
minutes each day. A psychoeducational group
for medication is conducted by a medical resi-
dent and two nurses once a week, for 30 min-
utes. A group on social skills (Liberman type) is

led by two nurses once a week, for 45 minutes. A
family group, under the direction of a physician
and with the participation of a representative
from each professional category, meets once a
month, for 90 minutes. Three recreational/occu-
pational groups (storytelling, sports, creativity)
are conducted by nurses once a week, for one
hour.

FORMAT FOR BORDERLINE PERSONALITY PATIENTS

Day Centers
Dawson’s (1988) Managing Emotions program
insists that patients accept responsibility for
regulating their emotions. Therapists facilitate
by not being overly controlling, though acting
out is forbidden. Regular attendance at meet-
ings is not obligatory, which means that only
30% of patients come regularly. They form the
nucleus of active patients; this number is more
or less constant. A much larger group of pa-
tients may show up from time to time, in search
of occasional help.

Sample Day Center. The cognitive-behavioral
approach of Linehan (1987) was initiated for
young women who were parasuicidal. Later, she
widened it to include persons who are unable to
resolve problems because of so-called dialectic
failure—inability to bring into opposition poles
such as emotional vulnerability versus invalida-
tion, passiveness versus competency, or demon-
strative crises versus emotional inhibition.

These programs combine individual and
group approaches in problem solving and skills
training. In the psychoeducational groups, pa-
tients are taught skills in regulating emotion,
interpersonal functioning, and stress tolerance.
Patients take part in these groups for at least
one year, and then join help groups that rein-
force the application of the learned skills. In in-
dividual and concomitant therapy, which lasts
at least one year, patients are taught to integrate
these skills into their daily life. The leaders
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propose rules to generalize the apprenticeship
to the outside world, and they establish a fol-
low-up, sometimes by telephone. The group is
closed or, at most, opened gradually.

Sample Day Center. The psychoanalytical ap-
proaches to day treatment of borderline pa-
tients are based on object-relations theory. Most
programs have been developed in hospital envi-
ronments or in halfway houses. Kernberg (1980)
is the approach’s principal theorist.

In the psychoanalytical model of object rela-
tions, the focus is on increasing the fortress of
the ego and improving adaptive function as part
of an attempt toward internal reconstitution.
From a technical point of view, the splitting
mechanism is reinforced rather than struggled
against. Therapists encourage open expression
of anger, and group interpretation based on the
here and now, which favors cohesion.

In comparing Linehan’s (1987) cognitive-
behavioral and Kernberg’s (1980) object-
relations models, some authors point to their
main differences. Therapists using Kernberg’s
approach are neutral in their emotional stance
toward patients, whereas those following Line-
han actively reinforce patients. The expression
of anger is encouraged by Kernberg, whereas
Linehan does not encourage it. Unlike Kern-
berg, Linehan is not interested in the here and
now of the group nor in group phenomena.

Finally, with a perspective which is just as
dynamic, recent work by Bateman and Fonagy
(1999) shows good results in a program devel-
oped in a British day hospital.

Sample Day Center. Bateman and Fonagy
(1999) studied the evolution of 19 patients who
were treated in a British day hospital. The group
treatment was partially based on a psychoana-
lytic approach and outcomes were compared
with those 19 patients who had received a gen-
eral psychiatric treatment. In the group model,
self-mutilating behavior and suicide attempts
decreased during the 18-month program, and

the average hospital stay was shorter than for
those who received the general treatment.

Hospital Programs
In the hospital milieu (and also in halfway insti-
tutions), the treatment is carried out in settings
where several caregivers interact. Adshead
(1998), in light of the theory of attachment, re-
ported that the hospital milieu provides secu-
rity only if caregivers are capable of tolerating
both the external demands of the system and
the internal demands of patients. He pointed
out that therapeutic relationships between staff
and patients are repetitions and re-creations of
internal object relations, and the team’s re-
sponses to splitting and projective identification
can sometimes be negative. He describes how
certain negative reactions can be detected be-
cause of the patronizing and contemptuous way
caregivers sometimes express themselves to the
patients. Adshead theorizes that some excessive
reinforcement of the regulation of services (e.g.,
the inappropriate use of restriction on move-
ment) may result from the contrary attitude ex-
hibited by some personnel. He also remarks
that the conflict between therapist and patient,
particularly in the managed care system, can be
traced to the interference of insurance com-
panies. Finally, he recalls that problems affect-
ing the organization of the unit—inadequate
accounting practices, lack of leadership, diffi-
culties in communication, and violation of
boundaries—can seriously aggravate the condi-
tion of patients.

Sample Hospital Program. The patients of
Francis Dixon Lodge are generally hospitalized
because of their destructive ways of expressing
mental pain. After three weeks of hospitaliza-
tion, patients receive psychodynamic treatment
focused on predicting transferential reactions
that are attempts to cover self-aggressive behav-
ior (e.g., feelings of abandonment, trigger sit-
uation). Therapists try to create a therapeutic
relationship in which patients feel sufficiently
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reassured to explore avenues of new relation-
ships, while allowing them access to past hor-
rors that may carry so much negative emotion
that mere recollection could endanger the rela-
tionship. Therapists regard acting out as an ex-
pressive and defensive function. They warn that
more self-destructive behavior may be the pa-
tient’s way of avoiding another catastrophe
(e.g., psychosis, heteroaggression) that is re-
garded as more destructive to his or her own
integrity.

These patients, because of their poor self-
esteem, do not know how to ask for help in 
an appropriate manner; instead, they provoke
crises, causing the therapeutic team to counter-
react. The team explains to patients that they
must learn to talk about their suicidal feelings
or their inclinations toward self-mutilation.
Therapists explain that, though tolerant, they
expect patients to modify their own behavior.
The therapists also try to avoid any feeling of
omnipotence over patients when their own be-
havior triggers self-aggressive reactions. Their
response to phenomena of hostile and envious
dependency consists of trying to avoid or to
manage negative therapeutic reactions.

Springer (Springer & Silk, 1996), building on
existing literature, proposed a framework in
which an effective short-term group treatment
is organized. Discussed in particular are the
advantages and disadvantages of adapting Line-
han’s (1987) dialectical behavior therapy for
short-term use with hospitalized patients. Dolan,
Warren, and Norton (1997), working with 137
hospitalized patients, evaluated the impact of
psychotherapeutic treatment on the principal
symptoms of these patients’ personality disor-
der. They noted a significantly greater improve-
ment in those treated. Hafner and Holme (1996)
conducted a similar prospective study with 48
residents of a therapeutic community, all of
whom were diagnosed with Borderline Person-
ality Disorder. The goal was to determine
which elements of the program were most use-
ful. A reduction in significant symptoms on the

Brief Symptom Inventory was noted at dis-
charge after an average stay of 64 days, and 
the rates of readmission to the hospital fell sig-
nificantly during the year after discharge. Pa-
tients rated group therapy as the most useful
element of the program. A study by Sabo, Gun-
derson, Navajavits, Chauncey, and Kisiel (1995)
followed prospectively, for five years, 37 hospi-
talized patients suffering from Borderline Per-
sonality Disorder. The goal was to evaluate the
changes in two forms of self-destructiveness.
Schimmel (1997) underlined the efficacy of
therapeutic community treatment for patients
suffering from Borderline Personality Disorder.

FORMAT FOR PATIENTS WITH

AFFECTIVE DISORDERS

Hospital Program
In Geneva University Hospital (Guimón, 2001),
a unit with 10 beds has been designated for pa-
tients suffering from resistant or recurrent de-
pression. The length of hospitalization is 28 to
78 days on average, with a median stay of 15
days. The patients’ average age is 44 years; 42
years is the median. Care of patients is accom-
plished in individual and group treatment.
Multimodal with patients’ pharmacological
needs are evaluated, and a crisis intervention
unit assesses the impact of depression on cogni-
tive and relational skills. Individual activities
include medical nursing discussions, sessions
in occupational therapy and psychomotor ther-
apy, evaluation, and social follow-up. Upon ar-
rival, a brochure that stipulates ward rules is
distributed to each patient.

The program offers eight groups: A staff
group assembles all personnel daily, except 
on weekends, for 15 minutes. A social skills
group, led by a nurse and a psychologist, meets
two hours per week. A verbal group, led by two
physicians, meets one hour per week. A medica-
tion group, led by a resident and two nurses,
meets once a week for 30 minutes. A family
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group, led by a physician with participation
from each professional category, meets once a
month for 90 minutes. Three recreational-occu-
pational groups (“inside-outside” games and
sports) led by occupational therapists and
nurses, meet for several hours a week.

FORMAT FOR SUBSTANCE ABUSE PATIENTS

For patients who abuse substances, the group
format is used throughout the world—in outpa-
tient and halfway programs, and during short
or medium stays in hospitals. Long-stay, more
or less structured programs, are sufficiently
specific for substance abuse patients. The ap-
proach they offer ranges from very firm restric-
tions on freedom to a progressive autonomy.
Total freedom is acquired through successive
steps during periods ranging from a few months
to several years. Some of these programs are car-
ried out in centers that are directed in accor-
dance with therapeutic community principles.

Fisher (Fisher & Bentley, 1996) studied two
models of group therapy for patients presenting
a dual diagnosis of substance abuse and person-
ality disorder. This semi-experimental study
was led in a facility that treated substance abuse
on an outpatient and a hospital basis. Three
groups were developed in each context. Two
groups were formed for the integral treatment
of patients with a dual diagnosis (substance
abuse and personality disorder); the third, used
as a control group, received the usual treatment.

One of the experimental groups was devel-
oped in accordance with the illness-and-cure
approach. Its objective was acceptance of sub-
stance abuse as a chronic, progressive, and pos-
sibly fatal illness. In a similar fashion, although
mental illness (personality disorder, for exam-
ple) is not necessarily fatal, its evolution is typi-
cally considered to be chronic and progressive.
This approach is based on an assumption that
patients have an underlying biological vulnera-
bility, characterized by a loss of control over

substance abuse and mental disorders. After
the start of treatment, the number of patients
was set at seven or eight members. The groups
were led in cotherapy by a principal investiga-
tor and another clinician. The immediate objec-
tives in the illness-and-cure treatment model
include the development of an identity as an al-
coholic or an addict, recognition of a loss of con-
trol over substance abuse and the effects of
personality disorder, acceptance of abstinence
as a treatment objective, and participation in a
self-help group such as Alcoholics Anonymous.

A second experimental group was developed
in each location. This group used a cognitive-
behavioral approach and results were compara-
ble to the approach described previously.

E F F E C T I V E N E S S

Silberstein et al. describe therapeutic communi-
ties’ programs of residential assistance for recov-
ering addicts; the personnel in the traditional
communities are recovered addicts. Recently, the
therapeutic community model has been modi-
fied to treat persons for substance abuse and se-
vere mental illness. In these programs, the staff
is made up, to varying degrees, of mental health
professionals. Patients are often placed in insti-
tutions where the model of assistance is based on
service to patients rather than patients’ self-
help. Conflicts are inherent in the modified ther-
apeutic community, which is a hybrid of these
two treatment approaches. This section explores
questions relative to the roles of patients, mental
health professionals, and the parent institution
when a therapeutic community is modified to
provide treatment for substance abusers.

The therapeutic community’s approach has
been used for a multiplicity of diagnoses, but
with varying results. For some authors (Early,
1971; Van Putten & May, 1976), the usefulness of
creating such environments in psychiatric hos-
pitals has not been clearly proven. They pointed
out that some research projects that attempted
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to show the efficacy of therapeutic communities
did not render conclusive results because of
differences among patients, varying lengths of
hospitalization, and differing techniques. More
recently, an important body of work demon-
strated the therapeutic value of programs based
on group techniques.

The best early studies are those of Rapaport
(1974) and Whiteley (1980), conducted at the
Henderson Hospital, in the UK, and the find-
ings of the Association of Therapeutic Commu-
nities Research Group. More recently, other
studies have been conducted in the UK. The
methodologies used to carry out these studies
are descriptive or evaluative, ideographic or
nomothetic, sociological or psychological, or a
combination of the above.

A controlled experimental study at Kingswood
House, in the UK, concluded that it was almost
impossible to link effect to cause when evaluat-
ing multidimensional treatments such as those
offered in a therapeutic community (Clarke &
Cornish, 1972). An alternative method to ex-
perimental design is represented by a cross-
institutional design, which can be completed by
using one of several quantitative methods. An
example of this methodology was proposed by
Moos (1987, 1997), who used the “ward atmo-
sphere scale” to evaluate the social and physical
atmospheres of treatment units within therapeu-
tic communities (Guimón, 2001).

Several studies have focused on a single thera-
peutic community (e.g., Clark & Yeomans, 1969).
Some used simple measures such as rehospital-
ization or penal relapse (Whiteley, 1980; White-
ley & Collis, 1987). Others had a psychological
orientation (De Leon, 1997; Dolan et al., 1997) 
or centered on economical aspects showing a
good relationship between cost and efficiency
(Dauwalder & Ciompi, 1995).

PSYCHOTIC DISORDERS

Several studies, of variable methodological qual-
ity, saw a favorable result with a therapeutic

community approach in psychotic patients. De
Hert, Thys, Vercruyssen, and Peuskers (1996),
who followed up 120 young chronic patients
who took part in the rehabilitation program at
the Night Hospital in Brussels, showed that
most of them maintained the level of adaptation
obtained, continued to live in the community,
and engaged in useful pursuits, posttreatment.
Dauwalder and Ciompi (1995) showed the effi-
cacy, in the long term, of a community-based
program for chronic mental patients. A great
number of the patients had jobs and were living
independent lives, even if most of them still
needed professional help. Jin and Li (1994) ob-
served that the number of suicides decreased
and the active participation increased at Yanbian
Community Psychiatric Hospital after its trans-
formation (from a residential facility for chronic
psychiatric patients) into a therapeutic commu-
nity. Coombe (1996), in an account of principles
and treatment practices given to the therapeutic
community at the Cassel Hospital in London, un-
derlined the ability of the therapeutic network to
be successful in the treatment of families and in-
dividuals suffering from serious disorders.

Mosher (Mosher & Feinsilver, 1971) compared
the treatment program for young schizophrenic
patients in the Soteria project with that of a
small social environment, generally without
neuroleptics. The atmospheres of treatment set-
tings were evaluated using the Moos (1997),
Community-Oriented Programs Environment
Scales (COPES), or WAS scales. Using a similar
approach, the two systems managed to reduce
the serious psychotic symptomatology in six
weeks—generally, without antipsychotic med-
ication. The method was as effective as the nor-
mal hospital treatment, which routinely used
neuroleptics. Shepherd, Muijen, Hadley, and
Goldman (1996) presented the benefits and lim-
itations of a new type of institutional solution,
the unit in a home, for patients suffering from
severe disorders who came forward in a health
sector (Cambridge) in the United Kingdom. An-
other study (Nieminen et al., 1994), was carried
out in a therapeutic community unit for severely
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affected patients. The average hospital stay was
40 days, but the study reported that patients
who obtained a better immediate result had
stayed in the hospital 10 to 20 days longer than
did those who had an inferior result. A longer
stay was associated with a younger age, a diag-
nosis of psychosis, and active and motivated
participation in individual and milieu therapy.

BORDERLINE DISORDERS

The best results for therapeutic communities
were obtained with borderline and delinquent
patients. Dolan et al. (1997) evaluated the im-
pact of psychotherapeutic treatment on the prin-
cipal symptoms of 137 hospitalized patients
with Borderline Personality Disorder. A signifi-
cantly greater symptom reduction was noted in
treated patients, compared to those in the non-
hospitalized control group. The changes were
significantly and positively correlated to the
length of treatment.

Hafner and Holme (1996) carried out a study
on 48 residents of a therapeutic community
(most of whom had Borderline Personality Dis-
order; N = 34). A reduction of significant symp-
toms was observed after an average stay of 64
days. The rates of readmission to the hospital
fell significantly during the year following
these patients’ discharge. Clients’ evaluations
indicated that group therapy was the most use-
ful element of the program. Sabo et al. (1995)
followed up—in a prospective fashion, over a
five-year period—37 hospitalized patients suf-
fering from Borderline Personality Disorder.
Their purpose was to evaluate the changes in
two forms of self-destructiveness. They noted
that suicidal conduct diminished significantly,
self-aggressive conduct presented a certain ten-
dency but not a significant decrease, and aggres-
sive ideation (both suicidal and self-harming)
did not decrease in a notable fashion.

Schimmel (1997) concluded that empirical
studies relied on treatment efficacy in the thera-
peutic community for patients suffering from

Borderline Personality Disorder, and that fur-
ther research was necessary to evaluate its value
for other diagnostic groups. In principle, this in-
tensive treatment approach was appropriate for
patients who are resistant to other treatment.

VARIABLES ASSOCIATED WITH EFFICACY

Regarding variables associated with therapeu-
tic results (Guimón et al., 2001), Holmqvist
(1998) found no important differences in an
analysis of the relationship among psychiatric
diagnoses of patients, their self-image, and the
feelings of personnel toward patients in 17
treatment units for psychiatric patients pre-
senting severe disorders. Werbart, using the 
COPES, studied the exploratory factors and
those that supported insight-oriented milieu
therapy in three Swedish therapeutic communi-
ties with psychotic patients. The study showed
that a beneficial psychotherapeutic environ-
ment needs an organization and a setting that
correspond to a well-defined treatment philoso-
phy. Several structured studies that have been
carried out showed that community meetings
had the effect of reducing unfavorable ward in-
cidents—in particular, incidents that had an ag-
gressive character (Ng, 1992).

Regarding the value of specific techniques
used in the programs, Winer and Klamen (1997)
presented a model of community relations for
hospitalized patients. Its key element was a
large-group interpretative psychotherapy that
centered on the examination of here-and-now
relationships between patients and personnel.
This model is useful even for short-term hospi-
tal stays and with seriously ill patients. It can
provide a gauge of the milieu, throw light on
undesirable conduct of staff and patients, dis-
cover antitherapeutic attitudes in personnel,
help to improve patients’ compliance with treat-
ment, and reduce tension in the unit.

Several studies indicated the fundamental
value of group therapy in these programs. Kahn,
Sturke, and Schaeffer (1992) compared the group
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dynamics that took place in a short-term hospi-
tal unit and the atmosphere in the unit, and
found very clear parallels between the process 
of group therapy and that of the ward. Isohanni
and Nieminen (1990, 1992) studied the degree of
participation in group psychotherapies in a ther-
apeutic community for severe patients, and ob-
served, for example, that the lack of participation
(4% in all episodes) or passiveness (14%) was
associated with an inferior therapeutic result
and depended principally on program character-
istics (ward policy, short treatment times) and
diagnoses of personality disorder. The results
suggested that participation in the group, type
of therapeutic program, patient characteristics,
and success of treatment are interrelated.

Concerning the efficacy of the different ther-
apeutic mechanisms, Holmqvist and Armelius
(1994) proposed a method for following the de-
velopment of relations and studying their use-
fulness or lack of usefulness. A recapitulative
list of words is given to nurses; this list per-
mits measurement of the quantity of emo-
tional arousal in a reliable manner. Holmqvist
and Fogelstam (1996) studied therapists’ feel-
ings of countertransference toward patients 
in 21 small treatment houses and their influ-
ence on the psychological climate in the unit
(Guimón, 2001).

S U M M A R Y

Over the course of the twentieth century, vari-
ous interdisciplinary approaches combining 
aspects of psychoanalysis with novel develop-
ments in understanding group process has led
to the development of an array of programs
with which to more effectively treat severe
mental disorders. Therapeutic communities
offer a potentially viable modality for a variety
of severe and chronic patients with substance
abuse, affective illness, severe personality and
psychotic disorders, who are often refractory to
other treatments. The therapeutic community

offers a powerful format in which integrative
psychodynamic approaches can be delivered in
various treatment formats to a spectrum of
challenging patients. In various parts of Europe
and North and South America, therapeutic
communities were established in an attempt to
offer a corrective emotional experience by using
healing elements of the social system. This type
of community affords the opportunity to expe-
rience a culture of belonging while both staff
and patients together process the powerful
communal forces and underlying dynamics in
an open and constructive fashion. This model
offers the possibility of containing the affects
associated with severe mental illness and struc-
turing the environment so that chaos is reduced
and more adaptive patterns can be learned.
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Psychodynamic Treatment for Cardiac Patients

ELLEN A. DORNELAS AND PAUL D. THOMPSON

H I S T O R Y  O F  T H E
T H E R A P E U T I C  A P P R O A C H

The literature on psychotherapeutic approaches
to alter lifestyle or improve psychological adjust-
ment to cardiac disease is limited. Heart disease
is the leading cause of death in the United States
and a large proportion of cardiac patients experi-
ence psychological distress that is significant
enough to warrant treatment. Psychological fac-
tors can impede recovery from cardiac illness
(Rozanski, Blumenthal, & Kaplan, 1999), but few
psychotherapists specialize in treating patients
with heart disease. Some risk factors for heart
disease cannot be altered (e.g., family history,
gender, and age), but the majority are modifiable
conditions that respond to intervention (ciga-
rette smoking, hypertension, hyperlipidemia,
physical inactivity, diabetes, obesity, lack of
social support, depression, hostility, and anxi-
ety). Almost half of the individuals are diag-
nosed with coronary heart disease (CHD) before
age 65, when it is most likely that risk factor
modification will improve their prognosis, but
many people find it difficult to alter long-stand-
ing behaviors on their own.

From the perspective of the cardiologist, mo-
tivating patients to change behaviors (quitting
smoking, modifying diet, increasing physical
activity, taking medications as prescribed) is
essential to cardiac risk factor reduction. In ad-
dition, depression, anxiety, and chronic stress
are common patient problems encountered by
the average cardiologist. Our health care sys-
tems do not routinely employ mental health
professionals to treat medical patients, and a
referral for psychotherapy is often viewed by
physicians as a last-resort measure.

The relationship between heart disease and
psychological functioning is multidimensional.
Significant psychological stress reduces the like-
lihood that patients will be able to successfully
modify their lifestyle and increases the proba-
bility of noncompliance with treatment, factors
that, in turn, lead to more heart disease. Not
only does poor psychological functioning pres-
ent a significant barrier to behavior change, but
there have also been repeated demonstrations
indicating a direct pathophysiological link be-
tween stress and increased heart rate, coronary
vasoconstriction, propensity for arrhythmia,
and increased tendency for thrombosis (Allan
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& Scheidt, 1996). In a study of airline pilots
subjected to regular proficiency exams, chronic
stress was related to significant increases in
cholesterol (Stoney, Bausserman, Niaura, Mar-
cus, & Flynn, 1999). Both life stress and hostil-
ity are predictors of coronary heart disease
(Manuck, Kaplan, & Matthews, 1986; T. Miller,
Smith, Turner, Guijarro, & Hallet, 1996). De-
pression is an independent risk factor for death
after heart attack (Frasure-Smith, Lesperance,
& Talajic, 1993). Thus, psychological factors im-
pact on heart health through both indirect and
direct pathways.

Recognition of a link between cardiac function
and the mind is not new. Type A behavior pat-
tern was described by M. Friedman and Rosen-
man in 1959 in the Journal of the American Medical
Association. Health psychologists have been fo-
cused primarily on the study of coronary prone
behavior and the psychological sequelae of heart
disease during the past four decades. Between
15% and 30% of cardiac patients are severely dis-
tressed after the precipitating event, according
to a meta-analysis of psychoeducational pro-
grams for coronary heart disease patients (Dus-
seldorp, van Elderen, Maes, Meulman, & Kraaij,
1999). The same meta-analysis did not find an ef-
fect of such programs on depression or anxiety,
but the authors noted that the program compo-
nents were not well described. Terms such as
health education, stress management, group psy-
chotherapy, and counseling are often used inter-
changeably when describing psychological care
of the cardiac patient. Of the 37 studies included
in Dusseldorp et al.’s meta-analysis, only 17 in-
cluded a psychologist, psychotherapist, or psy-
chiatrist on the treatment team. The lack of
precision in describing interventions designed 
to alter psychological factors in cardiac patients
is evidence that this is a field still early in its
development.

The best descriptions of large-scale lifestyle
intervention trials have been written by Allan
and Scheidt (1996) in their edited book Heart
and Mind: The Practice of Cardiac Psychology. The

Lifestyle Heart Trial (Billings, Scherwitz, Sulli-
van, Sparler, & Ornish, 1996), the Recurrent
Coronary Prevention Project (Bracke & Thoren-
sen, 1996), and Project New Life (Burell, 1996)
have all involved the use of group therapy in the
context of multifaceted lifestyle intervention
trials. Quinn (1999) reviewed 12 articles assess-
ing the impact of family relationships on cardio-
vascular health, but few marital or family
interventions have been tested with cardiac
patients. Currently, the multicenter study En-
hancing Recovery in Coronary Heart Disease
(ENRICHD, 2000), funded by the National Insti-
tute of Health, is evaluating the effect of individ-
ual and group cognitive-behavioral therapy on
cardiac patients with depression and low levels
of social support.

Health psychology has emerged in the past
two decades as a field devoted to applying the
science of psychology to problems of health and
illness. There are increasing numbers of health
psychologists who work with cardiac patients
in inpatient, outpatient, and rehabilitation set-
tings. As a health psychologist and a cardiolo-
gist, respectively, we often encounter patients
who can benefit from psychotherapeutic inter-
vention. This chapter describes psychodynamic
issues relevant to the treatment of the cardiac
patient.

T H E O R E T I C A L  O R I E N T A T I O N

The preponderance of clinical treatment mod-
els described in health psychology settings are
cognitive-behavioral in nature, reflecting the
prevailing theoretical orientation of pioneers
in health psychology. Integration of psychody-
namic psychotherapy into the practice of clini-
cal health psychology has been slow, but
short-term dynamic psychotherapy can play an
important role in the psychological care of the
cardiac patient. Models for short-term dy-
namic psychotherapy have been described by
Sifneos (1972), Mann (1973), Malan (1976), and
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Davanloo (1980). Each of these is characterized
by selection of a focus that is maintained
throughout each session, an active stance on
the part of the therapist, time limitations, and
elicitation of intense affect. Each of these, in
turn, has particular salience for the clinician
treating the cardiac patient.

Thomas Mann (1973) is credited with the de-
velopment of a 12-session model. Mann “con-
trasts the reality of finite time with the
allegedly universal unconscious fantasy of time-
lessness, unlimited nurturance, gratification
and immortality” (Weston, 1986, p. 502). Time-
limited psychotherapy for cardiac patients can
be useful because it capitalizes on the existential
crisis that is precipitated by a heart attack or
hospitalization. The stages of psychotherapy
have been described as (1) engagement, (2) clari-
fication of patterns of dysfunction, (3) alteration
of those patterns, and (4) termination (Beitman,
Goldfried, & Norcross, 1989). Only a minority of
cardiac patients will self-select to be treated
with outpatient psychotherapy, but properly
timed intervention can intensify the impact of
the intervention, thus speeding up progression
through those stages. For example, a single bed-
side session in the period of hospitalization
after a cardiac event can have a more dramatic
impact than multiple outpatient psychotherapy
sessions due to the setting and the proximity to
the medical crisis. The psychotherapist who pro-
vides bedside counseling is uniquely positioned
to help the patient clarify problematic behaviors
that contribute to heart disease (e.g., smoking,
not taking medications) in relation to other 
life stressors (e.g., a conflicted marriage). Thus,
time-limited therapy with cardiac patients is
often brief but intense, because the medical cri-
sis can serve to soften psychological defenses.
For example, a 48-year-old construction worker
with a myocardial infarction was hospitalized
for angioplasty and referred by his cardiologist
for smoking cessation. The patient complained
of a great deal of pain following the catheteriza-
tion procedure. Upon questioning, he indicated

that he had been depressed and drinking heav-
ily prior to the hospitalization. The therapist
used two 30-minute bedside sessions and six
brief postdischarge telephone follow-up calls to
treat the patient. The therapist used motiva-
tional interviewing (W. R. Miller & Rollnick,
1991) to increase the patient’s belief that it
would be worthwhile to radically alter his
lifestyle. The possibility of more intense treat-
ment was broached with the patient, but his
psychological well-being improved steadily in
the months following discharge. At six-month
follow-up, he had stopped drinking and smok-
ing. He was asked to complete an outcome eval-
uation, where he wrote, “It really helped to talk
to the counselor in the hospital because I real-
ized I had to change my life. It wasn’t as hard as
I thought it would be. The phone calls helped
because I felt someone cared about how I was
doing.” Thus, people who might not ordinarily
seek counseling are often receptive to interven-
tion following a life-altering medical event.
Even very brief interventions can have an im-
pact when properly timed.

Peter Sifneos (1972) developed short-term
anxiety-provoking therapy, designed for high-
functioning patients to learn emotional prob-
lem-solving skills that will generalize to other
areas of life following the termination of ther-
apy. In the decades that followed, McCullough
(1997) described a method of regulating, rather
than provoking, anxiety. In contrast to support-
ive forms of therapy that seek to reduce anxiety,
many forms of short-term dynamic therapy
seek to elicit as much anxiety as the patient can
tolerate (Magnavita, 1997) but then to explore
and resolve anxious feelings so that the patient
becomes comfortable with more intense affect.
The ultimate goal is to increase the patient’s
ability to discern and master the emotional
conflict hidden behind the anxiety. Anxiety-
regulating techniques are extremely helpful to
the clinician treating people with heart disease.
For example, at one end of the continuum might
be those patients who are overly anxious and
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come to the emergency room with chest pain,
only to have their symptoms dismissed as psy-
chogenic in nature. At the other end of the con-
tinuum might be the stoic, highly defended
patient who is transported to the hospital via
helicopter, survives a serious coronary event,
yet seems unfazed. A 48-year-old accountant,
whose father died of a heart attack at age 45,
was hospitalized for a severe myocardial infarc-
tion. A two-pack-per-day smoker, he mused,
“They tell me this is very serious, but I have to
be honest, I’ve felt worse pain. It is very hard to
believe I had a heart attack.” A mix of defense-
challenging techniques coupled with strategies
to increase motivation and rapport can be an ef-
fective method of engaging such patients. In
this case, the therapist responded, “So what is
your understanding of what happened to your
heart?” The patient recounted the course of the
day leading up to his heart attack, the ambu-
lance ride to the hospital, and the emergency
angioplasty. He noted that the angiographer
provided detailed information on the catheteri-
zation procedure and extent of the myocardial
damage. The cardiologist, whom the patient met
for the first time that day, had subsequently
drawn a diagram of the patient’s heart and out-
lined a plan following discharge from the hospi-
tal. Featured prominently in the plan was 
the expectation that the patient quit smoking.
Having established an initial rapport with the
patient by taking time to hear his story, the
therapist was then able to help the patient ac-
knowledge his shock at having a heart attack
and come to the realization that his smoking
was his most serious risk factor, but one over
which he could exercise control.

Habib Davanloo (1980) developed intensive
short-term dynamic psychotherapy. Davanloo is
credited with developing techniques to confront
psychological defenses in such a way that the
therapist “unlocks the unconscious.” Later gen-
erations of short-term dynamic therapists have
refined these techniques and refer to methods

of clarifying, rather than confronting, defenses
(McCullough, 1997). Defense analysis is a cen-
tral aspect of short-term dynamic psychotherapy
and can be an important technique that allows
the therapist to work with cardiac patients who
present as unable or unwilling to attempt life-
style changes, even when their survival is threat-
ened. A 43-year-old woman working in customer
service was seen at our cholesterol management
clinic for extremely high triglyceride levels. She
reported being unable to make any dietary
changes and used her nutritional counseling ses-
sions to vent her anger about her job stress. Thus,
she was referred for psychotherapy by the clinic
nutritionist. After several therapy sessions, she
noted that she had stopped taking her medica-
tion, failed to get her blood drawn at the labora-
tory, and essentially, was taking a hiatus from
medical treatment. Defense analysis was used to
confront and challenge her seemingly impreg-
nable defense system. Eventually, the anger that
had been defensively avoided emerged, permit-
ting therapist and patient to pinpoint the etiol-
ogy of her affect. After the initial medical intake,
the patient had been given a copy of a letter from
the cardiologist to her primary care physician
that described her diet as “atrocious.” The pa-
tient said nothing but took offense and, in her
anger, stopped medical treatment altogether.
With the patient’s permission, the wording of
the letter was discussed with the clinic nurse,
the patient made a new appointment for treat-
ment, and the cardiologist was able to resolve
the situation easily. Upon analysis, the inten-
sity of the patient’s anger and the self-
destructiveness of her response surprised her.
She spontaneously made reference to her own
father and her tendency to view male authority
figures as powerful, uncaring, and demeaning
of woman. Defense analysis succeeded with
this patient where supportive counseling and
nutrition education from the dietitian had made
little or no impact on her ability to adhere to the
medical regimen.
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M E T H O D S  O F
P S Y C H O L O G I C A L  A S S E S S M E N T

A N D  I N T E R V E N T I O N

In our hospital setting, the psychologist may
assess the patient via clinical interview at bed-
side during hospitalization, in the cardiac reha-
bilitation program, or in an outpatient setting.
Each of these settings lends itself to a different
interview format. Bedside counseling is typi-
cally brief (20 to 30 minutes). The patient en-
rolled in cardiac rehabilitation is referred by 
the nurse following intake and the 45-minute
interview takes place in a section of the gym
partitioned by room dividers. The outpatient
interview lasts 45 to 90 minutes and takes place
in a therapist’s office in the multidisciplinary
Department of Preventive Cardiology.

In the inpatient hospital setting, patients are
seen for a single session; thus, assessment and
intervention are combined. The purpose of the
clinical interview is to gather information about
the patient’s psychological status and inform
the patient about the impact of psychological
factors on his or her physical health. Most fre-
quently, patients have already been asked by
their physician to make one or more behavioral
changes following discharge from the hospital.
At the end of the interview, patients should
have a clearer understanding of their major
sources of life stress and how these may impact
on their ability to make behavioral changes. The
therapist’s job is to clarify the patient’s readi-
ness to change and to leave the patient more
motivated and informed about how to do so
than before the session.

In our clinical experience, many cardiac pa-
tients minimize the significance of the present-
ing complaint. A 56-year-old man whose adult
son died in an auto accident two months prior
to his heart attack reported, “This has been a
tough year for me. I don’t know why I can’t snap
out of it.” Recently diagnosed heart disease is
stressful in itself. Many cardiac patients also

have additional sources of stress that impede
their ability to make lifestyle changes and form
the basis of their presenting complaint. Evalua-
tion of the nature of the stress and its history
constitutes the bulk of the assessment process
(see Table 23.1). Medical history, mental health
history, substance abuse history, living situation,
and other demographic variables are always as-
sessed through clinical interview and/or chart
review.

The Brief Symptom Inventory is a 53-item
psychological inventory that has been widely
used with many types of medical patients, in-
cluding cardiac populations (Deragotis, Del-
lapietra, & Kilroy, 1992). We routinely assess all
outpatients using this measure. Many domains
of interest are covered in the nine subscales, in-
cluding depression, anxiety, hostility, and som-
atization. We are aware of few widely used
cardiac-specific psychological measures vali-
dated for people with heart disease. Common
psychological factors that are relevant for car-
diac patients include depression, anxiety, hos-
tility, and lack of social support.

Up to 25% of patients recovering from heart
attack or coronary artery bypass surgery meet
diagnostic criteria for Major Depression and an
additional 40% to 65% of patients experience
depressed mood immediately after the event
(Taylor & Cameron, 1999). In particular, prior
history of depression, rather than first onset, is
an indicator of poorer prognosis (Lesperance,
Frasure-Smith, & Talajic, 1996). We typically as-
sess for depression via clinical interview but
weigh the import of the somatic symptoms
against the proximity of the cardiac event. For
example, difficulty sleeping and appetite dis-
turbance is very common following a heart at-
tack but typically improves steadily in the
weeks after the patient is discharged home.
Hopelessness is a predictor of cardiac morbid-
ity and mortality and should be assessed rou-
tinely in this population (Anda et al., 1993).
Most patients with cardiac illness experience
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increased levels of anxiety. Because worry, nerv-
ousness, and other anxiety symptoms are often
commingled with symptoms of depression and
are prominent features of the adjustment fol-
lowing a cardiac event, we always include these
as part of the initial interview.

Hostility is a risk factor for coronary heart
disease among both men and women. Hostility
is a construct comprising three specific factors:
anger, aggression, and cynicism (Sotile, 1999).
We ask questions about how the patient re-
sponds when angered; problems in expressing
anger effectively are ubiquitous, and cardiac
patients are no exception. Many people with
heart disease are under the assumption that
they may have a heart attack if they “blow their
stack,” and thus they work harder to suppress
their anger. We typically ask patients to give a
recent example of something that made them
really angry and describe in detail how they
handled it to determine whether this is an area
of difficulty.

Low levels of perceived social support are
linked to poor recovery from heart attack 
and coronary artery disease (Pitula, Burg, &
Froelicher, 1999). We ask patients about the peo-
ple with whom they live, the organizations to
which they belong, and the quantity and qual-
ity of relationships in their social network. We
also assess the quality of their relationship with
spouse or partner and sexual functioning. Fol-
lowing heart attack, 30% to 44% of patients re-
port decreased sexual activity (Rankin-Esquer,
Deeter, & Taylor, 2000). Few patients receive
any information about sexual functioning fol-
lowing a cardiac event from their health care
provider.

We do not typically conduct an in-depth as-
sessment of the patient’s functional status be-
yond the domains already discussed, but there
are disease-specific self-report inventories that
measure functional status. For example, the
Seattle Angina Questionnaire (Spertus et al.,
1995) is a 19-item self-report inventory that
measures functional status in five domains:

Table 23.1 Psychological assessment of the 
cardiac patient.

1. Presenting problem.

2. Physical functioning:

a. Current medical problems.

b. Recent hospitalizations or exacerbations of
illness.

3. Current psychological functioning:

a. Review of the Brief Symptom Inventory results.

b. Past history of treatment for mental health
problems.

c. Current pharmacological or behavioral treatment
for mental health or substance abuse problems.

4. Living situation:

a. Who lives at home.

b. Quality of patient’s relationships with partner
and family members.

c. Sexual functioning.

d. Quantity and quality of social support network.

5. Employment:

a. Formal education.

b. Work history.

c. Current employment; level of stress.

d. Relationship of the medical illness to work
(medical leave, etc.).

6. Family of origin:

a. Status of parents/siblings (alive, cause of death if
deceased).

b. Major medical problems of parents/siblings.

c. Major psychological difficulties of
parents/siblings.

7. Risk factors for cardiovascular disease:

a. Smoking: stage of readiness to change.

b. Sedentary lifestyle: stage of readiness to change.

c. Poor diet: stage of readiness to change.

d. Nonadherence to medical regimen: stage of
readiness to change.

e. Drinking/drug use: stage of readiness to change.

8. Personality factors:

a. Characterological traits.

b. Coping style.

9. Readiness to change:

a. Motivation.

b. Self-efficacy.
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physical limitations, angina stability, angina
frequency, treatment satisfaction, and disease
perception. Although these domains have clini-
cal relevance, this type of questionnaire is less
helpful to the clinician intent on discerning
whether the patient has noteworthy psychiatric
symptomotology. To evaluate functional status,
we typically ask questions about the degree to
which the patient’s day-to-day life, in terms of
work, relationships with others, and health, has
been affected by the medical event.

M A J O R  P R O B L E M S  T R E A T E D

In the outpatient setting, patients are self-
referred or referred by a health care provider.
The majority of patients treated in our outpa-
tient clinic fall into one of three categories.

ADJUSTMENT PROBLEMS

Diagnosis of heart disease is unnerving at any
age. Even those patients with a family history
of cardiac problems who have a fatalistic sense
that they, too, will eventually develop the dis-
ease are often in shock with an initial diagnosis
of CHD. Uncomplicated adjustment problems
are relatively easy to treat. Factors such as pa-
tient’s age, nature and severity of the CHD, 
and the degree to which the risk factors are
under the patient’s control impact on psycho-
logical adjustment. Many patients who have
had a parent die prematurely due to heart dis-
ease become preoccupied with the notion that
they will die at the same age. Loss of body in-
tegrity and impact of the illness on the patient’s
job, family dynamics, sexual functioning, and
overall satisfaction with life are common
themes. The primary goal for an otherwise
well-functioning patient with adjustment diffi-
culties is to explore and come to terms with
feelings of anger and grief about the illness. Ex-
ploration of the meaning of the illness in the

patient’s life can result in improved quality of
life and an increased sense of meaning in day-
to-day living. Though many cardiac patients
face adjustment problems, these rarely occur in
isolation, and the majority of individuals diag-
nosed with CHD need to make lifestyle changes
to reduce their cardiovascular risk.

LIFESTYLE

Following a heart attack, the typical cardiac
patient is advised to engage in moderate walk-
ing, reduce dietary fat, take a series of new
medications, and, above all else, quit smoking.
Making changes of this magnitude is difficult.
The theoretical framework for understanding
how individuals change smoking behavior is
found in Prochaska and DiClemente’s (1983)
transtheoretical model. This model suggests
that behavior change involves a nonlinear pro-
gression through the stages of precontempla-
tion, contemplation, preparation, action, and
maintenance. Using cardiac inpatient smokers
as an example, those who report that they are
not considering quitting are at the precontem-
plation stage. Those who are ambivalent but se-
riously considering quitting in the next six
months are at the contemplation stage. Patients
who report that they do not plan to resume
smoking upon discharge from the hospital are
at the preparation stage, and those who had quit
smoking within a few months prior to hospital-
ization are at the action stage. The transtheoret-
ical model integrates motivational, cognitive,
and behavioral variables to explain the process
of behavior change. Motivation and confidence
typically increase linearly with each successive
stage, suggesting the need for individually tai-
lored interventions aimed at the stage on the
continuum of preparedness to change. In clini-
cal practice, patients often present with the de-
sire to make lifestyle changes, as well as a
variety of life stresses that make it difficult to
do so.
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Our practice of psychotherapy typically em-
phasizes altering the patient’s characteristic
patterns for coping with life stressors (Dornelas
& Magnavita, 2001). A smaller portion of the
session is devoted to actual behavioral change
strategies, such as coping with nicotine crav-
ings, substituting heart-healthy food choices, or
mapping out a walking route. We provide a va-
riety of educational materials and go over any
questions about how to accomplish their goal of
altering the behavior, but overall, we believe
that the most effective behavioral change strate-
gies are those elicited from the patient rather
than prescribed by the provider. Most people
find it easiest to change behavior when they are
feeling emotionally healthy. The patient’s abil-
ity to quit smoking, increase physical activity,
or reduce dietary fat is an excellent marker of
the success of therapy. In our clinical experi-
ence, most behavior change is accompanied by
an overall improvement in quality of life.

CORONARY-PRONE PERSONALITY

The evidence supporting the validity of a
coronary-prone personality has been mixed, but
there is a plethora of data demonstrating that
anxiety and anger are associated with in-
creased cardiovascular reactivity, as well as im-
paired immune functioning and susceptibility
to pain (Suinn, 2001). Although these negative
emotions are not specific to coronary artery dis-
ease, there is substantial evidence that a generic
“disease-prone personality” exists (H. S. Fried-
man & Booth-Kewley, 1987). Negative affects,
such as anger and anxiety, are associated with
autonomic nervous system arousal. Our clinical
experience suggests that psychotherapeutic
techniques designed to elicit emotional arousal
are effective methods for altering ego-syntonic
personality traits (Magnavita, 1997). For exam-
ple, a self-employed 53-year-old man with a his-
tory of severe CHD described a long-standing
pattern of ripping his telephone out of the wall
when dealing with customers who irritated

him. The therapist asked the patient to recount,
in as much detail as possible, the most recent
experience of ripping the telephone out of the
wall. The patient protested, insisting that he
didn’t really get mad and would never hurt any-
one. He went on to describe his experiences of
intense rage. His emotional engagement in the
session was dramatic. In the weeks following
the session, he described instances of becoming
angry without either suppressing or venting his
anger on others. Altering this pattern had a
profound influence on the patient’s interper-
sonal relationships with both family members
and customers.

In summary, most patients treated in our
clinic have a mix of adjustment difficulties, un-
healthy lifestyles, and various maladaptive per-
sonality traits. Under the stress of the medical
illness, psychological defenses break down, and
thus many patients present with symptoms of
depression, anxiety, or panic. We believe that fo-
cusing treatment on these three areas, rather
than the quest for symptom relief, results in en-
during change.

C A S E  E X A M P L E

This case describes the treatment of a 70-year-
old cardiac patient seen at our clinic. Through
the case study, we illustrate many of the con-
cepts described in this chapter.

DIAGNOSIS AND ASSESSMENT

The patient was treated by the first author (Dor-
nelas). Mr. C. was referred by his wife, who had
seen media coverage of the program. She de-
scribed her husband as having a difficult time
adjusting after his heart attack, which occurred
four weeks prior to her phone inquiry. She ex-
plained that both she and her husband were re-
tired and had recently received a clean bill of
health from their physician on routine examina-
tion. Two weeks later, the patient felt chest pain,



Psychodynamic Treatment for Cardiac Patients 557

went to see his cardiologist, and was hospital-
ized immediately for coronary catheterization.
Catheterization revealed a significant coronary
stenosis, which was successfully treated with
angioplasty. Mr. C. was reassured by his cardi-
ologist that his heart was actually healthier now
than prior to intervention. Following his dis-
charge from the hospital, he became increas-
ingly irritable and despondent by turns. His
wife of 25 years and their two adult children be-
came increasingly concerned that his depressed
mood was not remitting as quickly as they had
anticipated.

During the initial telephone inquiry, the pa-
tient’s wife made it clear that Mr. C. would be
unlikely to be receptive to psychotherapy. In-
stead, she preferred that he think of the initial
consultation as an assessment for “stress man-
agement.” I concurred, and suggested that I
would spend 30 minutes with the patient alone
and 15 minutes with both the patient and his
wife.

Mr. C., a tall, spare septuagenarian with a
warm smile and intense blue eyes, appeared
neatly dressed in a suit for the initial interview.
He had worked in sales for more than 30 years
and approached the world with relaxed confi-
dence. Contrary to his wife’s concern, he was
open to psychotherapy and proceeded to review
a litany of physical complaints during the initial
interview: “See, I was only discharged last
month. My cardiologist told me to take an as-
pirin every day. But I have an enlarged prostate.
The aspirin gives me blood in the urine and my
other doctor said I shouldn’t take it. Frankly, it
scares the hell out of me to see that blood, and I
don’t know which one to believe.”

Mr. C. had had a heart attack 10 years before,
just after his retirement, but had been treated
successfully with a combination of angioplasty
and lipid-lowering medications. He was diag-
nosed by the therapist as having an Adjustment
Disorder with depressed mood. His most promi-
nent symptoms included worry about dying,
problems falling asleep, sadness, and feeling
tense. On the Brief Symptom Inventory he re-

ported feeling easily annoyed, having uncon-
trollable temper outbursts, and getting into fre-
quent arguments. His clinical profile on the
Brief Symptom Inventory was not noteworthy in
other respects, and during the clinical interview
he revealed that his arguments and temper out-
bursts were primarily related to disagreements
with his wife.

After meeting his wife in the waiting area,
the therapist agreed to meet with the patient for
30 minutes and to use the last 20 minutes of the
session to meet with the couple together.

PATIENT: Honestly, I still can’t believe it. I went
to see my doctor. Two weeks later, I’m in the
hospital, tubes sticking out all over. Now I’m
doing everything, everything they tell me to
do. But still I’m not back on track. I’m really
down about the whole situation. I can’t sleep
at night and I’m getting irritated with my
wife. Sometimes I just don’t feel like doing
anything at all. It seems completely unfair. I
was already having these prostate problems
and now the heart attack. I was doing every-
thing the doctor told me to do. Everything! I
just don’t understand it. (Emits a deep sigh.)

THERAPIST: You sound pretty angry.
PATIENT: Angry? No, I’m not angry. I’m aggra-

vated is what I am. The heart doctor, he says,
take an aspirin every day. So, I take an aspirin
and it makes the bleeding from the prostate
worse. It’s terrible getting old.

THERAPIST: So you are doing everything right
and still you get this heart attack?

PATIENT: Exactly. That is exactly right.
THERAPIST: So what do you make of that?
PATIENT: I don’t know. I didn’t expect to live

forever. But I was feeling really good until
this. We go to Florida every winter. We are
due to leave in two months. Right now, I don’t
even want to go.

Mr. C. related easily to the therapist and was
comfortable expressing his sadness and anger dur-
ing the interview. He had never had any history
of mental health treatment nor any significant
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medical history other than that already de-
scribed. Mr. C.’s wife expressed concern about
his health. She worried that he was not sleeping
well and that they argued frequently.

SPOUSE: He gets really angry with me. For in-
stance, today, I didn’t want him to drive here.
I said I would drive.

PATIENT: The doctor didn’t say I couldn’t
drive!

SPOUSE: (Ignoring the patient.) He gets tired
from the driving and the walking over from
the garage.

PATIENT: I tell her, stop treating me like an in-
valid. I know whether I can drive or not!

THERAPIST: So the two of you have been argu-
ing with each other about this type of thing?
How much his activity is restricted and so
on?

SPOUSE: I’m just worried about him! He’s
stubborn!

THERAPIST: Its sounds like the two of you are
talking about control.

PATIENT: (Looks delighted.) You hit the nail on
the head. She is always trying to control me!

CASE FORMULATION

Mr. C. was an only child who was orphaned at
age 11. Following the death of his parents, he
went to live with an aunt, who raised him. Mr.
C. lived with his aunt until he went to college at
age 18. He expressed a great appreciation for his
aunt, but noted that “It was really hard. My
aunt had other kids. She took me in and was re-
ally good to me. Still, it is not the same, though.
Not the same as having your own mother.”

THERAPIST: Do you ever talk about it [death of
patient’s mother] with your family?

PATIENT: Not much, but my wife has always
been close with my aunt. My wife and I are re-
ally close. Yesterday, I was trying to get some
things done for our trip to Florida next month,
and my mother—I mean my wife! [Interrupts

himself, starts to laugh.] Now where did that
come from? I meant to say my wife.

With unconscious material so close to the
surface, the therapist wondered out loud
whether Mr. C.’s recent hospitalization for his
heart attack stirred up some old memories
about losing his mother.

PATIENT: It might be. I just feel sad and down
in the dumps.

THERAPIST: You look sad right now.

Mr. C. expressed a profound appreciation for
his wife’s caretaking but also felt extremely an-
noyed by what he perceived as her attempts to
control him. The therapist formulated the follow-
ing preliminary case conceptualization. Mr. C.
was a man who had lost his parents early in life.
Growing up, he didn’t feel as though he right-
fully belonged in his home with his aunt and
learned to avoid conflict out of fear of being
abandoned. His second heart attack triggered
both existential anxiety about his own mortality
and his concerns about becoming increasingly
dependent on his wife.

Mr. C. and his wife reported that they were
both invested and satisfied with their marriage,
but his wife felt that Mr. C. was taking out his
anger about the heart attack on her. According
to the couple’s report, they argued with each
other, then avoided talking about the confronta-
tion until it blew over. Although this pattern of
interaction was characteristic of their relation-
ship during the course of the marriage, it was
markedly worse since Mr. C.’s second heart at-
tack. Mr. C. expressed anger at his wife’s over-
protection but also described many instances of
dependent, care-seeking behavior on his part.

TREATMENT APPROACH AND

RATIONALE FOR ITS SELECTION

Short-term treatment involving both the patient
separately and the couple conjointly was the
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therapy of choice for this patient. His departure
for Florida provided a clear termination point.
In addition to the initial session, he was treated
with four 45-minute individual psychotherapy
sessions and three 45-minute conjoint sessions
with his wife. The majority of patients who self-
refer for anxiety or depression following hospi-
talization for a cardiac event are treated in 12 or
fewer sessions. We commonly include the spouse
or partner in one or more of the sessions.

Mr. C. noted consistent improvement between
each session. His sleeping difficulties and worry
about the blood in his urine remitted by the
third session.

PATIENT: (Beginning of the session, looks anx-
ious.) I’m sleeping better but I’m not quite
right this morning. Rachel and I had a tiff. We
are trying to get things packed for Florida
this last week and I said, “Don’t pack my
things, I’ll do it myself.” So she goes ahead
and packs my things anyway. And this morn-
ing, I can’t find one of my shirts that I want to
wear today. So she’s downstairs and I say to
her, “Where are my shirts?” She tells me
where they are, and I can’t find them. So I tell
her “Well, I can’t find them!” Then she says,
in that loud voice of hers, “Well, open your
eyes and look for them!” So then I said some-
thing I really shouldn’t have said.

THERAPIST: What did you say?
PATIENT: I told her, “Shut up!” Just like that.

And that’s something I never say. I feel bad
about it.

THERAPIST: What were you feeling at that
time?

PATIENT: Mad! She packs up my things after I
told her not too. And I know she is a little
busy, doesn’t have time to come upstairs and
help me. But if she would just leave my things
alone, I could do it myself. (He hits the edge
of the seat.)

THERAPIST: What does your anger feel like, in-
side your body?

PATIENT: Like Pow! I feel like popping some-
thing!

THERAPIST: Who do you feel like popping?
PATIENT: Well, her I guess [referring to his

wife]. But that’s awful. I would never hit a
woman. Especially not my wife. That’s a ter-
rible thing to even think.

THERAPIST: What happened next?
PATIENT: Nothing. I was so mad I didn’t talk to

her. I came here to this appointment. My
wife, she has a strong personality. Do you
know in all these years she has never once
said that she was sorry to me? Not once. Now
we are on top of each other all the time and
she is getting on my nerves.

THERAPIST: So it sounds like you experience
your wife as being controlling. Not letting
you pack your things or drive your car. You
get angry and hopeless that she won’t change
and then you get depressed. On top of that,
since you haven’t been feeling well, you seem
to be less tolerant of your wife’s strong per-
sonality.

PATIENT: (He cocks his head to one side, con-
sidering the implications, and nods his head.)
Damned if that’s not right on the mark.

Mr. C. went on to relate another story of how
he continually gets on his wife’s case about her
weight. “She has put on about 20 pounds and I
keep after her to stay away from the sweets. In
fact, at one of those bridge games, I took the
candy dish away from her. Boy, was she mad!”
He told the story with obvious relish at the
memory of his wife’s wrath.

The therapist pointed out that he was humili-
ating his wife in front of her friends and Mr. C.
took umbrage.

PATIENT: Never, never would I do that! I tell her
“No one cares more about your health than I
do.” I don’t care about her weight, it’s the fact
that it is bad for her health. She is younger
than me but she’ll have worse health prob-
lems.

THERAPIST: I agree, I don’t think you are con-
sciously trying to humiliate her. But she con-
trols a lot of aspects of your life, especially
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since you got sick. Do you think you might be
trying to get her back?

PATIENT: (Appearing puzzled but intrigued,
and leaning forward in his seat.) Uh, I think
I’m helping her.

THERAPIST: One of you is always trying to con-
trol the other, like a parent and child. Your
wife tells you to take your medicine, packs
your clothes, and won’t let you drive the car.
You in turn, try to control what she eats. Both
of you get angry with each other and you
don’t resolve the real problem.

PATIENT: (The interpretation clearly resonated
with Mr. C. and he began to laugh.) That is
exactly what we do! But, heavens, I don’t
know whether we can change just like that!

The dialogue in future sessions continued 
to focus on multiple examples of similar inci-
dents, and over time, Mr. C. became more emo-
tionally connected with and accepting of his
anger. The argument over packing clothes was
a good example of the dysfunctional communi-
cation pattern in the relationship and Mr. C.’s
characteristic pattern of burying his anger. The
intensity of his anger surprised the patient and
then triggered guilt feelings, a classic example
of the type of conflicted feeling that often re-
sponds well to affect restructuring (Magnavita,
1997; McCoullough, 1997). The therapist’s
goals were to encourage greater emotional ex-
pression and to elicit the patient’s wish for
caretaking, anger at his wife, fears about dying,
and grief.

Throughout therapy, Mr. C. expressed his am-
bivalence about getting older. He was shocked
that he had suffered a heart attack, particularly
because he had been feeling fine in the months
prior to the event. His sadness at reaching the
latter part of his life was poignant. At times, he
made reference to the therapist’s age by noting
“that was probably before your time.” Initially,
during the first session, Mr. C. seemed some-
what taken aback by the therapist, but by the
end of the session he related easily to her.

PATIENT: (End of first session.) So, how long
have you been at the hospital, doctor?

THERAPIST: (Mentally calculating that her age
is the same as his daughter’s.) Seven years.

PATIENT: How do you pronounce your last
name?

THERAPIST: (Pronounces it for him.)
PATIENT: I see. (Tries out the pronunciation.) I

should call you Dr. Dornelas.
THERAPIST: (Unclear about whether he is mak-

ing a statement or a question.) Whatever you
are comfortable with.

PATIENT: No, I prefer to call you Doctor. (The
therapist gets the sense that he is trying to
educate her.) I’ll tell you a story. Years ago,
there was a rabbi in our synagogue and he
was a young man. Everyone else used to call
him David. That was his name. But I never
did. I didn’t think it was right. I used to call
him Rabbi, because that’s what he was. So I’ll
call you Doctor, because that’s what you are.

THERAPIST: (Smiling.) Okay. When would you
like to come back?

REFERENCE TO EXISTING TREATMENT PROTOCOLS

There are few psychotherapy protocols for treat-
ing the psychological distress of cardiac pa-
tients. Those discussed below are specific to
cardiac patients but are still in the early stages
of outcome evaluation. Our approach shares
some common elements with the Relationship
Support Program, designed for patients with
heart disease (Rankin-Esquer et al., 2000). The
Relationship Support Program is designed to
complement medical interventions and to help
couples examine how relational issues impact
and are impacted by the cardiac event. Recog-
nizing the literature that points to lack of social
support as an important prognostic indicator of
cardiovascular morbidity and mortality, this
model adapts cognitive-behavioral marital ther-
apy to the needs of the couple affected by car-
diovascular disease.
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The ENRICHD (2000) study tests a cognitive
therapy intervention for depressed cardiac pa-
tients, and outcome data from that study are
forthcoming. The ENRICHD treatment protocol
is designed to provide behavioral activation, en-
courage active problem solving, and alter dys-
functional automatic thoughts. The research
protocol for ENRICHD allows up to 6 months of
individual psychotherapy, with up to 3 months
of group psychotherapy and up to 12 months of
adjunctive pharmacotherapy, making it a partic-
ularly intensive form of treatment.

Richard Suinn (2001) has described Anxi-
ety-Anger Management Training (AAMT), de-
signed to deactivate the emotional arousal
caused by anger and anxiety through relax-
ation training. AAMT consists of six to eight
individual psychotherapy sessions that expose
the patient to the stressor through visualiza-
tion followed by relaxation. Homework, self-
monitoring, and teaching of self-control skills
are also included in this cognitive-behavioral
model. There are outcome data to support that
this treatment model is effective at reducing
symptoms of anxiety, depression, and road
rage (Suinn, 2001).

POSTTERMINATION SYNOPSIS AND

EFFECTIVENESS DATA

This patient was treated with four sessions of in-
dividual therapy and three conjoint sessions with
his wife. Six months following treatment, both
Mr. C. and his wife were contacted by the thera-
pist by phone. Mr. C. reported that his mood was
much improved and he thought that counseling
had been very helpful to him. His wife agreed
that they rarely argued and were enjoying more
activities together than ever before. Mr. C.’s car-
diac health was stable, and he enjoyed a variety
of outdoor activities. Based on the report of the
patient and his wife, the most significant change
occurred in their communication patterns. All of
Mr. C.’s symptomatic complaints had remitted by

the end of treatment. Prior to treatment, the pa-
tient had reported worry about dying, problems
falling asleep, sadness, tension, being easily an-
noyed, having uncontrollable temper outbursts,
and getting into frequent arguments with his
wife. None of these were evident at follow-up.

This treatment model uses many of the same
therapeutic strategies as the Relationship Sup-
port Program and AAMT but is different in 
its emphasis on eliciting emotional response
and relating it to unresolved core issues. In con-
trast to many stress management programs of-
fered in clinical health psychology settings, this
model does not seek to deactivate emotional
arousal by teaching patients various methods of
inducing the relaxation response. Instead, the
experience of emotional arousal is intensified
in vivo, with the goal of making the patient
more comfortable with intense negative affect.
The importance of working in the psychother-
apy session with a patient’s emotionally laden
material has long been recognized (Goldfried &
Hayes, 1989). Learning that takes place in the
context of emotional arousal might be viewed as
the essential change agent in psychotherapy.

This treatment model is evolving. We evalu-
ated an earlier version of this model with
smokers who had experienced myocardial in-
farction. Long-term follow-up indicated that
brief intervention at bedside following heart at-
tack is an effective treatment to help smokers
quit (Dornelas, Sampson, Gray, Waters, &
Thompson, 2000). There is a critical need to
evaluate psychotherapy outcomes (Dornelas,
Correll, Lothstein, Wilber, & Goethe, 1996). Re-
search to determine the long-term outcomes of
cardiac patients treated with psychodynamic
pychotherapy is currently underway in our
clinic.

S U M M A R Y

There are few psychotherapists who specialize
in the psychological care of the cardiac patient,
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yet heart disease is the leading cause of death in
the United States; thus, there is a great need to
develop psychotherapy services specifically tai-
lored to this population. It is currently in vogue
for psychotherapists of all orientations to note
that they have become interested in mind-body
medicine or health psychology. The movement
toward greater recognition of the biopsychoso-
cial aspects of physical illness is a very positive
step. However, there is still a need to apply what
works from psychodynamically oriented psy-
chotherapy to problems of health and illness.
Although mind-body medicine workshops and
training centers have become increasingly popu-
lar, mind-body medicine as practiced today
often does not meet the psychological needs of
the medical patient. Stress-reduction techniques
can induce short-term improvement in sympto-
matic distress; however, as a health psychologist
(Dornelas), I have found stress management
techniques to be helpful but not sufficient to ad-
dress the psychological needs of most cardiac
patients. Stress management is not of much help
in clarifying the existential issues faced by peo-
ple with cardiac disease, in restructuring their
relational patterns, or in helping clients achieve
greater levels of emotional maturity, yet these
are the salient issues for people with heart dis-
ease. Generations of clinicians and researchers
have refined the practice of psychodynamically
oriented therapy. Applying these treatment
models to problems of health and illness is the
logical next step. Treating cardiac patients with
psychotherapy is a rare privilege as well as a
unique learning experience, and we encourage
more clinicians to consider working in this re-
warding area.
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Race, Gender, and Transference 
in Psychotherapy

MARY F. HALL

Much has been made of the fact that
people of color—First Nation people,
African Americans, Latinos, Asian

and Pacific Islanders—will eventually comprise
the largest segment of the population in the
United States during this century (Fong &
Furuto, 2001). In the process, many questions
have been raised about the generalization of
psychodynamic theoretical models beyond their
original patient populations, for example, pri-
marily educated persons of European descent.
Can this diversity be accommodated (Altman,
1996)? How universal is the psychoanalytic self
(Roland, 1996)? What is a multicultural per-
spective for psychodynamic psychotherapies
(Adams, 1996; Jackson & Greene, 2000)? Is it 
for everyone or are there any limitations on who
is an appropriate candidate (Moskowitz, 1996)?
What constitutes culturally competent practice
(Foster, 1996; Helm & Cook, 1999)?

Roland (1996) maintains that as psychody-
namic models expand to work with persons
from increasingly diverse cultures, they will
have to incorporate a much more detailed con-
sideration of social, cultural, and historical 

factors within a psychoanalytic framework of
the self. He suggests that a cultural self will
need to be posited that is profoundly linked on
all levels of self-experience, developmental
stages, earlier and later object and selfobject re-
lationships, inner structures, and normality/
psychopathology within the sociocultural mi-
lieu(s) in which a person has grown up and/or
currently lives. Fulani (1988) asserts that a his-
torical self will also need to be posited because
all societies are simultaneously making and
adapting to history at any point in time. These
historical processes also have implications for
an individual’s internal world that may be con-
scious or unconscious. Adams (1996) notes the
more general problem that psychodynamic
models, which are distinguished by their em-
phasis on the unconscious, have never ade-
quately taken into account the social and
cultural dimensions of the psyche; with few ex-
ceptions, the tendency to regard social and cul-
tural variables as “extrapsychic” continues into
the present.

When issues of race, gender, or culture have
been given attention, the tendency has been to
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view these socially constructed groupings as
homogenous populations and to ignore the mul-
tiple layers of complexity that can exist within
and between these social constructions. This
trend too has received increasing criticism
from many quarters in recent years (Atkinson,
Morten, & Sue, 1993; Jackson & Greene, 2000;
Roland, 1996). For example, there has been a
strong feminist critique of most psychodynamic
theories as being patriarchal, ethnocentric, and
claiming a universality that does not allow for
the uniqueness of women’s voices (Gilligan,
1982; Jordan, 1997). In turn, Comas-Diaz (1988)
notes how many ethnic minority women have
questioned the relevance of feminism and femi-
nist therapies to their group. She suggests that
most ethnic minority women tend to view their
ethnicity and feminism as opposing forces; or,
due to survival issues, they tend to be more
committed to their ethnic identity than their
political identity as women. Historically, mi-
norities of color have also tended to feel alien-
ated by the feminist movement because of its
early emphasis on the paid labor force and es-
caping the confines of home, as these were not
their issues (Comas-Diaz, 1988; Greene, 1994b).
Tatum (1997) notes how Black women cannot
separate their Blackness from their femaleness,
that they are always simultaneously both.

In general, African American psychothera-
pists (Daniel, 2000; Greene, 1994a, 2000; Jack-
son, 2000) have been particularly strong voices
in challenging feminist psychotherapies to an-
swer the question, Which women are you talk-
ing about anyway? Jessica Daniel’s critique
(1994) of Judith Herman’s book Trauma and Re-
covery (1992) is a good illustration. In this clas-
sic work on violence and its associated trauma,
Herman (1992) asserts how the need to come
face-to-face with the capacity for evil in humans
is inherent in the study of psychological trauma.
She stresses how the perpetrators of atrocities
will do everything in their power to promote
the forgetting of their transgressions with 

arguments that frequently prove irresistible. If
secrecy and silence fail, the perpetrator will at-
tempt to discredit the victim. Herman allows
how the study of psychological trauma must
constantly contend with this tendency to dis-
credit and/or render the victim invisible. To il-
lustrate, she notes three times during the past
century that she considers a particular form of
psychological trauma to have surfaced into
public consciousness and flourished briefly
primarily because of its association with a po-
litical movement: hysteria and the oppression
of women; the shell shock or combat neurosis
affecting veterans from World War I; and the
extent of sexual and domestic violence brought
to light by the feminist movement.

Daniel (1994), in turn, challenges Herman
(1992) to task for having written a book on
trauma that is hailed as a classic yet renders
invisible the unique potential for intrapsychic
trauma among African Americans resulting from
societal violence and racial oppression. She ob-
serves how the Civil Rights Movement, with its
freedom marches, bombings, assassinations, and
so on, is noticeably absent from Herman’s list of
psychological trauma brought to light by a politi-
cal movement in the past century. Daniel finds it
equally insidious that the one reference to
African Americans in the entire book has to do
with the potential for violence toward White
women by Black men.

In reality, there are tremendous sociopolitical,
historical, and cultural differences between and
within racial groups that could influence trans-
ference and an individual’s internal perception
of objects in the clinical situation (Cornacchia &
Nelson, 1992). For example, Vickerman (1999)
notes how African Americans of West Indian de-
scent, in contrast to other African Americans,
have constructed a unique identity for them-
selves. That emphasizes achievement and suc-
cess over racial solidarity. However, he does not
connect this observation to the significant differ-
ences historically in the systems of slavery that
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produced these two groups of African descent.
African Americans of West Indian descent were,
for the most part, never subjected to chattel slav-
ery. This was a system of slavery that was
uniquely American and distinguished by its le-
galized attack on the family structure of African
Americans (Higginbotham, 1978).

The need to be particular rather than general
becomes even more pertinent when discussing
psychodynamic theories and concepts such as
transference and object relations. In the clinical
situation, both transference (Esman, 1990) and
object relations (Summers, 1994) are particular
to an individual’s experiences and the persons
that have been or currently are significant in
that individual’s life. African American and
Asian women who were immigrants may have
been subject to sexual exploitation in the United
States. However, there were significant differ-
ences between the sexual exploitation of Asian
women, in the form of mail-order brides, for ex-
ample, and the historical sexual exploitation of
African American women as legal and chattel
slaves. There are also major differences in the
accompanying stereotypes these two groups
have had to confront, that is, Asian women as ex-
otic sexual objects (Chan, 1988) versus African
American women as amoral, loose, and hyper-
sexual (West, 1995).

Finally, the need to be specific rather than
general about the particular object-relations
perspective one employs in any given case must
be noted. The closing decades of the twentieth
century were witness to tremendous theoretical
ferment in the field of psychoanalysis and psy-
choanalytic psychotherapies. This has resulted
in multiple and frequently competing perspec-
tives on object relations (Greenberg & Mitchell,
1983; Pine, 1990; Schafer, 1992; Summers, 1994).
The impetus for this development has been di-
verse. First and foremost was the dialectical
tension within psychoanalysis that generated
multiple models of object relations. Equally im-
portant were the pressures of external funding

sources making their demands for briefer and
less costly therapeutic interventions with a
wider range of patients diagnostically. The de-
mand to treat more seriously ill patients than
had previously been thought possible led to an
increased emphasis on the developmental the-
ory that was implicit in each psychoanalytic
model and how this knowledge could inform
therapists’ clinical transactions with such pop-
ulations (Blanck & Blanck, 1986; Horner, 1984,
1995; Kohut, 1984; Pine, 1985). The demand for
more cost-effective therapies led to increased
theoretical ferment about short-term models 
of therapy (Davanloo, 1980; Horner, 1994; Lev-
enson, 1995; Magnavita, 1997; Mann & Gold-
man, 1982). Simultaneously, the demand for
psychoanalytic therapies to expand their theo-
retical boundaries and articulate how the exist-
ing social order is reproduced in the individual
has continued to grow (Foster, Moskowitz, &
Javier, 1996; Jackson & Greene, 2000). Race, gen-
der, and, to a lesser degree, class identities 
have been of particular interest (Adams, 1996;
Fong & Furuto, 2001; Fulani, 1988; Jordan, 1997;
Mathura & Baer, 1990).

This chapter seeks to make its contribution
to this ferment by an exploration into the in-
terface between race and object relations as
this is manifested in the transference during
treatment. This is a topic that has received
scant attention in the literature. To meet the
editorial request to be particular, a case is
used to illustrate some of the issues that have
been identified in the literature on race and
transference. Because Ms. A. is an African
American woman, the interface between race
and gender in the transference can also be ex-
plored. Given the complexity and heterogene-
ity of models explicating object relations, the
developmental object-relations lens of ego psy-
chology (Blanck & Blanck, 1986; Horner, 1994,
1995) has been adopted in this case. There is no
intent to privilege this model above others.
Rather, this selection was made based on the
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utilitarian criterion that it effectively structures
the discussion of assessment and treatment.

P S Y C H O A N A L Y T I C
D E V E L O P M E N T A L  O B J E C T -

R E L A T I O N S  T H E O R Y  M O D E L

Gertrude and Rubin Blanck (1986) offered the
term psychoanalytic developmental object rela-
tions (PDOR) to distinguish the view of object
relations that grew out of ego psychology. Ego
psychology builds on the drive/structure model
postulated by Freud. It is distinguished by a
shift from Freud’s id psychology, with instinc-
tual drives and libidinal stages as superordinate
organizers of mental structure, to a psychology
of the ego (Blanck & Blanck, 1974, 1979). Herein,
the ego becomes the superordinate structure
that mediates the development of both an in-
dividual’s internal structure and external adap-
tation in the world. From a dynamic point of
view, developmental lines replace libidinal
stages as the epigenetic model of structure
development in the ego. Psychoanalytic devel-
opmental object-relations theory (PDORT), in
turn, builds on ego psychology. The shift from
ego psychology to an object-relations theory re-
flects the emphasis on the central role of object
relations in the overall structuring of the ego
(Horner, 1984, 1995). As such, the development
line of object relations as explicated by Mahler,
Pine, and Bergman (1975) performs the func-
tion for the ego that libidinal stages performed
for the id in the drive/structure model. In
PDORT, the instinctual drives transition to be-
come one of the developmental lines to be or-
ganized within the context of object relations.
(Readers interested in a more in-depth treat-
ment of this evolution in theory are referred 
to the classic trilogy by Blanck & Blanck, 1974,
1979, 1986.)

In PDORT, object relations includes both the
structural and dynamic relationships between
internal mental representations of the self and

objects. From a structural point of view, Mahler
(1975) and her colleagues postulated that the
infant’s mental representation of self and ob-
jects are essentially merged at birth. From this
undifferentiated state, the developmental line
of object relations proceeds in consecutive steps
of increasing differentiation that culminate in
the state of libidinal object constancy. The hall-
mark of this latter achievement is the separation
of self and object mental representations and
the ability to tolerate (i.e., sustain this separa-
tion of self and object mental representations)
loving and hostile feelings simultaneously ex-
perienced toward a valued object. In terms of an
individual’s adaptation in the external world,
we assume this milestone has been achieved
when a person demonstrates the capacity to
stay in a relationship with a valued object when
it does not gratify a wish or need.

From a dynamic perspective in PDORT, de-
velopmental arrest before libidinal object con-
stancy is achieved sets the stage for personality
disorders that are considered understructured
(Blanck & Blanck, 1986) or narcissistic (Horner,
1984; Kohut, 1984). In broad strokes, Psychotic,
Borderline, and Narcissistic Personality Disor-
ders would be included in this category. In the
drive/structure model, these personality dis-
orders would be considered pre-Oedipal struc-
tures. Because a developmental arrest in object
relations has occurred before psychic differen-
tiation of self and object mental representations
could take place, the mental representation of
self and object remain merged and are activated
according to the need state of the mental repre-
sentation of self. Splitting (Kernberg, 1975), or
the tendency to relate to objects based on the
current state of need of the self, continues as a
major defense in such disorders. Under stress,
these need states tend to be sharply divided into
feeling all good or all bad, and, similarly, experi-
encing objects as either all good or all bad.

The transference of personality disorders in
this group is considered narcissistic because 
it seeks to fulfill early object needs that have
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not been met (all good object) or replicates the
experience with overly frustrating, prior objects
(all bad object). Such transferences do not re-
spond well to interpretation aimed at insight.
Insight-oriented interpretations are at high risk
to flood the person with bad feelings in the mo-
ment and trigger regression and/or the defense
of further splitting. In the PDORT model, the
transference is used to identify the level of de-
velopmental arrest on the developmental line of
object relations as explicated by Mahler (1975)
and her colleagues, and advance the goal of
treatment. The goal of treatment is to help the
understructured personality resume the devel-
opment of ego structure within the context of
object relations and with the goal of restruc-
turing the personality (Blanck & Blanck, 1986;
Horner, 1995; Magnavita, 1997).

Should further developmental arrest occur
once libidinal object constancy has been
achieved, the stage is set for the neurotic disor-
ders (Horner, 1994). Such personalities are con-
sidered structured. Libidinal object constancy
is considered a prerequisite for transference in
the classical sense (i.e., feelings, attitudes, and
behaviors first experienced with a primary ob-
ject are transferred into the present). Because
the mental representation of self and object are
separate and have achieved constancy, it is pos-
sible for the self to experience internal conflict
with a whole object. In clinical work with per-
sons who have achieved this level of structure,
transference can be interpreted and insight can
be useful.

It is to be noted that the developmental diag-
nosis is frequently difficult to make and there
are dangers in diagnosing too high and too low
(Blanck & Blanck, 1986). If the diagnosis is too
high and insight-oriented interpretations are
made, one would anticipate regression and the
increased use of splitting as a defense. This was
the experience Kohut (1968) initially set out to
understand in his narcissistic patients who fre-
quently looked neurotic but responded to an in-
sight interpretation with rage and regression.

In practice, this error tends to be more serious
than making the developmental diagnosis too
low. Here, the risk is to infantilize a structured
personality that may be engaged in defensive
regression to avoid higher-level conflicts when
the structure is in place to do this work (Horner,
1995). Such persons are capable of responding 
to insight interpretations. Other markers of the
understructured personality as compared to the
structured personality include a dyadic versus
triadic mode of relating to objects; whether the
level of developmental arrest affects all function-
ing or there are some conflict-free spheres of
functioning; and whether there are any higher-
level defenses in place.

CRITIQUE OF PDORT MODEL

It is significant to note that PDORT has been
subject to both severe criticism (Atwood &
Stolorow, 1984; Gilligan, 1982; Jordan, 1997;
Stern, 1985) and praise (Horner, 1994, 1995; Pine,
1990; Shorter-Gooden & Jackson, 2000; Thomp-
son, 1996) over the years. Criticisms include 
it being an overly simplistic, linear, and hierar-
chical theory; the fact that it is culture-bound,
pathologizes lesbians and gays, and makes
claims to universality that it cannot sustain; and
that it advances a mother-blaming, gender-
stereotyping, approach to women. In spite of
this substantive criticism, clinicians continue to
find clinical utility in this model into the present
(Horner, 1994, 1995; Pine, 1990; Shorter-Gooden
& Jackson, 2000; Thompson, 1996). There is a cer-
tain paradox in the fact that what these clinicians
find most useful about the model are the same
elements that have received most of the criti-
cism. Specifically, the model is simple, easy to
understand and, as such, offers tremendous clin-
ical utility in helping to reduce very complex
clinical material for assessment and treatment
planning. Although raising serious challenges to
the validity of Mahler’s work, even Daniel Stern
(1985) noted this clinical utility.
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Some of this paradox appears to be a result
of criticism that has a goal of weaving psycho-
analytic discourse into modern trends in in-
tellectual history. Linguistic and hermeneutic
approaches to interpretation are particularly
prominent (Schafer, 1976, 1992). Such criticism
raises very different questions from those that
inspired the original work and shift the nature
of the criticism away from the replication logic
of the scientific movement that gave birth to
PDORT. Instead, the language of psychoana-
lytic discourse as a narrative that “stories” lives
becomes the focus of attention rather than the
scientific explanatory power of metapsychol-
ogy, developmental lines, and object-relations
theory. In the process, concepts with specific
intrapsychic meanings in PDORT, such as sepa-
ration, individuation, and autonomy, become
increasingly relational and cultural.

There is no question about the need to more
fully articulate the role of culture and social
identities in this paradigm, yet it is important 
to remember that in PDORT, object relations
refers to an aspect of ego organization that is
intrapsychic. It does not refer to the objective re-
ality of external personal relationships and/or
social oppression. PDORT postulates the course
of development in the mental representation of
self and objects given an average expectable en-
vironment and endowment. We infer the steps
in this developmental line based on what we see
in the individual’s growing capacity for adapta-
tion. In this paradigm, concepts such as separa-
tion, individuation, and autonomy refer to the
mental representations of self and objects. They
do not seek to explain the social and spatial re-
lationships for which all societies and cultures
have norms. Rather, this theory seeks to answer
such questions as how an infant comes to know
and a schizophrenic does not seem to know that
his or her body, thoughts, and feelings are sepa-
rate and may be different from those of other
important objects in the environment.

Schizophrenia has been found in all types 
of societies (American Psychiatric Association,

1994; Goodwin & Guze, 1996). The rates of
schizophrenia are also relatively uniform world-
wide. Loss of reality testing and other manifes-
tations of the underlying structure of this
disorder have consistently been observed across
all types of sociopolitical societies that espouse
vastly different cultural norms. Culture is
thought to determine the specific and manifest
form this illness takes (e.g., paranoid, catatonic,
hebephrenic, etc.; American Psychiatric Associ-
ation, 1994). For example, the catatonic form of
schizophrenia is far more prevalent in other
parts of the world than in the United States.
Similarly, culture would also determine norms
of what is considered best care for this pop-
ulation and what options are made available
(Castillo, 1997). Persons with this illness in
remission can be supported to live on their 
own, return to their family, or live in a group
home. Similarly, a young adult that has success-
fully completed the separation-individuation
subphases and achieved libidinal object con-
stancy can choose to continue to live at home or
move away. Culture will establish norms for
such behavior and a “structured” personality
can choose to act in a manner that is cultural or
countercultural.

P D O R T  P E R S P E C T I V E  O N
R A C E ,  G E N D E R ,  A N D  

O B J E C T  R E L A T I O N S  I N  
T H E  T R A N S F E R E N C E

Given the assumption that the developmental
line of object relations structures ego develop-
ment in the PDORT paradigm, there is the ex-
pectation that all transference material will be
expressed in a way that reflects this develop-
mental level. This includes transference content
related to race and gender. Thus, we would ex-
pect the defense of splitting—all-good, all-bad
self and object mental representations—to be-
come increasingly prominent in the content on
race and gender the earlier the developmental
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arrest in object relations when working with 
an understructured personality (Horner, 1984;
Kernberg, 1975). In neurotic structures, which
presuppose the achievement of object constancy,
we would anticipate race and gender content
manifestations to be increasingly connected
with the internal and intrapsychic conflicts that
are associated with the mother and father iden-
tifications postulated for that level of structure
(Blanck & Blanck, 1986; Horner, 1994).

Whereas a developmental line for gender de-
velopment has been proposed (Tyson, 1982) in
the PDORT model, this does not appear to be
the case for race. Significant strides have been
made regarding the process of racial identity
development in adulthood and how this content
can be used in treatment (R. Carter, 1995; Helm
& Cook, 1999). Although these formulations are
stage theories, they do not constitute a develop-
mental line because they do not begin at birth
or deal with life cycle development. Thus, the
work of elucidating a developmental line that
incorporates a life span perspective for racial
identity development remains to be done.

Thompson (1996) notes that the treatment of
African Americans and women has been re-
markably similar in the psychoanalytic litera-
ture. Most often, issues for both groups have
been ignored. On those occasions when race
and gender have been given attention, this at-
tention has tended to be negative and stigma-
tized. For example, women have been seen 
as castrated men who could not achieve the
same level of superego development as men.
Although it is generally accepted that both men
and women can develop a mother and a father
transference in treatment regardless of the sex
of the therapist, questions have been raised
about whether men can develop a full paternal
transference with a female therapist (Kulish,
1986; Lester, 1985). The parallel question has not
been raised about male therapists.

Historically, African Americans have been un-
derrepresented in the psychoanalytic movement
(Thompson, 1996), both as providers of services

and as recipients. Questions have been raised as
to whether African Americans are appropriate
candidates for interpretive psychodynamic ther-
apies, or whether they have the capacity for in-
sight (Holmes, 1992; West, 1995). Given this
limited historical attention, Adams (1996) notes
the irony that the first psychoanalytic journal in
America (The Psychoanalytic Review, 1914) had
three articles about African Americans. One
article was on dreams, the second on schizo-
phrenia, and the third was about the “color com-
plex” of African Americans. Prominent themes
in these articles all identified deficits in African
Americans (e.g., low self-esteem and the asser-
tion of a universal “color complex”; Adams,
1996, p. 120).

Three themes have tended to dominate the
sparse psychoanalytic literature that does exist
on race and treatment. First is the question of
the impact of similarities and differences in the
race of the therapist and patient (Altman, 1996;
Calnek, 1970; Griffith, 1977; Schachter & Butts,
1968). The second centers on the internalization
of racial oppression, as expressed most often in
the transference around color, and self-esteem
(Greene, 1996; Shade, 1990; Williams, 1996). The
third major theme encompasses issues of trans-
ference and countertransference ( J. Carter &
Haizlip, 1972; Greene, 1985; Holmes, 1992;
Owens-Patterson, 2000; Schachter & Butts,
1968). Collectively, this literature suggests that
race can have multiple unconscious meanings in
the transference that can change over the course
of treatment. This is true for the client as well as
the therapist. Although the source and content
may differ, therapists can experience counter-
transference difficulties with clients whether
they are of the same or a different race.

For example, Calnek (1970) notes two poten-
tial countertransference reactions when both
client and therapist are African American: de-
nial of identification and overidentification.
Denial of identification occurs when the thera-
pist seeks to avoid acknowledging that the
client is Black. Here, the therapist may engage
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in a pretense that the therapy situation is
unique and race does not matter. Calnek sug-
gests that the therapist, in essence, engages in a
pretense that he or she and the client are both
White. When the threat is overidentification,
the therapist feels a strong bond to the client
based on common racial experiences. However,
the bond is used primarily to achieve personal
satisfaction. Daniel (2000) notes the need for all
therapists to have the courage to hear the mem-
ories of racial trauma that African American
women have experienced. Therapists avoid this
content for multiple reasons: Some fear the
anger of their clients, some wish to avoid feeling
guilt, some worry about their own personal
pains being stirred up, exacerbated, and so on.

If not acknowledged and discussed, race can
cause a spectrum of negative effects on treat-
ment. Most often, patients terminate their
treatment feeling that the therapist did not un-
derstand them as patients and individuals
(Brantley, 1983). But the issues that can emerge
around race are not always negative. Schachter
and Butts (1968) discuss how differences in
race can also have a catalytic effect on treat-
ment. Leary (1997) presents clinical material
from an interracial treatment in which the con-
tent around race deepened the clinical process.
To help sort through the multiple transference/
countertransference issues that inevitably
emerge, it is important for the therapist to 
have good supervision available (Holmes, 1992;
Owens-Patterson, 2000).

P S Y C H O T H E R A P Y  W I T H
A F R I C A N  A M E R I C A N  W O M E N

There is growing scholarship that speaks specif-
ically to issues for African American women in
treatment that is particularly gratifying (Greene,
1994a; Jackson & Greene, 2000; Leary, 1997;
Thompson, 1996; Turner, 1997a). All too often,
the unique minority experience of these women
has been overlooked, ignored, or stereotyped in

the literature ( Jackson & Greene, 2000). It could
be argued that, as a group, African American
women represent the interface between racism
and sexism in their most pernicious forms. This
group’s experience is both historical and cul-
tural, and has been unique among minorities of
color. Although the number of minority mental
health therapists is increasing, there are and
will be for the foreseeable future more White
professionals than Black and the White thera-
pist–Black patient dyad will continue to be the
most common (Greene, 1985). Whereas White
mental health professionals see the majority of
African American patients, the reverse is not
true for White patients. Further, African Amer-
icans are forced to have some understanding of
the workings of the mainstream if they are to
survive. Therefore, it is considered critical 
that majority mental health professionals know
more about the cultural and historical differ-
ences between Black and White Americans.

Most Americans do not seem to be aware 
that the first African immigrants in America
entered as indentured servants and had the
same social and economic status as most of the
first White immigrants (Bennett, 1970; Higgin-
botham, 1978). For a 40-year period, from 1619
to about 1660, African immigrants accumulated
property and participated in the public life of
this country on a basis of substantial equality.
Here, the facts in American history are emi-
nently clear: Racism grew out of the economic
base of slavery and not the reverse. Cotton was
king, there was a tremendous demand for labor,
and Africans were an easily exploited group be-
cause they were cut off from Africa.

Tannenbaum (1977) notes that the English
had no legal tradition affecting slavery and did
not initially know what to do with slaves. Most
slaves were baptized Christians and English law
in the early seventeenth century did not permit
the enslavement of baptized Christians. Chattel
slavery, a peculiarly American invention unique
in the slave practices of the so-called civilized
world, was the solution to this dilemma. The
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Constitution legitimized this institution by al-
lowing Southern states to count each slave as
three-fifths of a human in determining their
congressional representation and by supporting
the enactment of a fugitive slave law. Eventu-
ally, legislation was drafted making Negroes
slaves for life, and the Church took steps to rec-
oncile slavery and Christianity by decreeing
that conferring baptism did not alter the per-
son’s condition in regard to bondage and free-
dom. As such, African Americans became the
only racial minority group for whom immigra-
tion was forced. This forced immigration lasted
over 200 years.

African women as slaves did not own their
own bodies. In the broader American culture,
the highest value was placed on African female
slaves with the greatest breeding capacity.
Children were routinely conceived as a result 
of forced sexual relations with slavemasters 
or other male slaves. The children of African
women were sold without consideration for
their maternal preferences. Slaves were not al-
lowed to legally marry and stable unions be-
tween slaves could be disrupted at the whim of
owners. In contrast to most other immigrant
women, African females labored outside the
home from the onset. Most often, this work was
in the fields alongside African men. As such,
African American women have always been ex-
empted from the observance of the traditional
gender roles in American society.

Far more pernicious for women (and men) of
African descent is the fact that their essential
humanity was challenged. The legal and cate-
gorical social construction of African slaves as
chattel was unique and distinguishes the histor-
ical and cultural oppression of African Ameri-
cans from that of all other racial and ethnic
groups. Women of African descent were not just
the legal property of white men, as was the case
in the parallel oppression of women. Their op-
pression also went beyond just being discrimi-
nated against and denied full access to the
social and economic resources of this nation; or

stereotyped as culturally deprived as was the
case in the parallel oppression of each new im-
migrant group to this nation. The “animaliza-
tion” of the African slaves as chattel was the
bedrock of their oppression and justified their
inhumane treatment. It made invisible the
atrocities being perpetrated against them (Her-
man, 1992); and, the metaphor of African Amer-
icans as animals continues into the present as a
significant sustaining mechanism in dominant-
minority relations.

The sociology of dominant-minority relations
(Kendall, 1997; Yetman, 1999) instructs that for
a group to maintain dominance, specific actions
and attitudes must be incorporated into the
social system and achieve taken-for-granted
status. As such, they ensure that minorities will
not achieve positions of power or fully compete
for available resources. They also relieve dom-
inant individuals from feeling responsible or
even recognizing that their attitudes and actions
are repressive. As Herman (1992) so eloquently
notes, the perpetrators of atrocities will do
everything in their power to promote the forget-
ting of their transgressions. Similarly, a public
that does not wish to come face-to-face with
humankind’s capacity for evil has been all too
willing to engage in the conspiracy of secrecy
and silence about these transgressions and
watch, if not actively support, the discrediting of
the victim. Stereotypes and metaphors are ma-
nipulated so that victims are blamed for their
condition in the public perception.

Thus, in the scholarship on psychotherapy
with African American women, a good deal of
attention is paid to stereotypes. This group 
is considered to have more negative cultural
stereotypes than any other racial minority
group of women. West (1995) identifies the
three historical images/stereotypes of Mammy,
Sapphire, and Jezebel and the considerable 
role strain connected with each. Jenkins (2000)
adds three additional images: the matriarch, the
superwoman, and the she-Devil. These stereo-
types are subsequently manipulated in the
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public’s perception and African American
women are discredited as victims and become
the active architect of their fate. At times they
are even made the scapegoat for the plight of 
the African American community. For example,
African American women have been accused of:
(1) being hypersexual and amoral, (2) being ir-
responsible breeders who have too many chil-
dren out of wedlock, (3) taking jobs away from
Black men, and (4) being too matriarchal, which
in turn has led to the breakdown in the African
American family, and so on ( Jenkins, 2000;
Turner, 1997b; West, 1995). Forgotten in the
process are the perpetrators of a violent forced
migration, a more than 200-year history of in-
stitutionally legalized physical and sexual
abuse based solely on race, and a persistent
attack on the African American family that
continues into the present under the guise of a
grossly ineffectual “war on drugs” (Tonry,
1995; Zimring & Hawkins, 1992).

For example, Hall (1997) maintains that a de-
construction of this nation’s war on drugs sug-
gests it has served as a far more effective vehicle
to update the system of chattel slavery than 
it has to control drugs (Hawk, 1994; Tonry,
1995). In the war on drugs, African American
men and women are disproportionately crimi-
nalized and incarcerated for the abuse of crack,
a cheap derivative of cocaine that has been the
drug of choice among African Americans until
quite recently. In this update, mandated sen-
tencing replaces slave codes as the legal under-
pinnings for the restriction of movement of
African American men, and the prison system
replaces the plantation system. Through impris-
onment, racism, and poverty, African American
males are denied access to gainful employment;
this results in their leading lives that are mar-
ginal to African American women and their
children. In turn, the women and their children
are increasingly forced into poverty and depen-
dency on a welfare system that does not promote
family preservation. With the ever increasing

trend over the past decade toward criminalizing
substance-abusing pregnant women (Hawk, 1994;
Kandall, 1996), the legal authority over the pro-
cess of reproduction and the right to separate
women and children at the discretion of the state
is reinstated and the update is complete. African
American women have been disproportionately
reported for substance abuse during pregnancy
and disproportionately incarcerated rather than
treated for substance abuse during pregnancy
(Kandall, 1996; Tonry, 1995). This latter practice
has continued even though we do not have scien-
tific evidence to support the adverse develop-
mental outcomes in children whose mothers
were abusing cocaine.

Given the enduring primacy of race in Ameri-
can culture, it is always a factor in any psy-
chotherapy situation with African Americans
(Holmes, 1992). The experience of African Amer-
ican women in this culture has been unique
along several dimensions and culturally im-
posed stereotypes may influence this group in
ways that are different from the experience of
women of other racial groups. A therapist needs
to be aware of these historical and cultural dif-
ferences and be alert to ways in which this con-
tent can effectively be addressed throughout the
treatment process. Issues of race and racism are
omnipresent for African American women; if
they are not discussed in treatment, the therapist
is unaware of a significant and substantial por-
tion of the patient’s life. If clients seem to have
achieved a positive regard and sense of self-
esteem in regard to their racial identity and
physical characteristics, the therapist can learn a
lot about their strengths and social supports by
exploring how this was achieved. On the other
hand, clients may not be aware of how external
forces connected with race and racism, both cul-
tural and historical, are impacting their internal
world; as with any other unconscious material,
the therapist will have to be prepared to take re-
sponsibility for initiating this discussion and in-
tegration of clients’ life story.
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C A S E  E X A M P L E

PRESENTING PROBLEM

A fair-skinned, 30-year-old, college-educated
African American woman sought treatment
for problems she was experiencing establish-
ing a committed relationship with a man. 
Ms. A. was well-spoken, slightly obese, and
quite fashionably dressed. She had specifically
sought treatment with an African American
therapist because she felt issues for women of
color were different from those confronted by
White women.

She indicated that she had had brief affairs
with African American men over the years. She
made a point that they were usually dark-
skinned men and that they usually were the
ones that ended the relationship. She had to
admit, however, that she had not considered
any of these men good candidates for a long-
term relationship or marriage. Although she
was sexually attracted to these men and things
generally went well in that arena, they had lit-
tle else in common. In each of these relation-
ships, she had more education and made more
money. On the other hand, her most recent and
long-term relationship was with an educated
White man who treated her better than any of
her previous relationships. She was in some
conflict, however, because this was an interra-
cial relationship. She noted the significant criti-
cal mass of African Americans in the city
where she lived and felt a strong undercurrent
of censure of interracial relationships within
the African American community.

Although she never seemed to attract them,
she had to acknowledge that there were edu-
cated African American men around with good
jobs, and that other African American women
whom she knew had been successful in attract-
ing them and establishing long-term relation-
ships, if not marriage. She noted the irony that
though she has been quite successful competing

in the work sphere, she had never been suc-
cessful competing with other Black women for
available Black men, “and we won’t even talk
about the White women who are after our
Black men!” On the other hand, she felt there
was something wrong with her current rela-
tionship with a White man, even though intel-
lectually she felt she should feel free to date
whomever she wanted. When asked, she indi-
cated that she had never been interested in or
experimented with having a sexual relation-
ship with a woman. She noted that this was a
shame because she knew so many more inter-
esting Black women than men.

Significant history included her being the
youngest of three children from a working-class
family. Although her father did not complete
high school, he had worked as a laborer in a
unionized job for many years, where he made a
good hourly wage. Her mother had completed
high school; she was a stay-at-home mom de-
voted to raising the children until Ms. A. en-
tered junior high school. At that time, Ms. A.’s
mother secured part-time office work to supple-
ment the family income. She loved her mother
dearly, but she was quite critical of her passivity
in her relationship with her father. Her father
had had repeated affairs over the years and
eventually abandoned the family when she 
was in early adolescence. Although her parents
were still married “on paper,” her father had
moved on to establish another family. Her fa-
ther’s support, both financial and emotional, of
her and her siblings once he abandoned the
family had been sporadic at best. When Ms. A.
entered treatment, all contact between her and
her father had ceased. Although she knew
where he was, “I have nothing to say to
him . . . if he has something to say to me, he
knows where I am. . . . He’s the one that left.”
This was significant because the client acknowl-
edged that to the extent that “someone like him
could have a favorite, I guess I would have been
it.” Also, she was aware that her siblings did
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have some contact with their father, but “that is
their business.”

On the other hand, she had praise for her
mother, who she thought was “very smart” and
“knew how to manage.” To her mother’s credit,
she did not fall apart when her father left. She
increased her employment to full time, and the
family had scraped by. They were very close to
her mother’s side of the family and maternal
kin had been supportive in various ways over
the years. They had food on the table and she
and her siblings had all finished high school
and attended some college. She was the only
sibling to finish college, and she had done 
the best careerwise. Both of her siblings now
worked at white-collar jobs and were married.
Although she personally would not be satisfied
with either of their relationships, she was aware
that the relationships worked for her siblings
and she took pleasure in her role as aunt to her
two nieces and a nephew.

INITIAL THEMES ABOUT RACE IN TREATMENT

Two themes dominated the beginning of treat-
ment. The first was the larger theme of the
plight/multiple levels of oppression that Black
women had to contend with in their search for
an acceptable mate. Specific topics were far-
ranging: the shortage of men on the same level
and the sense of entitlement of the few edu-
cated and eligible men who were left; the num-
ber of Black men in jail or on drugs; violence
against women and the number of single-parent
Black women who were receiving no child sup-
port; and the multiple ways the courts were
used as an instrument of oppression against
Black men and women. The second theme had
to do with problems in the relationships be-
tween men and women in her immediate and
extended family and the messages they con-
veyed to her about Black male-female relation-
ships growing up. She emphasized that all of
the women in her family suffered at the hands

of men in ways she could not accept. She was
most impassioned when she spoke about her
parents’ marriage. She felt her mother should
have been far more aggressive in putting her
foot down with her father when they were to-
gether and should have taken him to court when
he abandoned the family. Instead, her mother
had always been like a “doormat” when it came
to her father and suffered in silence.

A third theme emerged early on that had to
do with skin color. Ms. A. acknowledged but
was somewhat derisive about messages in the
family about skin color, that is, that she should
not get involved with and definitely not marry a
dark-skinned man; the children would have bad
hair and a harder time in life. She ridiculed the
fact that her family (particularly her mother)
had criticized her about the African American
men she had dated more for their dark-skinned
complexions and hair (kinky or straight) than
how they had treated her as a woman, or what
they did for a living. She noted that both of her
siblings had married partners with similar com-
plexion and, for the most part, her nieces and
nephew met the “brown paper bag” test. She
identified herself as having the lightest com-
plexion in her immediate family and her father
the darkest, even though “he would be consid-
ered a good-looking medium-brown-skinned
man.”

When asked to reflect on what she consid-
ered the major messages to her from society
and her family about male-female relationships
among African Americans, Ms. A. had nothing
to say spontaneously about messages or stereo-
types from society. She had much to say and
with a good deal of affect about the messages
from her family. It angered her that none of the
women in her family seemed to even expect loy-
alty or fidelity from their men. Her mother even
went so far as to say that Ms. A. was setting her
“standards too high as far as a Black man is con-
cerned” and was just “setting herself up for dis-
appointment.” This only infuriated Ms. A. all
the more. She had decided that she would never
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be in that position, that is, in a relationship with
a man who ran around on her while she suf-
fered in silence. She noted that the women in
her family did seem to have greater expecta-
tions around financial support from their men;
however, there were strong messages to her that
this, too, was fragile and that “even a good Black
man” could be irresponsible with money from
time to time. So there were very strong family
messages as far back as she could remember that
in marriage, a “Black woman never puts all her
eggs in one basket,” and that when she is deal-
ing with a Black man, she should “always put a
little money aside for a rainy day” and should
not tell her husband about it or he would always
be after her for it.

Ms. A. also spoke about how different her life
was from her siblings’ and how she had some
guilt that she was the only sibling to complete
college. She had always been the best student in
the family and had received substantial scholar-
ship assistance to complete her undergraduate
degree. All things being equal, she would proba-
bly earn more money in her lifetime than either
of her siblings, their spouses, or her parents.
This would be true whether she continued on for
graduate training or not. Although she felt some
guilt about her success relative to her siblings,
she was glad that she was financially indepen-
dent and that she would not have to depend on
anybody to support her. The only reason to be in
a relationship with a man would be because she
“wanted” to be there, not “had” to be there. She
would always be able to take care of herself,
with or without a man.

PDORT ASSESSMENT OF MS. A.’S
OBJECT RELATIONS

From a PDORT perspective, it seemed clear
early on that object constancy had been
achieved. Specifically, the client had developed
the capacity to tolerate good and bad feelings in
the same person and did not relate to people

based solely on what she might be feeling in the
moment. In general, the people or objects in her
world were not split into categories of all-good
and all-bad, although it was clear that her rela-
tionship with her father was a conflicted sphere.
This remained true in sessions where she was
impassioned and expressing strong affect, as
well as when she was being more reflective and
analytical about her dilemma. It also seemed
clear that the conflicts she experienced were in-
ternalized and that she had some observing ego
about this. For example, she was self-referred
and able to distinguish both external stressors
and internal conflicts connected to her past rela-
tionships with Black men and her current rela-
tionship with a White man. In terms of external
stressors, Ms. A. was very much aware of oppres-
sion against African Americans at the broader
society level and the contribution this makes to
the challenge of finding an acceptable mate. In
terms of internal conflict, she was able to observe
at intake the irony that she has been very suc-
cessful competing at work but has not done well
competing for available Black men like other
Black women she knows.

DYNAMIC PDORT ASSESSMENT OF

RACE AND GENDER ISSUES

The client has achieved object constancy and is
struggling with neurotic conflicts associated
with an unresolved Oedipal complex (Horner,
1994). Ms. A.’s adaptation is characterized by
conflicted and conflict-free spheres. She was a
good student, and has been a high achiever in
the work or instrumental sphere. Her intimate
relationships with men and including her father
are an area of conflict; in this arena, her internal
experience of her past and current relationships
with men is that of “forbidden fruit.” Additional
themes in treatment to support a neurotic level
of austerity included her assessment that she is
losing in a competition for men, that she does
not want to be like her mother (competition and
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refusal to identify), her repressed rage toward
her father who leaves her (the favorite) and
“chooses” another family competition (trian-
gles), the guilt she feels about doing better than
her siblings (possible displaced anxiety about
being her father’s favorite and possible Oedipal
victor), and anxiety about her current and past
relationships with men, whether White or Black
(theme of anxiety/guilt associated in her mind
with transgressing family and community
taboos).

Major defenses include reaction formation,
intellectualization, doing and undoing, denial,
and repression of both libidinal and aggres-
sive/competitive strivings. Defenses of repres-
sion and reaction formation seemed most
pronounced in Ms. A.’s narrative about her fa-
ther. We are struck by her lack of anger toward
her father, who abandoned her and the family,
and her lack of interest in a relationship with
him in the present, particularly when she was
his favorite historically. The fact that she gets
involved with dark-skinned African American
men (her father was the darkest in the family)
to whom she is sexually attracted but does not
consider appropriate mates appears to be an act-
ing out of her unconscious and forbidden libidi-
nal/Oedipal strivings toward her father. The
fact that she perceives dark-skinned men to be
forbidden by her mother and that these men
subsequently leave her is seen as both defense
(doing and undoing) against these strivings and
repetition compulsion of her losing the competi-
tion for her father. In contrast, we are struck by
the intense affect Ms. A. directs toward her
mother for having acted as a dishrag, and the
inference that she would have done better
(competition). At the same time, she is able to
credit her mother for having been quite strong
in her management of the family without fa-
ther (ambivalence). It is striking that she does
not see the similarity between her mother’s
adaptation and her own. Both are strong
women in the work sphere who get involved
with men who leave them.

PDORT MODEL OF BRIEF TREATMENT WITH

STRUCTURED (NEUROTIC) PERSONALITIES

Horner (1994), building on the work of Sifneos
(1979), identifies four phases in short-term work
with a structured personality such as Ms. A.’s:
uncovering, working through, resolution, and
termination. In an optimal situation, the uncov-
ering, working through, and beginnings of reso-
lution can be completed in 40 sessions. It is only
in long-term follow-up that one can tell how
much has actually been achieved. In the uncov-
ering phase, the goal is to help the patient ac-
knowledge the wishes and fears of the mother
and father identifications and their associated
affect. In the working-through phase, focus
shifts to how these conflicts are played out in
everyday life and in the transference with the
therapist. As this occurs, the parents should in-
creasingly be seen as real people. The resolution
phase speaks to the neutralization of both sexual
and aggressive drives toward the goal of pursu-
ing success and achievement without feeling un-
duly aggressive and to reunite libidinal strivings
with affection without feeling guilty and anx-
ious. Termination addresses the resolution of 
the transference. The goal here is for the thera-
pist to be experienced in realistic terms as an
adult equal. Full resolution and termination in
this sense most frequently occur during the fol-
low-up process. Horner notes that no treatments
are quite this neat and orderly; however, she
found that therapists can select issues of focus
more freely if they hold a conceptualization of
the overall process.

A TRANSFERENCE AND

COUNTERTRANSFERENCE ENACTMENT

During the uncovering phase, the therapist ad-
dressed the mother and father identifications by
raising with Ms. A. certain themes she was hear-
ing in her “story” that puzzled her. On the one
hand, she expressed admiration for her mother,
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particularly how she had carried on after her
father’s abandonment. At the same time, she
continued to feel very angry with her over her
passivity in connection with her father and 
how she felt her mother had allowed herself to
be treated “like a doormat” by him. Also, she
seemed to have little or no anger toward her fa-
ther, who had abandoned her family and chosen
another. This was particularly striking because
she had suggested that she was probably his fa-
vorite. In a sense, she too seemed to be suffering
in silence. The therapist also reflected on her
surprise that Ms. A. had so little empathy for 
the way her mother had allowed herself to be
treated by her father because it was similar in
many ways to what she appeared to have experi-
enced in her relationships with African Ameri-
can men. Ms. A. was initially annoyed at the
suggestion that she might be like her mother
and, by inference, “a doormat.” However, in the
following sessions after this was first suggested,
she acknowledged some truth to this observa-
tion. The therapist then inquired whether Ms. A.
thought her mother might have been experienc-
ing any of the pressures she first talked about at
the beginning of treatment concerning the prob-
lems of finding an acceptable mate. Ms. A. was
able to observe that it had never occurred to 
her that her mother would have experienced the
same kinds of challenges she now faced because
“my mother was always bigger than life to me.”
She noted that she knew nothing of her mother’s
history of dating and she actually knew little
about her parents’ marriage. During this period,
she did begin to acknowledge that there were
some financial gains for her mother in remain-
ing married. For example, the family had re-
mained on her father’s health insurance plan; in
fact, her mother was still covered by his plan.

As Ms. A. began to reflect on these issues, the
theme of her competitive strivings became more
pronounced in sessions. However, she was most
comfortable talking about this in the work
arena, where she felt she was not allowing her-
self to fully compete for a job she was qualified

to do because she was worried about the prob-
lems it would cause with colleagues she consid-
ered friends. She described one such colleague,
Dorothy, who “has real issues around every-
thing, but especially color!” On multiple occa-
sions, Dorothy had intimated that Ms. A.’s
career success was because of her lighter skin
color. This infuriated Ms. A. because she felt it
denigrated her hard work and, “if the truth be
told, I not only work harder but I am brighter
than she is!” When the therapist inquired about
Dorothy’s complexion, Ms. A. indicated that
she was darker-skinned. In an attempt to be
more specific she noted, “She is about your
complexion.” Ms. A. noted that she had a gut
feeling that she would lose Dorothy as a friend
if she found a man she could be happy with 
or got promoted. She added that Dorothy had
also been married and was now divorced, “like
you,” and that this experience had resulted in
Dorothy’s becoming quite bitter toward men.
When asked how she knew about the therapist’s
divorce, Ms. A. indicated that this was informa-
tion that had been shared with her when she
was searching for a woman therapist of color.

The therapist was struck by the fact that 
she did not consider Ms. A. to be that much
lighter than she. As the session was ending, the
therapist returned to the issue of skin color. She
reminded Ms. A. that she had suggested on sev-
eral occasions that color had been a real issue in
her family. The therapist identified this as a
topic to be further explored and suggested that
she bring in pictures to help facilitate their dis-
cussions. Ms. A. agreed.

Subsequent to the session, the therapist found
herself feeling uncomfortable about having made
the suggestion that Ms. A. bring in pictures and
sought consultation. During the consultation,
the therapist admitted to feeling exposed and as
though she had failed when Ms. A. indicated
that she knew that she was divorced. She was
even more surprised at the strong feelings in-
voked in her when Ms. A. indicated that
Dorothy was darker-skinned than she and that
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Dorothy was about the same complexion as the
therapist. She had felt like saying “You may be
light, but you’re not as light as you think you
are!” It was clear to the consultant that the ther-
apist had heard it as dark-skinned, not darker-
skinned.

When the consultant inquired about the re-
quest for family pictures, the therapist acknowl-
edged some uneasiness and wondered whether
she was doing something that could be thera-
peutic or was “acting something out.” On the
one hand, she felt a case could be made for see-
ing the reality of color differentials within the
family. However, she was aware that she fully
expected the objective reality of the pictures
would reveal distortions in Ms. A.’s subjective
experience of color in the family similar to that
in the transference. She would then have the op-
portunity to make the point that “she is not as
light as she thinks she is.” The therapist recog-
nized this as countertransference and ques-
tioned if she could make therapeutic use of the
pictures, as she had already asked for them.

The consultant indicated that it was impor-
tant that the therapist be aware of her feelings
on this issue first. This led to a discussion of
just how subliminal messages about color had
been in the therapist’s family growing up. She
had been surprised how intensely felt her emo-
tions had been when the client suggested that
she was dark-skinned. The therapist indicated
that she could not remember many overt discus-
sions about color in her family. However, grow-
ing up she had always felt as though she was the
darkest when compared with her siblings. In re-
cent years, the therapist had been seeing more
of her siblings and liking them a lot better. In
the process, she had become increasingly aware
that “she wasn’t as dark as she thought she was”
and that they all had about the same skin color.
The consultant suggested that this might be
why the therapist had suggested that Ms. A.
bring in pictures.

When the consultation returned to Ms. A.,
the therapist could immediately see how her

feelings had gotten in the way and that many of
the themes prompting Ms. A. to seek treatment
were being expressed in the transference. For
example, Ms. A. had induced in the therapist
feelings of being a failure in her marriage and
how she had handled her husband. Ms. A.’s
constriction of her competitive strivings and her
worry about being the Oedipal victor appeared
to be projected onto her colleague at work (e.g.,
her worry that she would lose the relationship
with Dorothy if she beat her in competition at
work or in love). The therapist was able to see
that all of the issues Ms. A. raised around
Dorothy, including the issue of color, were un-
resolved issues she had with her mother. Simi-
larly, in associating the therapist with Dorothy,
she had transferred them into treatment.

S U M M A R Y

This chapter has presented a Psychoanalytic De-
velopmental Object Relations Theory (PDORT)
perspective on the interface between clinical
manifestation of race, gender, and object rela-
tions in the treatment transference. The PDORT
model builds on the developmental line of ob-
ject relations explicated by Mahler and her
colleagues. It assumes a positive correlation be-
tween the developmental stage of object rela-
tions a subject has achieved and the process 
of psychic structuring. In this model, the level
of object relations an individual has achieved
structures the quality of the treatment relation-
ship and all transference material. This would
include content on race and gender. Persons who
complete this developmental line and achieve ob-
ject constancy are considered to have structured
personalities. In situations where earlier devel-
opmental arrest has occurred, the personality is
considered unstructured.

Psychodynamic models, which have never
adequately taken into account the social and
cultural dimensions of the psyche, have 
been challenged in recent years to expand and
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accommodate persons from increasingly diverse
cultures. In the process, the need to become
more culturally specific rather than all-inclusive
(e.g., minorities of color) when discussing such
socially constructed categories as race has re-
ceived increasing emphasis. Racial minority
groups can have vastly different sociopolitical
and cultural histories and be subjected to quali-
tatively different cultural stereotypes, opportu-
nities, and constraints. These differences have
significant implications for conscious and un-
conscious transference content. The case of an
African American woman who sought treatment
for struggles around intimacy was adopted to
particularize the discussion in this chapter.

Salient in the particular sociopolitical history
for African Americans is a violent forced migra-
tion from Africa and over two hundred years
under a system of “chattel slavery” that gave
legal sanction to this population’s physical and
sexual abuse, and economic exploitation. Most
pernicious by far was the legal and categorical
social construction of African slaves as chattel
in the Constitution. This social construction
challenged the essential humanity of African
slaves, distinguished it from all other minority
groups, and justified their inhuman treatment
to the public at large. This “animalization” of
the African American continues into the pres-
ent as a metaphor and is a significant sustaining
mechanism in dominant-minority relations for
this group.

Women of African descent were exempted
from the observance of traditional gender roles
from the very beginning and forced to work
outside the home and in the fields with men.
Thus, in terms of the interface between race and
gender, it has always been more difficult for
this group to separate their Blackness from
their femaleness. The dominant culture valued
African women most highly for their capacity
to breed. Marriage was illegal, intimate associa-
tions could be interrupted at the discretion of
slave owners, and they had no discretion over
their children.

The dominant culture has done everything 
in its power to promote a forgetting of these
transgressions in the public perception. It has
generated and skillfully manipulated more
negative stereotypes and metaphors about the
African American woman than any other group
of minority women. In the process, the African
American woman has been discredited as a vic-
tim (e.g., Jezebel); or she becomes the active
architect of her fate and that of the African
American family (e.g., matriarch) in the public
perception. In fact, the public has been all too
willing to join this conspiracy of silence.

These processes have tremendous implica-
tions for the subject and the therapist when an
African American woman presents for treat-
ment. There is an enduring primacy to race in
America that the African American woman can
never escape. If the ramifications of race in her
life are not discussed in treatment, the process
is incomplete and the therapist is in the dark
about a substantial and significant portion of
her life.

In culturally competent work with African
American women, a therapist needs to be pre-
pared to listen to stories of racial pain and
trauma. A therapist also needs to be prepared to
initiate such discussion when an African Amer-
ican woman appears to be unaware of the cul-
tural, historical, and political forces that are
impacting her internal world and presenting
problems. In the PDORT model, the level of ob-
ject relations the subject has achieved would
guide the selection and timing of specific con-
tent addressed and the goals of such interven-
tions. This would be true in the structured and
unstructured personality.

Being prepared means more than just being
well informed about the culture and history of a
racial population. Being prepared requires a
well-developed capacity for self-reflection and
flexibility on the part of the therapist, which can
be achieved only through considerable self-study
into one’s own social identifies and associated
values, biases, and potential countertransference
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vulnerabilities. This is important and challeng-
ing work that should not be underestimated or
ignored.
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Contemporary Psychodynamics: Major Issues,
Challenges, and Future Trends

JEFFREY J. MAGNAVITA

H I S T O R I C A L  B A C K G R O U N D
A N D  F A C T O R S  T H A T  

S H A P E D  P S Y C H O D Y N A M I C
P S Y C H O T H E R A P Y

The second century of contemporary psychody-
namic psychotherapy promises to be an exciting
one for the field. Psychodynamic therapy holds
a place of prominence in this century as in the
past century, despite controversy over its use
and relevance (Magnavita, 1993, this volume).
As the new century unfolds, will psychody-
namic psychotherapy remain relevant, or as Du-
mont (1993) believes, will Freud “be viewed as 
a popularizer of 19th century psychiatric con-
cepts that are seen in many instances to be
increasingly antiquated, if not as impediments
to a more contemporary science of the mind”?
(p. 197). Judging from the innovative contribu-
tions presented in this volume, one would claim
that psychodynamic models remain effectual,
fertile, and ever evolving. Psychodynamic for-
mulations continue to influence contemporary
models of the mind and theories of personality.
This chapter first considers some of the main

assaults that have helped shape psychodynam-
ics and then reviews current and future trends,
calling for a new contemporary era of “scientific
psychodynamics.”

Psychodynamic psychotherapy has come
under attack at various junctures throughout the
past century; the most threatening criticism con-
cerned Freud’s rejection of the seduction theory
(Magnavita, this volume). Other influences also
have substantially affected the evolution of con-
temporary psychodynamics. The first came from
the behaviorists and the second from the man-
aged care industry.

WATSON’S ATTACK ON PSYCHOANALYSIS

The first credible attack on psychodynamic psy-
chotherapy was launched by the behaviorists,
who rightly challenged the “ungrounded” the-
oretical system of the psychodynamic model.
One of the early attacks was initiated by James
Watson, a major figure in academic psychology,
who ridiculed psychoanalysis for many of its
notions that lacked empirical support. Rilling
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(2000) points out: “The paradox of Behaviorism
was that one of the paths by which Freud’s ideas
made their way into American popular culture
was through Watson’s anti-Freudian declara-
tions” (p. 302). Watson (Watson & Rayner, 1920)
demonstrated that neurosis could be induced
using principles of classic conditioning in the
famous Little Albert experiment. He first con-
ditioned the 9-month-old to be frightened of a
white rabbit; the rabbit was then paired with a
loud sound, and the fear became generalized to
other stimuli. Watson and Rayner were not sub-
tle in their somewhat tongue-and-cheek con-
tempt for psychoanalysis:

The Freudians twenty years from now, unless
their hypothesis changes, when they come to an-
alyze Albert’s fear of a seal skin coat—assuming
that he comes to analysis at that age—will proba-
bly tease from him the recital of a dream which
upon their analysis will show that Albert at three
years of age attempted to play with the pubic
hair of the mother and was scolded for it. (p. 14)

This challenge raised questions about the effec-
tiveness and pertinence of psychoanalysis. If
psychoanalytic concepts could be explained
more parsimoniously using principles of learn-
ing, then maybe the system was overly complex
and was actually being used to create an eso-
teric, hermetic language to obscure a flawed
model.

Later, Dollard and Miller (1950) published
their classic Personality and Psychotherapy: An
Analysis in Terms of Learning, Thinking, and Cul-
ture, a highly integrative work that underscored
their position that although two different lan-
guages were used by the psychoanalyst and the
behaviorist, they were describing similar phe-
nomena. According to Rilling (2000):

Despite the weakness identified by historians,
Watson and Rayner’s (1920) study remains a clas-
sic, a benchmark against which the theoretical
questions, methods, and psychological limita-
tions of the past anchor us to the same psycholog-
ical questions about emotional learning and

psychopathology that we are considering today
with better methods and theories than were avail-
able to Watson and Rayner. (p. 310)

As can be seen from the contributions in this vol-
ume, Watson’s (1924) prediction “that 20 years
from now an analyst using Freudian concepts
and Freudian terminology will be placed in the
same category as a phrenologist” (p. 243) has not
come to fruition. In fact, many of Freud’s theo-
ries and suggestions are finding support in neu-
roscience. Many of his notions are antiquated
and no longer useful, but this does not negate his
entire model, which is continually evolving.

EYSENCK’S ATTACK ON THE

FIELD OF PSYCHOTHERAPY

Eysenck (1952) launched the most notorious ini-
tial attack on the effectiveness of psychotherapy.
He, like Watson before him, expressed dissatis-
faction with psychoanalysis. His assault on the
field was a much-needed tonic to reawaken in-
terest. Presenting his findings, he argued that
after two years, two-thirds of those who receive
other than behavioral therapy, along with those
who received no therapy, significantly improved.
Psychotherapy owes much to Eysenck for chal-
lenging the field to begin to provide empirical
validation of efficacy. Later, other researchers,
sparked by Eysenck’s challenge, demonstrated
the effectiveness of psychotherapy (Smith, Glass,
& Miller, 1980).

THE IMPACT OF MANAGED CARE AND THE

COST-CONTAINMENT ERA

In the United States, a major effort at cost con-
tainment in health care was undertaken begin-
ning in the 1980s. Although medicine first came
under scrutiny, mental health was soon under
the cost-cutting knife of policy planners and
third-party payors. Inpatient mental health care,
the most expensive of the mental health services,
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was the first to experience the effects of the
knife; outpatient mental health services soon fol-
lowed. The toll on inpatient treatment programs
throughout the country was enormous: The
length of hospitalization was dramatically re-
duced. Training and education programs for the
clinical staff of these facilities were among the
first to be jettisoned by institutions struggling to
stay afloat in the new health care environment,
which was more concerned about the bottom line
than quality of care.

The managed care movement has been judged
by many to have been a failure, combining as it
does the worst aspects of a national heath care
system and the worst aspects of a privatized one.
The impact on the field of psychotherapy has
been particularly profound; some positive trends
have been stimulated, but many setbacks have
resulted. For example, psychotherapy is now
viewed as a commodity by third-party payors,
one that can be provided by anyone holding 
a treatment manual. In the next section, I ad-
dress some noteworthy positive and negative as-
pects of this movement and then discuss future
implications.

PROS AND CONS OF THE CHALLENGES

The attacks and challenges to psychodynamic
psychotherapy and the field of psychotherapy in
general have had both positive and negative re-
sults. Prior to the cost-containment era, some
psychotherapists viewed patients with good in-
surance as cash cows, expecting third-party
payors to provide “unlimited” benefits. Some
insurance plans even covered psychoanalysis.
There was little appreciation for the call for cost
containment and treatment protocols. When one
consulted with a psychoanalyst or psychody-
namic psychotherapist, long-term treatment was
generally recommended as the treatment of
choice. Brief dynamic therapy was considered by
all but a few as palliative at best, and supportive
therapy was derided as less than the pure gold
of analysis. Psychotherapists were strongly

identified with their schools and little thought
was given to what was later termed differential
therapeutics—applying various treatments to
specific disorders (Frances, Clarkin, & Perry,
1984). As the field advanced, those outside of
the field were asking for proof of effectiveness
and research evidence that various models of
treatment were truly change-promoting.

T H E  S T R U G G L E  T O  E S T A B L I S H
A N  E M P I R I C A L L Y  

B A S E D  S C I E N C E  
O F  P S Y C H O D Y N A M I C S

THE ESCHEWING OF EMPIRICAL

FINDINGS BY PSYCHOANALYSIS

According to Schut and Castonguay (2001), “The
failure of the analytic community to provide sci-
entific support for its concepts or treatment
methods threatens to render psychoanalytic
psychotherapy a nonreimbursable form of ther-
apy and push it toward the realm of an outdated
psuedoclinical science” (p. 41). Whereas behav-
ior therapy had its roots in the empirical move-
ment and experimental psychology, empiricism
for the most part did not exert a strong influence
on psychoanalysis. This is interesting in light 
of Freud’s scientific training, background, and
interest in neuroscience. According to Strupp
(1986) Freud “had little patience with this kind
of inquiry and was openly disdainful of efforts
to study the nature of the psychological influ-
ence on psychotherapy by means other than the
therapist’s clinical observations” (p. 121). Un-
questionably, psychoanalysis did not lend itself
to simple empirical validation. Part of the prob-
lem was the length of treatment, which made 
it inordinately complex to test the theoretical
propositions and to carry out controlled studies.
Another problem was that many of the tenets of
the analytic model were reified to the point of
becoming taboo (Fosha, 1995). For example, the
sanctity of the analytic relationship was used to
dismiss anything that might interfere with or
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contaminate the process. To many, psychoanaly-
sis seemed more like a religion with an esoteric
and complex language that could be used to ex-
plain any contradictions, very different from the
assumptions of the scientific method. Schut and
Castonguay believe that a “disregard for the sci-
entific tradition by individuals within the ana-
lytic community reflects a breakdown in the
graduate training and education process” (p. 45).

AUDIOVISUAL TECHNOLOGY AND THE

ADVANCEMENT OF THE SCIENCE OF

PSYCHOTHERAPY AND PSYCHODYNAMICS

The use of audiovisual recording was eschewed
by mainstream psychoanalysis and considered
a severe intrusion that could not be condoned.
Yet, some psychotherapists had a different per-
spective: “The advent of videotape has revolu-
tionized evaluation, technique, and outcome
research in the whole field of psychotherapy”
(Sifneos, 1984, p. 479). The importance of audio-
visual technology was a major advance offering
a new tool that Sifneos (1990) likened to the dis-
covery of the microscope in biology and, a more
current analogy, the PET scan in neuroscience.
Alpert (1996) writes:

Psychotherapy has long been a private affair.
However, by keeping their therapeutic work so
private, therapists have decreased the ability of
others to objectively evaluate their work. Video-
tapes of psychotherapy sessions provide the data
necessary for the objective evaluation of psy-
chotherapy. (p. 93)

Why was this cost-effective tool not heartily
embraced by the psychotherapeutic community
at large? The answers are complex and beyond
the scope of this chapter to consider in depth,
but it is a compelling question. One noteworthy
exception to rejection of this technology has oc-
curred in the family therapy movement, whose
early practitioners embraced videotaping ses-
sions as well as using one-way mirrors to observe

the therapeutic process. The use of videotapes is
a major asset for researchers, offering a treasure
trove of information. The lack of utilization of
such techniques curtailed the process of empiri-
cal validation of psychodynamics.

In one major branch of psychodynamics, the
disparagement of research and outcome find-
ings has not occurred: short-term dynamic psy-
chotherapy (STDP). Sifneos (1984) comments:
“Research work, particularly involving long-
term follow-up interviews, has always been em-
phasized by short-term dynamic investigators
and has demonstrated the efficacy of their treat-
ment with selected neurotic patients” (p. 480).
Interestingly, most of the pioneering figures of
STDP were trained analysts who were consid-
ered renegades, notably Sandor Ferenczi and
Franz Alexander, whose efforts at empirical
investigation and results were not widely ac-
cepted by the analytic community (Eisenstein,
1986). Other notables, such as Davanloo (1980),
Malan (1963; Malan & Osimo, 1992), and Sifneos
(1972), were also very interested in examining
the process by videotaping sessions and doing
follow-up to determine outcome. Certainly, brief
dynamic psychotherapy was far easier to study
than psychoanalysis, but the short-term ana-
lysts were also more willing to challenge the
status quo. They considered themselves to be
scientists and their subject amenable to scien-
tific investigation.

TIME-TESTED PSYCHODYNAMIC POSTULATES

The practice of scientific research involves test-
ing theories that have been formulated using
empirical methods; over time, unsubstantiated
theories (such as phrenology) fall by the way-
side (Hunt, 1993). “Fortunately, however, over
the last two-and-a-half decades, a contingent of
psychoanalytic psychotherapy researchers has
begun to generate a substantial body of empiri-
cal research on the analytic encounter, breath-
ing new life into the psychoanalytic approach



Contemporary Psychodynamics: Major Issues, Challenges, and Future Trends 591

and reaffirming its position as a worthy clinical
and scientific enterprise” (Schut & Castonguay,
2001, p. 40). Although much of psychodynamic
theory remains empirically unsubstantiated,
Westen and Gabbard’s, (1999) review of the em-
pirical data suggests that important “postulates
of contemporary psychodynamic thinking have
withstood the test of time” (p. 74). These in-
clude:

1. Much of mental life is unconscious, includ-
ing thoughts, feelings, and motives.

2. Mental processes, including affective and
motivational processes, operate in parallel,
so that individuals can have conflicting
feelings toward the same person or situa-
tion that motivate them in opposing ways
and often lead to compromise solutions.

3. Stable personality patterns form an impor-
tant role in personality development, par-
ticularly in shaping the ways people form
later social relationships.

4. Mental representations of the self, others,
and relationships guide people’s interac-
tions with others and influence the ways
they become psychologically symptomatic.

5. Personality development involves not only
learning to regulate sexual and aggressive
feelings but also moving from an imma-
ture, socially dependent state to a mature,
interdependent one. (p. 74)

THE USE OF EMPIRICAL FINDINGS BY

PSYCHODYNAMIC CLINICIANS

A major impediment to the advancement of the
science of psychodynamics and psychotherapy
in general is that empirical findings are not al-
ways known to, or considered by, the clinicians.
Traditionally, psychotherapists and psychother-
apy researchers have not communicated, and
for the most part, each read separate publica-
tions (Shea, Benjamin, Clarkin, & Magnavita,
1999). Although most clinicians would agree

that psychotherapy research is important, few
apply these findings to their clinical work
(Morrow-Bradely & Elliott, 1986), and clinicians
report that a discussion with colleagues is gen-
erally more valuable to them than are articles
(Cohen, Sargent, & Sechrest, 1986). Unfortu-
nately, it has also been difficult to apply the
findings of psychotherapy research to clinical
populations. One problem is that psychother-
apy researchers tend to write their articles for
other researchers and many clinicians are frus-
trated with the need to wade through complex
statistical and methodological material to find
the gem of information that will provide clini-
cal utility. Another problem has been that pa-
tients treated in research/academic settings are
not always the type of patients seen by clini-
cians. Research settings typically look for un-
complicated clinical presentations that are the
focus of their studies, such as anxiety or depres-
sion, and reject the more complicated comorbid
cases commonly seen in clinical practice.

Another obstruction is that clinicians do not
generally read psychotherapy research findings
reported in scientific publications. At a National
Institute of Mental Health (NIMH) workshop,
the participants concluded: “Findings from psy-
chotherapy research have had limited influence
on clinical practice, and, ultimately on public
health” (Street, Niederehe, & Lebowitz, 2000,
p. 128). Recent attempts have been made to
bridge this gap with, for example, the founding
of the journal In Session: Psychotherapy in Practice,
edited by Marvin Goldfried, whose mission is to
provide clinicians with current, clinically rele-
vant research findings.

THE CHALLENGE TO PROVIDE EFFECTIVE

BRIEF PSYCHOTHERAPY

One of the few positive outcomes from the recent
cost-containment era is in the new accountability
and pressure to accelerate the course of treat-
ment without the loss of effectiveness. “As in all
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matters psychoanalytic, the history of brief ther-
apy starts with Freud” (Messer, 2001, p. 5), when
he shifted his attention from the technique of
catharsis to free association (Eisenstein, 1986).
However, Freud soon lost interest in this treat-
ment approach, as well. Over the past 20 years,
there has been a major renewal of interest in the
field of psychodynamic therapy in accelerated
forms of brief psychodynamic therapy (BPT) that
were first pioneered by Ferenczi (Ferenczi &
Rank, 1925), who developed his active therapy.
Later, Alexander (Alexander & French, 1946) re-
vitalized interest in the accelerated treatment
model of Ferenczi. According to Messer (2001):

The strong negative reaction of the psychoana-
lytic establishment to Alexander’s ideas led to a
lull in the development of BPT until the 1960s
and 1970s, when a second cohort of therapists
took up the cause. Three psychoanalytic psychia-
trists, Malan (1963), Davanloo (1978), and Sifneos
(1972), established a foothold for BPT based on
traditional models of drive/defense or drive/
structural (id/ego/superego) constellations and
their active confrontation by the therapist. (p. 6)

Most therapy is time-limited, and the greatest
impact seems to accrue fairly early in the process
and wanes as time passes. Empirical studies
have shown that most improvement in psy-
chotherapy comes by the 26th session (Howard,
Kopta, Krause, & Orlinsky, 1986). Providing ef-
fective brief therapy remains a challenge to the
field, in particular in application to a full range
of personality disorders (Magnavita, 1999a),
including the “silent sufferers” (Magnavita,
1999b), the severe disorders, and the complex
clinical syndromes (Magnavita, 1999c, 2000).
Over a decade ago, Marmor (1989) predicted:

There is little doubt that the future of psy-
chotherapy in the United States as well as else-
where, for cogent cultural reasons, lies with the
further development of short-term therapeutic
techniques. Only short-term approaches provide
a reasonable hope for dealing economically and
effectively with the deluge of emotional and 

behavioral problems that our complicated soci-
ety seems to be spawning in ever-increasing
numbers. (p. 557)

Based on the number of new works that have
been published in this area, his prediction seems
to be holding up.

TREATMENT MANUALS AND EMPIRICALLY

VALIDATED TREATMENT

A trend to manualize treatments has been un-
dertaken in an effort to standardize the applica-
tion of various treatment models for both
research and clinical purposes. Many forms of
brief dynamic therapy have been manualized
for research and training (Binder, 1993). Practi-
cal in design, these manuals cannot serve as a
substitute for training in such a complex pro-
cess as psychotherapy. They are, however, vital
to research and useful for training (Shea et al.,
1999). Similar to treatment manuals, empirical-
ly validated treatments (EVTs) are those meth-
ods that are considered to have attained a cur-
rently acceptable standard of empirical support
for their efficacy for a particular disorder.

Psychodynamic clinicians/researchers have
demonstrated that manualized treatments de-
veloped for personality disorders are effective
forms of psychotherapy and that psychody-
namic psychotherapy can be empirically vali-
dated (Winston et al., 1991, 1994). Undoubtedly,
the future of psychodynamic psychotherapy ne-
cessitates the judicious use of manuals, not as a
replacement for clinical judgment, flexibility,
and intuition, but to advance research and
enhance effectiveness through the scientific
method. Luborsky (1993), the consummate sci-
entist-practitioner, summarizes: “Experience in
the use of the manual typically leads to the real-
ization that in dynamic therapy particularly,
only broad guidelines are possible and that the
therapist is really not constrained but rather
helped in applying clinical understanding in
timing and content of interventions” (p. 579).
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IS PSYCHODYNAMIC PSYCHOTHERAPY EFFECTIVE?

Although a comprehensive review of the effec-
tiveness data for psychodynamic psychotherapy
is beyond the scope of this chapter, Gabbard
(1997a, pp. 540–541), in his excellent review of
the empirical literature, concludes:

• Dynamic therapy is in general no better and
no worse in benefits than other therapies.

• Very few studies involve randomized, con-
trolled designs of extended dynamic ther-
apy or of psychoanalysis.

• A good deal of research on dynamic ther-
apy has appeared in recent years to sup-
port its efficacy.

• Extended psychodynamic therapy for sui-
cidal patients may be cost-effective in pre-
venting suicide.

• Extended psychodynamic therapy for bor-
derline patients may be cost-effective when
comparing the cost of health care provision,
such as high rates of emergency room
usage, consulting specialists, and recidi-
vism in psychiatric hospitalization.

Clarkin (1999) adds some other findings from
his review of the literature on personality dis-
turbance:

• Seriously disturbed patients generally
fare better when they receive a combina-
tion of supportive and expressive dynamic
therapy.

• Patients with primarily neurotic personal-
ity disorders treated with brief dynamic
therapy had moderate improvement in
symptoms as compared to a control group.

TOWARD THE CONVERGENCE OF THEORIES:
ACHIEVING CONSILIENCE

One clearly positive outcome of the cost-
containment era is that it stimulated practition-
ers from various schools to look outside of their

own model for effective treatment techniques
and helpful theoretical constructs. This develop-
ment has had a significant influence on the field
of psychotherapy. Within psychoanalysis, the
impact of integration has been somewhat less
evident, though more evident in contemporary
psychodynamics, many models of which are
presented in this volume. However, psychoana-
lysts/psychodynamic therapists remain some-
what iconoclatrous and isolated. Alpert (1996)
describes the situation in this way:

Just as it is hard to see one’s own defensiveness, it
is also hard to see the weaknesses of cherished
theories. We are likely to protect our theories.
They may be a personal creation and a source of
pride. They may be the badges of membership in
a select fraternity. To abandon a theory may
mean that we must admit we have been wrong,
but also face the resistance and rejection of teach-
ers and peers. (p. 102)

The cross-fertilization that is possible when
integration is considered advances the field im-
mensely:

Even within the more restricted domain of indi-
vidual interventions, growing recognition of
unique strengths and limitations of competing
theoretical approaches has fueled a burgeoning
movement towards psychotherapy integration. . . . 
For example, advocates of various integrative
models of psychotherapy have emphasized the
strengths of psychodynamic approaches for
identifying enduring problematic interpersonal
themes, the benefits of experiential techniques
for promoting emotional awareness, gains from
cognitive interventions targeting dysfunctional
beliefs and attributional processes, and advan-
tages of behavioral strategies for promoting new
patterns of behavior. (Snyder, 1999, p. 349)

This convergence has led various competing
schools of psychotherapy to arrive at similar
conclusions about many aspects of the process
shared by all psychotherapies. For example, in
other models of psychotherapy, such as behav-
ioral, there is a recognition that emotion is not
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to be rejected as being unworthy of attention.
Samoilov and Goldfried (2000) announce: “As
we are entering the 21st century, the decade of
affect in CBT [cognitive-behavioral therapy] is
yet to come” (p. 373). Further, they write, “We
suggest that in-session emotional activation has
the potential for enhancing the long-term effec-
tiveness of CBT interventions” (p. 373). Their
conclusion emphasizes the role of affect: “With
the growing interest in the role of affective
processes in cognitive and behavioral change,
and with the emerging attempts to incorporate
them into behavior therapy, the decade of affect
in behavior therapy is finally beginning to
emerge” (p. 382). This type of talk would have
been heresy in behavioral camps formerly.
Clearly, there is a convergence among various
models of psychotherapy; as volume 4 of the
Comprehensive Handbook of Psychotherapy, which is
devoted to the integrative/eclectic model, indi-
cates, the integration movement has been influ-
ential for many psychodynamically grounded
theorists/clinicians as well as for those of all the
other theoretical persuasions.

A PARADOX: REDUCTION OF OPPORTUNITIES FOR

TRAINING AND THE PRESSURE FOR RESULTS

Psychodynamic psychotherapy, regardless of
the model, is not easily or quickly mastered.
Training inevitably takes a long time and often
requires personal psychotherapy, extensive
study, and supervision. Eisenstein (1986) de-
scribes why many thought Franz Alexander was
so effective as a psychotherapist: “It was said of
him by some that his patients made much prog-
ress because he was so charismatic, so impres-
sive, so well known, and that they could only
improve and give up their neurosis. He used to
laugh at this assertion, saying that anyone can
learn this science provided he has the empathy,
the intuition, and the curiosity to look at the
human condition” (p. 189). Apparently, “He had
all these traits” (p. 189). Unfortunately, a direct

result of the cost-containment era was the re-
duction in training opportunities and supervi-
sion for psychotherapists. Many programs that
offered advanced training in psychodynamic
and other models of psychotherapy were aban-
doned. Now they exist only in major metropoli-
tan areas where there is a large enough pool of
mental health professionals from which to
draw attendees.

With the advent of managed care, biological
psychiatry was promoted and psychotherapy
correspondingly discredited. Many psychiatry
residence programs stopped offering training in
psychodynamic psychotherapy. Over the past
10 to 15 years, there have been progressively
fewer training programs available for those
studying all forms of psychotherapy. Psycho-
analysis, previously one of the most sought-
after forms of training, now finds there are few
trainees willing to spend the necessary time
and financial resources on a pursuit that few
are able to practice in this era of cost contain-
ment. This has resulted in a generation of psy-
chotherapists who have not been afforded the
opportunity to have a century of verbal and
written clinical tradition and knowledge passed
on to them.

Many new trainees have been burdened with
medical and graduate school loans in the pursuit
of a career in a field with decreasing salaries and
opportunities. The loss of training opportunities
has probably been one of the most insidious, in-
direct influences of the cost-containment era.
The transfer of knowledge about the practice of
psychotherapy was severely disrupted as a sur-
vival mentality took hold and supervision and
training ceased to be considered essential. This
phenomenon has been described by the author
(Magnavita, 1997):

Effective psychotherapy does not take place
when the clinician is worried about paying the
rent. I think that active studying as a psychother-
apist is very difficult, especially in the current
sociopolitical and economic atmosphere where
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issues of survival seem to dominate everyone’s
thinking. I am discouraged when I see endless
conferences on marketing and business practices,
where in the past one would have seen clinically
stimulating topics. I think psychotherapists need
to have opportunities to think about their work
and confer with others. . . . In the former Soviet
Union psychotherapy was banned by the commu-
nist movement . . . those who wanted to keep 
the practice alive would occasionally plan confer-
ences in the mountains, literally in tents.
(pp. 313–314)

In the remainder of the chapter, current chal-
lenges and future trends are discussed and a
summary of what this means for the future of
scientific psychodynamics is presented.

C U R R E N T  C H A L L E N G E S  A N D
F U T U R E  T R E N D S

THE EMERGENCE AND RELEVANCE OF

NEUROSCIENCE FOR PSYCHODYNAMICS

In The Story of Psychology, Hunt (1993) describes
Freud as “the would-be neuroscientist,” spend-
ing his early years of training “at laboratory ta-
bles, dissecting fish and crayfish, tracing their
nerve pathways, and peering at nerve cells
through a microscope” (pp. 169–170). Although
on an intellectual level, he was committed to
physiological psychology (one of the precursor
disciplines of neuroscience), as a Jew, he could
not achieve an academic position and financial
security and was advised against continuing
that pursuit.

A leader in contemporary psychodynamic
psychotherapy, Glen Gabbard (1997b), stated at
a conference entitled Dynamic Therapy in the
Decade of the Brain: “We cannot artificially sepa-
rate the mind and the brain.” Contemporary
psychotherapy requires models of the mind and
an understanding of how the brain works and
how the two interrelate. The growth of the field

of neuroscience has major implications for ad-
vancing the field of psychotherapy. Gabbard
(1997a) believes that just as “psychoanalytic re-
ductionism” took place in the first half of the
twentieth century, contemporary psychiatry is
in danger of “biological reductionism” (p. 537).
As Gabbard (1997a) underscores: “The integra-
tion of the psychosocial and biological is the
essence of psychiatry . . . psychotherapy must be
effective by changing brain function” (p. 537).

In the last decade of the twentieth century, a
stream of books grappled with what many con-
sider the last mystery of science: understanding
consciousness (Damasio, 1999; Dennett, 1991).
The 1990s have been referred to as the “decade
of the brain” because of increasing interest and
focus on this and other topics within the disci-
pline of neuroscience. Consciousness is the state
of personal awareness that is derived from our
ability to think, feel, perceive, sense, and dream
(Magnavita, 2002). Understanding states of con-
sciousness can only add to our understanding 
of how to go about altering disturbed or trou-
bled states of consciousness. Neuroscience, an
interdisciplinary science, has much to offer the
relatively young field of psychotherapy. For psy-
chodynamic psychotherapy to continue to ad-
vance and hold a place of prominence, there
needs to be a convergence of scientific evidence
that validates many of the underlying assump-
tions that have been accepted by the field. Neu-
roscience offers a variety of scientific tools for
exploring the brain-mind connection: magnetic
resonance imaging, positron emission tomogra-
phy, near-infra-red spectroscopy, and magne-
toencephalography (Carter, 1998).

Learning and Neural Structure
Learning strengthens neuronal connections.
Kandel (1979, 1989), the Nobel prize-winning
neuroscientist, in his often cited studies
demonstrated the effect of simple learning 
on synaptic connections. His findings show
that neural structures can be modified and
strengthened through the process of learning.
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These findings support Hebb’s (1949) original
brilliant contention that firing of a neuronal
system increases the probability of that sys-
tem’s firing in the future. According to
Gabbard (1997a): “Kandel has suggested that
similar mechanisms must be involved in
psychotherapeutic work. He compares the psy-
chotherapist to a teacher who helps the indi-
vidual learn new ways of thinking about self
and others” (p. 538).

The Neurobiology of Attachment and 
Interpersonal Experience
Contemporary psychodynamics are based on the
assumption that relationships are the primary
vehicle to shape personality and influence the
expression of biological vulnerabilities (see
diathesis-stress model, below). Siegel (1999), in
his synthesis of neuroscientific findings, pro-
poses “that the mind develops at the interface 
of neurophysiological processes and interper-
sonal relationships” (p. 21). Harry Stack Sulli-
van’s (1953) interpersonal psychiatry proposed
the interpersonal experience as the formative in-
fluence on personality; neuroscience is validat-
ing this connection (Grigsby & Stevens, 2000).
Siegel suggests that the neuroscientific findings
support the contention that attachment systems
are likely implicated in the development of the
brain. There appear to be critical periods for at-
tachment when the individual is especially sen-
sitive to stimulation or neglect. Although there
appears to be plasticity of the neuronal systems,
attachment disturbances at critical periods may
leave a lifetime imprint: “The individuals at
greatest risk of developing significant psychi-
atric disturbances are those with disorgan-
ized/disoriented attachments and unresolved
trauma or grief” (p. 119). Greenspan and Ben-
derly (1997) describe how the interpersonal ex-
perience affectively primes growth:

Without some degree of this ecstatic wooing by
at least one adult who adores her, a child may
never know the powerful intoxication of human

closeness, never abandon herself to the magnetic
pull of human relationships, never see other peo-
ple as full human beings like herself, capable of
feeling what she feels. Whether because her nerv-
ous system is unable to sustain the sensations of
early love or her caregiver is unable to convey
them, such a child is at risk of becoming self-
absorbed or an unfeeling, self-centered, aggres-
sive individual who can inflict injury without
qualm or remorse. (p. 51)

The findings from neuroscience strongly
support the contention that experience shapes
and organizes the brain, and that psychother-
apy restructures/reorganizes neuronal networks
(Grigsby & Stevens, 2000). Neuroscience is an in-
terdisciplinary science that draws from various
sources, including animal behavior. Victoroff
(2000) summarizes an exciting neuroscientific
finding about neurogenesis—how brain cells re-
juvenate themselves—as well as how stress im-
pacts this process:

The investigators moved several of the marmoset
monkeys into a cage with another adult for one
hour, a notoriously stressful situation in which
the adult with a sense of cage ownership reliably
becomes aggressive toward the newcomer. This
single stressful event was enough to significantly
decrease the rate of neurogenesis, a contribution
to the accumulating evidence that psychological
stress can cause lasting injuries to brain and cog-
nition. This conceivably helps explain why major
depression is associated with an increased risk
for late-life cognitive deficits, hinting that these
deficits may not just be a matter of cellular in-
jury, but perhaps a matter of failed cellular re-
newal. (p. 17)

Positive experiences seem to build neuronal
connections and enhance conductivity, whereas
stress and trauma may prune connections.
Greenspan and Benderly (1997) contend that
the quality of affective relationship with the
primary attachment figure exerts a substantial
influence on how the mind grows: “Support for
the link between affects and intellect comes
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from a number of sources including neurologi-
cal research, which has found that early experi-
ences influence the very structure of the brain
itself” (p. 7).

The Neurobiology of Affect

Rapid developments in our understanding of
emotion, mood, and affective style have come
from the study of the neural substrates of these
phenomena. The identification of the brain cir-
cuitry responsible for different aspects of affective
processing has helped to parse the domain of
emotion into more elementary constituents in a
manner similar to that found in cognitive neuro-
science, where an appeal to the brain has facili-
tated the rapid development of theory and data on
the subcomponents of various cognitive processes.
(Davidson, 2000, p. 1196)

There are many aspects of affective style that
are influential in the subjective experience 
of emotion (Davidson, 2000). These include
“threshold to respond, magnitude of response,
latency to peak of response, and recovery func-
tion” (p. 1197). Accumulating evidence sug-
gests that the prefrontal cortex and amygdalar
activation are related to affective style as well
as emotional regulation. Susceptibility to acti-
vation may be one factor in developing psycho-
pathology. In the stress-diathesis model, stress
such as trauma may cause undue activation and
shape the neuronal networks. There is evidence
to suggest that voluntary emotional regulation
may indeed alter neuronal connections. David-
son cites the Dalai Lama (Dalai Lama & Cutler,
1998):

The systematic training of the mind—the cultiva-
tion of happiness, the genuine inner transforma-
tion by deliberately selecting and focusing on
positive mental states and challenging negative
mental states—is possible because of the very
structure of the brain. . . . But the wiring in our
brains is not static, not irrevocably fixed. Our
brains are also adaptable. (pp. 44–45)

Evidence is accruing that supports the notion
that affective arousal is necessary for change
(Fosha, this volume). We know from clinical
and animal research that the highly emotion-
ally activating states that occur from trauma are
very difficult to deal with, seemingly trapped
in the patient’s neural networks, prone to reac-
tivation from external or internal cues. Siegel
(1999) writes: “The relationship between emo-
tion and memory suggests that emotionally
arousing experiences are more readily recalled
later on” (p. 48). Various emotionally charged
traumatic events might alter neuronal receptiv-
ity. According to Stern (1985): “The sharing of
affective states is the most pervasive and clini-
cally germaine feature of intersubjective relat-
edness” (p. 138).

THE NEW SYNTHESIS: BUILDING

INTERDISCIPLINARY BRIDGES

Contemporary psychodynamic psychotherapy,
as we have seen in this volume, is increasingly
being strengthened from interdisciplinary (as-
similating other theoretical perspectives within
psychotherapy) and intradisciplinary (using
models and empirical findings from related dis-
ciplines) integration, which enriches the theo-
retical model and broadens the potential for
research. One exciting area where this trend is
emerging is in the area of neuroscience, another,
to be discussed shortly, is personality theory
and research. Productive collaboration often oc-
curs when interdisciplinary bridges are built.
An exciting new book, Neurodynamics of Personal-
ity (Grigsby & Stevens, 2000), is an example of
the collaborative efforts between a research sci-
entist and a psychologist and psychoanalyst.

In a recent volume, Theories of Personality: Con-
temporary Approaches to the Science of Personality
(Magnavita, 2002), the author predicts that the
component systems will continue to shape our
understanding of personality, psychopathology,
and psychotherapy. Important new scientific
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disciplines that have emerged in the last half of
the twentieth century are offering exciting
new vantage points and data sets to add to our
understanding and theoretical modeling.
These include:

• Cognitive science: A scientific revolution
was created when cognitive science
emerged from behaviorism, using com-
puter models to understand cognitive
processes (Gardner, 1985).

• Neuroscience: One of the most exciting
new disciplines emerging from a combi-
nation of related disciplines such as phys-
iological psychology, genetics, and
medicine. Neuroscience is primarily con-
cerned with understanding conscious-
ness (Dennett, 1991).

• Affective science: Emerging from Darwin’s
(1872) seminal work, which was the first
scientific examination of emotion, and
furthered in the 1960s by Silvan Tomkins
(1962), the topic of emotion was down-
played by academic psychology and was
later rediscovered and energized by the
work of Ekman and Davidson (1994), two
pioneers of the new field of affective
science.

• Developmental science: E. Mavis Hethering-
ton (1998) defined the term developmental
science, which is the study of development
over the life span.

• Relational science: Berscheid (1999) wrote
of the birth of relational science: “Today, if
you squint your eyes and cock your head
just so, you can see the greening of a new
science of interpersonal relations” (p. 79).
Relational scientists emphasize the study
of what transpires between and among
individuals.

• Sociobiology/evolutionary science: Evolution
has been a powerful model that has been
applied to various disciplines. Evolution-
ary psychology and sociobiology have ap-
plied the principles of natural selection

and survival of the fittest to understand
behavioral patterns and social structures
(Buss, 1984; Wilson, 1975).

• Clinical science: Contemporary clinical sci-
ences have offered remarkable advances in
knowledge of psychopathology, epidemiol-
ogy, psychopharmacology, and statistical
methods/research design and a rich her-
itage of clinical observation for over 100
years.

DIVERSITY AND MULTICULTURAL CHALLENGES

All models of the mind and psychopathology as
well as the theories of psychotherapy that
emerge from these evolve from cultural and
sociopolitical forces. The impact of this fact is
inescapable for an increasingly pluralistic and
multicultural world. Upper-middle-class Euro-
pean males developed most of the accepted
theories of personality, psychopathology, and
psychotherapy. They viewed clinical phenomena
through the lens of their own cultural and politi-
cal experience, deriving their theories to account
for what they saw.

Psychopathology, personality theory, and psy-
chodynamic therapy have evolved considerably
from the time of Freud and continue to do so. So-
cietal changes that are occurring throughout the
world as a result of the global economy, ease of
transportation, and almost instant communica-
tion are rapidly altering sociopolitical systems
and draw ever greater attention to sociocultural
factors. Hickling (1988) poses the question: “Do
political issues affect the presentation and diag-
nosis of mental illness, and therefore influence
the nature of the psychotherapy interventions
directed toward the relief of psychological suf-
fering?” (p. 91). The answer to this rhetorical
question is clearly yes! Gender (Minas, 1993),
ethnicity, socioeconomic status, religion, mi-
gration, and political ties are all influential 
in determining cultural/sociopolitical variabil-
ity (McGoldrick, 1982). Twenty years ago,
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McGoldrick, Pearce, and Giordano (1982) as-
sessed the situation:

The United States is the most ethnically diverse
nation in history, but this fact has not increased
our ability to tolerate differences. We have re-
garded our society as a melting pot and have
blinded ourselves to its inherent diversity. Our
wish to forget cultural variations and to encour-
age common norms, though understandable, has
been an idealistic and fallacious goal. (p. xv)

Hickling (1988) writes: “The individual trans-
formation process cannot be divorced from the
social process, and psychotherapy therefore
must seek to link with social activity and to po-
tentiate social change through some form of sys-
tematic group action” (p. 108). Clearly, as
psychodynamic science evolves, greater atten-
tion needs to be paid to the new plurality that is
emerging and shaping the world.

PERSONALITY THEORY, PSYCHOPATHOLOGY,
AND PSYCHOTHERAPY

Personality theory, psychopathology, and psy-
chotherapy are the three sisters of effective
clinical practice (Magnavita, 2002). Each of these
disciplines is subsumed under Freud’s metapsy-
chology, which provided the first flexible and
broad-ranging model for explaining personality
development, expressions of psychopathology,
and methods for ameliorating emotional disor-
ders, considered to be the expression of psy-
chopathological dynamic forces. Alexander and
Selesnick (1966) describe the significance of
Freud’s work:

This advancement was in large part the fruition
of thousands of years of study of the human psy-
che, but it became possible only after Freudian
discoveries transformed psychiatry and pene-
trated medical thought. . . . Freud’s method
made it possible to bring the first comprehensive
theory of personality based on an effective

method of scrupulous, systematic observation
and interpretation to the study of the human
mind. (p. 5)

Fawcett (1999) posed the age-old question
that has held particular interest to psychody-
namic theorists over the past century: “What
actually determines our personality and by
what mechanisms can it change?” (p. 684). Per-
sonality theory has a close tie to clinical prac-
tice as well as empirical research and is, at the
turn of the century, an interdisciplinary science
(Magnavita, 2002). Personality theory during
the twentieth century was a guiding light for
those who embarked on the murky journey of
depth therapy in an effort to achieve personal-
ity/character change. Many theoretical models
that have recently been developed have broad-
ened immensely our dynamic understanding of
personality development, disorder, and change.
I briefly summarize four of these that have par-
ticular significance for psychotherapy because
of their theoretical power and clinical utility:
diathesis-stress model, biopsychosocial model,
general systems theory, and chaos theory.

The diathesis-stress model (Monroe & Simons,
1991) is an important development in under-
standing the relationships among genetic vul-
nerability, psychological vulnerability, and the
point at which stress can result in symp-
tom complexes or personality disturbance.
“The diathesis-stress model provides a general
theory of the etiology of most mental disorders”
(Paris, 1999, p. 696).

The biopsychosocial model is a remarkable, par-
simonious framework with which to under-
stand both physical and emotional disorders
(Engle, 1980). Its use highlights the infinite and
complex substrates, from the cellular to the
ecosystem, that shape personality and social
systems.

The development of general systems theory
(von Bertalanffy, 1968) has been an intellectual
milestone of the twentieth century with multi-
disciplinary impact. In part, it gave rise to the
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development of family systems theory. General
systems theory has broad application for under-
standing how any complex system interrelates
and emphasis the rules and processes over
static variables.

Another fairly new theoretical development
is chaos theory (Gleick, 1987), which is beginning
to be applied to understanding complex natural
phenomena:

In the last few years, a scientific theory of change
has emerged from the study of dynamic, nonlin-
ear, self-organizing, chaotic, and complex phe-
nomena in the physical, biological, and social
sciences. The theory articulates a set of universal
principles that describe how living systems of 
all kinds self-organize into stable, ordered states
and how these states change over time. (Miller,
1999, p. 356)

Gleick writes of the explanatory power of
chaos theory:

In science as in life, it is well known that a chain
of events can have a point of crisis that could
magnify small changes. But chaos meant that
such points are everywhere. They were perva-
sive. In systems like the weather, sensitive
dependence on initial conditions was an in-
escapable consequence of the way small scales in-
tertwined with large. (p. 23)

Chaos theory has multiple applications. For
example, a personality disorder is a disorder of
complex systems that can be set in motion by
the introduction of fluctuations of small events
that reverberate through the biopsychosocial
system (Magnavita, 2002). Evolution may be an
example of chaos in operation. Chaos has four
dynamic states: (1) stable, (2) bifurcation, (3)
chaos/complexity, and (4) a complex new, more
adaptive order (Butz, 1997). Within these states
there appears to be a model that may possibly
be applied to understanding human change and
growth.

These powerful models, when blended with
contemporary psychodynamic models, offer the
possibility of a new, stronger science of psycho-
dynamics.

PSYCHOTHERAPY TRAINING AND SUPERVISION

The field of psychotherapy is an enormously
complex one to absorb and challenging to mas-
ter. It is unlikely that future psychotherapists
can be trained in abbreviated training programs;
the delivery of effective psychotherapy requires
the development of advanced training programs
that emphasize a blend of scientific knowledge
and clinical skills. Given the extremely high cost
of graduate education in psychiatry, psychology,
social work, and marriage and family therapy, it
is unclear how this will be funded.

SPECULATION ABOUT THE FUTURE OF

PSYCHODYNAMICS AND MODELS OF THE MIND

Psychodynamics has been refining a theory of
the mind and an evolving psychotherapy for
over a century. Fawcett (1999) writes:

What is the future of the mind in the next millen-
nium? Will minds be “permanently” altered by
technical interventions that become possible as
neuropsychopharmacology, genetics, neurophys-
iologic conditioning, and computer technology
continue to develop at lightning speed and inter-
sect in their applications? Will our minds be able
to live “forever” by downloading our conscious-
ness to a more lasting vehicle than our frail bod-
ies, such as a bionic megachip with a nuclear
power source? Will science fiction continue to
become reality? Will our innocent, unborn gen-
erations have the courage and wisdom to handle
such technical possibilities? (p. 684)

Clearly, rapid advances in science, technology,
and sociocultural forces will have major impact
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on the evolution of psychodynamics in the
twenty-first century. The future trends are
likely to include some of the following:

• Greater emphasis in psychodynamics on
empirical investigation and effectiveness.

• Continued growth toward an interdiscipli-
nary science of psychodynamics, borrowing
from other disciplines such as neuro-
science, cognitive science, and relational
science.

• Absorption of relevant aspects of psycho-
dynamics into an overarching science of
psychotherapy. In some fashion, this may
represent an abandonment of the various
school models of psychotherapy prominent
in the twentieth century and a convergence
of the field into one system.

• Continued growth of forms of brief integra-
tive psychodynamic psychotherapy, with an
emphasis on research and use of audiovi-
sual technology.

• A realization of the necessity for ad-
vanced training to become effective and a
renewed commitment to provide compre-
hensive training to psychotherapists.

• Increasing use of technological advances
such as those now available in neuro-
science and computer technology.

• An emphasis on developing culturally rel-
evant models of psychopathology, person-
ality theory, and psychotherapy.

• Increased emphasis on and blending of the
systemic model.

• Psychoanalysis and long-term psychody-
namic psychotherapy will continue to
have a limited role in the new century.
Psychoanalysis will probably be sought
by those interested in training and in
long-term treatment for the patients that
are unresponsive to shorter-term treat-
ment formats.

• An emphasis on developing effective meth-
ods and techniques for treating personality

disorders and complex clinical syndromes
that plague modern societies.

S U M M A R Y

Current and future models of the mind will
continue to evolve and be shaped by cultural,
societal, and technological forces. Will psycho-
dynamics continue to provide fertile models
for interdisciplinary thought? I think the 
answer is yes! Will psychodynamic psycho-
therapy remain a separate school of psy-
chotherapy? The answer to this question is
more tentative. It may be more likely that there
will be a convergence of all the models of psy-
chotherapy presented throughout The Compre-
hensive Handbook of Psychotherapy. In the future,
this convergence will likely validate methods
common to all forms of psychotherapy, a con-
tinual blending of techniques that work and
abandonment of those whose effectiveness
fails to demonstrate clinical utility and/or be
empirically validated. I concur with Judd Mar-
mor (1989), the Franz Alexander Professor
Emeritus of Psychiatry at the University of
Southern California, who wrote:

My own hope is that psychotherapists of the fu-
ture will become more systems-oriented, al-
ways aware of the total bio-psycho-social field,
and flexibly able to do whatever necessary in
any of these spheres for the best interest of their
patients. Within that orientation, short-term
dynamic psychotherapy will continue, I believe,
to be one of our major resources for unlocking
the unconscious intrapsychic forces that are at
play in the psychopathology of our patients.
(p. 257)

This, combined with the new era of scientific
psychodynamics, holds much excitement 
and potential to further help those suffering
from emotional disorders and the effects of so-
cial ills.
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481–499

acute schizophrenic patients, 485–488
case example, 492–495
chronic schizophrenic patients, 488–491
diversity of groups for psychotic patients, 484–485
effectiveness, 495–496
Freudian conceptions of groups and institutions, 482
historical aspects of group analytical

psychotherapy, 481–483
interpretations, 483
intervention methods, 483–492
long-term psychoanalytically oriented groups,

489–491
medication information group, 487–488
multifamily groups, 491–492
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outpatient programs, 488–489
rehabilitation techniques for deteriorated patients

(object-relations point of view), 491
short-term groups, 486, 487, 489
staff-patients group, 485–486
syndromes/situations, 483–484
theoretical constructs, 483

therapeutic mechanisms in communities, 532
Science, empirically based, 589–595

audiovisual technology and the advancement of
science of psychotherapy and psychodynamics, 590

challenge to provide effective brief psychotherapy,
591–592

convergence of theories (achieving consilience), 593–594
eschewing of empirical findings by psychoanalysis,

589–590
paradox: reduction of opportunities for training and

pressure for results, 594–595
struggle to establish psychodynamics as, 589–595
time-tested psychodynamic postulates, 590–591
treatment manuals and empirically validated

treatment, 592–593
use of empirical findings by psychodynamic

clinicians, 591
“Secure base” therapeutic relationship, 49–50, 52
Seduction/trauma theory, 7
Self-at-best/self-at-worst, 324
Self disorder(s), 333, 352–353
Self-object relationship therapy with couples, 407–433

case example, 428–430
collusion (four types) present in every married couple

relationship, 418
culture’s love messages and solution messages, 415
difficult couples, 416–417
difficulties of couple therapy, 407–408
feminist critics, 425
integrative perspective on treatment, 409–413, 421–425
language system in therapy, 426–428
philosophical settings, 408–409
technical considerations, 417–421

Self psychology, 4, 350–351, 436, 463
couples therapy, 389
eating disorders and, 139–140

Self-regulation, developmental level, 19–20
Self-state, 255
Sensory reactivity, 19
Separation-individuation, 49, 65–66, 286
Separation and loss, 276
Sex offenders, group therapy for, 501–526

assessment/intervention methods, 512–514
behavioral approach, arguments against, 505–506
case examples, 516–521
categories (five) of treatment, 505
female cotherapist, 511
gender identity deficit, 509
history, 501–504
hybrid psychodynamic model, 508, 512
posttermination synopsis and effectiveness data,

521–523
syndromes/symptoms/problems treated, 514–516
theoretical constructs, 504–512

Sexual desire disorders, 365–384
assessment/intervention methods, 375–377
case example, 378–382
four-stage sexual response cycle, 366
history of therapeutic approach, 365–369
hypoactive sexual desire (individuals/couples), 365,

377–378
intersubjectivity, 370
objectification model, 370–375
orgasm, 369
problems treated, 377–378
protocols, 380–381
psychosexual clinical interview for female sexual

dysfunction (outline), 376
relational-feminist psychodynamic approach, 365–384
study of human sexuality (four traditions in), 366
subjectivity, specific consequences of loss of, 373–374
supportive-expressive (SE) psychotherapy (in case

study), 194
theoretical orientation, 369–375

Sexual dysfunction, stress-diathesis model and, 446
Sexual lifestyle (college psychotherapy), 168
Short-term therapies:

anxiety-provoking, 551
challenge to provide effective brief therapy, 591–592
dynamic, 310, 496–497, 551, 590
dynamic psychotherapy of narcissistic disorders, 345–364
efforts to accelerate psychodynamic treatment, 8
experiential short-term dynamic psychotherapy

(E-STDP), 207–237 (see also Accelerated
experiential-dynamic psychotherapy (AEDP))

group, 465–466, 473–476, 486, 487, 489, 496–497
variants, 163–165

Simultaneous conconstruction, 427
Sociobiology/evolutionary science, 598
Somatic dysfunctional personologic system (DPS), 441
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Somatic experience as process of change, 318–319
Somatic focusing, 311, 315
Somatoform disorders, 332, 333
Stabilizing narratives, 428
State transformation, 309–310, 313–315
Stress-diathesis model, 446, 599
Structural analysis of social behavior (SASB) model, 286,

287
Structural drive theory, 436. See also Drive

psychology/theory
Substance abuse, 192, 332, 541
Superficiality, hypothesis of, 208
Supportive-expressive (SE) psychotherapy, 183–205

assessment, 185–186, 192–193
case example, 192–202
core conflictual relationship theme (CCRT), 184, 195
expressive techniques, 188–191, 194–195
generalized anxiety disorder, 191–192
history, 183–184
interpretations, 184–185
intervention, 186–191
supportive techniques, 188, 190–191, 194
syndromes/symptoms/problems treated, 191–192
termination, 191
theoretical constructs, 184–185
therapeutic alliance/relationship, 185, 188, 194
transference, 184
wish (W), response of other (RO), response of self

(RS), 184, 185, 187, 195
Suppression, 7
Symbiosis, normal, 49
System(s):

dysfunctional personologic system (DPS) (term
coined), 439

general systems theory, 599–600
systemic paradigm, 135–138

Therapeutic alliance:
brief relational therapy, 253
college psychotherapy, 166
eating disorders, 146
experiential short-term dynamic psychotherapy

(E-STDP), 213
integrative relational therapy, 438
interactional object-relations therapy, 284, 300–305
supportive-expressive psychotherapy, 185, 188, 194

Therapeutic communities. See Communities, therapeutic
Therapist:

countertransference reactions (African American
client and therapist), 571

exploring self experience, 275–276, 278
with schizoid tendencies, and schizoid patients, 285

Training/supervision, 277–279, 600
awareness-oriented role plays, 279
experiential focus, 278
paradox: reduction of opportunities for training and

pressure for results, 594–595

relational content of supervision, 277–278
self-exploration, 278
supervisors as models, 279

Transference/countertransference:
college psychotherapy, 173–174
dynamic psychiatry, 481, 482
individual institutional, 531
object relations, 567
psychodynamically oriented group therapy (POGT),

460–461
psychodynamic therapy with children, 109, 112, 116
race/gender and, 565–585
supportive-expressive psychotherapy, 184

Transference focused psychotherapy (TFP), 239–252
assessment, 242–243
case example, 248–251
empirical investigation of, 246–248
intervention, 243
object-relations theory and, 240–242
progression of, 246
retention-attrition, 247
strategies of, 243–244
suicidal and self-injurious behavior, 247–248
tactics of, 244–245
techniques of, 245–246
utilization of services, 248

Transformation experiences, 311–312, 315
Trauma, 7

of failed attachment, 390
“ghosts in the nursery” and the walking wounded:

the unharmonious cohabitation of conflict and
trauma, 90–92

physically/sexually traumatizing dysfunctional
personologic system (DPS), 440

sexual trauma history, 377
Trial therapy, 327–329
Triangulation:

depicting therapeutic process, 441–443
eating disorders, 136
experiential short-term dynamic psychotherapy

(E-STDP), 209, 210–211
interpersonal-dyadic matrix, 442–443
intrapsychic matrix, 442
relational restructuring, 445
triadic theory, 438
triangle of conflict, 210–211, 310, 321, 322, 329, 349,

442, 446
True self experience, 318
Type A behavior pattern, 550

Unconscious processes, 111, 460, 481

Ward atmosphere and teamwork, 533–535
WAS scales, 542
Whole person perspective, 112–113
Wish(es), interpretation, 115, 116, 184, 185, 187, 195
Withdrawal ruptures, resolution model for, 261–267




