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Introduction

When we look up at the Rocky Mountains, we see some of the most beautiful scenery
on Earth. If asked to describe it, we could wax poetic about the snow capped peaks,
alpine meadows, and craggy ravines. That’s what they are now – that’s what we see.
But how did the Rockies get to be the Rockies? How did they form? To figure that
out, geologists have used information gathered from the rocks themselves, as well
as theories about plate tectonics, to hypothesize that the Rockies arose when two
continental plates collided. No one on Earth saw this happen – in fact, no one has ever
seen a tectonic plate. However, the evidence is good that forces moving beneath the
Earth’s surface millions of years ago led to the formation of one of the most beautiful
places on the globe. These subterranean forces, in addition to millions of years of
rain, snow, ice, and wind, made the Rockies what they are today. This hypothesis
helps us understand the history of our planet and predict the way the Earth will
continue to change in response to forces working below and above the surface.

When we meet adult patients, we see what they are like now. We hear their
speech, observe their behaviors, and listen to their ideas. But how did they come
to be the way they are? What forces shaped them? Like geologists, psychodynamic
psychotherapists look beyond the surface for answers to these questions. They
hypothesize that people are shaped by forces working both beneath and above
the surface over time, and they believe that thinking about how that happened is
important for understanding a person’s past, present, and future. Their hypotheses
are their psychodynamic formulations, and these formulations are essential to every
aspect of the way they treat their patients.

Students and clinicians are often needlessly daunted by the prospect of creating
psychodynamic formulations, wondering how they can learn about subterranean
forces that even their patients cannot easily access. While it takes time and thought,
every clinician can learn to construct psychodynamic formulations using three steps:

1. DESCRIBING the patient’s problems and patterns

2. REVIEWING the patient’s developmental history

3. LINKING the problems and patterns to the history using organizing ideas
about development
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This book will teach you each of these three steps using clear language and
illustrative examples. Part One will introduce you to the psychodynamic formulation
and the DESCRIBE/REVIEW/LINK method; Part Two will teach you to DESCRIBE
problems and patterns; Part Three will teach you to REVIEW the developmental
history; and Part Four will teach you the various ways of LINKING the problems
and patterns to the history using different organizing ideas about development. Part
Five will offer ways to use psychodynamic formulations in various clinical situations
and settings. Finally, Parts Two–Four are followed by Putting it Together sections
that offer full, clinical illustrations of the part of the formulation you’ve just learned
about. Note that all of the clinical examples in the book feature fictional people.

A psychodynamic approach to case formulation is unique in that it considers the
way the unconscious mind affects our thoughts, feelings, and behavior. However, as
psychodynamic psychotherapists, we are interested in everything that has affected
and will affect our patients. This includes both nature and nurture. For this reason,
we have intentionally included a considerable amount of information about genetics,
temperament, and trauma and the way in which they impact development. It is our
firm belief that we should not construct psychodynamic formulations in silos – we
cannot hypothesize about the development of our unconscious thoughts and feelings
without considering the impact of our endowment and early cognitive and emotional
problems on that development. Our hope is that this will encourage you to think
broadly about the myriad factors that have affected the way your patients think, feel,
and behave.

This book is appropriate for medical students, social work students, psychology
students, psychiatry residents, and practicing clinicians. It can be used by individuals
who are interested in learning about psychodynamic formulation on their own,
as well as by students and teachers in educational settings. Our students learn to
DESCRIBE in their earliest years of training, to REVIEW developmental histories
slightly later, and to LINK once they have a substantial amount of clinical experience
(see Appendix for more specifics). Whether you are an individual learner or an
educator, we suggest that using Psychodynamic Formulation in this stepwise fashion
will help you and/or your students to learn to construct psychodynamic formulations
without feeling overwhelmed by the task.

Constructing formulations is not just an interesting exercise – it’s an essential part
of how we treat our patients. Although this book will teach you to write a psychody-
namic formulation, our true goal is for you to use what you learn here to constantly
think about psychodynamic formulations for every patient you see. Without psy-
chodynamic formulations, we can only see the surface – we cannot understand the
extraordinary forces that work together to shape the way people think, feel, and
behave. It is this understanding that helps us to know what our patients need to learn
about themselves, and what they need to develop, in order to live more satisfying,
freer lives. So, let’s move on to begin learning about Psychodynamic Formulation.



PART ONE:
Introduction
to the
Psychodynamic
Formulation



1 What is a Psychodynamic
Formulation?

Key concepts

A formulation is an explanation or hypothesis.

A case formulation is an hypothesis that helps us to answer questions about the way a patient
thinks, feels, and behaves.

A psychodynamic formulation is an hypothesis about the way a person thinks, feels,
and behaves, which considers the impact and development of unconscious thoughts
and feelings.

A person’s development is affected by both hereditary and environmental influences, and
thus, both should be included in a psychodynamic formulation.

Psychodynamic formulations do not offer definitive explanations; rather, they are hypotheses
that we can change over time.

What is a formulation?

Very nice history. Now can you formulate the case?

All mental health trainees have heard this, but what does it mean? How does one
formulate a case? Why is it important?

Formulating means explaining – or better still, hypothesizing. All health care pro-
fessionals construct formulations all the time to understand their patients’ problems.
In mental health fields, the kinds of problems that we are trying to understand involve
the way our patients think, feel, and behave. We often call this kind of formulation
a case formulation. When we formulate cases, we are not only thinking about what
people think, feel, and behave but also why they do. For example,

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.



4 PART 1: THE PSYCHODYNAMIC FORMULATION

Why is she behaving this way?

Why does he think that about himself?

Why is she responding to me like this?

Why is that his way of dealing with stress?

Why is she having difficulty working and enjoying herself?

What is preventing him from living the life he wants to lead?

Different etiologies suggest different treatments; thus, having hypotheses about
these questions is vital for recommending and conducting the treatment.

What makes a formulation psychodynamic?

There are many different kinds of case formulations [1–3]. There are cognitive
behavioral therapy (CBT) formulations, psychopharmacologic formulations, and
family systems formulations – just to name a few. Each type of formulation is based
on a different idea about what causes the kinds of problems that bring people to
mental health treatment.

One way of thinking about this postulates that these problems are often caused by
thoughts and feelings that are out of awareness – that is, that are unconscious. This
is called a psychodynamic frame of reference. Thus, a psychodynamic formulation
is an hypothesis about the way a person’s unconscious thoughts and feelings may
be causing the difficulties that have led him/her to treatment. This is important to
understand, as helping people to become aware of their unconscious thoughts and
feelings is an important psychodynamic technique.

A developmental process

It’s well known that psychodynamically oriented mental health professionals are
interested in their patients’ childhoods. But why? Well, using psychodynamic tech-
nique is about more than just helping people to become aware of their unconscious
thoughts and feelings – it’s also about understanding how and why those unconscious
thoughts and feelings developed. We can use that understanding in many different
ways when we treat our patients. Sometimes we share this understanding with our
patients to help them see that they are behaving as if earlier conditions still persist:

Example

Mr A’s mother, while loving, was extremely undependable. For example, she frequently forgot to
pick him up from school. As an adult, Mr A has difficulty believing that his friends and lovers
will be consistent in their relationships with him. His therapist is able to help him see that this
difficulty may have stemmed from his out-of-awareness fear that people in his adult life will behave
as his mother did.

At other times, we use this understanding to help patients develop capacities that
were not fully formed during their earlier years:
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Example

Ms B, a brilliant student, is unable to think highly of her accomplishments. Raised in foster care,
she never received praise for her talents. Understanding this, her therapist is able to help her to
believe that her perception of herself is not consonant with her abilities. Over time, she is able to
develop new ways of managing her self-esteem.

Finally, we can help support patients’ functioning that is impaired by acute or
chronic problems:

Example

Mr C presents for therapy because he is having difficulty handling his children during his long
divorce. He describes feeling that his parents’ divorce, which happened early in his life, had
catastrophic effects on his development. His therapist helps him to acknowledge his fear that his
divorce will permanently damage his children and to understand the way in which this fear is
affecting his parenting. This helps him to relax with his children and to develop alternate strategies
for engaging them.

Although their techniques are different, each of these therapists uses an understand-
ing of the patient’s development to guide the treatment. Thus, our psychodynamic
formulations need to include

1. ideas about how unconscious thoughts and feelings might affect our patients’
problems

2. ideas about how those unconscious thoughts and feelings might have developed

That’s all well and good, but how can we understand a developmental process
that has already occurred? Even with camcorders and scrapbooks, we can’t go back
in time with people to watch their development unfold. In this way, constructing
a psychodynamic formulation is a lot like being a detective trying to solve a
mystery – the deed is done and we have to look backward and retrace our steps in
order to crack the case. Like the detective, we work retrospectively when we construct
a psychodynamic formulation – that is, we first look at our patients’ problems and
patterns and then scroll back through their personal histories to try to understand
their development.

Nature or nurture?

So how do our characteristic patterns of thinking, feeling, and behaving develop?
John Locke said that each person is born as a blank slate – a tabula rasa [4].
E. O. Wilson argued that social behavior is shaped almost entirely by genetics [5].
Nature – nurture – we have to believe that it isn’t one OR the other but BOTH.
Freud called the nature part ‘‘constitutional factors’’ and the nurture part ‘‘accidental
factors’’ [6]. However you think about it, people come into the world with a certain
genetic loading and then continue to develop as they interact with their environment.
The more we learn about the interrelationship between genes and environment, the
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clearer it is that our genetics shape our experience and vice versa, so some complex
interaction between the two results in our characteristic views of ourselves, the way
we relate to other people, and our methods for adapting to stress. Thus, in thinking
about how to understand and describe how our patients develop, we have to consider
genetic, temperamental, and environmental factors.

More than reporting

A news story gives a report of what happened; a psychodynamic formulation offers
an hypothesis of why things happened. Here are two examples to illustrate the
difference:

Reporting

Mr D was born prematurely to a teenage mother who had a postpartum depression. He had severe
separation anxiety as a child and spent long periods of time home ‘‘sick.’’ As an adult, he is unable
to be away from his wife for more than one night.

Formulating

Mr D was born prematurely to a teenage mother who had a postpartum depression. He had severe
separation anxiety as a child and spent long periods of time home ‘‘sick.’’ It is possible that his
mother’s depression affected Mr D’s ability to develop a secure attachment and that this made
it hard for him to think of himself as a separate person. This may have impeded his capacity to
separate successfully from his mother. Now, it may be making it difficult for him to be apart from
his wife for more than one night.

Although both vignettes tell a ‘‘story,’’ only the second attempts to link the history
and the problem to make an etiological hypothesis. A psychodynamic formulation is
more than a story; it is a narrative that tries to explain how and why people think,
feel, and behave the way they do based on their development. In the above example,
the sentences ‘‘It is possible . . . ’’ and ‘‘This may have impeded . . . ’’ suggest causative
links between Mr A’s problem with separation and his history – links of which he is
not aware of and are thus unconscious. These causative links make this a formulation and
not just a history.

Different kinds of psychodynamic formulations

Psychodynamic formulations can explain one or many aspects of the way a person
thinks, feels, or behaves. They can be based on a small amount of information
(e.g., the history a clinician obtains during a single encounter in an emergency
room) or an enormous amount of information (e.g., everything that a psychoanalyst
learns about a patient during the course of an analysis). They can try to explain
how someone behaves in a moment of therapy, during a discrete crisis, or over a
lifetime. They can be used in any treatment setting, for brief or long-term treatments.
If they are responses to questions about how people think, feel, and behave that
consider the impact and development of unconscious thoughts and feelings, they are
psychodynamic formulations.
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Not a static process

It’s important to remember that a psychodynamic formulation is just an hypothesis.
As above, we can never really know what happened, but, in order to understand our
patients better, we try to get an idea of what shaped the way they developed. Earlier
in the history of psychoanalysis, the psychodynamic formulation was thought to be
a definitive explanation of a person’s development. Now we understand that it is
better conceptualized as a tool to improve our treatment methods and understanding
of our patients.

Hypotheses are generated to be tested and revised. The same is true of psychody-
namic formulations. The process of creating a psychodynamic formulation does not
end when the clinician generates an hypothesis; rather, it continues for as long as the
clinician and patient work together. The formulation represents an ever-changing,
ever-growing understanding of the patient and his/her development. We can call
this a working psychodynamic formulation. Over time, both patient and therapist
learn about new patterns and new history. With this, new ways of thinking about
development may become useful, and these can help generate new hypotheses. The
process of describing patterns, reviewing history, and linking the two using organiz-
ing ideas about development is repeated again and again during the course of the
treatment, shaping and honing both the therapist’s and patient’s understanding.

Formulating psychodynamically is ultimately
a way of thinking

We think that the best way to learn to formulate psychodynamically is to actually
write a psychodynamic formulation. Taking the time to do this, as well as forcing
yourself to commit your ideas to paper (or screens!), will help you to consolidate your
ideas about a patient and to practice the skills that you will learn in this book. But not
all formulations are written. In fact, most are not. We formulate psychodynamically
all the time – when we listen to patients, when we think about patients, and when
we decide what to say to patients. Ultimately, formulating psychodynamically is a
way of thinking that happens constantly in a clinician’s mind. Our hope is that you
will use the skills that you learn in this book to formulate psychodynamically all the
time with all your patients.

Now that we have introduced some basic concepts, let’s move on to Chapter 2 to
further explore the way we use psychodynamic formulations.



2 How do We Use
Psychodynamic Formulations?

Key concepts

The psychodynamic formulation is our map – it guides every aspect of the treatment.
Having a working psychodynamic formulation enables us to

• make treatment recommendations and set goals

• understand what patients need developmentally

• develop therapeutic strategies and predict the way patients will react in treatment
(transference)

• construct meaningful interventions

• help our patients to create cohesive life narratives

Sometimes we share our psychodynamic formulations with our patients, and sometimes
we use them privately to help shape our therapeutic strategies and interventions.

Formulation is our map

Having a working psychodynamic formulation means having a continuously evolv-
ing idea about the unconscious thoughts and feelings that affect our patients’ ways
of thinking, feeling, and behaving. But how do we learn about a part of the mind
that is out of awareness? We listen carefully to what our patients say so that we
can pick up clues that might guide us toward unconscious material, we reflect on
what our patients say, and we intervene in ways that help them to learn more about
their minds [7]. As we listen, we do not necessarily know where we’re going – in
psychodynamic psychotherapy, we follow the patient’s lead. But the fact that we
follow the patient’s lead does not mean that we work without a map. That map is our
psychodynamic formulation. When we have a sense of our patients’ primary prob-
lems and patterns, their developmental histories, and how and why they developed
as they did, we listen to them with this in mind.

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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Using a psychodynamic formulation in treatment

To further explore this, let’s consider the example of Ms A. She is a 43-year-old
woman who has come for treatment with Dr Z because she is worried that her
husband will leave her. She explains that her husband is a ‘‘genius’’ and that she
cannot understand why he wants to remain married to someone who just stays home
and takes care of the children. She says,

I’ve become one of those boring housewives. The only thing I can talk about is the soccer
schedule.

Making a treatment recommendation and setting goals

As Dr Z conducts the evaluation, she learns that Ms A is unable to say anything good
about herself. Dr Z also recognizes that Ms A’s self-effacement seems incongruous
given her apparent abilities – she was a gifted painter who gave up her career when
she married. Dr Z begins to wonder about why Ms A has this view of herself.
As Dr Z takes the developmental history, she learns that Ms A’s mother was a
world-famous scientist who was critical of her daughter’s complete lack of interest in
science, preferring Ms A’s brother who became a physicist. Dr Z constructs an early
psychodynamic formulation (hypothesis) that Ms A has unconscious, maladaptive
ways of perceiving herself and regulating her self-esteem and that these unconscious
self-perceptions and conflicts might have developed as a result of Ms A’s problematic
relationship with her mother. Although Dr Z knows that she has much more
to learn about Ms A, she uses her preliminary formulation to make a treatment
recommendation and to work with Ms A to set early goals, saying:

It is clear to me that you are worried about your relationship with your husband. However, it also
seems that you are overly tough on yourself and that you do not allow yourself to do things that
interest you. These difficulties could be related to longstanding feelings you have about yourself
that may date back to your early relationship with your mother. Exploring these feelings in a
psychodynamic psychotherapy may help us to understand why you are so unhappy in your current
situation and help you to improve both your relationship and your feelings about yourself.

Forming a therapeutic strategy

Ms A agrees and she and Dr Z begin a twice-a-week psychodynamic psychotherapy.
Dr Z uses her hypothesis that Ms A was not able to develop an adequate sense of self
to understand that M has a developmental need to improve her self-perception and
her capacity for self-esteem regulation. This forms the basis for Dr Z’s therapeutic
strategy; she will listen to everything that Ms A says, paying close attention to
material that might relate to Ms A’s difficulties with her sense of self.
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Conducting the treatment

For example, one year into the treatment, Ms A says to Dr Z,

You must be tired of me just talking about my problems day after day. You probably have other
patients who need your help more than I do.

Dr Z uses her formulation to help Ms A notice her problematic self-perception,
saying,

I think that you presume that I, like your mother, will be disappointed in you and will be more
interested in others.

Creating a life narrative

Over time, Ms A begins to believe that Dr Z is, in fact, truly interested in her. Through
her conversations with Dr Z, she realizes that she had a distorted expectation that
Dr Z, like her mother, would find her dull and lacking. Together, they use this
formulation to create a life narrative for Ms A, which helps her to make sense of how
she developed this maladaptive unconscious fantasy. In Ms A’s words,

I never realized how hurt I was that my mother wasn’t as interested in me as she was in my
brother. I also never understood the toll that this took on the way I thought about myself. I’m now
seeing that my husband isn’t uninterested in me – I just presume that everyone is.

As the treatment unfolds, Dr Z deepens and alters her formulation, but she
continues to use it to help her to set goals, develop her therapeutic strategy, listen to
the patient, construct interventions, and foster Ms A’s understanding of her life. It
will remain key to every part of the treatment, from beginning to end.

Do we share our formulations with our patients?

Sometimes we share our psychodynamic formulations with our patients, and some-
times we use them privately to shape our therapeutic strategies and interventions. As
we’ll discuss further in Chapter 22, we make decisions about this based on what we
think is most clinically helpful for the patient in that moment. When patients are self-
reflective and able to think about the impact and development of their unconscious
thoughts and feelings, it can be helpful to share our formulations:

Example

Ms B is a 30-year-old woman who comes to therapy with Mr Y because she is unsure about
her upcoming wedding. She says that although she loves her fiancé, she is worried that she will
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end up being as unhappy a wife as her mother was. In therapy, Ms B and her therapist evolve
the hypothesis that Ms B has an unconscious conflict – although she loves her fiancé and wants
to spend her life with him, she feels guilty about having the kind of marriage her mother never
had. Understanding this allows her to go ahead with her wedding and to feel better about her
relationship.

When patients are less self-reflective, it may be more useful to use our formulations
privately:

Example

Ms C is a 58-year-old woman whose husband of 25 years died 6 months ago. She comes to the
clinic for help with disorganization, explaining to Dr X that she is having trouble doing things like
paying bills and balancing her checkbook. After determining that Ms C does not have symptoms of
anxiety, depression, or cognitive impairment, Dr X asks Ms C whether her husband had taken care
of the household finances. Ms C acknowledges that he had, but says that she doesn’t think that her
current problems have anything to do with her husband’s death: ‘‘I’ve always been independent,
so I’ll be fine alone.’’ Dr X hypothesizes that Ms C’s inability to take over her husband’s tasks is
related to feelings about having lost her husband, but thinks that Ms C is not ready to talk about
this and that she is highly invested in feeling independent. Therefore, Dr X uses her formulation
privately to help Ms C develop strategies for doing one task at a time. This helps Ms C to feel more
able to approach these tasks and to feel more independent, although she remains unable to discuss
how much she misses her husband.

While both Mr Y and Dr X developed psychodynamic formulations about their
patients, Mr Y shared his formulation with Ms B, while Dr X used her formu-
lation without explicitly sharing it. But how did these therapists construct their
formulations? We will begin to explore that in Chapter 3.



3 How do We Construct
a Psychodynamic Formulation?

Key concepts

When we construct psychodynamic formulations, we

DESCRIBE the patient’s primary problems and patterns

REVIEW his/her developmental history

LINK the problems and patterns to the history using organizing ideas about development

How do we develop hypotheses to explain things we observe? It could be anything – a
cultural trend, the relationship between two people, or a natural phenomenon. For
example, let’s say that people have a sense that there was less snowfall than usual in
their town, and they want to know whether this will be a trend. First, they need to
define the phenomenon by using careful observation and measurement. Then, they
have to research the history of snowfall in the area. Once they’ve done this, they
can use meteorological theories – for example, theories about global warming – to
help them link their observations and the history to form an hypothesis about
what’s happening and what might happen in the future. They can then explain their
hypotheses to others in a cogent way.

The three basic steps to create a psychodynamic
formulation

We follow the same steps when we construct psychodynamic formulations to help
us understand how and why people develop their characteristic patterns of thinking,
feeling, and behaving. This process involves three basic steps. We

DESCRIBE the primary problems and patterns

REVIEW the developmental history

LINK the problems and patterns to the history using organizing ideas about
development

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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Taken together, these three steps comprise the formulation. Each step is crucial to the
process and is discussed at length in Parts Two–Four; we briefly outline them here
by way of introduction.

DESCRIBE the primary patterns and problems

Before we think about why people developed their primary problems and patterns,
we have to be able to describe what they are. Here, we’re not just talking about the
chief complaint, but about the issues that underlie the person’s predominant ways of
thinking, feeling, and behaving. We can divide these into five basic areas of function:

• self

• relationships

• adapting

• cognition

• work and play

It is important to describe each of these areas in order to understand the way a person
functions. To do this, we learn from what the patient tells us as well as from what
the patient shows us. For example, a patient may say that he/she gets along well with
others but then argue with the therapist throughout the evaluation. We have to use
both sources of information when we describe his/her relationships with others. It’s
also essential to have more than just a surface description of each of these functions
in order to really understand our patients. We will address all these areas and how
to describe them in Part Two.

REVIEW the developmental history

When patients come to see us, we ‘‘take a history’’ to understand the events that led
up to the presenting problem. But to construct a psychodynamic formulation, we
need to do much more than that. Our goal is to learn everything we can about our
patients in order to begin to make links between their histories and the development
of their primary problems and patterns. To do this, we have to take a developmental
history. This kind of history begins before birth, with the patient’s family of origin,
prenatal development, and genetic endowment; it includes every aspect of the first
years of life, including attachment, early relationships with caregivers, and trauma,
and it continues through later childhood, adolescence, and adulthood, until the
present moment. Since we don’t know why people develop their typical patterns,
we have to consider everything – we’re interested in heredity and environmental
factors and the relationship between the two. We want to understand periods of
development that went well, as well as periods that were problematic – we need
all the information we can get to try to hypothesize causative links between the
history and the development of the patient’s primary characteristics. Reviewing the
developmental history is the subject of Part Three.
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LINK the problems and patterns to the history using organizing ideas
about development

The final step in constructing a psychodynamic formulation is linking the problems
and patterns to the developmental history to form a longitudinal narrative that offers
hypotheses about how and why the patient developed his/her ways of thinking,
feeling, and behaving. In doing this, we can be helped by organizing ideas about
development. These organizing ideas offer us different ways of conceptualizing and
understanding our patients’ developmental experiences. They help us to take the
information that we have learned from the history and think about how it could have
led to the problems and patterns we see in our patients. Different ideas may be more
helpful in understanding different problems and patterns. The organizing ideas that
we discuss in Part Four address the impact of the following on development:

• trauma

• early cognitive and emotional difficulties

• conflict and defense

• relationships with others

• the development of the self

• attachment

So let’s begin constructing psychodynamic formulations with Part Two –
DESCRIBING function.
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PART TWO:
DESCRIBE

Introduction

Key concepts

Psychodynamic formulations help us to explain how and why people function the way
they do.

Before we try to explain someone’s function, we have to be able to DESCRIBE it.
We can do this by describing

• The Problem – what brings the patient to treatment now

• The Person – the patient’s characteristic patterns of thinking, feeling, and behaving

We can divide these into patterns related to

• self

• relationships

• adapting

• cognition

• work and play

We need to describe aspects of function about which the person is aware (conscious) as
well as those about which the person is not aware (unconscious).

For each pattern, it is important to think about areas of strength as well as areas of difficulty.

When we think about how something functions, we consider whether it does what it
was designed to do. A refrigerator is designed to keep food at a low temperature, so if
the milk is cold, it is functioning well and if the milk is warm, it is functioning poorly.
A car is designed to transport people from place to place, so if it reliably allows us
to get around, it is functioning well and if it is always in the shop, it is functioning
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poorly. Things that are designed to have multiple functions can sometimes work
well in one area but not in another. For example, if a desk chair that is meant to be
both comfortable and stylish creates a sleek look in an office but leaves workers with
backaches, it is fulfilling one function but not the other.

While it’s easy to know the intended function of a refrigerator or a car, it’s much
harder to know what a person is supposed to be able to do. For example, should all
people work? Get married? Have children? Belong to a religious organization? Be
altruistic? Although some people might believe that all people should be able to do
one or all of these things, as mental health professionals it is not our job to make
those kinds of judgments. On the contrary, we know that there are as many ways to
live as there are people on Earth. However, when people suffer, we know that their
functioning is faltering in some way.

Before explaining, first describe!

People function by thinking, feeling, and behaving. We construct formulations to try
to explain how and why they function the way they do. But we have to be able to
describe their function before we can explain it. We can do this by describing both
the Problem and the Person.

Describing the Problem

The Problem is what is giving the person the most difficulty right now. It is generally,
but not always, the reason that he/she gives for consulting a mental health profes-
sional. Sometimes we agree with patients about the primary problem and sometimes
we don’t, but either way we have to acknowledge and address their concerns. Here
are a few examples of problems that bring people to psychotherapy:

Mr A presented to the clinic for help with understanding his teenage daughter.

Ms B consulted a therapist because she is unsure about whether she wants a divorce.

Ms C made an appointment because she feels increasingly anxious at work.

Mr D was sent for a consultation by his internist because he can’t get back on his feet after being
fired.

Ms E sought therapy because she can’t figure out why she’s not in a relationship.

Of course, many patients do not have only one problem. They might have
depression and ongoing difficulty with a spouse, or they might drink too much
alcohol or have an ailing parent. Nevertheless, it is important to develop the skill to
identify and describe what is troubling the person the most right now so that we can
try to explain the development of this problem in the psychodynamic formulation.
Challenge yourself to answer the question, ‘‘Why did this person come to see me
now?’’ and you are likely to identify the primary problem.
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It is important to get all the details – whether the problem is an interpersonal
difficulty or symptoms of a mood or anxiety disorder. When we think psychody-
namically, we are also interested in carefully diagnosing our patients’ cognitive
and emotional difficulties. Understanding that a patient has a major depression, an
eating disorder, or substance abuse is central to the way we recommend and conduct
treatment. However, constructing psychodynamic formulations requires us to learn
more about our patients than we can learn from the current problem alone.

Describing the Person

The Problem is what is giving the patient the most difficulty right now. But in order
to fully understand the way someone functions, we have to be able to describe the
way he/she generally thinks, feels, and behaves. We can call this describing the
Person. To consider the differences between the Problem and the Person, consider
Ms F and Ms G. Although they have the same problem, they are experiencing it
very differently:

Ms F is a 35-year-old woman with two children, who has just been left by her husband of 10 years.
Fearful, with few friends, Ms F feels desperate and alone. She calls her husband daily, begging
him to come home and threatening to hurt herself if he does not. She feels utterly unlovable and is
convinced that she can never have another relationship. She is neglecting herself, her children, and
her home.

Ms G is a 35-year-old woman with two children, who has just been left by her husband of 10
years. Although she is shocked and upset, she has rallied her friends and family and has been able
to retain a good sense of herself. She is focusing on her children and is trying to maintain a stable
home so that their lives will be minimally disrupted. Although not ready to date, she is optimistic
that she could have another relationship in the future.

While both Ms F and Ms G have just been left by their husbands, they have reacted to
this situation in different ways. This is because Ms F and Ms G functioned very dif-
ferently before the problem arose. This functioning is what we refer to as the Person;
thus, we have to know who the person is as well as the problem that he/she has.

Describing patterns helps one to describe the Person

We can describe the Person by describing a patient’s characteristic ways of thinking,
feeling, and behaving. We can call these his/her characteristic patterns. By the time
they are adults, people develop characteristic patterns in several aspects of their lives.
Throughout the ages, observers of human behavior have used different methods to
describe people’s characteristic ways of functioning. Some of these methods have
attempted to put people into categories, based on certain shared features. Hippocrates
categorized people according to their balance of four essential bodily fluids [1], Freud
grouped people according to their fixations along a psychosexual developmental
pathway [2], and the DSM (Diagnostic and Statistical Manual of Mental Disorders)
categorizes people using lists of shared characteristics [3]. However, more and more
researchers in this area find that describing people’s characteristic patterns of thinking
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and behaving according to certain dimensions provides the best way to understand
them [4, 5]. In this book, we take a dimensional approach, using five basic areas of
function:

• self

• relationships

• adapting

• cognition

• work and play

We describe each area in more depth using a series of variables. Learning about
and being able to describe every patient’s functioning in each of these areas is
essential to learning about him/her as a person. How and why a person develops
one pattern vs. another is an important aspect of what we want to explain in
our psychodynamic formulation. We describe each of these areas, including the
basics of the area, common patterns in that area, and ways to assess the area,
in Chapters 4–8.

Strengths and difficulties

People are complex, and even within one area of function, they may have strengths
and difficulties. Some other people function very well in one area but have more
difficulty in another. Consider the following examples:

Mr H is a 35-year-old heterosexual man who has never had a long-term romantic relationship with
a woman. However, he has many close friends, both men and women, with whom he socializes and
confides.

Ms I is a 55-year-old CEO of a major company. She is an excellent manager and a brilliant
businesswoman; however, she is extremely anxious in social situations and becomes uncomfortable
when she has unstructured time on the weekends.

In terms of his relationship patterns, Mr H’s capacity to have close friendships is
a strength, while he has difficulty with romantic partners. In the case of Ms I, her
outstanding work function is a clear strength, while her relationships and leisure
function give her much more difficulty. Like most people, these people are mosaics,
with good function in one area and more difficulty in another.

Sometimes, as mental health professionals, we focus exclusively on problems
and neglect areas of strength and resilience. However, we need to rely on our
patients’ strengths to help them build new, healthier ways of functioning. Describing
our patients’ strengths and difficulties allows us to hypothesize about both in our
psychodynamic formulations.
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Conscious and unconscious patterns

People are aware of some, but not all, of the ways in which they think, feel, and
behave. Consider Ms J and Ms K:

Ms J is a 35-year-old woman who presents for therapy saying, ‘‘I have so much trouble feeling
good about myself. I’ve always been like that, ever since I was a child. It’s something I’d like to
work on.’’

Ms K is a 35-year-old woman who presents for therapy saying, ‘‘My husband said that it was
either therapy or divorce. He says that I don’t listen to him. Why should I? He drones on all
the time about his work – accounting – what could be more boring? By the way, you need a new
receptionist. She mispronounced my name twice – not too bright.’’

Ms J is conscious that she has difficulties with self-esteem, even if she’s not aware of
why she does. Conversely, we can hypothesize that Ms K has unconscious difficulties
with self-esteem, which are suggested by her tendency to belittle others in order to
feel good about herself. When we think psychodynamically, we are interested in both
conscious and unconscious patterns.

Looking ahead

Each area of function is important, and allowing ourselves to learn about all of them
is essential to describe our patients. Let’s move on, then, to Chapter 4 and patterns
related to the self.



4 Self

Key concepts

By the time they are adults, people develop characteristic patterns of experiencing them-
selves. We can describe these patterns using the following variables:

• self-perception, including

– identity

– fantasies about the self

• self-esteem, including

– vulnerability to self-esteem threats

– internal response to self-esteem threats

– use of others to regulate self-esteem

Failed exams, breakups, job loss, medical illness – life is full of experiences that
threaten our sense of who we are and our ability to feel good about ourselves. Why
do some people cope with these situations without loss of self-esteem, while others
are devastated? In order to begin to make hypotheses about this, we need to be able
to describe the characteristic ways a person experiences his or her self [6].

Defining the area: self

Everything we do in life, from having relationships with others to choosing what
we do for work and play, relates to how we think about ourselves – that is, to our
self-experience. Having a realistic idea of what we can do and what we like to do
helps us to choose relationships and activities that bring us satisfaction and pleasure
and to maintain good feelings about ourselves even in the face of adversity. Thus,
our self-experience is central to the way we function.

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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Variables for describing patterns related to the self

We can describe a person’s self-experience using two major variables:

• self-perception

• self-esteem regulation

Self-perception

When we write ‘‘identifying information’’ about people in a psychological or medical
history, we usually start with a sentence that outlines certain things about them,
such as their age, gender, employment, and relationship status. When we think
about people’s self-perception in a psychodynamic formulation, however, we have
to consider not only their demographics but also their conscious and unconscious
thoughts and feelings about themselves. This includes their sense of identity and
their fantasies about themselves.

Identity

Our sense of identity is our sense of who we are [7]. This includes our ability to know
our likes and dislikes as well as our talents and limitations. As we’ll explore further in
Chapter 12, our sense of identity grows through life, particularly during adolescence.
Adults with a secure sense of identity use it to make choices about everything, from
relationships to career options. Adults with a less secure sense of identity often have
difficulty making choices and may have a more erratic life trajectory. Consider the
following examples:

Mr A is a 27-year-old gay man who is in a master’s program in engineering. In college, he did well
as a chemistry major and then took an inspiring engineering class; he is now hoping to combine
his interests by specializing in chemical engineering. He says, ‘‘I’m good at math and science, but
not so great at writing, so even though I once thought I wanted to write novels I think that’s not
in the cards – and I really enjoy what I’m doing.’’ He is in a long-term relationship and hopes one
day to have children with his partner.

Mr B is a 27-year-old heterosexual man who is working as a waiter and living with college friends.
He says, ‘‘I should figure out something else to do but I don’t know what that would be. I studied
biology in college because my parents told me I should but I kind of hated it. Maybe I’ll try writing
a novel . . . seems like a good way to make some money but I don’t know if I’m much of a writer.’’
Mr B has had brief, intense relationships with women and says, ‘‘I don’t think I’ve ever dated
someone I liked all that much.’’

Although they are at similar points in their lives, Mr A has a much more consolidated
sense of identity than Mr B. Mr A is comfortable with his likes and dislikes, both in
work and in his relationships, and he has a good sense of his talents and limitations.
On the contrary, Mr B is unsure of what he enjoys and is not able to identify his
strengths and difficulties.
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Fantasies about the self

A student imagines being praised by a teacher for an assignment well done, a teenage
boy imagines going on a date with a girl he likes, a scientist imagines winning a
Nobel Prize, a retired man imagines being a beloved grandfather – at all stages of
life, fantasies about the self provide us with comfort, goals, and escapes [8, 9]. They
also help us to move forward, strive, and achieve. People whose fantasies about
themselves are accurately attuned to their talents and limitations are more likely
to feel good about themselves than those who cling to personal goals that are not
consonant with their abilities [10].

People have both conscious and unconscious fantasies about themselves. While
they may be able to tell us their conscious fantasies, we have to learn about their
unconscious fantasies in other ways – for example, by listening to their dreams and
by noticing their behaviors.

Example

Ms C, a 44-year-old woman who has never been married, presents for therapy with symptoms of
depression. She says that she first felt sad a few weeks after her younger sister’s wedding. When
the therapist asks whether she might feel bad that her sister married first, Ms C says, ‘‘Not at all.
I’ve never wanted to get married. I prefer to be a bridesmaid than a bride. I don’t know why I
became upset after the wedding – my toast was the highlight of the evening.’’

Although Ms C consciously experiences herself as the perennial bridesmaid, her
depression after her sister’s wedding, as well as what sounds like a wish to have
‘‘stolen the show,’’ suggests that she may have unconscious fantasies about taking
center stage as a bride herself.

Self-esteem regulation

Esteem is respect or admiration, so self-esteem is the respect or admiration we have
for ourselves. Most of us begin life excited by our abilities – think of the joy on babies’
faces when they say their first words or take their first steps. But maintaining self-
esteem in the face of everything that happens to us during life can sometimes feel like
a never-ending obstacle course. The ability to pick oneself up after disappointments
or slights is called self-esteem regulation and is an important part of how people
function in the world [11, 12].

Anything that imperils a person’s good feelings about himself/herself is a self-
esteem threat (also called a narcissistic injury) [13]. Since people vary in the way
they perceive and respond to self-esteem threats, we can use the following variables
to describe individual patterns of self-esteem regulation:

• vulnerability to self-esteem threats

• internal response to self-esteem threats

• use of others to help regulate self-esteem



26 PART 2: DESCRIBE

Vulnerability to self-esteem threats

Some people can maintain their positive self-regard in the face of massive emotional
injuries, such as severe medical illness or job loss, while others crumble if someone
looks at them the wrong way on the street. People who are very vulnerable to
self-esteem threats are sometimes said to have fragile self-esteem. Consider the
difference between Mr D and Ms E:

Mr D, a 50-year-old man with a wife, two children, and a large mortgage, was laid off after 20
years at the same job. He was quite surprised and shaken by the experience. After many late-night
discussions with his wife, they decided that for the next year she would return to nursing, which
she had done prior to having children, and he would assume the primary child care role while
looking for a new job. Although he initially felt a bit sheepish on the playground with the ‘‘moms,’’
he enjoyed being closer to his children’s lives, used the time to do more physical exercise, and
ultimately found a job that was more in line with his interests. In his journal, he wrote that the
year had helped him to become a better person.

Ms E, a 26-year-old single woman, began to have some mild acne on her face. As a result, she
became distraught, avoided social situations, and worried constantly that she would never have a
long-term relationship.

For the family breadwinner, the loss of a job is enough to make anyone lose some
self-regard. Yet, despite some anxiety, Mr D is able to right himself and to create a
situation in which he has minimal loss of self-esteem. In contrast, Ms E’s sense of self
completely crumbles when she has a relatively minor cosmetic problem. We would
say that Ms E is more vulnerable to self-esteem threats than Mr D. Sometimes people
have particular types of self-esteem threats to which they are especially vulnerable.
For example, a person might be able to handle critiques from people at work but be
very sensitive to criticism from a parent.

Self-esteem vulnerability is often apparent in the way someone reacts to being
compared with others. Some people have no difficulty maintaining good feelings
about themselves when they lack something that others have, while others find this
intolerable. When people are so unable to tolerate this situation that they need to
destroy what others have, we say that they are envious; if they just want to be on par
with others, we say that they are jealous [14].

Examples

Walking into a party, Ms F sees an acquaintance wearing a dress that she knows is more expensive
than she could afford. In a loud voice, Ms F says, ‘‘Some people wear the most garish outfits. It’s
so inappropriate.’’ She feels good when she sees the acquaintance blush and walk out of the room.

At the same party, Ms G sees a woman wearing a scarf in a fashion that she admires. She
momentarily feels that her own outfit looks dated. She makes a mental note to try to buy the same
scarf so that she can wear it in that way. The next day, she runs out to buy it.

Ms F is envious; she needs to destroy the other woman’s enjoyment of having the
dress. On the contrary, Ms G is jealous; as long as she has the new scarf, she does not
need to destroy the other woman’s experience of having it as well.
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Internal response to self-esteem threats

When people experience a threat to their sense of self, they respond in a way that
helps them to buoy their self-esteem. This entire process may occur unconsciously.
The mechanisms they use to buoy their good feelings about themselves begin to
develop in childhood and coalesce into fairly stable patterns by adulthood. More
adaptive patterns restore positive feelings flexibly while maintaining other functions,
such as relationships with others. Less adaptive patterns are more brittle and often
jeopardize other functions and relationships [15].

Less adaptive internal responses

Less adaptive internal responses to self-esteem threats include inflating or deflating
one’s sense of self. Grandiosity is a massive and unwarranted overconfidence
that protects people from the pain of facing their limitations. People who rely on
grandiosity are often described as narcissistic [16]. They tend to externalize their
failures, become enraged and demanding, and belittle others. They are unaware that
although this allows them to preserve their self-esteem, it is often at the expense of
their relationships with others. Consider Ms H:

Ms H is a 32-year-old woman who is supported by her parents and who would like to be a writer.
She says that she has heard you can make a lot of money writing screenplays and that she has a
great idea for one she is planning to write. Although she has never had anything published, she
says that she’s ‘‘more talented than most of the hacks out there.’’ In addition, she says that she has
the name of a VIP in the TV industry and she is sure it will ‘‘just take one phone call.’’

In contrast, deflating one’s sense of self leads to self-deprecation and
masochism [17]. Unable to think of redeeming qualities about themselves, people
who respond in this way often self-sabotage and deny their own needs:

Ms I is a 32-year-old woman who is supported by her parents and who would like to be a writer.
She says that she’s sure that she’ll never succeed in writing because she really has no talent. She
downplays the fact that she has already had several pieces published, saying, ‘‘they were all in
minor magazines.’’ She is currently taking a writing course at the extension division of a local
community college. At the end of her first assignment, her teacher wrote, ‘‘Really good! Looking
forward to your next draft,’’ which Ms H interpreted to mean that the piece was terrible.

In the face of failure, both of these function poorly, often leading to depression and
even the risk of suicide.

More adaptive internal responses

People with more adaptive responses may react to self-esteem threats by becoming
more or less competitive. Although these responses may have less impact on the
person’s global ability to function, they may still cause difficulties and distress.
Consider these examples:

Growing up with an older sister who was a star athlete on three varsity teams, Ms J has always been
a very competitive tennis player. Although she has become good, many people don’t like to play
with her because of her abrasive manner and her insistence on keeping score during casual games.
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Mr K owns a catering company that is doing very well. After becoming very anxious while
competing with colleagues for ‘‘important events,’’ he now often ‘‘forgets’’ to get his bid in on time
for big jobs. He says, ‘‘I prefer to stay small,’’ although he sometimes tells his wife that he wishes
that he could make more money.

Ms J deals with feelings of insecurity by becoming more competitive, while Mr K
deals with similar feelings by staying on the sidelines.

The most adaptive responses to self-esteem threats tend to be flexible and to utilize
the most adaptive defenses (see Chapter 6). Humor, sublimation, and altruism help
people to restore good feelings about themselves without sacrificing other functions
or relationships.

Example

Mr L was unable to pursue his dream of going to law school because he had to take care of his
dying mother. He took over the family business and made a comfortable living. He was able to pay
for his brother, M, to go to law school, and he is proud of M despite some feelings of regret about
his own failed plans. When M complains about how difficult his courses are, Mr L laughs and puts
his arm around him, saying, ‘‘Don’t worry, you’ll do fine on your exams. And you’ll have to help
me out in my old age!’’

Altruism and humor help Mr L to deal with a profound disappointment that could
have derailed his good feelings about himself.

Use of others to help regulate self-esteem

We all desire admiration from the people we love. Nothing feels as good as hearing
‘‘great work!’’ for a job well done. When given in appropriate amounts, admira-
tion is central to the development of self-esteem (see Chapter 17). Some people,
however, require constant attention, praise, and validation from others to manage
their self-esteem. They fish for compliments, repeatedly ask for validation, and make
themselves the center of attention – often to such a degree that they deplete family
and friends with their constant demands. These people require the input of others in
order to regulate their self-esteem. They may even act as if other people exist solely
to boost their self-esteem, indicating a lack of empathy (see Chapter 5) [18].

Examples

When Ms N’s therapist told her that she was going to be out for 3 months of maternity leave, Ms
N cried and said, ‘‘I can’t believe that you’re going to be out then. That’s right when I’m going to
have my annual review – it will be the hardest time of the year for me!’’

After work, Mr O launches directly into talking to his wife about his day and asking her whether
she thinks that he made good decisions before even kissing her hello.

Ms N displays a striking lack of empathy in thinking only of the way her therapist
helps her to maintain her self-esteem. Similarly, Mr O sees his wife as existing only
to validate his own experiences.
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People with more adaptive self-esteem regulation strategies are able to take advice,
metabolize it, and make their own decisions. They take pleasure and pride in their
accomplishments without relying exclusively on others for praise.

Example

On her way home from work, Ms P smiled to herself as she recalled what a good job she had done
on her presentation. When she arrived home, she made dinner and helped her children with their
homework. Although she didn’t discuss her day with anyone, she went to bed with a good feeling.

Ms P was able to feel good about her work performance without input from
anyone else.

Learning about patterns related to the self

Learning about someone’s patterns related to the self involves active listening and
questioning. The following are some guidelines to help you understand this critical
area of functioning:

Learning about self-perception

Sometimes direct questions about identity and fantasies can be helpful. For example:

Do you think that you have an accurate sense of your strengths and difficulties? What do others
say about that? Do they tend to think that you can do more than you think that you can?

Do you think that you won’t be able to do things that you actually can – or is it the other way
around?

Would people describe you as someone who knows who he/she is?

Learning about self-esteem

Learning about self-esteem vulnerability

Asking direct questions about envy, jealousy, and self-esteem vulnerability can make
people anxious and defensive. Instead, try asking questions about common situations
to learn about this area:

How do you feel when you’re in a group of people who seem to be wealthier/more accomplished/more
highly educated than you are?

Tell me about a time when you didn’t get something you really wanted. How did it make you feel?

How do you feel when a friend accomplishes something that you haven’t been able to do?

All people have things that make them feel less than good about themselves. What kinds of things
make you feel that way?
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Learning about internal responses to self-esteem threats

Listen for stories that have to do with disappointments or failures, and ask questions
that will help you to learn about the person’s response. For example:

Do you tend to feel that others around you are incompetent?

Do you generally feel like the smartest/least intelligent person in the room?

Do you think that people would tend to describe you as a competitive person?

How do you generally go about getting something you want?

Learning about use of others for self-esteem regulation

Do you know when you’ve done a good job without needing to hear praise from others?

Are you able to make decisions without input from others?

Describing self-experience

Using the variables outlined earlier, here’s how we might describe Mr Q’s patterns
related to the self:

In his patterns related to his sense of self, Mr Q has prominent difficulties and some strengths.
He has difficulty with self-perception, as evidenced by his prediction that he will be promoted to
manager despite repeated negative annual reviews. This suggests that he has grandiose fantasies
of the self that are not consonant with his actual abilities. He has a fairly consolidated identity
related to his family, as he is proud of being an involved father of two teenage daughters. He
has significant difficulty with self-esteem. Although Mr Q can tolerate minor self-esteem
threats, such as being cut off by another driver on the highway, he is extremely vulnerable to
more significant threats, such as being criticized by his boss at work. These threats lead him to
become irritable and intolerant of others, including his wife and children (internal response to
self-esteem threat). He frequently uses others for self-esteem regulation; for example, at
dinner, he will often talk exclusively about himself and his accomplishments. He also tends to have
friends who are younger than he is and who look up to him, and he will occasionally flirt with
young women in the office whom he is convinced see him as very attractive.

As we can see from this example, self-experience also has a major impact on
relationships, which is the subject of Chapter 5.

Variables for describing the SELF

Self-perception

identity

fantasies about the self
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Self-esteem

vulnerability to self-esteem threats

internal responses to self-esteem threats

use of others to regulate self-esteem

Suggested activity
How would you describe Mr A’s patterns related to the self?

Mr A is a 43-year-old man who is married and has two children. He has had many different
jobs over the years – he drifts from job to job without a real sense of direction. At one point,
he decided that he wanted to be an artist and gave up his job, rented a nearby garage, and
began painting – despite never having had any art training. He has contempt for people
who ‘‘settle’’ for ‘‘mainstream’’ careers, despite the fact that he often envies their lifestyles.
‘‘They’re working stiffs, but they get everything good in life,’’ he complains. His wife and
children have followed him in his meanderings – when they get frustrated, he says that they
don’t appreciate him.

Comment

Mr A has difficulty with self-perception and self-esteem regulation. His sense of identity
is poorly formed, as evidenced by his vague career trajectory. His attempt to become a
painter without training or indication of aptitude suggests that his fantasies about himself
are not consonant with his realistic talents and limitations. He regulates self-esteem by
becoming grandiose and contemptuous of others, and he is exquisitely vulnerable to
self-esteem threats. His lack of empathy for the difficulties he is causing his family
members suggests that he uses others to help regulate his self-esteem.



5 Relationships

Key concepts

The capacity to have relationships is central to the way people function and develop.
We can describe a person’s relationship patterns according to the following variables:

• trust

• sense of self and other

• security

• intimacy

• mutuality

For most of us, relationships with family, friends, significant others, and colleagues
provide us with some of the most rewarding experiences of our lives. Yet, relation-
ships can also be a source of frustration, pain, and confusion. For example, consider
a smart but lonely 32-year-old man who is always attracted to unavailable women,
or an ambitious middle-aged woman who continuously thwarts her chances for
promotion by alienating her bosses. By the time we are adults, we tend to form rela-
tionships according to certain patterns which can be more or less adaptive. Being able
to describe these patterns is central to understanding how people function [19, 20].

Defining the area: relationships

Relationships are the interactions that we have with people in our lives. There
are many different kinds of relationships: the parent–child relationships of early
childhood, the peer friendships of later childhood, and the romantic and sexual
relationships of adulthood. Relationships can be fleeting or long-term, deep or
superficial. Some people have many relationships, while others have few. Most
people are capable of having many different types of relationships.

Variables for describing patterns related to relationships

We can describe a person’s patterns of relationships with others using the following
five variables:

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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• trust

• sense of self and other

• security

• intimacy

• mutuality

Trust

The ability to trust others is essential for having meaningful, mutually satisfying
relationships. This could be a relationship with a family member, a lover, a spouse,
or a colleague. Trust allows people to count on one another, to believe that they will
be taken care of, and to have confidence in the consistency of their relationships. Lack
of trust leads to constant fear of aggression from others, a sense of being neglected,
and a perennial feeling of aloneness.

Trust in others develops during the earliest years and depends on both temper-
ament and early relationships with caregivers (see Chapter 10) [21–23]. But before
we can think about the origin of a person’s capacity to trust, we first have to be able
to determine whether or not that trust exists. Let’s consider these examples of two
70-year-old men who present for therapy with the chief complaint that they don’t
know what to do with themselves since retiring:

Mr A says that his company ‘‘tossed him out’’ after years of good service because, ‘‘it’s a dog eat
dog world out there.’’ Although married, he says that his wife spends most of her time with her
family because, ‘‘I guess blood is thicker than water.’’ He no longer speaks to most of his friends
and acquaintances because, ‘‘they all just want money from you in the end.’’ When his therapist
suggests that he is depressed and could benefit from medication and therapy, he says, ‘‘Yeah, how
much did the drug companies pay you to say that?’’

Mr B is a small businessman who just turned over his store to his son. ‘‘He’ll do a great job,’’
he says, ‘‘and I want him to be able to give his family the same good life that I gave my kids, but
I still want to feel that I’m doing something useful.’’ He came to therapy at the suggestion of a
close friend with whom he has shared his misgivings about retirement. ‘‘It’s tricky to shift roles –
I think that I can do it but I want to talk it through.’’

Both Mr A and Mr B are facing challenging moments of transition that could be
difficult for anyone. Mr A is having more difficulty, however, because he does not
trust that others care about him. This has led to a lifelong pattern of vigilance,
bitterness, and isolation. On the other hand, Mr B trusts that others care about him
and, at age 70, is cushioned by loving relationships. These differences are also clear
in the way the two men approach therapy.

Being overly trusting can be problematic, too – the person who trusts everyone or
who trusts people he/she shouldn’t may also have difficulties with trust. But having
at least one or two people who you really trust is vital for adaptive functioning.
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Sense of self and other

Being able to think about oneself and others in a three-dimensional way is critical to
having healthy relationships [24, 25]. When we say three-dimensional, we mean that
the person can think about himself/herself and others as having

• both bad and good qualities

• separate and unique feelings, beliefs, needs, or motivations

• generally consistent feelings about self and others from past to present

Consider the way in which these two people think about their bosses:

Example

Mr C says that his boss, D, is a ‘‘jerk’’ who only cares about his own promotion. He ‘‘loved’’ D
when he was recruited, but this shifted when he did not get what he considered to be adequate
personal attention. When Mr C’s bonus was not what he thought that it should be, he monopolized
D’s attention, calling and demanding meetings all day, despite the fact that D supervises over 50
people. When D explained that everyone in the department had to take a bonus cut, Mr C vilified
D for being weak and considered quitting.

Mr E thinks that his boss, F, is smart and creative but a bit passive. When he didn’t get the
bonus he thought he deserved, he made an appointment to discuss this with F. F explained that the
department had not done as well as anticipated that quarter and that everyone had taken a hit. Mr E
was disappointed, and even wondered if perhaps F had not made ‘‘enough of a case’’ for him with the
‘‘higher-ups,’’ but also understood the pressure that F was under himself. He generally works well
with F and likes his candor and collegiality but is sometimes frustrated by his less aggressive nature.

Both Mr C and Mr E were disappointed and frustrated with their bosses. However,
Mr C could see only one side of the story and only one aspect of D, while Mr E could
appreciate F’s complex nature. Mr C oscillated between ‘‘loving’’ and ‘‘hating’’ D,
while Mr E realized that F had multiple sides to his personality – some of which
he liked more than others. Mr C’s way of thinking about D is called splitting [26]–
that is, seeing people as all good or all bad (see Chapters 6 and 10). While splitting
is normal in small children, it is quite maladaptive if it persists and prevents people
like Mr C from being able to think about others three-dimensionally. In addition, it
is difficult for Mr C to imagine D as separate from himself – as far as he’s concerned,
D’s whole job is to take care of him. Consequently, it is difficult for him to have an
ongoing, meaningful relationship with D, while Mr E, despite his frustration, is able
to work with F over time. These issues can also impair a person’s ability to think in a
more nuanced way about himself/herself, leading to a chronically impoverished or
grandiose sense of self (see Chapter 4).

Mr E’s ability to think about what might be going on in F’s mind also helps
him to think about himself and others three-dimensionally. This has been called
mentalization (see Chapters 6, 10, and 18), which is the ability to think about others
as having thoughts and feelings that are distinct from one’s own [27, 28].
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Security

The word security refers to the state of being safe; security in a relationship refers
to feeling safe with another person [29, 30]. This means being able to feel that the
relationship will persist even if there are

• physical separations

• disagreements

• other negative feelings

In development, this is often called having a secure attachment (see Chapters 10 and
18) [31]. People with more secure relationships are generally able to

• tolerate a range of ambivalent feelings about other people

• have a variety of long-lasting relationships

• form relationships more slowly, taking time to get to know others [32]

Consider the following examples:

Ms G, a 29-year-old graduate student who cannot finish her thesis, recently broke up with her
boyfriend after she thought he flirted with her best friend at a party. He denies her charge and says
that he has often noticed her flirting with other men. She is angry and refuses to see either her
boyfriend or her best friend. She tells you that she met a new guy a week ago and says, ‘‘I think
I’m in love, he’s perfect!’’ She has moved all her belongings to the new boyfriend’s apartment.

Ms H is a 29-year-old graduate student who is about to finish her thesis. She lives with her
boyfriend of 2 years; they’ve talked about getting married after she settles into her new job in a
year or so. Her boyfriend’s closest friend is a woman colleague. While Ms F was mildly anxious
about this at first, she has now formed a close friendship with the woman. She occasionally jokes
about how silly she was to be worried.

Because Ms H is more secure in her relationships than Ms G she is less threatened by
the presence of another woman. This allows her to maintain the relationship despite
her anxiety.

Intimacy

Intimacy refers to closeness and familiarity. People are intimate with one another
if they share things about themselves, such as feelings, experiences, wishes, and
disappointments. The degree of intimacy that people generally share with others is
an important aspect of their relationship patterns [33]. Depending on the type of
relationship, intimacy manifests in different ways. Between lovers, sexuality may be
an important way of being intimate; between friends, sharing stories, hopes, and fears
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might forge intimacy. Without at least some intimacy, relationships are superficial.
However, because intimacy involves sharing private thoughts and feelings, it makes
many people feel anxious and vulnerable.

Some people tend toward extremes, sharing either too much or too little, while
others are better able to modulate their degree of intimacy:

Example

Mr I, a 34-year-old man, meets a woman at a bar and tells her the story of his last three relationships
before the second drink.

Mr J, a 34-year-old man, lived with his boyfriend for 3 years before he shared with him that he had
a schizophrenic brother.

Both Mr I and Mr J have anxiety about being close to their partners but they handle
it in opposite ways; Mr I tells too much too fast, while Mr J is withholding.

Patients often use the word ‘‘intimacy’’ when they talk about having sex, as in, ‘‘I
was intimate with my girlfriend last night.’’ However, just because two people are
having sex does not mean that they are truly intimate. It is important to determine
whether people are sharing feelings and private thoughts with their sexual partners
before we can say that their relationships are really intimate.

Mutuality

Consider these situations: a friendship in which one person constantly talks about
himself/herself while the other listens, a couple who both work full time but one
does all the housework, and a baseball-loving father who forces his reluctant son to
play little league every year. Each of these situations feels unfair, because it seems
as if one person is doing all the giving, while the other does all the taking. The
takers have a limited capacity for empathy (see Chapter 4) and thus do not consider
the needs of others. Without this, relationships are unbalanced and lack mutuality.
The givers may be more empathic, but they also are missing something about what
makes a relationship balanced. Relationships are mutual when both people involved
are able to give and take [34, 35]. It’s a two-way street. Consider Ms K and Ms L:

Ms K is perennially angry with her 16-year-old daughter for spending more time with her friends
than with her family. Ms K refuses to let her daughter go to a school dance because there is a family
party for a little-known cousin on the same day.

Ms L, a stay-at-home mom, spends every day shuttling her children to and from their many
activities. She lacks any time for herself. As soon as they are home, her children run up to their
rooms to play video games, while Ms L busies herself with housework. She feels guilty about
having occasional thoughts that her children are selfish and spoiled.

While Ms L gives too much and Ms K takes too much, both create relationships that
lack mutuality.
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Variability in relationship patterns

As with all areas of function, people may have pockets of strength and difficulty.
For example, a person may be able to be emotionally intimate with friends but not
with romantic partners. Another person might have a very secure relationship with
his/her partner but lack sexual intimacy. Finally, people may have strengths in some
aspects of their relationships while having difficulty in others. For example, two
people who live together and care for each other might have security and mutuality
but lack intimacy because they don’t tell each other anything private. Clarifying this
variability in relationship patterns is essential for understanding this critical area of
functioning.

Learning about relationships

Learning about trust

You can ask people about trust in a very straightforward way. During your initial
assessment, try asking questions such as

Is there someone in the world whom you really trust?

Whom do you trust most in your life?

Do you think that person would help you in an emergency?

Do you think that person really cares about you?

Do you generally feel that people will look out for you?

Do you think that I am likely to be able to help you?

Learning about one’s sense of self and others

You can start by asking

Tell me about someone who is important to you. What is he/she like?

If this leads to a very two-dimensional answer, follow up by asking

Is he/she always like that? He/she sounds wonderful/terrible, but does he/she have any flaws/good
traits?

Asking about how people see themselves can be tricky; don’t be satisfied with ‘‘I
don’t know.’’ Questions such as the following can be helpful:

How do you think that others see you?

Do you think that they think that they see you as basically the same over time, or as very changeable?



38 PART 2: DESCRIBE

You will also want to get a sense of a person’s capacity to mentalize by asking
questions such as

Tell me about a time when a person close to you disagreed with you. Why do you think he/she felt
that way?

Learning about security

The following questions will help you to describe your patient’s patterns of security
in relationships:

How do you feel when you’re alone? Does it make you feel nervous or panicky?

Are you still able to feel confident about your relationships when your loved ones aren’t with you?

Are you often worried that you will be left alone?

Do you have close friends? How many, and for how long?

Do you tend to stay in touch with old friends?

Do you date (men, women, or both)? If so, how long do your relationships generally
last?

Do you tend to start relationships slowly or quickly?

Do you tend to worry that the people you feel close to will leave you?

Can other people soothe you when you are upset?

Learning about intimacy

About emotional intimacy:

How do you think your friends/partners would describe the way you are with them?

Would you describe yourself as relatively open emotionally?

Are you comfortable telling your friends things about yourself that you’re less than proud of?

Is there someone whom you feel you can tell almost anything?

Do you tend to push people away when you start to feel close?

About sexual intimacy:

How many sexual partners do you have at any one time?

Do you have sex as often as you’d like to? How often?

Are you able/willing to initiate sex/to respond when your partner initiates it?
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Are you generally more interested in sex early in a relationship? Later in a relationship?

How close do you feel to your partner during sex?

Does having sex with your partner make you feel closer or more distant from him/her?

Learning about mutuality in relationships

Since mutuality involves give and take, you can ask questions such as

Do you feel your partner/friend/parent gives you what you need?

Do you think your partner/friend/parent gets what he/she needs from you?

Describing relationships

Here’s an example of how you might describe a person’s relationship patterns:

Although Mr M has secure relationships with each of his divorced parents and speaks to each
of them every week, he has significant difficulty in his relationships with others. In particular,
he has difficulty achieving intimacy in relationships, both with friends and romantic partners.
After college, he became a loner and currently has only one close friend. He dated a few girls in
high school and then had a long spell during which he had no relationships. His difficulties with
intimacy are further illustrated by the fact that Mr M said that he was a virgin until several years
ago when he had sex with a prostitute. He is frustrated by spending weekends alone and isolated
in his apartment, playing his guitar and reading. His pattern of having intense crushes and then
becoming quickly annoyed with his girlfriends’ ‘‘neediness’’ suggests that he has a superficial
sense of self and other and lacks mutuality. His early suspiciousness about the therapist’s fees
and policy of charging for missed sessions suggests that he might have difficulty with trust.

Although Mr M has relatively secure relationships with his parents, he has trouble
with both emotional and sexual intimacy with others. This has led to significant
frustration and loneliness and has clearly impacted his function.

Variables for describing RELATIONSHIPS

Trust

Sense of self and other

Security

Intimacy

Mutuality
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Suggested activity
What are the strengths and difficulties in these people’s relationship patterns?

1. Mr A is a 45-year-old divorced man who has joint custody of his two teenage daughters. ‘‘I’m
happiest when they’re with me,’’ he explains, ‘‘I don’t know what I’m going to do when they
move out.’’ He has had five or six relationships with women since separating from his wife 7
years ago and says that the women ‘‘start out nice but become needy in the end.’’ He has a few
male friends who live far away and with whom he rarely talks.

Comment

Strengths: The fact that Mr A was able to marry and have children suggests a
basic capacity to feel secure and to trust others. He continues to feel
secure in his relationship with his teenagers.

Difficulties: Mr A’s comment about his ex-wife points to trouble with his sense of
self and other; he has to portray his wife as ‘‘all bad’’ while there must
be some positive reason he chose to marry her and to have children
with her. He speaks only of what he needs from his children,
suggesting that he has difficulty with mutuality. His difficulty with
mutuality is confirmed by what he says about girlfriends; he has
trouble when they want more from him than he wants to give. He has
some difficulty with intimacy since the relationships he has are
relatively brief and his male friends live at a distance.

2. Ms C is a 68-year-old woman whose husband of 40 years recently died. She describes him as
‘‘the love of my life’’ and says that they took care of each other in every way, adding, ‘‘It was
almost like we were the same person.’’ They had no children and few friends. She is very lonely
now. She says she doesn’t know how to make friends and sometimes sees no one for many days.

Comment

Strengths: The length of Ms C’s marriage and the closeness she felt to her
husband of 40 years indicate her deep trust and security in that
relationship. She also describes the relationship as quite mutual.

Difficulties: The intensity of Ms C’s relationship with her husband, although
positive, was also problematic for her. Her sense of herself and other
was merged with her husband to the degree that she feels lost without
him. Ms C’s trouble making friends suggests that she has difficulty
with intimacy.



6 Adapting

Key concepts

Every day, we have to adapt to internal and external stimulation
Each person has his/her own

• thresholds for tolerating internal and external stimulation

• ways of adapting to internal and external stimulation

We have many ways of adapting. They include

• defense mechanisms

• impulse control

• managing emotions

• sensory regulation

Life is not constant. Every day, we face different amounts of stimulation, both from
outside and inside of us, that threaten our usual functioning. Some of this stimulation,
such as the excitement of success, love, or joy, is welcome, while some, such as bad
news, loss, or anxiety, is unwelcome. Overwhelming stimulation is sometimes called
stress because it puts strain on the way we live our lives [36]. Thus, we all need ways
to adapt to or manage both internal and external stimulation [37–41].

Defining the area: adapting

Adapting means adjusting. There are many types of internal and external stimulation
that we need to adjust to on a daily basis:

Internal stimulation includes

• thoughts and fantasies

• feelings and anxiety

• pain and other physical sensations

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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External stimulation includes

• relationships with others

• economic and work-related pressures

• trauma and other environmental events

Everyone has his/her own threshold for tolerating stimulation. Some people can
tolerate high levels of affect, anxiety, and environmental stress, while others develop
difficulties at much lower levels.

Variables for describing patterns of adapting

In the same way that all people have their own fingerprints, all people have their
unique, characteristic ways of adapting to internal and external pressures [3, 18,
42–44]. We can describe these using the following four variables:

• defenses

• managing emotion

• impulse control

• stimulus regulation

Defenses

When we adapt to or manage stress, we keep the amount of excess stimulation at
a level that allows us to continue functioning. We do this in many different ways,
including blocking out feelings, filtering stimuli, forgetting things, or focusing our
attention elsewhere. Sometimes we do these things purposefully and consciously,
for example, when we say to ourselves, ‘‘I can’t deal with this right now. I’m
going to think about it later.’’ Generally, however, we deal with stress without ever
knowing that we are doing it. We call our unconscious ways of adapting to stress
defenses [45–47]. Defenses function the way our sense of balance operates when we
keep ourselves upright on the deck of a boat – automatically and continuously making
tiny adjustments without our awareness. Just as our balance system automatically
senses the tiny movements of the boat and deploys muscle movement to keep us
upright, our mind senses tiny changes in our anxiety and emotional tone and deploys
defenses to keep us functioning on an even keel.

As adults, we tend to use certain defenses on a regular basis. We can describe a
person’s characteristic defenses according to how

• adaptive

• flexible

• connected to thoughts and feelings

they are.



CH6: ADAPTING 43

More and less adaptive defenses

Defenses can be classified in many ways. Since we are focusing on function, we
have grouped them on a spectrum that relates to how well they help the person to
adapt to stress while preserving function (see Table 6.1). More adaptive defenses
preserve or enhance function; less adaptive defenses hinder function [48–50]. For
example, if you’re angry with your friend, rationalizing his/her behavior helps you
to maintain the relationship, while devaluing him/her threatens it. Less adaptive
defenses ‘‘work’’, that is, they decrease the awareness of a painful feeling, but at such
a high cost that they impair function. Other examples of this are the use of splitting
to handle strong opposing feelings at the cost of being able to have meaningful
relationships, or dissociating to escape overwhelmingly bad feelings at the expense
of being able to connect to reality [51].

Note that what is adaptive in one situation may not be in another. For example,
if survival is at stake during wartime, it may be adaptive to use denial to stave off
panic, but denial of a medical condition may preclude getting essential lifesaving
care. Also, remember that people adapt to stress as well as they can in a given
situation and that even less adaptive defenses developed because they were needed
at some point in the person’s life.

Let’s think about whether Ms A’s dominant defenses help or hinder her function:

Ms A is a 45-year-old unemployed woman who comes for therapy because she is anxious, lonely,
and isolated. She rapidly forms intense, close friendships, becomes disappointed when she perceives
that friends are inattentive, and impulsively ends friendships. In the initial interview for therapy,
she says to the therapist, ‘‘You understand me so well! Can we meet again tomorrow?’’

Ms A tends to use splitting, as well as idealization and devaluation. Idealization
allows Ms A to have relationships despite her anxiety, but sets up unrealistic
expectations that destroy friendships before they can get off the ground. In addition,
her tendency to split may make it difficult for her to keep jobs. Thus, her defensive
strategy is not particularly adaptive.

Flexibility

No matter how good a strategy is for adapting to stress, it can’t work in every
situation. Consequently, people need to be flexible enough to use a range of adaptive
strategies. People without defensive flexibility often seem controlling, difficult, or
brittle. Think of the person who always has to win an argument, or who always
manages stress by making jokes – even when they’re not appropriate. In addition,
while a certain defense may work well at a particular time of life, the same strategy
may become a hindrance at a later point.

Example

Ms B is a 40-year-old woman with tremendous anxiety, which she handles by being extremely
organized and limiting the amount of novelty in her life. While this strategy worked for her when
she was a single woman, it is now impeding her children’s social schedules, her family’s vacation
options, and her husband’s leisure activities. Although her friends tell her to ‘‘just ease up,’’ she is
unable to change her patterns.
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Ms B’s defensive strategy, while helpful for keeping her anxiety within tolerable
bounds, is overly rigid and is having a negative impact on her relationships.

Table 6.1 Defense mechanisms

Defense Definition

Less adaptive

Splitting Keeping good and bad feelings separate in order to protect the good
(Ms A experienced her abusive mother as all good and her sister as all bad.)

Projection Perceiving unacceptable qualities or feelings as originating outside of
the self

(Mr B worried that his friend did not like him when actually he did not like
his friend.)

Projective identification Projecting a thought or feeling into another person, then interacting
with that person to make him/her experience the projected feeling

(Ms C is unaware of her anger at her boyfriend; she is then one hour late to
their date, making him angry with her.)

Pathological
idealization and
devaluation

Attributing overly positive or negative feelings to others
(At his first therapy session, Mr D tells his therapist, ‘‘You are clearly the

best therapist in the city. Much better than my last therapist, who was an
idiot.’’)

Denial Disavowing unacceptable feelings and thoughts
(Ms E, who has frequent seizures from alcohol withdrawal, says that she

does not have a drinking problem.)

Dissociation Disconnecting unacceptable thoughts and feelings from current
reality

(Mr F had no memory of being yelled at by his boss.)

Acting out Expressing unacceptable thoughts or feelings in actions
(After a difficult therapy session, Ms G ate a gallon of ice cream.)

Regression Using coping strategies from earlier periods of development to deal
with stressful events or feelings

(During exam week, Mr H stopped showering and cleaning his room.)

More adaptive

Isolation of affect Forgetting a feeling while remaining conscious of the associated
thought

(Ms I said that she had no feelings about having been left by her husband.)

Intellectualization Replacing painful or uncomfortable feelings with excessive thinking
(Mr J dealt with his cancer diagnosis by focusing on extensive research data

about the disease.)

Rationalization Explaining unacceptable behavior or feelings in a logical manner
(Ms K said that she was glad that she was fired because she never liked her

job.)

Displacement Redirecting feelings or impulses to other people or activities
(Unaware of his anger at his wife, Mr L explodes at his son.)

Somatization Experiencing uncomfortable feelings or thoughts as physical
symptoms

(After her bad review, Ms M develops a headache and takes a sick day.)
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Table 6.1 (continued)

Defense Definition

Undoing ‘‘Fixing’’ unacceptable thoughts or feelings or behavior by opposing
behaviors

(Ms N treats her best friend badly and then buys her an especially nice
birthday present.)

Reaction formation Reversing an unacceptable feeling by experiencing it as its opposite
(Irritated by his toddler, Mr O becomes overprotective.)

Excessive emotionality Forgetting a thought while remaining aware of the associated feeling
(Unable to acknowledge his ambivalence about getting married, Mr P was

anxious and irritable during the entire wedding planning process.)

Identification Striving to be like another person to deal with jealous or competitive
feelings

(Ms Q gradually began to dress exactly like her more popular roommate.)

Externalization Perceiving internal conflicts or experiences as arising from external
circumstances

(Mr R blames his tenuous position at work for making him feel unsure of
himself.)

Sexualization Expressing uncomfortable thoughts or feelings as flirtatiousness or
overly sexual behaviors

(Anxious about a job interview, Ms S dresses inappropriately in overly
revealing clothing.)

Repression Keeping uncomfortable thoughts, feelings, and fantasies from
conscious awareness

(After an unpleasant therapy session, Ms T forgets to come to her next
appointment.)

Turning against the self Blaming oneself rather than experiencing unacceptable feelings
toward another person

(Mr U blamed himself when his irritable mother stopped talking to him.)

Most adaptive

Humor Expressing uncomfortable thoughts or feelings as jokes
(After she was left by her fiancé at the altar, Ms V said, ‘‘I knew we should

have chosen another caterer.’’)

Altruism Turning painful feelings into doing for others
(After his father died of cancer, Mr W finds comfort in starting a foundation

to provide support for patients with cancer and their families.)

Sublimation Converting unacceptable impulses into more useful forms
(When sad, Ms X makes startlingly beautiful, mournful paintings.)

Suppression Consciously deciding not to focus on difficult thoughts or feelings
(Faced with a deadline at work, Mr Y decides not to focus on an ongoing

conflict he is having with his family.)

Adapted from Gabbard [47]
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How defenses deal with thoughts and feelings

Some defenses work by keeping stressful feelings out of awareness, while others
work by keeping stressful thoughts out of awareness. Consider the way two men
deal with the stress of their recent divorces:

Mr C says that it is a good time to divorce because property values are high and it will be easy to
sell the house.

Three weeks after his divorce, Mr D became extremely anxious about a mole on his leg and began
racing around to dermatologists for different opinions.

Mr C uses rationalization, which allows him to keep his feelings out of awareness
while remaining aware of his thoughts. Mr D uses somatization, which keeps his
anxious feelings conscious but his thoughts about the divorce out of awareness.
People who tend to use defenses that keep feelings out of awareness are sometimes
said to have an obsessive defensive style, while people who tend to use defenses that
keep thoughts out of awareness are sometimes said to have a hysterical defensive
style [52].

Managing emotions

The excitement of taking your first steps, the pride of graduating from college, the joy
of watching your child being born – without these feelings, life would be colorless.
It’s also important to be able to experience more difficult feelings, such as sadness,
loss, and disappointment. They help us to understand ourselves and others – without
them we would have trouble learning from experience, feeling empathy, and having
relationships. Feelings also motivate us and give us ‘‘zest’’ for life. Some people are
more able to experience, tolerate, and express a wide range of feelings than others,
as in these examples:

Mr E I just love being with my grandchildren. They’re so full of life! Just watching them go back
and forth on the swing takes my breath away. I can’t wait to see them again!

Mr F We spent the day with the grandchildren. We had lunch. My daughter has her hands full.
Guess we’ll see them again in a few weeks.

Two grandfathers, two different experiences. Mr E is full of feeling – you can almost
hear the excitement in his voice. Mr F sounds flatter, less feeling-filled. Noting
whether the person has a range of feelings is also important – it can’t be all good or
all bad.

While it’s important to be able to experience feelings, it’s also important to be able
to manage them. Out-of-control feelings – whether they’re positive or negative – can
be overwhelming and stressful. Every individual has a different capacity to tolerate
feelings, including anxiety. For example, consider Ms G and Ms H:
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As she listened to her boyfriend breaking up with her, Ms G began to feel out of control. She started
to scream uncontrollably, then went to the cabinet and began breaking plates.

As she listened to her boyfriend breaking up with her, Ms H felt many feelings. She sat quietly
and waited for him to finish. She knew that she could not respond right away without getting
very upset. She told him that she needed to leave, drove home, and took a hot bath. Later that
evening, she cried as she told the story to her roommate. They made dinner together and watched
a movie.

While they were both upset, Ms H could manage her feelings and keep herself
reasonably calm, while Ms G could not.

Note that people may have difficulty managing emotions either because they have
trouble handling even small amounts of anxiety or emotions or because they are
overwhelmed by chronic anxiety and mood symptoms.

Impulse control

Impulses come in many forms. People with difficulty controlling impulses can have
trouble with

• managing appetites (substances, food, sex)

• gambling

• controlling aggression/violence

• stealing

Consider these two impulsive people:

Mr I loves to eat. He is quite obese and his cholesterol is too high. He wakes up every day saying,
‘‘I’m going on a diet today,’’ but by 7 pm he’s tearing through his cabinets and freezer, looking for
cookies and ice cream. He often eats in secret so that his family is not aware of how much he is
eating. He goes to sleep feeling defeated every night.

Ms J has a hard time not speaking in class. She always feels that she has something really
interesting to say, and she always has her hand in the air. In her last class evaluation, her professor
suggested that she might want to ‘‘give some of her classmates some air time,’’ but even when she
tries to stay quiet the words just seem to ‘‘pop out.’’

Being impulsive isn’t necessarily always bad. Sometimes, being overly controlled
can be problematic. The person who is unable to do anything spontaneous – from
buying a new pair of shoes to agreeing to an impromptu gathering after work – often
has difficulties in relationships with others. Similarly, risk-taking, which is inversely
related to impulse control, can lead to self-destructive behavior but can also be
essential for large-scale business moves. For some, risk-taking activities, like bungee
jumping and scuba diving in caves, is pleasurable, while for others it is terrifying.
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People control their impulses in many ways. They learn to slow down, delay
gratification, and count to 10. Some can do it on their own, but others need the support
of 12-step programs or religious beliefs. Understanding and describing a person’s
successful strategies for controlling himself/herself is as important as documenting
his/her struggles with impulse control – again, remember your patients’ strengths
as well as their difficulties.

Sensory regulation

Noise, smells, textures – these stimuli are everywhere and we need to be able to adjust
to them. As with the other types of stimuli we have discussed, people vary widely in
their ability to tolerate and adapt to these sensations. Some people startle easily when
they hear a telephone ring, or become nauseated if they sense a whiff of a bad odor;
others are oblivious. Some people enjoy very stimulating environments, like rock
concerts or Times Square on New Year’s Eve; others are bothered when the sounds
of children playing disturb them during walks in the park. Difficulty adjusting to
sensory stimuli can be a major impediment to functioning. Consider Ms K:

Ms K is unable to use public transportation of any type, including air travel, because of her
intolerance of the way other people smell. While this is a particular problem on subways and
buses, she cannot tolerate the faintest whiff of another person’s smell, including perfume. This has
caused her difficulties at work and play since she has not been able to attend important out-of-town
conferences or travel to family gatherings.

Ms K’s inability to adapt to sensory stimulation is disrupting her function and is thus
an important aspect of her capacity to adapt.

Learning about how someone adapts

Learning about defenses

Here are some questions that can help you learn about your patients’ defensive
style:

What’s your sense of how you react to anxiety and strong feelings? Would others agree?

Do you feel you always react in the same way, or do you feel you have different strategies depending
on the circumstances?

Here are some questions you can ask yourself that can help you answer these
questions:

Does this person tend to use splitting as a dominant defense?
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Does this person’s defensive style seem to get in the way of his/her interpersonal relationships?

If you offer alternative ways of looking at things, is the person flexible or unable to shift perspective?

In talking to you, does the person use many feeling-filled words?

Does what the person say seem dry or devoid of feelings, even when he/she is talking about
something painful or exciting?

When talking about something painful, does the person show his/her feelings? Does he/she offer an
explanation/excuse for the feelings?

Do you feel caught up in the patient’s dramatic storytelling? Or do you feel bored and detached
from what the person is saying?

Learning about impulse control

Many clinicians ask about substance use and eating disorders, but learning about
impulse control and judgment involves much more than that. We want to be able to
describe the kinds of problems that people have with impulses, but we also want to
describe the individual ways they try to curb impulses. Questions like the following
can be helpful:

Do you think that people would describe you as a risk-taker?

Do you ever feel that you’re too impulsive?

Would someone describe you as having a quick temper?

Do you tend to hang back or just jump into things?

Do you find it hard to keep from doing things you think you probably shouldn’t do?

Do you ever drink/eat to excess? If so, how much?

What types of things do you do to keep yourself from being impulsive?

Learning about managing emotions

What happens when you get angry or anxious? Can you ‘‘sit’’ with the feeling or do you feel driven
to do something? If so, what?

Would people describe you as calm and even-tempered? As volatile?

Do you ever become physically violent with others? What happens?

Learning about sensory regulation

Do you think that you’re particularly sensitive to things like loud noises or smells?

Do you ever experience the environment in ways that you think that others don’t?
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Describing adapting

Here is how we might describe someone’s capacity to adapt using the variables we
have outlined:

Ms L’s ability to adapt is a major strength. Chronically ill with rheumatoid arthritis since
childhood, she uses highly adaptive defenses to deal with stress. For example, she runs a
foundation for children with rheumatoid arthritis that raises millions of dollars a year and gives
her significant satisfaction (sublimation), and when people stop her on the street and comment on
her use of a cane at such a young age, she often uses humor to deflect the confrontation. In highly
stressful situations, she can cry and become dramatic, using defenses that tend to emphasize
emotions. Her range of defenses is fairly flexible. If anything, her impulse control is too
good – she loathes taking chances and this has sometimes led her to miss opportunities.

This description takes into consideration both types of defenses that Ms L uses,
as well as their flexibility and the way they handle thoughts and feelings. It also
considers her impulse control.

From here, we’ll move on to consider cognition, our fourth area of functioning.

Variables for describing ADAPTING

Defense mechanisms

more adaptive/less adaptive

flexibility

connection to thoughts and feelings

Impulse control

Managing emotions

Sensory regulation

Suggested activity
How would you describe Mr A’s patterns of adapting?

Mr A, a 65-year-old man, has just been told that he has prostate cancer. He begins complaining
of headaches and toothaches and constantly shuttles back and forth to doctors and dentists. He
is irritable and tells everyone he knows how frightened he is. His incessant phone calls lead
his friends to begin to avoid him. In order to try to take his mind off his impending treatment,
his wife tries to engage him in refinishing their dining room table, which he has wanted to do
for many years, but he is unable to refocus. She is becoming increasingly exasperated with
him and says that this is exactly how he behaved when their son had trouble with drugs many
years before.
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Comment

Mr A’s primary defense is somatization. This defensive strategy, which leads him to
overuse medical and dental care and threatens his relationships, is not particularly
adaptive. His inability to shift coping strategies during the current crisis, as well as the
similarity between his current mechanisms and those he employed many years ago,
suggest that his patterns for dealing with stress are quite inflexible. He also has difficulty
managing his emotions, and has poor impulse control, as evidenced by his inability to
restrain himself from calling friends repeatedly. Finally, his preoccupation with minor
physical pain may reflect impaired stimulus regulation.



7 Cognition

Key concepts

The way people think is central to the way they function.
We can describe cognitive function using the following variables:

• general cognitive abilities

• decision making and problem solving

• self-reflection and reality testing

• mentalization

• judgment

Defining the area: cognition

Cogito ergo sum – Descartes famously asserted that the fact that we think is evidence
of our existence [53]. The way we think is reflected in almost everything that we
do, including problem solving, organizing our thoughts, remembering things, and
focusing our attention. Some people have strengths in one area of cognitive function
but difficulties in another – consider the absent-minded professor who, while being
a brilliant lecturer, is disorganized and always late to appointments. Rather than
placing a value on one type of thinking over another, we want to describe all of the
ways in which people think and to determine how adaptive they are.

Being able to describe someone’s cognitive function is essential to the process of
constructing a psychodynamic formulation for several reasons. First, the way we
think is key to our function, and thus, we want to be able to hypothesize about its
development. Second, the way we think can affect other aspects of our development.
For example, when children have problems with attention or organization, it may
affect the way they perceive themselves (self-esteem) and how they are viewed and
treated by teachers and peers at school (relationships with others). Finally, since
cognitive functions develop and change over the course of a person’s lifetime (see
Part Three), carefully observing and describing problems in this area can give us
clues as to when problems may have occurred for an individual during development.

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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Variables for describing cognition

Reviewing the wide range of cognitive functions is beyond the scope of this book.
However, we can think of some general clusters of cognitive functions that are
essential to describe. They are

• general cognitive abilities

• decision making and problem solving

• capacity for self-reflection and reality testing

• mentalization

• judgment

General cognitive ability

How smart is he? Why does she keep forgetting things? Why can’t he keep track
of his homework? As therapists, these are questions we ask ourselves about our
patients every day, and they relate to our patients’ general cognitive abilities (see
Table 7.1). While assessing these areas of function sometimes requires formal testing
(e.g., intelligence, memory, attention) [54], we can and should make comments about
general function in these areas, particularly when they represent clear strengths or
difficulties:

Examples

Ms A started winning science contests in the third grade. She had her first patent in college and
was awarded tenure at MIT at age 28.

Mr B presents with difficulty staying focused on tasks at work. He says that he could never focus
on homework and had to repeat 2nd grade twice.

Ms C, who is CEO of her own company, comes to every session having forgotten something – her
keys, your check, her umbrella. ‘‘It drives my husband crazy,’’ she says, ‘‘I remember everything
at work, but in my personal life – forget it!’’

Mr D, who was a professor in his home country, immigrated to the United States at age 60 and
has never felt fully comfortable communicating in English.

The cognitive function of these individuals will affect their functioning in every other
area – the way they think about themselves, their relationships with others, how they
adapt to stress, and their work and play. This is true for all of us, but is particularly
significant when cognitive function represents a major strength or difficulty.

Table 7.1 General cognitive abilities

intelligence
memory
attention
speech and language
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Decision making and problem solving

People make decisions and solve problems in very different ways. Think about the
variety of methods that people use when choosing a new car:

Mr E buys a Buick because that’s the car his father always drove.

Mr F goes into the first dealership he sees and buys a car off the lot.

Mr G chooses his car because of the color.

Mr H reads 3 years’ worth of Consumer Reports articles about cars, test drives five models, creates
a rating system, and ultimately buys the car that gets the most points according to his scale.

All of these people have the capacity to make decisions, but their decision making
processes are vastly different. People vary widely in the way they make decisions.
Some people are very detail oriented, while others are more impressionistic; some
people make decisions based on research, while others are guided by ‘‘hunches.’’
Some people are planners, and some ‘‘take things as they come.’’ Still others have
considerable creative talents that help them not only with solving problems but
also with everything from inventing new recipes to making scientific discoveries.
Consider the way Ms I and Ms J plan their parties:

Ms I is having a party. She creates a list of things that she needs to do and checks them off as she
goes. A week before the party, the caterer calls and tells her that she has broken her leg and will not
be able to do the job. Ms I pulls out the list of caterers that she originally considered and begins
calling them until she finds one who is available.

Ms J is having a party. She changes her mind five times about the theme and the type of food to
serve. She doodles ‘‘things to do’’ on the backs of napkins and then never refers to them. When she
goes to the bakery the night before and finds out that they are sold out of the desserts she wanted,
she turns on her favorite music and bakes all night.

Ms I is organized, attends to details, thinks ahead, and is able to problem solve in
a calm manner. On the contrary, Ms J is more spontaneous, frequently changes her
mind, and solves problems in an emotional way. Ultimately, both parties could be
great successes, but the thought process that went into planning them would have
been quite different. Our job is not to judge which is better, but to describe our
patients’ problem solving styles and to think about how they positively or negatively
impact function.

Problem solving requires the ability to organize thinking, plan ahead, and think
creatively (see Table 7.2). As with general cognitive abilities, these capacities can
have a major impact on the development of other functions as well.

Example

Ms K, an 18-year-old college sophomore, comes to her session saying that all of her friends ‘‘hate’’
her. ‘‘They put me in charge of signing up for the housing lottery and I screwed the whole thing
up. It’s so confusing! I knew that it was coming up but couldn’t get it together to get all the papers
in, see the rooms – I just couldn’t cope. What am I going to do?’’
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Ms K’s inability to organize this project and to problem solve creatively has clearly
gotten in the way of her relationships, and this is probably not the first time that
something like this has happened to her.

Table 7.2 Problem solving abilities

decision making
problem solving
organizing thoughts
planning
creative thinking

Self-reflection

Another important aspect of thinking is the capacity to examine one’s own thoughts
and behaviors. This is called self-reflection [55]. Some people do this naturally, asking
themselves questions like, ‘‘I wonder why I said/did that?’’ while others are more
likely to say, ‘‘It is what it is,’’ and go no further. Self-reflection is the ability to step
back, sometimes just a little bit, from one’s experience in order to try to understand
it. Psychological mindedness [55], which is related to self-reflection, is the ability to
think about possible unconscious motivations for one’s thoughts, feelings, and behav-
ior. Being able to self-reflect helps people to learn about and improve their feelings
about themselves and their relationships with others. For example, consider Mr L:

The week before Valentine’s Day, Mr L and M, his girlfriend of 1 year, walk past a flower shop.
As they pass, his girlfriend says, ‘‘Yellow roses are my favorite.’’ On Valentine’s Day, Mr L gets
M a card. Later that night, M starts to cry and says, ‘‘I thought that you were going to buy me
roses!’’ Mr L is mystified and says, ‘‘Why would you think that?’’ When he buys M a card for her
birthday 2 months later, she breaks up with him. Mr L feels blindsided, telling his therapist, ‘‘You
can’t get it right with women.’’

Unable to be self-reflective, Mr L does not ask himself how he might have contributed
to the situation.

The capacity for reflection is also related to reality testing [55]. Reality testing is
the ability to differentiate reality from fantasy. Needless to say, it is essential for
every aspect of function, from relationships to work. Some people intermittently lose
the capacity to test reality during periods of stress. Still others can test reality but
sometimes doubt their conclusions.

Examples

Ms N is sure that her boss is out to fire her because, ‘‘He found out that I have special powers and
feels threatened.’’

Ms O says, ‘‘I know that my husband is faithful, but when I get mad I always start thinking that
he’s having an affair. At those moments, I have difficulty getting perspective on that.’’

While Ms N is frankly unable to test reality, Ms O has intermittent difficulty with
this. Both issues are important to note and to describe.
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Mentalization

Mentalization (see Chapters 5 and 10) is the capacity to understand that other people
have thoughts and feelings that are different from one’s own [56]. The ability to
mentalize is central to the ability to empathize with others. Consider the difference
between Ms P and Ms Q:

When her therapist is uncharacteristically 10 minutes late to a session, Ms P says, ‘‘How could
you do this to me! You know my LSAT’s are tomorrow and I’m crazy with anxiety! What were
you thinking?’’

When her therapist is uncharacteristically 10 minutes late to a session, Ms Q says, ‘‘Hi – that’s
so weird that you’re late – you never are. I hope that everything is OK. I wonder if you had an
emergency. It can’t be easy to be a therapist.’’

Ms P can’t imagine that things could be going on in the mind and life of her therapist
that don’t relate to her, while Ms Q can. Being able to describe this ability is important
for understanding cognitive function.

Judgment

The capacity to consider the consequences of behavior, often called judgment [55],
is another cognitive function. Judgment involves not only being aware of the
appropriateness and likely consequences of an intended behavior but also behaving
in a way that reflects this awareness. In psychodynamic terms, the capacity to know
right from wrong is part of superego function [55]. As with many of the other
cognitive functions outlined, judgment is not an ‘‘on or off’’ function, but rather can
wax and wane in different circumstances.

Examples

Mr R is usually a very responsible father, but when he is drunk he often forgets to pick his children
up from school.

Ms S knows that she should use a condom when having sex with a new partner, but says that she
sometimes ‘‘gets caught up in the moment.’’

These people ‘‘know’’ the right thing to do and even have a sense of the consequences
of their behavior, but sometimes do not act on them. People’s judgment can have
an enormous impact on every aspect of their functioning and is thus important to
describe.

Learning about cognition

Learning about general cognitive function

Information about general cognitive function will come from your direct experience
with people. You can notice things like
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When they tell their story, is it organized in a coherent way?

Are they able to remember appointments and plan for new ones?

Do they come to appointments and pay bills on time?

Do they have a reasonable fund of knowledge?

You can also ask direct questions, such as

Are you someone who is usually on time or are you often late?

At your job/school are you generally able to concentrate and get your work done?

Are you generally well organized? Disorganized?

If your evaluation suggests significant problems in general cognitive function,
you may want to consider administering a brief cognitive screening test, such
as the Mini-Mental Status Examination (MMSE) [54], or referring the patient for
neuropsychological testing. The presence of cognitive problems in association with
other psychiatric disorders such as depression or anxiety should lead you to consider
the potential impact of these disorders on cognition.

Learning about decision making and problem solving

You will often learn about this from the chief complaint or from the way a person
finds time to meet or decides about starting treatment. You can also ask direct
questions about this, such as

Do you find it easy/hard to make decisions?

Tell me about a recent decision that you made. How did you reach it?

Do you typically research options or do you tend to ‘‘trust your gut?’’

When you have many things to do, do you make a list?

Learning about self-reflection

A good way to assess self-reflection is by trial interpretation. Consider the following
exchange between Ms T and her therapist:

Ms T I can’t believe I slept through my sister’s baby shower! I was so tired. I think my
alarm clock must have malfunctioned.

Therapist Well, last time you were talking about how hard it is for you that your sister is
having a baby when your relationship with your boyfriend has just ended. Do you
think maybe you didn’t want to go to the shower?

Ms T Wow, are you saying I overslept on purpose? That does kind of sound like me. I
really didn’t want to go. She doesn’t even ask me how I’m doing.



58 PART 2: DESCRIBE

Psychological mindedness does not mean understanding everything right away.
While Ms T does not immediately consider that she might be ambivalent about
her sister, she is receptive and thoughtful when the therapist asks her to consider
possible unconscious motivations. Ms T is reasonably psychologically minded and
self-reflective. A less psychologically minded person might have replied to the
therapist’s comments by saying, ‘‘No way! Of course I’m happy for her. Therapists always
think there’s double meaning in everything.’’

Learning about mentalization

A good way to assess mentalization is to ask the patient to think about how another
person thinks or feels, as in this example:

Ms U I’m so mad at my friend Jane – she hasn’t responded to my last phone call and I’m
sure it’s because she’s angry at me.

Therapist When did you call her?

Ms U About 20 minutes ago.

Therapist Do you think that there could be another reason why she hasn’t called back yet?

Ms U No – if people like you, they get back to you right away.

Ms U’s inability to think of another reason for her friend’s behavior suggests that she
has problems with mentalizing. Asking people questions like

Do you think that he/she could be looking at things differently?

How do you imagine that I might be feeling?

can help you to gauge their ability to mentalize.

Learning about judgment

To assess judgment, consider asking questions like the following:

Are you a person who tends to follow rules?

Have there been times when you broke rules? How did you decide to do that?

Would people who know you describe you as someone with good judgment?

As always, listening to stories can help here. Stories about poor investments, rule
bending, failure to use condoms and other methods of birth control, and driving
while intoxicated can tell you a great deal about a person’s judgment. If you think
that a story clearly illustrates impaired judgment, find out whether the person thinks
that he/she acted wisely. This can help you to differentiate judgment from impulse
control. For example, consider this exchange:
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Patient #1 So I met this guy at a bar and we went back to his place and had sex.

Therapist Did you use a condom?

Patient #1 No.

Therapist Was that what you meant to do?

Patient #1 Yeah, it’s fine. Plus, guys hate condoms.

This patient clearly used bad judgment. On the other hand, consider another patient’s
response to the same question

Patient #2 No, are you kidding? It’s so dangerous – but in the moment I just can’t stop to make
sure that I’m safe – I just act.

This patient knows the right thing to do but shows poor impulse control. Judgment
is still impaired, but the difference is important for the treatment.

Describing patterns related to cognition

Here is an example of how you might describe patterns of cognition in a psychody-
namic formulation:

Ms V seems to have good general cognitive function. She arrived on time for her evaluation
sessions and immediately began to tell her life story in a fluid, coherent way. She is capable of
making decisions, problem solving, and exercising good judgment, as evidenced by her recent
ability to choose and buy her own apartment, despite last-minute difficulties with the closing. Her
capacity for self-reflection seems to be a strength. When the therapist pointed out to her that her
description of her childhood as ‘‘happy’’ did not entirely fit with what she said about her mother’s
alcoholism and angry outbursts, she said, ‘‘That’s an interesting comment. I never thought
about that.’’ Despite these strengths, she seems to have difficulty with mentalization since she
could not imagine that her recent affair might have contributed to her husband’s decision to
leave her.

Finally, we’ll address our last area of functioning – work and play – in Chapter 8.

Variables for describing COGNITION

General cognitive abilities

Problem solving abilities

Capacity for self-reflection

Mentalization

Judgment
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Suggested activity
How would you describe the cognitive function of these patients?

Mr A, a talented 35-year-old interior designer, was doing very well at work until he was
promoted to manage others. He is now alternately angry and anxious and is unable to keep
track of what the members of his team are doing. He has difficulty delegating work and ends
up redoing much of what they do. He dreads the weekly meeting when he has to report to his
boss – the first time he walked in with 10 lists that ended up scattered all over the floor.

Ms B says that she is ‘‘fed up’’ with her husband because he spends too much time at work. He
has a high-profile job at a bank that pays for their lavish lifestyle, which Ms B enjoys. ‘‘Our
marital problems are all due to the fact that he’s a workaholic,’’ she says, ‘‘The only way for
things to get better is for him to just say NO the next time his boss tells him to stay late!’’

Comment

Mr A seems to have creative talent; however, he lacks organizational abilities. He also
has difficulty making decisions, particularly relating to managing his team. Ms B is unable
to mentalize and lacks capacity for self-reflection.



8 Work and Play

Key concepts

People spend most of their lives engaged in some type of work or play.
Describing whether people’s work and play are

• well matched to their developmental level/talents/limitations

• comfortable/satisfying for them

• adequate for care of self and dependents

• culturally sanctioned

helps us to understand their function in this area.

People spend their time doing myriad things. They work and study; they relax and
socialize. As mental health professionals, we don’t have preconceived notions about
what people should do in life, but we are interested in assessing whether what they
choose to do is well suited for their lives as individuals and as members of society. In
order to do this, we have to be able to describe what people spend their time doing.
Freud is reputed to have said that people need to be able to ‘‘love and work’’ [57], and
to this many have added ‘‘play’’ [58, 59]. Having discussed ‘‘love’’ (relationships) in
Chapter 5, let’s now think about work and play.

Defining the area: work and play

Work

Webster’s dictionary defines work as ‘‘physical or mental effort exerted to do or
make something; purposeful activity’’ [60]. Unless they are completely mentally and
physically incapacitated, most people in the world are engaged in some type of work.
Although we generally think about work as something that someone does to earn
money, there are all kinds of work. Work can be the following:

• For money or not for money – A 2nd grader’s work is going to school, and a
stay-at-home parent’s work is taking care of children. People who volunteer their
services are still doing work.

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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• Consistent or sporadic – Two girls might both work as babysitters, but if one
works every weekend and the other one only works now and then, their work
patterns are very different.

• In the home or out of the home – Again, it’s important to remember that a great
deal of work happens within the home, including cleaning, cooking, child-rearing,
and taking care of elders.

• Skilled or unskilled – Some work can be done with very little instruction, while
other work requires extensive training. Note that training can take many forms,
including technical schools, graduate schools, and apprenticeships.

Play

Relaxing on a beach, watching TV, reading fiction, socializing, throwing a football,
traveling, cooking – everyone has a different way of playing. People who know how
to play may have healthier emotional lives and may age more successfully [61, 62].
As mental health professionals, we often forget to ask about what people do to relax,
but patterns of play are central to a person’s function. When thinking about play,
consider the following:

• How much time it occupies in the person’s life – Two people might say that they
enjoy reading, but if one reads a few magazines a month and the other goes to two
book clubs per week, they have different patterns of play.

• Whether they play alone or with others – Some people enjoy solitary forms of
relaxation, such as building models in the basement, while others enjoy going to
huge rock concerts or throwing weekly dinner parties.

• Depth and breadth of their involvement – Some people are very involved in only
one form of play, while others try many. For example, one person might cite sailing
as her only leisure activity, but does it intensely; in contrast, another person might
cite numerous pastimes but engages in them superficially.

• Sex as play – Sex can be an important aspect of the way people relax and enjoy
themselves. Sexual activity has also been shown to be important to an adult’s
mental and emotional health [63]. It is important to ask about this part of our
patients’ lives, including whether they regularly engage in sexual activity, whether
it is satisfying, with whom they are sexually active, and whether it is in the context
of a loving relationship.

• Absence of play – If people do not mention any leisure activity, be sure to ask. It’s
crucial to find out whether there’s something that the person enjoys doing – even
if it’s watching TV or reading the newspaper. Some people, however, have no
leisure activities, indicating that they have tremendous difficulty relaxing and
enjoying themselves.
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Variables for describing work and play

Along with describing what a person does for work and play, we also want to think
about how well suited these patterns are for the person’s life as an individual and as a
member of society. To do this, we can consider whether the person’s work and play
patterns are

• well matched to developmental level/talents/limitations

• comfortable/satisfying/pleasurable

• adequate for care of self and dependents

• culturally sanctioned

Are work and play well matched to developmental level, training, talents,
and limitations?

A 16-year-old who works in a fast-food restaurant to make extra money during high
school may be highly motivated, but a 45-year-old chemist with a PhD in the same job
is underemployed. A 12-year-old boy who plays video games on the weekends with
his friends is having developmentally appropriate fun, but a 55-year-old man who
plays video games all day at work may jeopardize his job. When thinking about work
and play, we not only have to think about what the person is doing, but whether it
matches the person’s developmental phase, training, talents, and limitations.

Example

Ms A, a 35-year-old woman, spent 7 years getting her PhD in English. She won a prize for her
thesis and was offered a tenure-track position at a nearby college. She began that position, but left
after 6 months, saying that she did not like the pressure of academia. For the past 5 years, she has
worked as a fact checker at a small magazine.

Given her training, we would describe Ms A’s work as poorly matched to her level
of training.

Are work and play comfortable and pleasurable?

Fun is not just for kids – everyone needs to do things that they enjoy. Some people
love their work, while for others it is simply something that they have to do to put food
on the table. Work can also be satisfying but not necessarily enjoyable. Interestingly,
some people do not find their leisure activities pleasurable – consider the person who
hates camping but is constantly dragged into the woods by his/her partner, or a son
who hates golf but feels compelled to play with his father every weekend.
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Example

Mr B is a 40-year-old man who runs 20 miles a day. This has caused him myriad injuries and he
becomes nauseated each day before he begins his run. Mr B was a track and field star in college,
and he feels compelled to continue this regimen to fend off aging.

Although Mr B may once have enjoyed this level of exercise, it has become compulsive
and has ceased to give him pleasure.

Are work and play adequate for care of self and dependents?

People may love their work, but it may not pay the bills. Consider the writer who
is enjoying creating his novel but can’t pay for health insurance. For some people,
making a lot of money is not a high priority, but they still have to have enough
money to pay for basic expenses of living, including food, shelter, and health care,
for themselves and their dependents. Sometimes, a person is supported by a spouse
or other family members. In this situation, it’s important to assess whether this is a
mutually agreed upon situation and if it is satisfactory to the individual. Here are
two different examples of this situation:

Mr C never liked his job, while his wife is very gratified by her career. When they had children,
they decided that Mr C would stay home, while his wife would continue to work outside the home
to support the family financially.

In this situation, Mr C’s individual work does not allow him to care for himself, but
he is in a mutually agreed upon financial situation in which his wife supports the
family.

Ms D, a 35-year-old graduate student, receives monthly checks from her father to cover her rent.
This has strained their relationship and makes her feel like ‘‘a kid.’’

In this situation, Ms D’s inability to support herself is leading to problems in her
experience of herself and her relationship with others.

Play is also important with regard to self-care, since regular physical exercise is
essential for physical and mental health [64]. If a person is unable to exercise, for
example because she has to work three jobs in order to feed her family, then her
pattern of play is inadequate to care for herself.

Are work and play culturally sanctioned?

In order to fully understand a person’s work and play patterns, it’s important to
know whether they fit into the world in which the person lives. For example, if people
make their living through illegal activities, or if their leisure involves harming others
or using illicit substances, then it’s hard to say that their work and play patterns are
well suited to life in their environment.
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Example

Ms E, a 29-year-old woman who works as a teacher, says that every night after work she goes home
and drinks close to a bottle of wine. She says that it’s the only way she can relax after a hard day
at work.

Although Ms E is happy with this leisure activity, it is problematic because it involves
abuse of a substance.

Aside from work and leisure activities that involve substance abuse and frankly
illegal activities, thinking about whether work and play patterns are culturally sanc-
tioned can be tricky, particularly in cross-cultural situations. Consider the following
examples:

Mr F immigrated to the United States from a country in which it is typical for men to work
extremely long hours, precluding their ability to attend their children’s athletic events. When Mr
F fails to come to any of his son’s basketball games for 2 years, the coach calls to ask whether there
is a problem at home.

In this case, Mr F’s work schedule might be typical for one environment, but is
seemingly problematic for another.

Ms G tells her therapist that she and her husband spend every weekend with her parents. When
the therapist wonders if this makes Ms G feel dependent, Ms G explains that this is what all of her
friends from ‘‘the old neighborhood’’ do.

Again, understanding Ms G’s pattern of leisure requires sensitivity to her cultural
background.

Learning about work and play

Learning about whether work and play are well matched to
developmental level, talents, and limitations

For people who are working:

How long have you been doing the work you do?

Did this work require training? If so what kind?

If the person is trained to do one thing and is doing another, why is that?

For students:

How did you choose what and where you are studying?

Does this course of study seem like a good intellectual fit?

Are you working toward something, such as a career?
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For play:

When did you begin this leisure activity?

Do you play with people your age?

How much time does it take up in your life?

How does it fit in with other things that you do in your life?

Learning about whether work and play are comfortable and pleasurable

How do you like your work? Is it hard to go to work in the morning?

Do you find your work satisfying? Are there things about it that you find more or less enjoyable
than others?

Are there things that you look forward to doing?

Do you have fun? If so, doing what?

Learning about whether work and play are adequate for care of self and
dependents

Are you able to make ends meet? For yourself? For your family?

Are you satisfied with the way in which you support yourself financially?

Do you receive financial help from someone else (including the government)? How do you feel
about this? Are you in debt?

Are you able to get regular physical exercise? If not, why?

Learning about whether work and play patterns are culturally sanctioned

Have you ever been in trouble with the law? For what type of activity?

Do your leisure activities ever involve illicit substances?

Are you ever concerned that something that you’re doing might not be legal?

Describing work and play patterns

Using the variables that we’ve outlined earlier, let’s consider how we would describe
the work and play patterns of Ms H:

Ms H, a 45-year-old woman, has considerable strengths in her patterns of work and play.
Although trained as a lawyer, she has worked at home, taking care of her two daughters since she
had her first child 18 years ago. Although this is not consonant with her level of training, it is
a mutually agreed upon arrangement with her husband, with which she is comfortable and from



CH8: WORK AND PLAY 67

which she derives great pleasure. She is very involved with her children, taking them to activities
and volunteering at their schools. She has many ways in which she relaxes and plays, which also
bring her enjoyment and help her to stay healthy. As a college student, she rowed varsity crew;
now she stays physically active by playing tennis several times a week. She is also a member of a
book group that meets monthly.

Variables for describing WORK AND PLAY

Well matched to their developmental level/talents/limitations

Comfortable/satisfying/pleasurable

Adequate for care of self and dependents

Culturally sanctioned

Suggested activity
How would you describe the work/play function of the following people?

Mr A is a 55-year-old man who has been married for 30 years, has two grown sons, and
has worked as a sanitation engineer since he was 22 years old. He’s proud of the fact that,
although he did not graduate from high school, he owns his own home, which he says is the
‘‘hub’’ where his family gathers for dinners on Sundays, Thanksgiving, and Christmas. He
and his wife enjoy watching TV, which they do for approximately 2–3 hours each night after
dinner. An avid fisherman, he enjoys going to his fishing cabin at least once a month, joined
by his best friend and his brother.

Ms B is a 42-year-old woman who is in the 10th year of her PhD program at a prestigious
university. She finished her classwork and oral exams 6 years ago and has been writing her
thesis ever since. Most of her classmates have graduated, and some even have faculty positions.
She is an excellent teacher who has received teaching awards as a graduate student. She is
still supported by her elderly parents, who are themselves having difficulty making ends meet.
She is unhappy with her academic progress and is unable to move forward with her writing.

Mr C is a 42-year-old lawyer who has been married for 8 years and has two small children.
He works in his father’s firm, where he struggles to keep up with his fellow associates. He
lives beyond his means and constantly feels stressed about money. He was a mediocre student
in college, but matriculated at a prestigious law school with the help of his father’s friends.
Unbeknownst to his wife, he relaxes on weekends by smoking marijuana.

Comment

Mr A has great strengths in both his capacity to work and play. He has steady work that
allows him to care for himself and his family, with which he is comfortable. He takes
great enjoyment from being with his family and fishing.
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While Ms B’s work is well matched to her level of training, she is not comfortable with
her work and it is not adequate for self care.

It is likely that Mr C’s work is not well matched to his level of talent since he is
performing at a level that, if not for his family connections, he might not have attained.
Although his work allows him to care for himself and his family, his anxiety suggests
that his work is not comfortable for him. He chooses leisure activities that are not
culturally sanctioned.



Putting it Together – A Description
of Problems and Patterns

In this first ‘‘Putting It Together’’ section, we’ll illustrate how to DESCRIBE the five
areas of function that we reviewed in Part Two. Remember that there are ‘‘Putting
It Together’’ sections at the end of Parts Three and Four – as we move through the
book, we’ll continue to build the formulation. Note that each of these sections will
highlight a different clinical case. We’ll always start with the presentation, since that’s
the way you’ll first hear the case.

DESCRIBING a person’s problems and patterns is the first step toward con-
structing a formulation. The five areas that we have outlined – self, relationships,
adapting, cognition, and work and play – give you the scaffolding you need to
describe the way a person functions in life.

Let’s look at the case of Mr A to see how we might describe his patterns in the five
areas of function. Here’s how he presents at an evaluation:

Presentation

Mr A is a 64-year-old gay man who presents for an evaluation after the death of his mother 4
months ago. Mr A’s mother was 90 years old and had dementia. Several years before her death, she
had moved to a nursing home in Mr A’s town so that she could be near him. In the past few years,
Mr A visited her nearly every day. Since his mother’s death, Mr A feels ‘‘aimless,’’ and ‘‘like I’m
just drifting.’’ Mr A says, ‘‘I know she had a long, good life and I have someone in my life now. I
think I should be dealing with this better.’’

Mr A has been with B, his long-term partner, for 15 years. Mr A and B love each other and
are fully devoted to one another but live somewhat separate lives. Mr A works mostly from
home doing computer consulting, while B has a busy life as a manager at a bank. B, who is 10
years younger than Mr A, often comes home from work quite late, having had long meetings or
work-related dinners. B also travels for work, sometimes for 1–2 weeks at a time. Mr A says that
this arrangement has mostly served them well since he prefers to have time alone and B is more
social and enjoys the activity. When laws changed allowing same-sex marriage, Mr A and B were
quick to have a wedding to which they invited about 50 family members and friends. Mr A says
that although people were very supportive of them, the guests were mostly B’s friends and he felt
somewhat marginal at the event. Nevertheless, he enjoyed himself and was able to manage these
feelings. Mr A’s mother was present at the wedding. Although Mr A’s father, who died 20 years
ago, did not approve of his gay life, his mother was more accepting and had become very fond of B.
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Since the wedding, Mr A says he has started to feel more lonely. He says his work is slowing down,
while B’s work seems only to be getting busier. In addition, Mr A says he’s started feeling jealous
of the time B spends with colleagues and even occasionally feels fearful about B’s commitment to
him. Mr A says, ‘‘B always reassures me . . . but I don’t know why he thinks I’m so great. He’s
smarter, more successful, and everyone loves him. Sometimes I think that I just bring him down.
I’m lucky that he has wanted to be with me all this time.’’ Mr A says that he is looking forward
to retiring but that he’s not sure what he’ll do with ‘‘all that time,’’ adding, ‘‘I’ve never had many
outside interests.’’

DESCRIBE

Problem

Mr A is having trouble adjusting to his mother’s death. He feels lonely, aimless, and has some
sense that he should be ‘‘getting over’’ his mother’s death more quickly.

Patterns

Self
Mr A’s identity is not fully established. He identifies himself as a good caretaker (to his mother
and to B) and has been reasonably successful in his computer consulting business. However, in
the face of retirement, he feels at sea and cannot identify what he likes to do outside of his work.
Mr A seems somewhat vulnerable to self-esteem threats, particularly in his relationship with
B, whom he fears could be cheating on him, although he has no reason to suspect this. Mr A’s
self-deprecating stance toward B suggests that he may have a less adaptive internal response to
self-esteem threats.

Relationships
Mr A has both strengths and difficulties in this area. His committed 15-year relationship with B is
a strength. Lately, however, Mr A has had some difficulty with trust, as he struggles with feelings
that B could leave him. Difficulty with trust seems be internal for Mr A, as all evidence suggests
that B is committed to the relationship. While Mr A must have a good enough sense of self and
other to have maintained this meaningful relationship, he also has some difficulties in this area.
He idealizes B, which has the effect of not allowing him to see B, or himself, in more complex
ways. Mr A feels less secure in his relationship with B than seems warranted, given the strength
and longevity of their commitment to each other. His lack of close friendships confirms that he has
trouble in this area. Yet, Mr A is able to tolerate some degree of intimacy in that he has stayed
with B and also had a very close relationship with his mother. In the area of mutuality, Mr A
seems to give much more than he takes (in caring for his mother and in his stance toward B).

Adapting
In general, Mr A adapts to stress quite well. He manages his emotions and does not report
difficulty with stimulus regulation. He uses a range of defenses, some of which are more
adaptive than others. For example, he rationalizes that B’s business trips suit his own need for time
to himself. When stressed, he idealizes and projects – his apparently groundless worry that B will
leave him illustrates this. His use of altruism (caring for his mother) indicates that he is a caring
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person, yet he may use this defense in a less adaptive way in that he has difficulty receiving care
and affection from others. He is a fairly emotional person who can adapt reasonably well when
there are fewer stressors; however, in the face of his mother’s death and his upcoming retirement,
he has become less flexible in his use of defenses. He has no evidence of difficulty with impulse
control.

Cognition

This is mostly an area of strength for Mr A. His ability to run his own business suggests that he
has relatively strong general cognitive functions. He seems reasonably intelligent and he has
the skills and abilities to manage the work as well as the finances of his business. His thoughts
are well organized, and his memory appears intact. His capacity for self-reflection is only fair;
he understands that he is likely reacting to his mother’s death but he is less able to question
his jealous feelings about B. This may also indicate some difficulty with mentalization, as it is
unclear whether he can fully imagine B’s perspective (it must be frustrating for B to feel that his
love for Mr A is not something Mr A can fully take in). Mr A has no evidence of difficulties with
his judgment.

Work/play

Mr A has more strengths in his work life than in his play. His work is consonant with his
talents and training and gives him satisfaction. He is able to support himself. His worry about
his retirement suggests that he is not able to enjoy activities outside of work – in this regard, his
capacity for play and relaxation seems limited. All of his work and play seems to be culturally
sanctioned.

Suggested activity
Now that you’ve learned about DESCRIBING, try writing a DESCRIBE section for one of
your patients. If you’re an independent learner, consider sharing it with a supervisor or a
peer. If you’re a supervisor or a teacher, consider assigning this as a class exercise. It can
be instructive to have all of the learners in a class read each other’s papers to see how this
looks for different patients. You don’t have to write about a patient in psychodynamic
psychotherapy; this is an important thing to do with all patients so that you can begin
to construct psychodynamic formulations in many different clinical situations. Include
both problems and patterns. For patterns, use the five headers we’ve reviewed – self,
relationships, adapting, cognition, and work and play – and consider each of the variables
in each area. It needn’t be long – certainly no more than a page. Remember – don’t repeat
the history, rather consolidate your thoughts about the problems and patterns.
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PART THREE:
Review

Introduction

Key concepts

When we formulate cases psychodynamically, we make hypotheses about how people
develop their characteristic ways of thinking, feeling, and behaving.

Thus, once we have a good sense of the problems and patterns, the next step in creating
a psychodynamic formulation is to review the developmental history.

The developmental history includes everything that happens during peoples’ lives that help
shape their dominant patterns of functioning; that is, the way they think about themselves,
have relationships with others, adapt to stress, think, and work and play.

When we take a developmental history, we are guided by these principles:

• include nature and nurture

• relationships are key

• trauma is critical

• chronology is relevant

• development is lifelong

Although it is important to get a good sense of a person’s developmental history early in
the treatment, it does not have to be completed in a single interview; on the contrary, our
understanding of a patient’s development grows for as long as we work with him/her.

Taking a developmental history

Once we have described a person’s major problems and patterns, our next step
in creating a psychodynamic formulation is to think about when they might have
developed. We do this by reviewing the developmental history to get a sense of what
happened to the person during each phase of his/her life. Taking a developmental
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history is different from taking other types of histories. For example, when we review
the history of present illness, we focus on the recent history of the person’s most
pressing problems, and when we review the past psychiatric history, we review the
lifetime history of the person’s psychiatric symptoms and disorders. On the contrary,
the developmental history focuses on the things that help shape the person – that is,
his/her dominant patterns of functioning.

Guiding principles for taking a developmental history

When we take a developmental history, we are guided by the principles discussed in
the following:

Include nature and nurture

As we reviewed in Chapter 1, people are shaped both by what they bring into
the world – their endowment – and by their interactions with their environment.
Sometimes when we’re thinking about psychodynamics, we think only about envi-
ronmental influences, particularly the impact of the individual’s relationships with
others. This is a mistake. An old joke says that psychoanalysts don’t consider the role
of genetics in development until they have their second child. This speaks to the dif-
ferent ways in which two siblings might interact with the same parents – presumably
because of their unique endowments. Thus, as we take a developmental history,
we have to ask questions to help us understand the way the person’s endowment
affected his/her development (see Chapter 9).

Relationships are key

Beyond endowment, we are largely shaped by our relationships and interactions with
others. As we discussed in Chapter 5, throughout our lives we have relationships
with all kinds of people – family members, friends, colleagues, acquaintances – and
each of these relationships is different. Particularly early in our lives, the way we
think, feel, and behave actually depends on how we respond to others and how they
respond to us. Although this effect is very powerful in our earliest years, it continues
throughout our lives, and thus our later relationships can profoundly influence our
development as well. Learning about someone’s relationships means more than just
finding out the names of the key players – it means learning about what those people
are/were like and really trying to understand the nature of their relationships with
the patient. We will explore early childhood relationships in Chapter 10 and later
relationships in Chapters 11 and 12.

Trauma is critical

Compared with the general population, patients who see mental health professionals
tend to have a higher rate of adverse early life events, such as physical/sexual
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abuse and neglect. These events may predispose to difficulties in adulthood, such
as depression, anxiety, substance abuse, eating disorders, and borderline personality
[1–7]. Thus, trauma can have a major impact on development. However, for a variety
of reasons, when we talk to patients, we sometimes shy away from asking about a
history of trauma. It can be profoundly distressing and overwhelming to hear about
the terrible things that our patients have endured. We may be afraid of upsetting or
retraumatizing our patients by inquiring, and sometimes, we don’t know what to say.

Nevertheless, it is essential not only to ask whether trauma has occurred at any
point in development but also to try to understand the meaning of that trauma to the
person. The following are examples of the kinds of questions we might ask to elicit
this information:

Can you tell me the story of what happened to you?

What did you feel at the time?

How did you try to understand what was going on at that time? How do you understand it now?

Did you talk to anyone about it when it happened, or anytime after?

Do you see that experience (the trauma) as having lasting effects on you? If so, what?

Do you think that the experience shaped who you are today? If so, how?

Has the experience shaped how you think about other people and how you think about life in
general?

When we listen to our patients’ histories of trauma, we have to be careful to
differentiate between our and their feelings about what happened. Exclaiming, ‘‘Oh
my goodness!’’ in response to a story of trauma might alarm someone who is
disconnected from his/her own feelings. On the other hand, making gently empathic
remarks such as, ‘‘That must have been difficult’’ can help the patient to know that
you were listening and trying to understand.

We also need to make our patients feel as safe as possible in telling their stories
and to let them know that we don’t have preconceptions about what they’re telling
us. For example, listening in an interested and empathic but nonjudgmental way as
a woman tells you about her experience of being raped may help her to tell the story.
Letting patients know that many people have difficulty talking about these things
can also be helpful.

Chronology is relevant

In development, when things happen is often as important as what happens. If the
same event happens early in life, it can have a very different impact than if it happens
later. Generally, earlier disturbances are more likely to cause pervasive problems
than later disturbances. For example, a separation of several months from a primary
caregiver at age 1 is likely to cause more global difficulties than a separation of the
same length at age 7. We say a problem is global if it affects many aspects of a
person’s functioning, and we say that it is circumscribed if it affects fewer functions.
If a person cannot form any intimate relationships, for example, his/her difficulty is
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more global than that of a person who has many close friends but cannot form an
intimate romantic relationship.

Once you have a sense of the person’s problems and patterns, you will have some
idea about how global the issues are. This can help guide you as you explore the
developmental history. Because timing of events is so important, we recommend
conceptualizing the developmental history chronologically, and we will discuss the
phases of development chronologically in Chapters 9–12.

Development is lifelong

To many people, a developmental history is the history of early childhood mile-
stones. While these milestones are clearly relevant, it is important to remember that
development continues throughout life, and thus the developmental history must
include the later childhood and adult history as well. People grow and change in all
sorts of ways in their adult years, for example in psychotherapy! Successes, losses,
illnesses, and later relationships all continue to impact the way people think, feel,
and behave. We will explore this in Chapter 12.

The evolving history

In the initial evaluation of any patient, you should try to get a sense of the major
aspects of the developmental history, including basic information about prenatal
exposures, developmental milestones, relationships with primary caregivers, major
traumas, patterns of relationships later in life, and the patient’s history of education
and work. This will help you to construct an initial formulation of the patient that
will guide the treatment. However, you cannot learn everything at the beginning.
This is not only because it would take a very long time but also because the patient
will gradually reveal new aspects of the history as the treatment unfolds. The bottom
line is that you need not ask about every aspect of development in your first meetings
with the patient BUT you should remember to continue to build your understanding
of the patient’s developmental history throughout your work together.

How extensive should the developmental history be?

Chapters 9–12 are chock-full of information about development – everything from
genetics to issues related to aging. We have included all of this for four reasons:

• to give readers a sense of the range of developmental information that we can learn
about our patients

• because mental health professionals learn different amounts about development
during their training

• to offer readers a review of this material

• to highlight the aspects of the history that impact the development of unconscious
thoughts and feelings.
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There is so much information here, though, that you could not possibly learn
all of it about every one of your patients. In some clinical situations, such as
psychopharmacologic treatments and acute care settings (see Part Five), you may
have very little time to get any of this information at all. Whether you are an
individual learner or an educator, please use these chapters as a reference. As you
read, try to highlight the major points of each developmental phase. Then, when you
hear about a difficult period, you can refer back to the related chapter to help you to
get more details. The ‘‘putting it together’’ example at the end of Part Three illustrates
the type of developmental history that a clinician could write after getting to know
a patient quite well. On the other hand, you will find many brief developmental
histories in Parts Four and Five. The type of developmental history that you will take
in a given clinical situation depends on the amount of time you will have with the
patient, as well as the goals of the treatment. But regardless of the clinical situation,
you need some sense of the person’s developmental journey in order to formulate
psychodynamically.

So, let’s move on to Chapter 9 and the beginning of development.



9 What We’re Born with –
Genetics and Prenatal
Development

Key concepts

When taking a developmental history, the first thing to consider is what might have happened
to the person during the period from conception to birth.

During this phase, development can be affected by

• heredity

• prenatal development

• peripartum events

Adult problems and patterns that suggest origins in prenatal development include

• psychiatric disorders, particularly when associated with a family history

• stable temperamental traits beginning in childhood

• cognitive and emotional difficulties associated with a history of prenatal exposures

Taking a developmental history of this period involves asking patients about

• their family history of psychiatric disorders and temperamental traits

• adverse events during pregnancy or birth

• maternal health and habits during pregnancy

When we think about constructing a psychodynamic formulation, we generally think
about how a person’s relationships and life history have affected the development
of his/her unique problems and patterns. But, more and more, we’re learning
that people are born with a unique endowment that influences the way their
relationships and environment affects them. Thus, we have to consider the impact of
this endowment when we think about the psychodynamic formulation. We can think
of our endowment as everything we bring into the world at birth. It is contributed to by

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
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• genetics and heredity

• prenatal development, including the mother’s physical and emotional health
during pregnancy

• peripartum events

This chapter is designed to give you an overview of some of the ways that the
prenatal and peripartum periods contribute to adult development so that you can
consider ideas about this period in your psychodynamic formulation.

Genetics and heredity

We know that we can inherit physical traits, like height and eye color, but can we
inherit the way we think, feel, and behave? These are complicated issues that we
have yet to fully understand, but research increasingly suggests that many aspects of
our adult problems and patterns have significant hereditary components.

Psychiatric disorders

Twin, adoption, and family studies have long supported a role for heredity in many
psychiatric disorders, including mood and anxiety disorders, psychotic illnesses,
attention-deficit/hyperactivity disorder (ADHD), and autism [8]. Molecular genetics
now provides compelling corroborating evidence for this [9–13]. Although the child
of an affected parent will not necessarily develop the parent’s disorder, hearing
about psychopathology in a parent should alert the clinician to a possible genetic
contribution.

Example

Ms A is a 35-year-old woman who presents with depression in the context of a divorce. Although
this is the first time that she has sought the help of a mental health provider, Ms A says that she
has ‘‘always been a sad person.’’ ‘‘My family called me Eeyore,’’ she says, ‘‘They could never
understand why I just couldn’t snap out of it.’’ She felt that the one person in the family who
really understood her was her maternal grandmother, who herself had severe depression after the
birth of each of her children.

Although Ms A’s current depression is happening during a divorce, her family and
lifetime history of symptoms suggest a genetic predisposition.

Temperament

‘‘I’ve always been a shy person,’’ says Ms B, ‘‘My parents say I hid behind my
mother from the time I could walk.’’ Hearing about personal characteristics that
people report that they have had for as long as they – or their family members – can
remember should make us wonder whether they are describing traits that are related
to temperament. We can define temperament as the heritable, biologically based
patterns of responding and behaving that are
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• present from earliest infancy

• consistent across situations

• relatively stable over time [14]

Scientists say that about 50% of variations in temperament may be determined
by genetic factors [14, 15]. Several temperamental styles have been shown to be
remarkably consistent throughout development. For example, Kagan found that
the 4-month-old infants he described as having inhibited temperament based on
their upset reactions to unfamiliar stimuli were significantly more likely to develop
anxiety symptoms by age 7 than infants with uninhibited temperament who had
responded calmly. These temperamental distinctions have been found to predict
behavior in adolescence, as well as MRI findings related to the amygdala in early
adulthood [16–18].

In other studies, Thomas et al. [19] found that easy, difficult, and slow-to-warm
up temperaments were remarkably stable over the first 7–8 years of life. Sensation
seeking and avoidance are other temperamental traits that seem to be heritable
and linked to biological markers [20–22]. Finally, neurobiological studies have
demonstrated that impulsive aggressivity may be rooted in heritable mechanisms
for regulating emotions [23–25]. These studies suggest that many traits that have
been considered ‘‘maladaptive defenses’’ may be genetically based disordered brain
functioning that makes it hard for people to act in healthy ways [26].

Example

Mr C is a 21-year-old man who is referred for therapy by his parents after receiving his third
ticket for driving over the speed limit. He tells the therapist that he has always enjoyed the thrill of
bombing downhill on his snowboard, bungee jumping, and solo mountain climbing. He’s also ‘‘less
than perfectly safe’’ in his sexual encounters. He reports that his mother always complained about
him, saying things like, ‘‘I don’t get it! Your sister was such an easy baby! You were climbing out
of the crib before you were one!’’

The early appearance and consistency of Mr C’s sensation-seeking behavior sug-
gests a temperamental origin. Do these early ways of reacting to the world predict our
adult personality? Not necessarily. Although some temperamental types are quite
stable over time, environmental factors, including early interactions with caregivers
as well as other life experiences, can bring about significant changes in temperament.
For example, if caregivers gradually expose their infants with inhibited temperament
to new situations and challenges, they can help them overcome their propensity to
avoid the unfamiliar [27, 28]. Again, although these early ways of reacting to the
world do not necessarily predict adult behavior, when a patient describes charac-
teristic patterns of behaving that have been fairly stable since infancy, it’s worth
considering whether these are temperamental traits.

Prenatal development

Genes aren’t the only things that contribute to our endowment. There are 9 long
months during which the fetus’ brain is affected by a number of other factors,
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including everything the mother eats, drinks, and, perhaps, feels. The following are
among the most common of the myriad influences on fetal brain development:

Maternal habits

Intrauterine exposure to alcohol or cigarette smoke has long been recognized as
a risk factor for various cognitive and emotional difficulties in later life [29–32].
Children born to women who smoke during pregnancy have been found to have
two- to four-fold increased risk of ADHD [31, 33, 34], as well as suspected or definite
psychotic symptoms [32].

Prenatal alcohol exposure, which is the most common known cause of mental
retardation, may cause more subtle but still significant cognitive and learning
problems, and, when associated with fetal alcohol syndrome, may cause various
psychiatric disorders [35–38].

Example

Ms D is a 42-year-old recently divorced woman who is pregnant with her first child. Her
obstetrician referred her because she has been feeling depressed since her divorce and has continued
drinking during her pregnancy. Ms D was adopted at birth but recently learned that her biological
mother was an alcoholic. Although she was raised in a stable environment with capable, loving,
adoptive parents, Ms D has always had trouble paying attention in school. Despite being treated
for ADHD, she was a poor student and eventually dropped out in 10th grade.

Although many factors might have influenced the development of Ms D’s difficulties,
her exposure to alcohol in utero must be considered as a potential contributor.

Maternal physical and emotional health

Increasingly, researchers are finding that the physical health of a woman during
pregnancy may affect her child’s later problems and patterns. Viral and parasitic
illnesses, as well as maternal malnutrition in the pregnant mother, have been linked
to the later development of various cognitive and emotional difficulties in adulthood
[39–48, 60]. Although it is likely that autism is caused by multiple factors, congenital
viral infections may play a role [40, 41]. High rates of anxiety disorders, ADHD,
conduct disorder, and oppositional defiant disorder have been described in children
and adolescents with prenatally acquired HIV [49].

We are used to thinking about the way the emotional health of a person’s parents
affects his/her development, but we’re learning that we have to include the mother’s
emotional health during pregnancy as well. Recent studies suggest that the offspring
of mothers with high levels of anxiety and stress during pregnancy have an elevated
risk of a variety of psychiatric conditions including ADHD, anxiety, depression,
autism, and schizophrenia [50–56]. Although the reason for this is not fully
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understood, high levels of stress hormones are likely to affect placental blood flow
and fetal brain development [57, 58]. Poor nutrition in these women may also play
a role [60]. Prenatal depression and anxiety in the mother have also been associated
with premature labor and low birth weights that carry their own psychiatric
morbidity [59].

Example

Ms E is a 28-year-old married woman who feels demoralized and inadequate about her difficulty
staying focused and organized at work. She says, ‘‘I can’t get reports in on time and I get totally
overwhelmed if I have to multitask.’’ She reports that in grade school, her teachers said she was
‘‘spacey’’ and that she had trouble staying in her seat. Although she is unaware of any family
history of psychiatric illness, Ms E recalls being told that her mother was weepy and irritable
during her pregnancy, couldn’t eat because of her ‘‘nervous stomach,’’ and spent a lot of time in bed.

Although Ms E’s difficulties could have been affected by myriad factors, her mother’s
depression during pregnancy may have been a contributor.

Prematurity and peripartum brain injury

Finally, we have to remember that the events of a person’s birth can also affect his/her
development. Prematurity and low birth weight increase the risk for difficulties rang-
ing from cerebral palsy, autism, and mental retardation to ADHD, tic disorder, and
OCD (obsessive-compulsive disorder) [61–67]. Brain trauma resulting from hypoxia
at the time of birth, the mechanical trauma of the birth process itself, or obstetric com-
plications may also play a role in the development of later psychopathology [68–72].

Example

Mr F presents to the clinic saying that he feels ‘‘nervous all the time’’ and has to ‘‘do things’’ to
calm down, like tapping a special place on his bedroom wall eight times before bed, or retrieving
the New York Times from the garbage every day ‘‘to make sure the word ‘God’ isn’t on the front
page.’’ He says that he thinks that he has had some of these symptoms since elementary school. He
thinks that his parents overlooked many of these problems because ‘‘they were just so glad that I
was alive – I was a preemie and weighed about four pounds when I was born.’’

Given the history of prematurity, it is worth considering whether peripartum events
may have been a factor in the development of Mr F’s current difficulties.

Nature and nurture – a two-way street

Although the exact origins of our later cognitive and emotional difficulties are not
known, research suggests that they are caused by some combination of ‘‘nature’’
and ‘‘nurture’’ – complex, mutually influencing interactions between variations in
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multiple genes and the environment. These are often called gene by environment
interactions [73]. It has long been recognized that our endowment can influence
the quality of our early experiences with caregivers and may in turn be modified
by these relationships and other environmental factors. For example, a baby who
startles easily, cries often, and is difficult to soothe may overwhelm the already
limited reserves of an insecure and depressed mother who then withdraws from the
child, further exacerbating the baby’s distress. The quality of early parental care can
even modify the expression of genes that regulate the developing infant’s behavioral
and neuroendocrine responses to stress [74, 75].

Resilience

It’s not only our susceptibility to later difficulties that may be related to genetics and
prenatal development – researchers are now finding that our capacity for resilience
may also be hereditary. Differences in the gene that codes for a protein that regulates
serotonin movement in synapses (the serotonin transporter, which is the target
of many antidepressants) may explain why only certain people develop serious
depression after stressful life experiences [76–78], while differences in genes that
regulate the metabolism of neurotransmitters may explain why some teenagers who
use cannabis develop psychotic illnesses when adults and others do not [79]. Genetic
differences of this nature may also affect an individual’s response to early childhood
maltreatment and trauma [80–85].

Example

Ms G, an 18-year-old college freshman, presented to the campus mental health center complaining
of mild anxiety during her first set of exams. She says that coming to college was a ‘‘big thing’’
for her because none of her siblings have been able to graduate from high school. ‘‘My family is
a mess – my older brother is in jail, and my father has a real problem with drugs. I don’t know
why, but somehow I just got the ‘strong’ gene.’’ She does well after a few sessions and is able to
complete the semester, and, ultimately, college.

Adult problems and patterns that suggest a genetic
or prenatal origin

Several types of adult problems and patterns suggest a genetic or prenatal origin. A
few are discussed in the following sections.

Psychiatric disorders, particularly if they begin in childhood and/or are
associated with a family history

Example

Mr H is a 52-year-old divorced computer programmer who seeks help for ‘‘social isolation.’’ He
reports that he used to drive his wife crazy with his constant lectures on esoteric topics of interest
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only to him and had few friends outside of work. As a boy, he was considered exceptionally smart
but ‘‘quirky,’’ ‘‘couldn’t connect’’ with most of his classmates, and was teased mercilessly on the
playground when he’d approach kids and say, ‘‘Seven times seven is equal to 49.’’ Mr H adds,
‘‘My mother is like me. We even have the same balanced translocation on chromosome 16.’’

Mr H’s lifelong lack of social skills, trouble with social communication, rigid preoc-
cupation with certain topics, and family history of similar difficulties in his mother
suggest that his social isolation may be related to a genetically based autism spectrum
disorder.

Stable temperamental traits, such as inhibition, sensation seeking or
avoidance, and impulsive aggression, also beginning in childhood

Example

Ms I is a 24-year-old recent college graduate who seeks help for ‘‘interview phobia.’’ She was
recently turned down for a number of positions for which she felt ‘‘way overqualified’’ because she
‘‘froze up’’ at the interviews. Ms I remembers she was always timid and quiet. Her mother told
her that as an infant she would cry if she were placed on the rug in an unfamiliar place and that
as a two-year-old baby she sobbed whenever someone she didn’t know came to the door.

Ms I’s ‘‘interview phobia’’ may be one manifestation of a lifelong pattern of temper-
amental inhibition.

Cognitive and/or behavioral problems with a history of prenatal exposure

Example

Mr J is a 25-year-old man who presents because he is having difficulty at work. ‘‘I sort of faked
it through school, but now that it’s about my job I just can’t make all these careless mistakes
anymore.’’ He says that he has had significant academic and behavioral problems since kindergarten
and that at one point he was diagnosed as having ADHD. At one point during the interview, he
pulls out a pack of cigarettes and asks, ‘‘Do you mind? I know . . . it’s a horrible habit, but I’ve
been smoking two packs a day since high school. I was raised in a cloud of smoke – my mother was
completely addicted. She died last year of lung cancer.’’

Mr J’s history of ADHD may be related to other risk factors but his likely prenatal
exposure to cigarette smoke may have been a contributor.

Taking a developmental history of the prenatal phase

How do you take a developmental history of the time before the person was born? In
the treatment of a child, the parents come in to give the history, but in the treatment
of adults, we generally have to rely on what they know.
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Family history of psychiatric disorders and temperamental traits

Note that this should include asking about the extended family – patients usually tell
us only about their nuclear family.

Does anyone in the family have a history of mood, anxiety, or psychotic disorder?

Was anyone in the extended family ever hospitalized for a psychiatric problem?

Did anyone in the extended family ever commit or attempt suicide?

Does/did anyone in the family ever use substances?

If the person seems to have a particular temperament, such as an inhibited or
sensation-seeking temperament, you can ask

Does anyone else in the family have those traits?

Do your family members think that you remind them of another family member?

Prematurity and birth

Were you born prematurely? If so, at how many weeks? Were you in an incubator? For how long?
Do you know if your mother had any illnesses during her pregnancy with you?

Did you have any surgeries immediately following birth? Do you know what they were for?

Do you have any medical problems that you’ve had since you were born?

Do any genetic disorders run in your family?

Maternal habits and health

Even if your adult patients do not know if they had any toxic exposures while they
were in utero, asking about maternal habits can give you a sense of whether this
might have been a possibility.

Did your mother smoke, drink alcohol, or use drugs when you were little? What about now?

Is there a possibility that your mother was not eating well or that she was ill when she was pregnant
with you?

Have you ever heard that your mother might have been depressed or under a lot of stress when she
was pregnant with you? What were the circumstances?

Taking a developmental history from adults who do not
know their biological parents

In the era of assisted reproduction, more and more patients will not know their
biological parents. This has generally been true of adoptees, but now sperm and egg
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donation are increasingly common, as is the use of a surrogate to carry a pregnancy.
Some people may have some information about a donor’s genetic background, or
the conditions of the surrogate’s pregnancy, but many will not. Some may have
information about one parent but not the other. Nevertheless, it is always important
to find out the conditions of the patient’s birth. Questions like the following can help:

Did your biological parents raise you?

If not, can you tell me more about how that came about?

In Chapter 10, we move from nature to nurture as we consider the person’s earliest
years, focusing on the way in which relationships shape subsequent development
and adult relationships.

Suggested activity
In the following example, try to weigh the likely contribution of genetics and/or prenatal
development to the patient’s presenting problems and patterns:

Example

Mr A is a 32-year-old man who presents with new onset of panic attacks. He tells you
that he was the product of a surrogate pregnancy using a donor egg and his father’s sperm.
The surrogate did not smoke or drink during pregnancy and maintained excellent nutrition
throughout. According to his mother, there were no problems during the surrogate pregnancy,
labor, and delivery. However, his mother said, ‘‘Your father was a wreck throughout the whole
thing! He couldn’t believe that we were going to trust the pregnancy to someone else. He was
sure that something would go wrong. He didn’t sleep for months.’’ There is no known history
of psychiatric illness in his father’s family.

Comment

There is no known family history of psychiatric illness in Mr A’s paternal relatives and no
known problems in prenatal development or delivery that might have increased Mr A’s
risk for developing an anxiety disorder in adulthood. However, Mr A’s father may have
symptoms of anxiety, and thus, it is possible that Mr A’s susceptibility to an anxiety
disorder may have been inherited. It is also possible that emotional difficulties were not
adequately screened for in the egg donor – this is very difficult to rule out in this situation.



10 The Earliest Years

Key concepts

During the earliest years (age 0–3), children develop fundamental abilities that underlie the
way they will perceive themselves and interact with the environment later in life. These
include the capacity to

• trust other people

• form secure attachments

• develop and maintain a stable sense of themselves and others

• understand and regulate emotions

• develop language and other cognitive skills

The development of these capacities is strongly influenced by the early relationships that
children have with their primary caregivers.

Adult problems and patterns that suggest origins in this period tend to be global and
include difficulties with

• self-esteem management and maintaining a stable sense of self

• trusting others and maintaining stable relationships with others

• self-regulation

Taking a developmental history of the earliest years involves learning about the

• environment into which the child was born

• characteristics of the primary caregivers

• quality of early relationships with primary caregivers

• history of separations and trauma

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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When you build a house, the first thing you have to do is to lay a good foundation.
It needs to be strong, but it also needs to be flexible enough to withstand future
blows. The same is true for a developing person, and the years between birth and
about 3 years are the time to lay this internal foundation. These are the earliest
years, and they are the time when children are learning to trust and form secure
attachments, establishing a stable sense of themselves and others, developing the
capacity to know and regulate their own feelings and internal states, and gaining
essential cognitive abilities.

Connecting to the primary caregiver

All of this development happens in the context of the child’s earliest relationships.
Many investigators have speculated that infants are preprogrammed to form
relationships, since their survival – both physical and emotional – depends on it
[86–88]. For babies, early tactile stimulation – simply being held – can be literally
a matter of life and death [88–92]. A lack of early tactile stimulation and physical
proximity to the primary caregiver has been found to cause multiple problems,
including delays in physical growth and neurobehavioral development [93, 94],
depressed levels of stress hormones [90, 91, 95, 96], weakened immune function,
[96, 97], and even death [98, 99]. Lack of touch in infancy has also been linked
to behavioral problems later in life, including aggressiveness, violent behavior,
substance abuse, and depression [100–105].

During the first several years of life, babies must form at least one reliable,
consistent, nurturing relationship in which they feel unconditionally loved and
completely cared for. This relationship can be with the mother, but it can also be
with another person – for the purposes of this discussion, let’s call that person the
primary caregiver. Because this is a one-on-one relationship, it is often called a dyadic
relationship.

Children who establish a solid dyadic relationship are fortunate indeed – they now
have an internal foundation that will serve them well for the rest of their lives. They
generally feel that they are capable of being loved, that people will take care of them,
that other people understand them, and that their anger will not destroy their loved
ones. Conversely, children who do not establish a solid dyadic relationship are likely
to have global difficulties in one or more of these areas.

‘‘Good enough’’ parenting

The dyadic relationship does not have to be perfect – it has to be what Winnicott called
‘‘good enough.’’ The ‘‘good enough’’ caretaker is the ‘‘ordinary devoted mother . . .

in her ordinary loving care of her own baby’’ [102]. Good enough parenting insures
that children are generally cared for and loved without abuse or neglect. With good
enough parenting, children should be able to develop at least a nascent capacity for
all of the things we discuss in this chapter [102].
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What develops during the earliest years?

Learning to trust

Once there is a connection, the child can begin to develop trust. Trust is vital for
forming relationships. Without trust, people experience themselves as essentially
alone and unable to rely on others. Mutuality and intimacy, which are predicated on
the capacity for dependency, are also impossible without trust (see Chapter 5). The
ability to trust others is formed in the infant’s earliest years and has its roots in the
primary dyadic relationship. When an infant’s primary caretaker is reliably available
and appropriately responsive to the baby’s needs, the growing child develops basic
trust – the core positive expectation that one’s physical and emotional needs will be
met and that other people can be depended on to provide comfort and safety [106,
107]. Conversely, if a child’s early experience is one in which physical and emotional
needs are supplied inconsistently or if the child is constantly frustrated, he/she may
develop a deep-seated conviction that the world is not a safe place and that other
people cannot be relied on.

Example

Ms A is a 42-year-old woman who seeks psychotherapy to help her to ‘‘finally commit’’ to her
boyfriend of 10 years. She says that although she wants to get married, she worries that he will
leave her. Consequently, she checks his cell phone texts every night and insists on having the
password to his e-mail account. She also says that she has few friends and is considered a ‘‘loner’’
at work, ‘‘Ultimately, I’m the only one who will really take care of me.’’ Ms A reports that she
spent the first 4 years of her life in an orphanage before being adopted by her ‘‘terrific’’ parents.

Although Ms A feels that she had good parenting after age 4, it is possible that lack
of a solid dyadic relationship during her earliest years has made it difficult for her
to trust others as an adult. When adults have global problems with trusting others,
it is important to consider that they may have had difficulties during this phase of
development.

Forming secure attachments

The capacity to form secure attachments also has its origins in the primary dyadic
relationship. Attachment is the deep and enduring emotional bond that connects
one person to a special other across time and space (see Chapters 5 and 18) [88].
Based on the work done by psychologist Mary Ainsworth, we generally believe
that children develop a particular attachment style by about age 1. Ainsworth
created an experiment called the strange situation in which she observed the way
in which 1-year-old children reacted to being briefly left by and then reunited with
their mothers. After observing hundreds of American children in this experimental
situation, Ainsworth outlined four distinct styles of attachment [89]:
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1. Secure – In this style, shown by about 50% of American children, the child cries
and protests initially when the mother leaves the room, then quickly settles down.
When she returns, the child greets her with pleasure, is easily consoled if still
upset, and then goes back to playing.

2. Insecure – There are three subtypes of insecure attachment:
(a) Insecure-avoidant – In this style, shown by about 25% of American children,

the child seems not to notice and does not protest when the mother leaves
the room. When she returns, the child may ignore her and not approach her
at all.

(b) Insecure-ambivalent – The child reacts with exaggerated crying and protests
to the mother’s departure and remains in distress while she is gone, but on
her return, the child arches away from her if held, seems angry, and is not
easily comforted. About 10–15% of American children show this pattern of
attachment.

(c) Insecure-disorganized – About 10–15% of American infants protest when
their mothers leave, but behave oddly when they return. For example, they
may freeze in the middle of approaching the mother, walk backwards, or sit,
rock, and stare into space.

The caregivers of securely attached infants respond accurately, appropriately, and
sensitively to their baby’s crying and feeding signals [108–111]. In contrast, caregivers
of insecurely attached children tend to be inconsistent, unresponsive, or rejecting, and
seem far less able to conceive of and respond sensitively to their infant’s mental state.
Not surprisingly, these caregivers tend to be under greater social stress (less help at
home, more children, financial problems, or a disruptive partner), have more mental
illness, and describe more adverse attachment experiences in their own childhood
[111–114]. While these environmental influences are key in shaping attachments,
it is also important to recognize that inherited genetic factors may also play a
role [115].

Failure to form secure attachments can have significant effects on subsequent
development and adult relationships. For example, children previously classified
as avoidant are likely to be less independent than securely attached children at
age 4, and those who were classified as disorganized are likely to have aggressive,
dissociative tendencies in later childhood and chaotic, tumultuous relationships in
adulthood [112, 116, 117].

Example

Mr B is a 28-year-old man who presents for ‘‘problems with relationships.’’ He says that he hates
being alone, but also can’t live with anyone. Raised by a series of nannies, he says that his parents
were constantly ‘‘away on business.’’ At a sleepaway camp for the first time at age 8, Mr B was
desperately homesick and begged his parents to pick him up. They were critical of his inability to
‘‘tough it out,’’ but ultimately were convinced by the camp director to come to get him. When they
got there, he spent the whole time alone in a canoe in the middle of the lake. They finally left.
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Mr B, who presents with attachment difficulties in his adult relationships, most likely
had an insecure (avoidant) attachment pattern as a child as the result of his parents’
perennial unavailability.

Bowlby [118], an early investigator of attachment, is famous for having asserted that
early attachment experiences influence later social functioning ‘‘from the cradle to the
grave.’’ Changes in a person’s pattern of relating to others can clearly occur, for the
better as well as for the worse. For example, social stressors or negative life events in
early childhood, such as illness, death of a parent, or divorce, can change attachment
patterns from secure to insecure [119]. Still, in the balance, research suggests that
early interpersonal experiences at least ‘‘set the stage’’ for adult relationship patterns
[120, 121], and greater attachment security in infancy does seem to lead to better
social functioning in adulthood [120, 122].

Developing a sense of others

Infants also use their experiences with their primary caregivers to consolidate their
feelings and fantasies about other people. With basically caring and consistent
parenting – as well as maturation of the prefrontal cortex – children begin to create
internal images of the primary caregiver that help them to realize that when caregivers
are out of sight, it’s because they have a separate permanent existence. This capacity
is called object permanence [123].

But even when children know that their primary caregivers won’t disappear,
they still have rudimentary ideas about other people. For example, they still do not
necessarily know that someone can have both good and bad qualities. This is true of
both themselves and others. If the child feels good, the caregiver is good; if the child
feels bad, the caregiver is bad. By about age 2 or 3, however, the image of the primary
caregiver becomes stable and enduring and can be maintained even when the child’s
needs are not being met – this allows children to understand that people can have
both good and bad qualities [124]. This capacity, referred to as object constancy [125],
can only develop if the experience of the primary caregiver is predominantly positive.
If it isn’t, for example, in the case of abuse or neglect, children continue to separate
bad from good in order to protect positive feelings about their caregivers [126]. This
interrupts the child’s capacity to develop a more nuanced and three-dimensional
view of both the self and others.

During this time, infants also develop the ability to mentalize, that is, to appreciate
that other people can have beliefs, feelings, desires, and motivations that are different
from their own (see Chapters 5 and 7) [127–131]. Sensitive caregivers help to develop
mentalization in their children by observing their children’s internal states closely
and treating them as having separate minds – even before they understand this
themselves [130]. This helps them to appreciate their own internal experience, and, in
later childhood, helps them to understand that other people have their own thoughts
and feelings. Thus, caregivers who do not do this can hinder the development of
their children’s capacity for empathy:

Example

Ms C is a 29-year-old married woman who presents for help in ‘‘straightening out my husband.’’
Asked to describe him, she rolls her eyes and says, ‘‘I’ve been miserable from day one. He’s at the
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office until all hours because he wants to torture me, then he disappears on weekends to play golf.
I’ve told him over and over I can’t stand the game!’’ Asked about her family background, Ms C
says she spends as little time as possible with her parents: ‘‘My mother never knew how to handle
me. I’d have crying jags as a kid and she’d just stand there staring at me, like I was a creature from
another planet. She still has no idea who I am. I’ve told her dozens of times that I’m a vegetarian
and every time we have dinner, she wants me to taste her steak.’’

Although Ms C is describing her experience of her early dyadic relationship, the
details she provides suggest that her mother did in fact have trouble appreciating
and responding to her in an accurate and appropriate way. As an adult, Ms C has
similar difficulty seeing things from her husband’s perspective, appreciating that he
may have his own motivations and feelings, and empathizing with his needs.

Self-experience and self-esteem regulation

Along with being a time to learn about others, this period of childhood is also
critical for developing a consistent sense of self, as well as the capacity to regulate
self-esteem. When infants have consistent, trust-inspiring experiences with early
caregivers, they develop the confidence that they can safely explore the world and
face life’s challenges. However, if early childhood experiences with caregivers are
marked by unpredictability and inconsistency – especially by trauma, neglect, or
emotional withdrawal – children are apt to lack a core sense of themselves as being
safe, effective, and valued in their interactions with the world.

During these years, children also begin to have a nascent sense of their talents
and limitations, which can help them to begin to regulate self-esteem. Parents who
appropriately mirror their children are excited by what the children are able to
do, without overinflating or downplaying it (see Chapter 17) [132–134]. Children
who are repeatedly disappointed by their caregivers’ lack of empathic feedback or
sensitive support often have more extreme problems regulating self-esteem later in
life. As adults, they rely excessively on the opinions of others to keep their self-esteem
afloat, and they tend to swing back and forth between overly inflated views of their
own abilities and deep-seated feelings of inferiority [135, 136].

Example

Mr D is a 53-year-old twice-divorced successful investment counselor who kicks his feet up onto
the therapist’s desk during the initial evaluation and says, ‘‘I’m only here because my girlfriend
thinks I’m too moody. What does she know? She’s a 27-year-old nightclub hostess.’’ He pauses,
watching the therapist’s reaction. ‘‘I totally lost it when she said she couldn’t come to the annual
company retreat – I’ll look like an idiot!’’ In describing his background, Mr D tells you his father
was a ‘‘24/7 workaholic’’ and his mother was a ‘‘professional socialite’’ who was never home.
‘‘They were the kind of parents who’d send the nanny for parent-teacher conferences if they had
something better to do.’’

Deprived of appropriate mirroring, Mr D has an underdeveloped sense of self. He is
undone when his girlfriend is unable to be with him, and he needs to devalue the
therapist and his girlfriend in order to buoy his fragile sense of himself.
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Thinking and self-regulation

The relationship with the caregiver helps the infant to develop many other capacities,
including cognitive and self-regulatory functions.

Learning to regulate emotions

Although infants experience feelings from birth, they do not know what those feelings
are or how to regulate them [134, 137, 138]. Through their interactions with their
primary caregivers, they learn both. When infants nonverbally communicate their
needs for soothing, feeding, or sleep, this usually evokes a series of unconsciously
coordinated and attuned responses from the primary caregivers [132, 133, 139]. This
has been referred to as empathic responsiveness or affective attunement. Imitation
of the baby’s actions alone is not sufficient. Caregivers must be able to ‘‘read’’ their
infants’ feeling states from the baby’s behavior and then perform some coordinated
behavior that ‘‘matches’’ it. For example, if the baby cries, the caregiver might make a
gently frowning face. In turn, infants must be able to ‘‘read’’ the caregiver’s response
as having something to do with their own original feeling experience [134]. This
nonverbal communication helps children get to know, organize, and regulate their
own internal states without being overwhelmed and is essential for the development
of anxiety and affect tolerance [139–141].

Example

Ms E is a 30-year-old woman engaged to be married in 2 weeks. She is worried she will ‘‘faint
from anxiety’’ at the altar and asks her therapist, who is a psychiatrist, to prescribe diazepam. She
says she has felt easily flooded and overwhelmed by her feelings for as long as she can remember.
Asked about her background, she reports how ‘‘excruciating’’ it is to watch family videos of herself
as an infant sitting on her mother’s lap: ‘‘I can almost feel my ‘baby self’ getting more and more
tense but my mother doesn’t seem to notice. She looks completely distracted.’’

Given this information, there is reason to suspect that Ms E’s mother did not
appropriately help her to recognize and regulate her early feeling states. This may
have contributed to her current difficulty with regulating affect.

Thinking

Numerous investigators have shown that the quality of the early dyadic relation-
ship affects various aspects of the growing child’s cognitive development during
the earliest years. While general cognitive ability does not appear to be affected,
language acquisition and the capacity for abstraction are influenced by the security
of attachment to caregivers in infancy [131]. At 20 months, securely attached children
tend to be faster language learners and have larger vocabularies than insecurely
attached children [128, 131].
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Adult problems and patterns that suggest origins in the
earliest years

Anything that disrupts development during the critical period from birth to
age 3 – including insensitive parenting, abuse, neglect, social stress, or negative
life events – will tend to have pervasive effects on multiple domains of development
and can lead to global problems in adulthood. Here are some examples of adult
problems and patterns that might result from disrupted development during this
phase:

Difficulties with self-esteem management and maintaining a stable sense
of self

Example

Mr F is a 40-year-old married man who comes at the insistence of his wife because of chronic
problems of ‘‘getting off the mark’’ with work. Mr F is bright and verbally gifted, but has had
a troubled work history because of chronic problems organizing himself and meeting deadlines.
He also wants to be ‘‘supersmart and original’’ but fears he is not, and spirals into a ‘‘depressed
funk’’ if the results of his efforts are ‘‘only’’ average. Mr F describes having lived in the shadow of
his older brother, a highly successful lawyer. Mr F struggled academically and remembers being
berated by his father in 1st grade for being a slow reader and ‘‘stupid.’’ His mother was ‘‘sweet’’
but chronically depressed and drank heavily throughout his childhood.

Growing up with an emotionally absent mother and a highly critical father, neither
of whom provided accurate ‘‘mirroring’’ of his true talents and abilities, Mr F has
never developed a stable sense of his own worth and lacks perseverance in solving
tasks and pursuing life goals. He is deeply insecure, overly reliant on inflated ideas
about his abilities, and dreams of instant success to maintain self-esteem.

Difficulties trusting others and maintaining stable relationships

Example

Mr G is a 50-year-old man still living with his parents, brought in by his fiancée because of
severe panic attacks that developed shortly after he proposed marriage. He tells you that his future
wife is ‘‘the woman I’ve always been waiting for’’ and can’t understand why he feels so anxious.
Although Mr G has dated many women, his mother invariably found fault with all of them because
‘‘she thought they were only after our money.’’ While Mr G insists that his relationships with
his parents have always been ‘‘the most loving,’’ he has few happy memories of childhood and
can never recall being hugged by anyone. He was always afraid of ‘‘doing the wrong thing’’ and
displeasing his mother: ‘‘She had strong opinions about everything. Nobody was ever good enough
for her – not even my father.’’
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From a very young age, Mr G’s mother instilled in him the sense that the world was a
dangerous place and that people – especially women – are not who they seem to be.
This has interfered with his ability to separate successfully and to forge appropriate
adult relationships with women, and may be an important psychological trigger for
his panic attacks.

Difficulties with self-regulation

Example

Ms H is a 30-year-old woman who seeks help because she ‘‘goes to pieces’’ every time her boyfriend
leaves town on a business trip. She feels utterly abandoned, becomes frantic, and then angrily
demands that her elderly father drive 2 hours in from his country house to stay with her. She has
never slept alone – ‘‘not for a single night, ever.’’ Ms H’s mother died in childbirth and she later
learned that her father went through several years of intense grief, depression, and heavy drinking
during her infancy, leaving the responsibility for her care to his half-sister who had three children
of her own and resented the ‘‘imposition.’’

Ms H’s history of early parental loss and inadequate parenting in her earliest years
(by both her depressed father and her overwhelmed aunt) has left her unable to
tolerate separations and vulnerable to anxiety when abandonments loom. In the
absence of a reliable, loving, early caregiver, she seems never to have developed the
capacity to evoke a soothing presence to calm herself down, and she makes frantic
efforts to avoid being left alone [124].

Taking a developmental history of the earliest years

People don’t know and will never be able to tell you what transpired in their first 3
years of life. This is simply the nature of memory. Areas in the brain that mediate
language and autobiographical memory are not ‘‘online’’ and fully functioning
until 18–36 months of age [142]. After age 3, people have what has been called
declarative or explicit memory for the events they experienced – they can probably
remember and tell the story of their first day in kindergarten. But to make informed
guesses about events during those first few ‘‘missing’’ years of life, we have only the
patient’s procedural or implicit memory to guide us – emotional responses, patterns
of behavior, and skills that are nonverbal and that are unconscious in the sense
that they can’t be retrieved for conscious reflection. Instead of telling us about these
events, patients act them out every day in their interactions with the world and in their
relationships with other people, including therapists. This unconscious or procedural
memory about ‘‘being in relationships’’ has been called implicit relational knowing
[143, 144].

As clinicians, how can we put together reasonable hypotheses about our patient’s
earliest relationships? It turns out there is great consistency between the nonverbal
interactions that take place between an infant and a caregiver during the earliest
years and the observable behavior of adults in interactions with others, including
therapists [142, 144, 145]. We gain valuable clues about the nature of our patients’
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earliest formative relationships by paying close attention to how they habitually
interact with us and make us feel, in addition to listening to how they describe
current relationships [142, 145].

Here are some additional guidelines for taking a developmental history of this
time period:

Early environment

Where did you live after you were born? In what type of dwelling? How did you come to live there?
With whom did you live?

What were the financial circumstances of the people with whom you lived?

Did you live with your biological parents? If not, what were the circumstances? (e.g., adoption,
surrogacy, living in an orphanage, or extended family living situation)

Were you adopted? If so, at what age? What were the circumstances of the adoption?

Do you think that your parents wanted to have a child when you were born?

Where are you in the birth order of your family? How do you think this affected your early years?

Can you tell me about your earliest memory?

Qualities of the primary caregivers

Although adults may not actually remember this, they will have heard stories about
their caregivers that are important to hear about.

Who were your primary caregivers?

What were your primary caregivers like? Do you have memories of them during your earliest
years? If your primary caregivers were not your biological parents, can you tell me what the
circumstances were?

Were your primary caregivers generally happy with their lives? Were they stressed in one way or
another?

Were your primary caregivers emotionally or physically ill during your early childhood? Do you
know if they were drinking or using drugs?

Do you know what your primary caregivers’ relationships with their parents were like?

Quality of the early relationships with the primary caregivers

Do you think that you were loved and well cared for during this period of your life? Do you
remember being held and kissed? Being called pet names? Having your scribbles tacked onto
the refrigerator?

Are there pictures/video of your early family? What do they show?

Do you feel that your primary caregivers were happy to have a child?

Do you have memories of being soothed when upset? Who usually calmed you?
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History of separations and/or trauma during this time

Do you have any memories of especially difficult or upsetting experiences during this time?

Were you physically ill and/or hospitalized during this period? If so, was your primary caregiver
with you?

Was your primary caregiver absent or inconsistently present during this time of your life?

Do you have any memory of physical or emotional trauma, or sexual abuse during this time?

Note that when asking about abuse, particularly during the earliest years, you may
get more information if you ask in this way:

Did you have any physical or sexual experiences that made you uncomfortable during this time?

In Chapter 11, we follow what happens as toddlers begin to explore the wider
world and broaden their social sphere.

Suggested activity
Consider the following example and think about what problems Mr A might have had
during his earliest years:

Mr A is a 25-year-old man who presents for therapy because he has been cutting himself at
night when he is alone. ‘‘I used to do this as a kid but stopped,’’ he says, ‘‘but it comes back
late at night when I’m not with people.’’ He says that he was fine in college because ‘‘there
was always someone home,’’ but now that he is in his own apartment he is having difficulty
‘‘settling down.’’ ‘‘I don’t even know what I’m feeling,’’ he says, ‘‘It’s just a jumble.’’ Mr A
reports that he was raised in foster care because his mother was in and out of drug rehabs, and
that he never knew his father.

Comment

Raised in foster care, with one parent only intermittently available, it is likely that Mr A
developed an insecure-disorganized attachment. This has likely impaired his ability to
achieve object permanence and constancy, and to regulate his own anxiety and affect.
This is evident in his need to constantly be with people, his inability to understand his
own feelings, and his use of self-mutilation to regulate his affects.



11 Middle Childhood

Key concepts

Between the age 3 and 6, children become more aware of relationships between people in
their environment. The idea that their primary caregivers have relationships with each other
can produce rivalries and jealousies that affect the way children think about themselves and
others.

During this period, children continue to develop their

• sense of self, particularly related to their bodies and sexuality

• relationships with others, particularly related to the capacity to tolerate competition and
jealousy

• sense of morality

Adult problems and patterns that suggest origins in middle childhood include

• difficulty committing to relationships

• sexual inhibitions

• fear of competition

• inhibited ambition

Taking a developmental history of this period involves asking about the quality of the
child’s relationships with his/her primary caregivers and siblings, with particular regard to

• the way the caregivers respond to the child’s burgeoning sexuality

• jealousy or rivalry among the family members

From two-person relationships to three-person relationships

As we’ve discussed in Chapter 10, the infant’s first order of business is to establish
a solid relationship with one person. This is what we’ve called the dyadic, or two-
person, relationship. The establishment of this two-person relationship allows the
child to achieve, among other things, the capacity to

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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• trust other people

• form secure attachments

• maintain a stable sense of himself/herself and other people

Soon, however, the child with the solid dyadic foundation leaves infancy and
becomes a toddling, talking little person. The world is now wider and more expansive
than just the distance between the child and the primary caregiver. There are generally
now (at least) three people in the child’s world – the child, the primary caregiver, AND
another caregiver. During the dyadic phase, securely attached children appropriately
believe that the primary caregiver is all theirs and is possibly even a part of them,
but now they have the recognition that there is another person with whom they
have to share their all-important caregiver. The way these three people in the triadic
relationship traverse this new and potentially treacherous terrain is vitally important
to the development of the internal world of the growing child.

Three-person relationships

As children grow, their feelings toward the people in their lives become more
complex [146]. Beyond attachment, children now wish for love, intimacy, and
physical closeness. In addition, they become more aware that the central people
in their lives have feelings of love for each other, and so the one-on-one closeness
that they felt in the two-person dyadic relationship changes. Their nascent feeling
of being excluded increases their need for love, as there is now a rival for their
affection. These childhood longings, although different from adult experiences, often
include physical feelings that are the precursors to later sexual feelings [146]. Since
the child is generally still solidly focused on the nuclear family (usually, but not
always, composed of parents and siblings), these feelings land on the caregivers.
Freud [147] was the first to suggest that childhood is a time of intense sexual
feelings and that these feelings are generally expressed toward the parents. He
named this phenomenon after Oedipus, the fictional Theban king who married his
mother and killed his father, calling it the Oedipus complex [148, 149]. Three-person
relationships are seen in many constellations with many people, such as friends or
teachers. For most of us, though, family members are the most central people in
our lives, and for children, parents/caregivers are primary. Thus, relationships with
family members are generally the most formative in psychological development.

Three-person relationships in today’s families

Obviously, in today’s world, diversity is the norm rather than the exception. While
some children are brought up in homes with a father and a mother, others are
raised by grandparents, single parents, or two same-sex parents. Yet, whatever the
constellation we’re talking about, there is a general tendency, at this stage, for children
to start thinking of relationships in groups of three. These ‘‘threesomes’’ can shift in
terms of who they include but the concept remains the same: there is a child, a desired
caregiver, and a rival caregiver. While children naturally alternate in their choice
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of a ‘‘desired caregiver,’’ predictable patterns exist, depending on the gender of the
child. For children who will later be heterosexual, the desired caregiver is usually an
opposite-sex caregiver; in children who later define themselves as homosexual, the
desired caregiver is generally a same-sex caregiver [150].

Conflict in the three-person relationship

For children, this developmental stage is challenging. They face new and monumental
changes; before this time, they were content with one-on-one relationships with each
caregiver and kept these relationships separate in their minds. The awareness of each
caregiver’s relationship to the other, and the feeling of exclusion that this creates, is
new and complex. Children now want the desired caregiver all to themselves but are
afraid that the rival caregiver, in reaction to the rejection, could become angry and
hurtful. They may struggle with the conflict between wanting to possess the desired
caregiver and relinquishing him/her in order to appease the rival; they may resolve
the conflict by doing a little bit of both. Where there is conflict, there is anxiety, and
where there is anxiety, there is defense (see Chapter 15):

Conflict → Anxiety → Defense

The major defense that helps children here is identification – they identify with the
rival caregiver, realizing that they can become like the rival some day and ultimately
have their own intimate relationship, just like the rival’s. In this case,

Conflict → Anxiety → Identification

So, girl or boy, future homosexual or heterosexual, the child who is securely
attached to a primary caregiver has just wandered from two-person-relationship
bliss into the confusion and potential danger of a three-person relationship. Is it
real danger? Does the child really need to fear the jealous rival? Certainly, in some
chaotic, violent households, yes, but these would not be the situations in which the
child would have successfully traversed the earliest years. When we’re talking about
families in which the child is securely attached, we’re talking mostly about imagined
or fantasied dangers, albeit fantasies that can be augmented or diminished by the
behaviors of the important adults involved.

Variations on the three-person relationship in childhood

When this developmental phase goes well, the primary caregivers embrace the child’s
desires and affections in a safe and supportive way. The desired caregiver allows for
some, but not too much, special closeness, and the rival caregiver allows the child to
demand the desired caregiver’s attention, while also setting appropriate limits. Over
time (usually months), children regain closeness to the rival caregiver, while perhaps
keeping a special place in their hearts for the desired caregiver. This is sometimes
called successfully traversing the Oedipal phase.
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There are, however, a variety of ways in which problems can arise in the
three-person relationship. These problems can affect the child’s ability to resolve
the conflicts of this period, often leading to persisting fantasies that can affect later
development. In the examples that follow, consider how these adults’ descriptions of
their childhood relationships give us clues to how they navigated their three-person
relationships.

The desired caregiver can shun the child

Examples

Ms A, a heterosexual 28-year-old woman, tells you that she adored her father when she was little.
She has pictures of the two of them cuddled together and she says, ‘‘I’ve never been as happy as
I look in that picture.’’ She remembers that when she was around 5 years old, her father lost his
job and became depressed. Ms A says he also became increasingly judgmental, especially about
anything having to do with her appearance or femininity. Ms A says, ‘‘Maybe it was my fault; I
was always bothering him and he wasn’t well. I probably made things worse.’’

Ms B, a 50-year-old gay woman, says, ‘‘My mother was just so critical of me. She was always
trying to get me to be more ‘girly.’ In fact, I was a super-good student, particularly in science, and
she was a scientist! I actually really admired her, but she just pushed me away, again and again.’’

In the first example, Ms A’s father pulls away from her because of his depression.
However, because she’s afraid that her love and desire was either too much or
inappropriate, Ms A blames herself for his withdrawal. In the second example,
Ms B’s mother may have become critical because of her discomfort with Ms B’s
sexuality.

The desired caregiver can be overly receptive to the child

Examples

Mr C, a 25-year-old gay man, tells you that his father was overly focused on his attractiveness
and masculinity, particularly in sports. He says, ‘‘From the time I was very little, my father was
grooming me to be a star athlete. He would come with me to all the practices. He was just too
involved! It made me uncomfortable, the way he would brag about me to all his friends, and never
mention my sister.’’

Mr D, a heterosexual 40-year-old man, says that his mother and father did not get along well when
he was growing up. While he was unaware of his father’s affairs when he was young, he now looks
back and says, ‘‘I think my mother had a hard time with my growing up. She would snuggle with
me at bedtime for years and it got really uncomfortable. It was like she needed male affection and
she came to me for it.’’

While potentially exciting, getting too close to the desired caregiver is generally
overstimulating and frightening. The child in this situation is sometimes referred
to as an Oedipal victor [151]. This can be a particular problem in single-parent



CH11: MIDDLE CHILDHOOD 105

households where there is no rival. While longed for in fantasy, the relationship with
the desired caregiver feels incestuous, and when it gets too close, it produces anxiety
in the child. Plus, the closer the relationship with the desired caregiver gets in reality,
the more the child fears the rival’s wrath.

The rival is too frightening or rejecting

Examples

Mr E, a 30-year-old heterosexual man, reports that he remembers that, at about age 4, he showed
off his bicep to his father, who said, ‘‘you call that a muscle?’’

Ms F, a 38-year-old heterosexual woman brought up by her grandmother, remembers that her
grandmother punished her for trying on her high heels, saying, ‘‘they’re not for little girls.’’

In order to resolve the conflicts of this period, the child has to be able to identify
with the rival. But in situations in which the danger from the rival feels too real, or
in which the rival discourages identification or even mocks or belittles the child’s
attempt to be like him/her, this is difficult if not impossible. A rageful or envious
rival makes identification terrifying and makes attachment to the desired caregiver
too dangerous. Mr E’s father makes his son’s fantasy of ever being like the giant father
an impossible dream. Ms F’s grandmother makes her granddaughter feel ridiculous
for trying to be a ‘‘grown-up lady.’’ The shame produced by these rejections makes
the attempt to identify dangerous, and it is often repressed as well.

Difficulties in the three-person relationship may lead to repression of
sexuality

All of these situations can lead to repression of the following fantasies that are
characteristic of this period:

I want to have the desired caregiver all to myself.

My wish to have the desired caregiver all to myself is dangerous.

I want to be like the rival so that I can have my own love relationship someday.

These repressed fantasies then lay buried while children grow up, only to be activated
later when they reach the age when they can have their own intimate relationships.
This is called deferred action [152] – fantasies that are repressed in childhood come
into play later in life, and may lead to symptoms. They can also lead to the formation
of characteristic problems, patterns, and defenses. The repressed fantasies that result
from all the feelings and conflicts having to do with three-person relationships are
often referred to in shorthand as ‘‘Oedipal fantasies or conflicts’’ [153].
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What develops during middle childhood?

As children increase their awareness of themselves and their world during middle
childhood, they develop a more sophisticated sense of who they are and how they
relate to others. If things have gone well in the earliest years, they enter this period
with a nascent sense of self and the capacity to have relationships with others based
on secure attachments. But now their growing bodies and minds allow them to
develop these capacities in new ways.

Self-perception and self-esteem regulation

During middle childhood, children continue to develop their sense of self. This is
fueled by many factors. Some of this comes from new thoughts and feelings about
their bodies. Most children consolidate control of their bowel and bladder function
during these years, giving them newfound mastery over their bodies and a growing
sense of independence. Awareness of gender comes to the fore as children become
curious about each other’s bodies, as well as their own [146]. Consolidating one’s
gender identity means coming to terms with what one has and what one doesn’t
have – this helps not only to solidify one’s sense of self but also to differentiate reality
from fantasy. Once again, relationships are key to this developmental process –
children who feel good about their bodies and their sense of maleness or femaleness
base much of this on the way their primary caregivers respond to them. As in
the previous examples, the girl who wants to try mommy’s lipstick but is told
‘‘That’s not for babies,’’ may feel insecure about her femininity, while the boy whose
father says, ‘‘You are getting so strong!’’ is likely to feel good about his developing
male body.

Relationships with others

In middle childhood, children develop the capacity to think about people as having
relationships with each other as well as relationships with them. This allows them to
feel like part of a family, and even a community (e.g., a day care center or nursery
school). While this can enrich their sense of security, it can also lead to jealousies
and rivalries as they struggle between wanting someone all for themselves and being
able to share that person with others. Learning to tolerate jealousy and competition
is an important developmental goal of this phase.

Some of that development can occur in the context of relationships with siblings.
Siblings can be companions and competitors, playmates and roommates, helpers and
hinderers. The presence of siblings means that others are vying for the love and
attention of the primary caregivers, but it also affords the potential for alternative
sources of affection. When a parent is emotionally or physically absent, a sibling may
play a major role in the child’s three-person relationship. Too often, when we think
about the competitive relationships of middle childhood, we forget siblings, but they
are crucial to this period and throughout life.
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Moral development

Although children begin to recognize right and wrong at a very early age, their sense
of morality undergoes tremendous development during middle childhood [146]. In
psychodynamic theory, morality is generally thought to be mediated by a part of the
mind called the superego [153]. We generally think of the superego as consisting of
two parts: one that maps to the conscience and one that maps to the ego ideal (how
we like to see ourselves) [153]. One of the ways that children resolve the conflicts
of the three-person relationships of middle childhood is by identifying with their
caregivers and by internalizing their caregivers’ rules and ideals. These become part
of the developing superego. The internalization of the caregivers’ rules is thought
to help children further develop their own internal set of behavioral guidelines. The
first set of internalized guidelines is often very strict: children who are aged 3–6
years are often acutely sensitive to rules and sometimes become outraged if rules are
violated [154]. This preoccupation with rules is seen as a normal and universal aspect
of navigating this period of development.

The role of temperament and psychiatric disorders during
middle childhood

The presence of depression and anxiety can exacerbate the potency of repressed
middle childhood fantasies. For example, when a situation in adulthood is reminiscent
of a frightening middle childhood situation, the associated anxiety will be worse in
the person with panic disorder or mild OCD. Similarly, the expectation of rejection
in an adult who was shunned by a desired caregiver will be multiplied for the
chronically dysthymic person.

Negotiating middle childhood when there have been earlier
problems

We have discussed the way a child who has developed trusting, secure relationships
negotiates the three-person relationships of middle childhood, but all children
enter this phase whether or not they have achieved stability in their two-person
relationships. If children do not trust that their caregivers will take care of them
and have not formed secure attachments, the relationships of middle childhood may
seem like three-person relationships but may actually be attempts to secure a solid
two-person relationship.

Example

Mr G, a 35-year-old man, comes to therapy for help with relationships. His sessions are entirely
focused on his relationship with his girlfriend H. He says that H, who is a successful attorney, is
not willing to have sex often enough and that she is reluctant to have him spend every night at her
apartment. When the therapist asks him for examples, he says, ‘‘Well, the other night she said that
I had to go home because she had to work on a brief – something due in the morning. But what
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about my needs? Couldn’t she just have sex first – and then do her work?’’ Mr G reveals that this
has been a pattern in his relationships with women – ‘‘I want to be around them all the time –
and they don’t seem to need or want that kind of closeness.’’ Of note, Mr G was raised by a single
mother who worked two jobs – including frequent night shifts – to support them.

Although Mr G sounds as if he’s talking about the problems inherent in an adult
relationship – commitment and sex – the details of the situation suggest earlier
problems. For example, he lacks empathy for H, and he seems to crave someone
who will take care of him, rather than someone with whom he can have a mutual
relationship. The history suggests that Mr G may have had difficulty consolidating a
secure dyadic relationship, leading to difficulties with the development of a secure
attachment. As an adult, his craving for a dyadic relationship has been translated
into the language of an adult relationship, but, at heart, remains a longing for a much
earlier type of attachment.

Adult problems and patterns that suggest origins in middle
childhood

Adult problems and patterns that suggest origins in middle childhood tend to be
more circumscribed than those originating in the earliest years. Recall that more
circumscribed problems are ones that affect one part of a function, rather than every
aspect of it. Nevertheless, they cause significant pain and suffering. Middle childhood
fantasies that are not resolved early in life often come to the fore once people are
ready to begin their own sexual and romantic relationships. Here are a few ways that
might happen:

Difficulty committing to a relationship

In people with clearly developed capacities for trust, attachment, and self-esteem
regulation, difficulties with commitment are often a clue that middle childhood
fantasies might be involved.

Example

Mr I, a 28-year-old man, continues to idealize his parents as ‘‘the perfect couple.’’ Although he has
had many girlfriends, he always breaks up with them just as things are getting serious, worrying
that they’ll ‘‘never live up to what Dad has.’’

Mr I’s continued fantasy that his parents’ relationship was perfect, and thus that
he can never have what his father has, is impeding his ability to have a committed
relationship of his own.

Sexual inhibitions

When children have been overstimulated during middle childhood, potentially
appropriate relationship situations in later life may seem too similar to the early
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three-person situation and feel incestuous. This can lead to sexual inhibitions in both
men and women.

Example

Ms J’s father, who had adored her as a young child, became much more distant once she began to
mature sexually and date as an adolescent. In college, Ms J had crushes on men but pulled away
once they became interested.

When Ms J’s father pulled away from her in adolescence, she consolidated a fantasy
that the feelings she had for her father in middle childhood were somehow wrong.
This fantasy is reactivated in adulthood, preventing her from having satisfying
relationships later in life.

Fear of competition, particularly with same-sex rivals

When rivalry during the three-person relationship of middle childhood feels too
frightening, competition later in life may feel fraught with the same dangers of the
earlier situation.

Example

Ms K’s father, who had been a college athlete, attended every one of her gymnastics meets, even
when this meant that he could not attend events that were important to her mother. One day,
while cleaning, Ms K’s mother ‘‘accidentally’’ threw away several of her gymnastics trophies.
As an adult, Ms K was passed over for a promotion because she neglected to report important
accomplishments to her female boss.

In response to her mother’s reaction to her close relationship to her father, Ms K
developed a fantasy that competition with women was dangerous. This has led her
to repress her competitive feelings with women in her adult life.

Inhibited ambition and self-sabotage in the face of success

Again, repressed fantasies of danger can re-emerge later in life in the form of inhibited
ambition.

Example

Ms L’s mother, who had been a promising academic star, gave up her career in order to have
children. While proud of Ms L’s success, she subtly criticized her and mocked her dissertation
topic as ‘‘pretentious.’’ When Ms L was offered the chance to interview for a prestigious faculty
position, she began to experience headaches and feared that she had a brain tumor. This prevented
her from traveling to the interview and damaged her chances of being offered the position.

As with Ms K, Ms L’s experience of her mother as a ‘‘dangerous’’ rival has led to
persistent fantasies of competitive retaliation and repression of her ambition.
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Taking a developmental history of the middle childhood
years

Adults should have at least some memories of the middle childhood period. The
history is likely to be a mix of their own memories and stories that they have been
told. For children who are raised in a nuclear family, the developmental history of
this period should focus on the primary caregivers and siblings; for those raised in
other environments, the history will need to be more broad ranging. In addition, you
will undoubtedly learn new historical information as the psychotherapy proceeds.
Here are some guidelines for reviewing this period:

What was the quality of the relationships with the primary caregivers
during this period?

Were there changes in your relationships with your primary caregivers between the early and
middle childhood years?

Was there new closeness with a different caregiver (e.g., the father or a babysitter)?

Did your primary caregiver change in any way?

Has the family environment changed in any way?

Was there any concrete change in the environment, such as a change in socioeconomic status or a
geographic move?

Were new siblings introduced? Are they older or younger? What was your relationship with them
like? What is it like now?

Did grandparents or other new adults (such as stepparents) move into the household?

Was there any trauma during this period?

Were there any illnesses during this period? Major separations from caregivers? Divorce or other
type of loss? Physical or sexual abuse?

Beyond the triad

Once in school, the child’s world expands exponentially, as bonds with peers take
on greater importance. These relationships, and the potential difficulties associated
with later childhood, are a subject of Chapter 12.
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Suggested activity
Read the following vignettes and think about these questions:

1. What’s happening in the three-person relationship?

2. What fantasies from this period might persist into adulthood?

3. What kinds of problems might this lead to in later relationships?

‘‘Abby’’

Abby is 6 years old. She is the eldest of two children. Her father is a college professor and her
mother is a homemaker who was a social worker. Abby now has a 2-year-old brother who has
asthma and who has been quite sick – it was his illness that ultimately led Abby’s mother
to stop working and to be home full time. He takes medication and requires a good deal of
monitoring by Abby’s mother. Since the birth of her son, Abby’s mother has gained 30 pounds
and is intermittently depressed. Abby’s mother and father still go to the movies once a week,
but they bicker more in front of the children. Abby is smart and cute and loves to go to work
with Daddy – she knows all of the secretaries and they put her to work in the department
office. Abby has a doll named Baby who, she says, also has asthma. She pretends that she is the
doll’s nurse and gives him many shots. Abby recently told her kindergarten teacher that her
father is the smartest man in the world.

‘‘Billy’’

Billy is 5 years old. He is the beloved child of older, very wealthy parents who went through
four cycles of in vitro fertilization to have him. As a very young child, his parents doted on
him and he was exquisitely cared for – both parents were very involved and nurturing. The
family belongs to a club, and the father is an avid golfer. Billy’s father always took Billy along
in the golf cart, proud of his little boy in his little polo shirt. Billy liked to be with his Dad –
he sat in the cart and read books but was not interested in golf. Billy’s father, who learned golf
from his father, has become disappointed and has started to leave Billy home when he goes to
play golf. Now Billy generally spends Saturdays with his mother, going to the grocery store
and staying in his room to read.

‘‘Curtis’’

Curtis is a very smart 7-year-old boy. He loves people to ask him questions. He adores math
and geography and continuously asks his parents to quiz him on his multiplication tables.
As he gets older and understands more, the questions need to get harder. His parents are
both well-educated people, but his father is mildly underemployed and is frustrated with his
position. One night at the dinner table, Curtis’s mother asks a quiz question and his father
answers first. His father laughs and says, ‘‘Good to know you still can’t top your old man.’’
Curtis is a bit deflated and soon asks for quiz questions when only his mom is around.
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Comment

Overly close relationship to the desired caregiver

In the context of the birth of her brother, who requires a great deal of the mother’s
care, Abby has developed a particularly close relationship with her father during middle
childhood. She idealizes him, but has also identified with her mother. She is not, however,
seeing intimacy between her parents. Thus, she may persist in having fantasies about a
special closeness with her father that may lead her to feel that she’ll never find anyone as
wonderful as he is.

Shunned by the rival

Although Billy had a very close relationship with both of his parents in his earliest years,
his lack of interest in golf has led his father to reject him. This could affect his ability to
identify with his father and could lead Billy to have a persistent fantasy that he is not a
strong man, or to feel that he is not able to replicate his father’s ability to attract women
and to have romantic relationships.

Rival is too dangerous

As with Billy, Curtis had a close relationship with both of his parents, who mirrored his
talents. However, as Curtis shows more prowess, his somewhat frustrated father feels
increasingly competitive with his intelligent son and mocks him. Curtis thus learns that
competition is dangerous and avoids it. If this fantasy persists into adulthood, it could
affect both his ambitions and his ability to pursue relationships with others.



12 Later Childhood,
Adolescence, and Adulthood

Key concepts

Development continues throughout life; thus, a psychodynamic formulation must include
information about later childhood, adolescence, and adulthood.

During

• later childhood, children need to develop skills and to expand their ability to form rela-
tionships outside of the family

• adolescence, teens need to solidify their identity

• young adulthood, people need to learn to build intimate relationships and assume
responsibility for themselves in the world

• later adulthood, people need to build meaningful lives for themselves in arenas such as
work and family and to sustain the inevitable losses of aging

Adult patterns and problems that suggest origins in these periods include problems with

• identity (adolescence)

• intimacy (young adulthood)

• maintaining a sense of vitality and meaning (later adulthood)

Development beyond the early years

When we think about case formulation, we often think about the impact of childhood
experiences, particularly the relationships of the earliest and middle childhood years.
However, development continues throughout life. Patterns are rarely stable until
early adulthood, and major changes can occur later in life.

Erik Erikson was a psychoanalyst who thought about development as occurring
throughout life. He conceptualized the life cycle as divided into eight phases and spec-
ified the key ways in which people need to grow and develop during each phase [155].
Using this way of looking at development, certain kinds of problems that adults
present with suggest that difficulties may have in one or more of these phases. We will
use many of Erikson’s concepts in discussing development beyond the early years.

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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Later childhood: 6–12 years

Cognitive development and building ego function

Leaving aside unusual circumstances, for most children between the age 6 and 12,
school is the center of their lives. During this time, children must learn skills [155, 156].
They also have to learn how to practice those skills – everything from penmanship
to arithmetic to violin – in order to improve and grow. They gain hobbies and other
interests, learning to use these pastimes to handle anxieties and impulses and to build
self-esteem. Skill building is the biggest growth area for the individual during this
period. Children who have difficulty with the games and activities of the elementary
years will be handicapped once the tidal wave of hormones and other changes hit
them in adolescence.

Relationships outside of the family

Forming relationships outside of the family – with both adults and other children – is
another major task of this period [157]. Identification with adults in school can
have a major effect on development. Nevertheless, parents remain central figures in
later childhood, and they are especially needed during times of stress or transition.
For the child who has neglectful or abusive parents, a caring mentor, teacher, or
coach can have positive, restorative effects; even a best friend can help. Conversely,
abusive school relationships, be they with teachers or peers, can impair self-esteem
development. A central task of this period is establishing oneself in the world of peers.
Peer life blossoms during this time [158], and bullies and cliques can be devastating
to the developing child [159].

Changes in the family

As children get older, the probability that their families will change increases. By
the time children are school-aged, their parents will usually have been married for a
while, and that means that the probability of divorce increases. Changes in parental
finances and relocations may also occur as parents experience their own life changes.
Siblings may be added to the family, and deaths of relatives may occur. All of these
events can affect the developing child. When discussing these events, it is important
to ask not only about the child’s response but also about the parents’ responses,
for example, mother’s depression after grandpa died or father’s worsened drinking
after his job loss.

The wider world

No longer cloistered in the family unit, children may first feel the impact of the
wider world during this period. For example, they may first feel the impact of
cultural issues [160]. Consider children who are bussed into neighborhoods where
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they are in the minority after spending their early childhood in a more homogeneous
community. As children interact more with the world, cultural differences of all sorts
become apparent to them. Role expectations may vary from culture to culture – for
example, whether girls should excel in school or whether boys can take ballet – and
recognition of these differences may affect the children’s experiences of themselves
in the cultural milieu.

Adult problems and patterns that suggest origins in later childhood

Adults who present with cognitive difficulties, and who are not suffering from
dementia, may have had difficulties during later childhood. The person may have
had recognized or unrecognized learning disabilities in elementary school, or other
problems during later childhood may have interfered with cognitive development.
Children who have difficulties during later childhood may struggle academically
throughout their lives. They may feel perennially incompetent and have difficulty
using intellectual endeavors to bind anxiety. Traumas that occur during this period
can impact learning as can the presence of psychiatric disorders. Consider the child
with bipolar disorder or ADHD who is trying to consolidate cognitive function
in the face of problems with attention or mood regulation. We want to know not
only what the child’s cognitive development was like but also how the child and
the others in his/her life responded to the cognitive development. For a child who
is lovingly responded to, a severe learning disability might not adversely affect
self-esteem development; for another child with a highly critical parent, getting B’s
could be a disaster. School function and the expectations of self and others can have
a major effect on self-esteem development and may contribute prominently to the
development of shame and even some antisocial tendencies (e.g., cheating).

Example

Mr A is a 28-year-old medical student who presents saying that he is overwhelmed by what he
has to do on his clinical rotations. He becomes flustered by the sheer number of tasks that he has
to perform, is unable to prioritize them, and cannot organize his work. When the therapist takes a
history, she finds that he has had this problem since grade school and that he always had tutors to
help him. His clinical rotations represent the first time that he has had to do this on his own.

Mr A’s difficulty with organizing his work, which began in later childhood, is now
giving him difficulty in an adult situation.

Adolescence: 13–18 years

Identity

If age 6–12 is all about acquiring skills, age 13–18 is all about identity [155]. School
is prominent too, but adolescence is the time when people really begin to figure out
who they are. It’s a time of wildly fluctuating identifications. For example, one day
Jane loves a certain rock star, the next day she hates him; one day Suzy is her best
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friend, the next day it’s Becca. Every day is something new. This is the norm for
adolescents. But by the end of adolescence, young people start to have a coherent
sense of self that will help them figure out their place in their world. To be able to
plan ahead as a young adult, adolescents have to make sense of where they came
from. Interest in one’s ethnic and religious background increases; adopted children
often have interest in their families of origin.

Body changes

For adolescents, the new things happening in the body can be overwhelming. Like
the addition of an enzyme, hormones can cause dramatic changes in the developing
character. There are many things to consider in a psychodynamic formulation that
come to the fore in adolescence. For example, gender issues are usually consolidated
much earlier; however, any residual confusion will wreak havoc during this period.
Sexual identity may be somewhat fluid for adolescents and experimentation is the
norm; however, if differences are not accepted by important others, this can be
a devastating time [161]. Masturbation becomes frequent during adolescence, but
is prohibited in some cultures and by some religions. Inhibitions and fears about
masturbation and sexuality can be particularly painful during adolescence, as the
growing individual is often unsure about sexuality and is thus more vulnerable to
shame and harsh moral judgments.

Cognitive and emotional difficulties

Adolescence may also be the time when cognitive and emotional difficulties first
appear. Early signs of depression often occur and are too frequently ignored or
minimized as normal ‘‘teen brooding’’ [162]. Eating disorders and suicidal ideation
are common, as are first experiments with substance use [163, 164]. All of these
affect the teen’s sense of self and self-esteem, as they can affect one’s nascent feeling
of mastery over one’s environment. Consider the adolescent who is just adjusting
to the self-esteem blow of not being as smart as an older sibling and who then
develops new-onset depression. This person will have to work twice as hard to
maintain an already vulnerable sense of self. Good early development helps here, but
is not necessarily fully protective against the blows of adolescence. Regressions are
common and normal as new experiences and difficulties challenge the developing
self – many recover, others do not.

Many factors can disrupt identity consolidation in adolescence. As always, trau-
mas, family strife, and losses have to be considered. A very common source of trouble
in this area is substance abuse – drugs and alcohol [165]. Trying to consolidate iden-
tity under the influence of substances that alter mood and self-experience is like trying
to set Jell-O in a blender. It doesn’t happen. The same is true for the influence of other
cognitive and emotional difficulties, such as bipolar disorder and panic attacks.

Adult problems and patterns that suggest origins in adolescence

Adults who present without a good sense of identity are likely to have had difficulties
during their adolescent years. People who are still ‘‘finding themselves’’ in their 30s
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and beyond may not have had an adequate chance to experiment with different
ways of thinking about themselves and the world or may have gotten lost during
that period of experimentation as a result of trauma or cognitive and emotional
difficulties.

Example

Ms B, a 43-year-old married, successful lawyer with two teenage children, presents saying that
she feels unfulfilled in her life. Although she is not depressed, she says that she is ‘‘just going
through the motions’’ at work and dreams of having a different kind of life. She flirts with running
off to a writers’ colony, or traveling to India to study yoga. She continuously changes her hairstyle
and color and is easily bored with her wardrobe. She reports that her mother died when she was
12 years old and she assumed primary responsibility for the care of her 7-year-old brother because
her father was an alcoholic. This involved staying with him on nights and weekends, foregoing the
social life in which her peers were engaged. She chose to become a lawyer early in order to ensure
financial stability for the family.

Forced to assume adult responsibilities early, Ms B was not able to try out different
choices in order to consolidate her identity; this need re-emerged later, perhaps as
her own children began their teenage experimentation.

Young adulthood: 18–23 years

Intimate relationships and sexuality

Emerging from adolescence with a nascent sense of self, the young adult is ready to
share that self with another person [155]. The capacity for love relationships, which
is built on many years of relationships with family members and friends, can help
the individual to consolidate identity. Even people whose familial relationships have
been less than ideal can have their self-esteem positively reenforced by mutually
satisfying relationships with lovers and friends during this time. However, if the
wounds of earlier life have left the person unable to form intimate relationships, this
time can be lonely and full of disappointment.

Sexual difficulties may also become prominent as young adults try to negotiate
adult sexuality [155]. Sometimes, this can be the result of repressed unconscious fan-
tasies from middle childhood, which can lead to sexual inhibitions and maladaptive
relationships (see Chapter 11). For example, the little girl whose young father adored
her may be unable to find a man who is ‘‘as good as Daddy was,’’ leading her to
destroy many a promising relationship.

Responsibilities in the world

Minors no longer, young adults have newfound freedoms and responsibilities. Many
leave home and are challenged to function as adults for the first time. How does
their sense of self hold up? Can they self-regulate? Remain organized? Care for
themselves? This is a time of tremendous growth and excitement for some, and terror
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for others. Some write PhD’s, whereas others go into debt due to an inability to curb
impulses. It can be a time of unlimited possibilities or of depression if ambitions
exceed capabilities. Negotiating the discrepancies between ambitions and talents in
a realistic way is a key challenge of this period – those who do it well gain focus,
while those who do it poorly struggle with fragile self-esteem and despair. Identity
consolidation continues during this period, as people choose partners and career
paths. The fluid identity that is normal in a 14-year-old is no longer normal in a
24-year-old, and ongoing instability in one’s sense of self may be the harbinger of
maladaptive patterns.

Cultural factors must also be taken into consideration. What cultural issues do
newly minted adults confront? Are they members of a minority? How does that affect
their self-esteem development? Are they immigrants or first-generation Americans?
Imagine a first-generation young adult in a community of white Americans – will
that person feel attractive? Shunned? Excluded? Will he or she be able to find a
partner? Maybe ‘‘yes’’ and maybe ‘‘no,’’ but this should be investigated. Religious
differences can also affect the young adult’s ability to form relationships during this
period.

Adult problems and patterns that suggest origins in young adulthood

Difficulty assuming responsibility for oneself during young adulthood can leave
people overly dependent on their family of origin as they enter their third and fourth
decades of life. This can lead to mood and anxiety symptoms as they feel unable to
mature alongside their peers.

Example

After college, Mr C had several years of severe depression, during which he moved back into his
parents’ home. Finally stabilized at age 27, Mr C felt awkward with women and delayed in his
career development. He continued to live at home, and ultimately went to work for the family
business.

Mr C’s difficulties assuming responsibility during young adulthood inhibited his
ability to develop an intimate love relationship during this time. This resulted in
severe limitations in his capacity for adult relationships with others.

Adulthood: 23 years and beyond

The tasks of adulthood are myriad and diverse. Most, however, involve finding
sustained meaning in work and love [155]. Some find meaning in family life, some
in career, and some in both – as a psychotherapist, it is important to put personal
judgment aside and discover what is important to each individual. For example, one
person might be content to be an accomplished artist who has always lived alone,
while another might feel chronically unfulfilled despite having a successful career
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and a healthy family. This can be an exciting time of productivity and procreation,
but it can also be a time of disappointment and unfulfilled dreams. Asking not only
about what people are doing and with whom they have relationships but also how
they feel about ‘‘how things turned out’’ can help you in assessment.

Later adulthood can bring the joys of a life well-lived, or the bitterness of a
difficult journey. Older adults may lose many things, including physical and mental
capacities, opportunities for productivity, the daily routines of work–life, and loved
ones. Although the earliest years are far away, the capacities developed during
those years (such as trust, sense of self, and secure attachments) continue to play a
role during times of loss, buoying the older adult through difficult waters. Valliant
[166] has shown that having good relationships is the best predictor of mental health
during the older years – relationships based on trust, attachment, and a healthy
sense of self and other.

Example

Dr D, a famous surgeon with an international reputation by age 45, has a serious car accident at
age 50 that renders him unable to operate. Despite his academic standing and supportive family,
he withdraws into himself and begins abusing alcohol. This alienates his family, and he spends
many years in near isolation.

Unable to adapt to the loss of his ability to do his chosen work, Dr D is unable to
buoy his self-esteem and plunges into depression and substance use.

Taking a developmental history of these periods

Most adults have clear memories of these periods and should be able to give a clear
developmental history. Major memory gaps for this time could indicate a history of
trauma, medical illness, or substance abuse. Here are some guidelines for taking a
developmental history of these diverse developmental phases:

Later childhood

How was your time in school?

Did you have any learning problems? Were you ever tested for learning disabilities?

Do you remember having friends?

What kinds of activities were you involved in?

Were there any changes in your family during this time?

Do you remember this as a time when you were particularly anxious or depressed?

Did you have any illnesses during this period? Take any medications?

Did you ever get into any serious trouble during this time?

Did anything especially disturbing or traumatic happen?
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Although people may not know whether they had a frank psychiatric disorder
during these years, they will usually remember their general difficulties. For example,
a patient might deny having had ADHD, but may be able to say that he/she had great
difficulty in school, was constantly in trouble for not being able to sit still, and could
never finish reading a book. Remember, though, that there is about a one-in-three
chance that your adult patient had some form of a diagnosable psychiatric disorder
dating back to childhood. A history of early cognitive and/or emotional difficulties
may shed light on the origins of your patient’s current problems. The following
types of questions will help you to learn about your adult patient’s history of early
symptomatology:

When you were growing up, did you ever see a psychiatrist, therapist, or school counselor? If so,
for what type of problem?

Were you told that you had a behavioral problem? If so, what type?

Did you have to go to a special school? Do you know what kind of school it was?

As a child, did you ever take medication for a behavioral problem?

Do you remember being very sad or nervous as a child? Do you think that you were like that for a
long time? For how long?

Were you ever so sad or nervous that it prevented you from doing things like going to school or
playing with friends?

Did you have difficulty in school? If so, what kind of difficulty?

Did teachers tell your parents about any particular problems they noticed in you in school?

Did you tend to get in trouble in school? If so, for what kind of behavior?

Adolescence

How do you remember your teenage years? Do you remember it as a happy time? A stormy time?

What was your relationship like with your parents during this time?

Can you remember when you began to develop physically? Was it around the same time as your
peers? If early or late, how did this affect you?

Did you have any new difficulties during this time, like anxiety or depression?

Did you try any substances as a teenager? If yes, was this sporadic, or did you use any substances
on a regular basis? Which one(s)?

Did you have a boyfriend or girlfriend during this period?

What kind of sexual experiences did you have during this time?

Were there any changes in your family or living situation during this time?

Any illnesses or traumatic situations?
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Young adulthood

How far did you continue in school? Did you attend college or graduate school?

Did you continue to live at home? If not, where did you live? With whom?

What were your aspirations at this point in your life? How did you try to realize them?

How do you remember this time? Fulfilling? Disappointing? Frustrating?

Were you involved with anyone romantically during this period of your life? Sexually? What were
these relationship(s) like?

Tell me about your social life during this time. Did you have friends? How close do you feel you
were to them? Did you tend to socialize one-on-one or in a group?

Did you begin to support yourself during this period? If so, how? If not, who was supporting you?

If you were working, what type of work did you do? Was this what you wanted to do?

Did you find time for leisure? If so, what did you like to do during this time?

Did you have any particular difficulties during this time, such as anxiety, depression, or substance
abuse? Traumatic situations?

Adulthood

Tell me about your work history during your adult life. Are you/have you been satisfied with what
you are doing? Have you been able to support yourself (and your family, if applicable)?

Who is in your family? If you have started your own family, when did you do this? How do you
find your family life?

How do you spend your leisure time? Is this satisfying to you?

Have you had any medical or psychiatric difficulties in your adult life? Substance abuse?

Are you currently sexually active? Can you tell me about this?

Have you lost any people with whom you were close?

As you look at your life, do you feel that you have been happy with the choices that you have made?
Can you tell me more about that?

Remembering the whole life cycle

The above outline is not intended to be comprehensive; rather, it is designed to
remind you of the many changes that occur after early childhood development and
can affect the way in which the individual regulates self-esteem, has relationship
with others, and adapts to stressful situations. New problems emerge, old problems
reemerge in new clothing, and new experiences and relationships can breed new
traumas as well as the hope of repair. These are all things to think about as you
review the development of your adult patients.
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Suggested activity
During which period of development might these people have had difficulty?

Ms A is a 48-year-old mother of three. She married her childhood sweetheart and has been
very happy as a stay-at-home mother but, as her children have become more independent, she
has become bored. She has briefly taken up many hobbies including tennis, needlepoint, yoga,
and kickboxing, but she doesn’t stick with any of them for long. Recently, she has noticed that
she is attracted to her personal trainer. This has felt exciting and frightening, and she is not
sure what to do.

Mr B, a 56-year-old man, has worked in the library of a famous museum for 30 years. His
coworkers admire him for his encyclopedic knowledge of Etruscan archaeology, but fear his
biting sarcasm and are loathe to interact with him. Although he graduated with high honors
from a PhD program in art history, he was never able to land a tenure-track position at a
college or university. He has never had a relationship and lives in very modest circumstances.
‘‘No one is producing anything in academia anymore,’’ he grumbles. ‘‘I’m glad that I never
got into that rat race.’’

Comment

Ms A seems to have difficulty with identity and is confused about her attraction to a man
other than her husband. It is likely that she was not able to experiment enough as an
adolescent, perhaps because of her premature attachment to her future spouse. Although
this may not have been a problem while she was busy with small children, her newfound
personal time has exposed these developmental difficulties, leaving her bored, listless,
and sexually dissatisfied.

Mr B seems to have had difficulty in young adulthood. Although his relationship
difficulties may predate this time, his inability to find an academic job after his educational
success left him unable to realize his talents and led to bitterness and isolation.



Putting it Together – A
Developmental History

Now we’re ready to to REVIEW a full developmental history. Let’s consider how we
might do this for Ms B:

Presentation

Ms B is a 26-year-old single white Catholic Intensive Care Unit (ICU) nurse who presents with
mounting depression, anxiety, and passive suicidal thoughts – symptoms she hasn’t experienced
since her teens. Ms B describes ‘‘slipping into a black hole’’ starting 3 months ago when her mother
began calling more frequently, pleading with Ms B to help care for her mentally and physically
disabled father. Ms B had been planning to leave her ICU job in a year or two to fulfill a lifelong
dream of working in a third-world country, but now feels obligated to stay. She feels increasingly
nervous, exhausted, and irritable, but does not have difficulty with sleep or appetite.

Developmental history

Genetics and prenatal development

Ms B is an only child born to initially unmarried parents. She is unaware of any problems with her
mother’s pregnancy or delivery but assumes her mother drank during the pregnancy since she was
hospitalized for depression and alcoholism shortly after Ms B’s birth. There is also an extensive
history of depression and alcoholism in numerous relatives on her mother’s side of the family.
Ms B’s father has a long history of temper-control issues but never sought psychiatric treatment
until he was diagnosed with Parkinson’s disease 12 years ago; he is now chronically psychotic on
antiparkinsonian medications.

Earliest years (birth to age 3)

Shortly after delivery, Ms B was placed in the care of her maternal grandmother. Ms B presumes
that this was because of her mother’s hospitalization but is not sure why her father could not care
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for her. Her grandmother told her she was a healthy, relaxed, ‘‘easy’’ baby who almost never cried
and who was generally slow to warm up with other children. She has very warm memories of her
early childhood with her grandmother, but few memories of her parents during these years – she
was told by her grandmother that they were working hard to save money so they could take care of
her again.

Middle childhood relationships (age 3–6)

When Ms B was 4 years old, her parents married and moved with her to a neighboring town
where her father joined a private investigation company. He made a good living and the family
lived a comfortable middle-class life. However, during Ms B’s childhood, her father was volatile,
harshly critical, slammed doors, frequently yelled at and struck her mother in front of Ms B, and
occasionally slapped or threatened Ms B with a belt. Ms B remembers feeling frightened of her
father as a child and hiding in a closet when her parents argued. She remembers her mother as
irritable and depressed, especially when she was drinking. When drinking, Ms B’s mother told her
that she was an ‘‘unwanted pregnancy’’ and that she would have had an abortion if she hadn’t
been Catholic. This made Ms B feel that she was the reason for her parents’ unhappy relationship.
The only good memories she has of these years were the occasional weekends and holidays she spent
with her grandmother.

Later childhood (age 6–12)

Ms B’s parents placed her in an all-girls’ Catholic school, starting in kindergarten. She loved the
school and says it ‘‘saved my life.’’ She remembers being shy and well behaved and having close
relationships with the nuns and priests. Although she had few friends, she had one close friend to
whose home she went most days after school. In middle school, at the urging of one of the nuns,
Ms B started confirmation classes and began going to Mass every Sunday by herself. When her
parents refused to be involved, her friend’s parents offered to stand in as her sponsors.

Adolescence (age 13–18)

When she was 14 years old, Ms B’s parents said they could no longer afford the parish school
and placed her in a large co-ed public high school. She missed her friends and the nuns at her old
school; her grades slipped and she had thoughts of suicide. She also experimented with anorexia
and lost 15 pounds but stopped when no one noticed. In 10th grade, a coach encouraged her to
try out for the basketball team and she says that she went from ‘‘being invisible to being the star
player.’’ She started feeling better about herself and made an effort to eat a healthier diet because
she felt she had a ‘‘responsibility to the team.’’ She loved sports although her mother told her
that it was ‘‘unfeminine.’’ She avoided parties, immersed herself in schoolwork and athletics, and
excelled at both. During the summer between 11th and 12th grade, Ms B volunteered as a candy
striper at a local hospital and ‘‘just knew’’ that she would ultimately pursue a career in the helping
professions. In hindsight, she thinks her father’s nascent Parkinson’s disease may have influenced
her decision: ‘‘The more disabled he became, the less angry I felt. He went from terrifying to needy
and pathetic. I also hated seeing how much my mother seemed to enjoy tormenting him and felt
like I had to protect him.’’
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Young adulthood (age 18–23)

When the time came to apply to college, Ms B’s mother was preoccupied with her father’s health
issues and financial worries and informed her that if she wanted to go, she’d have to handle the
tuition costs on her own. An excellent student and athlete, Ms B had her pick of elite colleges
but, wanting to go as far from home as possible, she chose a modest liberal arts college across the
country where she was offered a full scholarship. She devoted herself to schoolwork and sports,
and, although she joined a sorority, she tended to shy away from weekend partying and had limited
dating experiences. She had a number of short-lived relationships with men who ‘‘wouldn’t take
no for an answer’’ but none of these lasted more than a year. Ms B was initially a pre-med major
but, because of her frequent trips home to help care for her father, she ‘‘never had the time to master
organic chemistry and physics’’ and eventually switched to nursing.

Later adulthood (age 23 to present)

Once she began working, Ms B was drawn to intensive care nursing because of the ‘‘challenge
of the life-and-death moments.’’ She quickly rose through the ranks, taking on leadership and
teaching positions in the medical center. In the last few years, she has distanced herself from
friends, only dated sporadically, and concentrated on her work, her family, and her cat.

Suggested activity
As you did after DESCRIBE, try to take time now to REVIEW the developmental history of
one of your patients. Again, classroom learners will benefit from reading the reviews that
their classmates write. As in this example, try using the headers from each developmental
phase – prenatal, earliest years, middle childhood, later childhood, adolescence, young
adulthood, and adulthood. Even if you think that you have a sense of your patient’s
developmental history, challenging yourself to review it systematically is likely to help
you to learn more about your patient and to identify things about which you might want
to ask.
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PART FOUR:
LINK

Introduction

Key concepts

The final step in constructing a psychodynamic formulation is to LINK the problems and
patterns to history to form hypotheses about a person’s development.

To LINK, we

• focus what we have DESCRIBED and REVIEWED to hone in on the patient’s greatest areas
of difficulty and most problematic aspects of development

• LINK these using organizing ideas about development.

When we write psychodynamic formulations, our language should indicate that the links
we make are hypotheses, not facts.

The way we LINK ultimately guides the treatment.

By this point in the book, you’ve learned how to describe problems and patterns and
how to take a thorough developmental history. But, as we’ve said in Chapter 1, when
we formulate, we do more than report histories – we form hypotheses about how a
person’s history might have led to the development of his/her unique problems and
patterns. To think about this, let’s recall the example of Ms A from Chapter 2, the
43-year-old woman who came for treatment with Dr Z because she was worried that
her husband would leave her. As Dr Z conducted the evaluation, she learned that
despite Ms A’s considerable talents, Ms A was unable to say anything good about
herself. This incongruity caused Dr Z to wonder why Ms A had this view of herself.
Then, when Dr Z took the developmental history, she learned that Ms A’s mother
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was a world-famous scientist who was critical of her daughter’s complete lack of
interest in science, preferring Ms A’s brother who became a physicist. Dr Z then
formed an early formulation (hypothesis) that Ms A had unconscious, maladaptive
ways of perceiving herself and regulating her self-esteem that might have developed
as the result of her problematic relationship with her mother.

How did Dr Z form this hypothesis? It was not magic. Rather, as she learned about
Ms A’s problems and patterns, she asked herself a question:

Why does this talented woman have such a low opinion of herself?

Because she was thinking psychodynamically, she DESCRIBED Ms A as having
difficulties with self-esteem regulation that likely reflected unconscious, overly
critical perceptions about herself and her abilities. This gave Dr Z a partial answer
to her question, but she knew that in order to develop a strategy for helping Ms
A with her low self-esteem, she would need to understand how and why these
unconscious, maladaptive self-perceptions had developed. To answer that, Dr Z
REVIEWED Ms A’s developmental history and, among other things, learned that she
had had a difficult relationship with her critical, dismissive mother. She then used
an organizing idea about development – that maladaptive self-perceptions are often
related to a person’s early relationship with a dismissing, critical parent – to LINK
the pattern to the history. By describing, reviewing, and linking, she had formed an
hypothesis about why Ms A had such a low opinion of herself – a psychodynamic
formulation.

Focusing the formulation

This example, written to clearly illustrate this process, is overly simplified. It’s easy
for Dr Z to LINK patterns and history because, as far as we see, Ms A presents only
one pattern and only one aspect of her history. In real clinical situations, however,
the process is much more complex. As you’ve read throughout this book, people
think, feel, and do myriad things, and their histories are long and complicated.
There’s no possible way that we can form hypotheses about every aspect of their
functioning or link every moment in their histories to the way they developed. But
even more importantly, this would not necessarily be helpful. The primary goal of
the formulation is to guide the treatment. A diffuse, overly inclusive formulation
will not help to give us direction in the treatment, but a focused formulation will.
Preparing to link involves focusing what we have DESCRIBED and REVIEWED to
hone in on the most important ‘‘dots to connect.’’ Here’s how we can do this:

focus DESCRIBE

Once we have a sense of the person’s overall function, we need to focus on the
aspects that we think are most important to understand. These are generally the
areas that are giving the person the greatest difficulty. A helpful tool is trying to ask
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a focus question, which we can think of as the question that we would most like to
answer with our psychodynamic formulation. Let’s think about this using two brief
examples:

Mr B is a 50-year-old man who presents saying that he is having trouble at work. He says that
although he does excellent work, his boss is ‘‘out to fire’’ him. He says that this ‘‘always happens
at jobs – the people seem OK at first, but then you realize that they’re just like everybody else – it’s
each man for himself.’’ Mr B has no friends and lives alone. ‘‘Investing in other people is for
chumps,’’ he tells the therapist.

Mr C is a 50-year-old man who presents saying that he is having trouble at work. He enjoys his
job, but is unsure that it’s what he really wants to do in life. ‘‘I’ve been doing this for years, and
I’m good at it, but is it my life passion? I’m so confused.’’ He says that, during early adulthood, he
went into the same career as his brothers without thinking, but he now wonders, ‘‘Maybe I should
do something else for the second half of my life. But what?’’

Mr B and Mr C both present with trouble at work; however, Mr B’s greatest difficulty
seems to be his inability to trust others (focus question: ‘‘Why can’t Mr B trust other
people?’’), while Mr C’s greatest difficulty seems to be in the area of identity (focus
question: ‘‘Why is Mr C so unsure about what he wants to do in life?’’) Despite
the surface similarity of their complaints, their areas of greatest difficulty are very
different. Our questions, our formulations, and our treatments will thus be very
different for Mr B and Mr C.

Although it may not always be possible, it’s worth trying to focus on one, or at
most two, areas. This may be harder when people have global difficulties; then, a
focus question may be ‘‘Why does this person have difficulty in so many aspects of
his/her life?’’

focus REVIEW

As with DESCRIBE, once we have a sense of the person’s overall history, it’s time to
focus – this time, on the points in development that were most likely to have disrupted
or supported healthy development. Traumas, separations, problematic relationships,
and emotional/cognitive difficulties are likely to disrupt development, while secure
relationships, the absence of trauma, and good cognitive function are likely to support
healthy development. Summarizing the highlights – both problematic and growth
supporting – of each phase of life gives us a bird’s-eye view of the developmental
history and provides valuable clues for linking the history to the problems and
patterns.

When considering how to focus on key moments in development, remember
that global problems with function tend to arise earlier, while more circumscribed
problems tend to arise later (see the Introduction to Part Three). This is not always
true because protective factors such as resilience and later developmental repair (like
new relationships and psychotherapy) can mitigate the affect of early problems, but
it is still useful to consider.
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LINK using organizing ideas about development

Finally, we need to connect the major difficulties to the key points in the person’s
developmental history. This is the all-important step – the point at which we turn
the history into a formulation – the moment when we commit to an idea about
causation. For this crucial step, we rely on organizing ideas about development.
These organizing ideas are ways of conceptualizing how what happens during
development could lead to the problems and patterns that we see in our adult
patients. They help us to answer questions like

How might early trauma lead to problems with affect regulation?

How might depression in childhood lead to problems with self-esteem management?

How might an absent mother lead to interpersonal problems in adulthood?

How might having an attuned mother help someone to grapple with a breakup in college?

How might an overly close relationship with a parent lead to sexual inhibitions?

There are many different ideas about development that can help us to link a person’s
developmental history to his/her adult patterns of thinking, feeling, and behaving.
Each idea offers a different way to explain how a person’s history – including nature
and nurture – could result in the problems and patterns that we see in the adult. We
can link problems and patterns to history by thinking about the impact of

• trauma

• early cognitive and emotional difficulties

• conflict and defense

• relationships with others

• the development of the self

• early attachment patterns.

When we LINK, we scroll through these organizing ideas to choose the ones
that will help us to make useful connections between the patient’s patterns and the
developmental history. We can use several ideas for a single formulation, and we can
use different ideas in different formulations. Each chapter in Part Four presents one
of these organizing ideas about development so that you can begin to have a library
of ideas to choose from when you construct your formulations.

So many organizing ideas – how do we choose?

Just as there are many ideas about development, there are many ways to link a
patient’s patterns to his/her history. The way the clinician does this in a psycho-
dynamic formulation depends on many variables, including the way the patient
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tells his/her story and the needs of the clinical situation. There are some clinical
situations that are well explained using particular organizing ideas about devel-
opment, and we outline such situations with examples in each of the chapters in
this part. Nevertheless, it generally makes sense to lead with the information from
the description and the history and then to choose ideas about development, rather
than beginning with a favorite idea. Try to avoid ‘‘looking for history’’ that suits
an idea about development – this can skew the formulation. For example, consider
two people with difficulty regulating affect, one who had an abusive parent and
one who had early bipolar disorder – despite the similarly of their difficulties, their
psychodynamic formulations might require two different ideas about development.

Writing a psychodynamic formulation

Even though not all psychodynamic formulations are written, we suggest trying
to write some chronological narratives as you learn to DESCRIBE, REVIEW, and
LINK. As you write, think about how things that happened early in life might have
affected later development – for example, how problems with self-esteem from the
earliest years might have affected identity consolidation in adolescence, how the
trust consolidated during a primary dyadic relationship might have helped someone
through a later trauma, or how problems with competition from middle childhood
might have affected career development in young adulthood. Start with a summary
that outlines your focal points, then try to comment on the way the person developed
during each phase of life. At the end of Part Four, you can listen in as one therapist
considers how to ‘‘put together’’ a full psychodynamic formulation, and you can
then read his narrative.

When you write your formulations, remember that the links we make between
history and adult patterns are hypotheses – best guesses based on developmental
research and empirical work with patients. They are not facts. They are designed to
help us to understand our patients, to help our patients understand themselves, and
to guide our treatments. Thus, the language of linking should reflect this. When we
link, we use words like ‘‘perhaps’’ and ‘‘maybe’’ and phrases like ‘‘it could be’’ and
‘‘it is likely that.’’ Saying

Mr D’s problems with self-esteem were caused both by his chronic mood disorder and by his lack
of acknowledgment by his father.

is very different than saying

Mr D’s report of both a lifelong history of low mood and a consistent lack of mirroring by his
father suggests that these may have contributed to the development of his difficulties maintaining
and managing self-esteem.

The second way makes it clear that the links between Mr D’s difficulties with
self-esteem and the elements of his history are hypotheses, not established facts.
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Using ideas about development over time

As you gain comfort with formulating, you will not necessarily always consciously
think about and apply different ideas about development. They will become a part of
the way you automatically think about patients. However, while you are learning to
formulate, we suggest that you carefully consider all of these organizing ideas with
each patient to decide which ones can best help you to form hypotheses about the
individual’s development.

Linking guides treatment

The way we link our adult patients’ problems and patterns to their unique histories
guides our treatment. If we link adult problems to early trauma, we need to help our
patients understand their traumatic experiences and repair disrupted development.
If we link problems to unconscious conflicts and defenses, we need to help our
patients develop more adaptive ways of dealing with them. If we link problems to
relationships with others, we need to help our patients develop new relationship
templates. Our formulations guide our goals for treatment, the way we listen to our
patients, and the way we choose our interventions (see Chapter 3). Generally, we
can help our patients by (1) making them aware of a problematic aspect of their
development or function and (2) helping them to develop new, healthier function.
We discuss this in each of the chapters in this part of the book.

Looking ahead

In each of the chapters in Part Four, we present one organizing idea about develop-
ment, outlining

• the basics of the organizing idea

• clinical situations for which the organizing idea is particularly useful

• a sample formulation using the idea

• ways in which linking to that idea guides treatment.

Note that our sample formulations in these chapters present DESCRIBE and
REVIEW sections that have already been focused and thus only contain the major
difficulties and key developmental points.

Now, let’s move on to our first organizing idea about development – linking
problems and patterns to trauma.

Suggested activity
Consider Mr A and Ms B. What would you focus on as the major difficulty or difficulties
of each, and why? What might be a focus question?
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Mr A is a 29-year-old man who is living with his girlfriend. He presents for therapy saying
that he’s not sure whether he should break up with her. He says that she is trying to control
his life with endless demands on his time and that she doesn’t understand what men need.
He also complains that in the last few months, she has only wanted to have sex twice a week.
Mr A is an unsuccessful solo entrepreneur. ‘‘I can’t stand working with other people,’’ he
explains, ‘‘Most people are idiots.’’ When the therapist suggests that perhaps his girlfriend
just enjoys spending time with him, he says, ‘‘I can’t believe you would say that. Haven’t you
been listening?’’

Comment

Mr A seems to have difficulty with mentalization and empathy. He is unable to imagine
that either his girlfriend or his therapist could have thoughts and feelings that are different
from his. It also impairs his ability to have a good sense of self and others. Possible focus
questions include ‘‘Why can’t Mr A think about the thoughts and feelings of others?’’ and
‘‘Why does Mr A lack empathy?’’

Ms B is a 21-year-old college student. She presents with anxiety around doing assignments
for her college courses. She has close relationships with her parents, and she has many good
friends, several of whom try to help her with her work. ‘‘I just can’t keep it all straight,’’ she
says, ‘‘I end up with paper all over the room, and I never know what to start with.’’ She did
well in high school, albeit with several tutors. She cannot relax, and her stress is taxing her
friendships.

Comment

Ms B likely has difficulty with cognition. Although testing might be required to understand
the exact nature of the difficulty, it could be a learning disability, or a problem with decision
making or organizing her work. Her trouble with relaxation and friendships seems to be
clearly connected to her primary cognitive problem. A possible focus question might be
‘‘Why does Ms B have so much difficulty keeping herself organized?’’



13 Trauma

Key concepts

When trauma is prominent in a person’s history, we may be able to LINK the development
of the adult’s problems and patterns to the impact of trauma.

Trauma is an experience of extraordinarily stressful and disturbing events that overwhelms
the individual.

Trauma can affect the development of all aspects of functioning.
Linking to the impact of trauma is particularly useful when constructing case formulations

for patients who have problems with

• self-experience

• affect regulation and impulse control

• adapting to stress

• forming and maintaining secure attachments

Human experience has always been colored by traumatic events, ranging from
personal traumas, such as childhood abuse and neglect, to cataclysms affecting
whole populations, such as the Holocaust, the events of September 11, and natural
disasters. We take for granted that traumatic experiences have a psychological effect
on people. But why is this true? Ideas about the impact of trauma on development
can help us make the link between traumatic events in a person’s history and his/her
characteristic problems and patterns.

What is trauma?

Psychological trauma can be defined as the experience of extraordinarily stressful,
disturbing, or violent events, over which the victim is helpless and which overwhelm
his/her psychological and biological capacity to cope [1, 2]. DSM-IV defines traumatic
events as those in which ‘‘the person experienced, witnessed, or was confronted with
an event or events that involved actual or threatened death or serious injury, or a
threat to the physical integrity of self or others,’’ and the response to these events
involves intense fear, helplessness, or horror [3]. Trauma can involve a single event
or experience, or a protracted period of suffering or victimization.

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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Basic ideas about how trauma can affect development

People who study mental health have long grappled with the question of how trauma
affects development. One of the earliest psychodynamic ideas about this was Freud’s
hypothesis that childhood sexual abuse could lead to physical or ‘‘conversion’’
symptoms in adulthood [4]. Just as there is no single type of trauma, there is no single
idea about how trauma shapes a person’s characteristic problems and patterns. In
addition, all current theories suggest that there is no one-to-one correlation between
trauma and psychological difficulties. Multiple variables may affect how people
process traumatic events:

• Extent and severity of trauma – Extreme and protracted traumatic experiences,
such as internment in a concentration camp, severe physical and sexual abuse in
childhood, or prolonged combat exposure, are likely to leave lasting psychic scars
on the victims. More circumscribed traumatic events, such as surviving a natural
disaster, a severe accident, or a violent crime, may have more variable outcomes.

• Age at which trauma occurs – Trauma in childhood affects the developing brain
and can cause global disruption of function. It is associated not only with post-
traumatic stress disorder (PTSD) and other anxiety disorders but also with mood
disorders, affective dysregulation, attachment disorders, substance abuse, and
problems with academic performance and social relationships [5–10]. Childhood
abuse has been correlated with abnormalities in neural systems involved in
regulation of affect and response to stress [11–16]. Animal studies suggest that
early maternal loss or deprivation of care can disrupt neural systems that are
normally regulated by close physical and emotional contact between infant and
mother, resulting in lasting perturbations in stress response systems and increased
susceptibility to stress and disease later in life [17, 18].

• Resilience – It is not known why trauma affects some individuals more or in
different ways than it does others. For example, the prevalence of PTSD is lower
than that of trauma itself [19, 20]. Individual differences in vulnerability and
resilience in the face of trauma may reflect neural and/or genetic predispositions
and may influence the likelihood of developing symptoms of PTSD [21, 22].

PTSD, as it is currently defined by the DSM-IV, captures only some aspects of
human response to trauma, namely, a specific set of symptoms involving reexperienc-
ing the traumatic event(s), avoidance and numbing, and hyperarousal. Researchers
in this area have proposed that a new diagnostic category be created, called complex
PTSD, which more fully describes the impact of protracted trauma on self-experience,
self-regulation, and relationships with others [2, 23]. This disorder, also referred to
as Disorders of Extreme Stress Not Otherwise Specified (DESNOS), posits that peo-
ple with a childhood history of repeated interpersonal trauma manifest a typical
pattern of problems with regulation of affect and impulses, memory and attention,
self-perception, interpersonal relations, somatization, and systems of meaning [24].
The debate over the validity of DESNOS as a diagnostic category is beyond the scope
of this book, yet when we are constructing psychodynamic formulations it is useful
to remember how pervasive the impact of trauma can be.
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Linking problems and patterns to the impact of trauma

Whenever there is a history of trauma, using ideas about the way trauma affects
development can help us to link history to adult problems and patterns. When we
formulate using ideas about the impact of trauma on development, we trace problems
and patterns to the individual’s reactions to traumatic events and situations. Here
are some clinical situations for which linking to trauma is particularly useful:

Problems with self-experience

Particularly when trauma occurs early in life and involves chronic abuse at the
hands of parents or trusted adults, traumatized children may experience significant
impairment in the development of a coherent and stable sense of self. Children who
have been the victims of abuse tend to blame themselves, rather than accept the fact
that their caregivers are unreliable, exploitative, or violent. Such misattribution of
blame may reflect the cognitive limitations of a young child and may also be a way
of trying to make sense of an otherwise terrifying situation. This may persist and
lead to self-deprecating or masochistic patterns in the adult (see Chapter 4). The deep
feelings of guilt and shame that often accompany trauma can persist into adulthood
and profoundly affect self-esteem [23, 25].

Trauma that occurs in adulthood can disrupt a previously well-established sense of
self [26, 27]. Even when it occurs later in life, trauma may result in a sense of having
two distinct experiences of oneself and the world: the ‘‘traumatic’’ and the ‘‘nontrau-
matic,’’ or the ‘‘before-the-trauma’’ and the ‘‘after-the-trauma’’ perspectives – these
may be difficult to integrate.

Example

Mr A is a 32-year-old man who sought psychotherapy for long-standing problems with self-
esteem and difficulty forming romantic relationships. He describes chronic feelings of being an
‘‘outsider,’’ different from the rest of his family and most peer groups. He feels easily ashamed,
humiliated, or guilty, particularly when he experiences himself as not living up to his own very
high standards or when he is unsuccessful socially. He and his therapist have been exploring
possible origins of these patterns in his early family life. Mr A was a quiet, bright, and
motivated student, unlike his parents and siblings, who were extroverted and athletic and did
not emphasize intellectual pursuits. Although his family members are quite religiously observant,
Mr A stopped attending church during college and considers himself an atheist. Six months into
psychotherapy, Mr A discloses to his therapist that, from the ages of 9 to 11, a clergyman in his
family’s church sexually abused him. He says that he has been too ashamed to discuss this with
anyone, but realizes that many of the painful feelings he has been exploring originated during
this time.

The problems and patterns with which Mr A struggles may have multiple roots in
development. However, the experience of having been sexually abused by a trusted
adult, along with years of harboring a shameful secret, is likely to have intensified
his feeling of ‘‘otherness’’ and his difficulty with self-esteem.
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Problems with regulation of affect and impulses

Trauma can also lead to persisting problems with regulation of affect and impulse
control. As described, traumatic stress during childhood is associated with the devel-
opment of psychiatric symptoms and disorders in adulthood, including depression,
suicidality, PTSD and other anxiety disorders, and personality disorders, as well as
difficulties regulating anger and sexual impulses [7–9, 28].

Patients with PTSD often suffer either from intense emotional and physical hyper-
arousal or from emotional blunting or numbing. In patients who do not necessarily
meet the PTSD criteria, or who have a trauma history that is unacknowledged, these
forms of affective dysregulation may be diagnosed as a primary affective disorder or
borderline personality disorder. Judith Herman, in her landmark book, Trauma and
Recovery, argues that many patients diagnosed with borderline personality disorder
have histories of abuse and that the affective lability seen in that disorder may be
better conceptualized as the aftereffects of chronic trauma [2].

Another clinical phenomenon seen in trauma survivors that may be linked to
trauma-induced affective dysregulation is deliberate self-harm or self-mutilation.
Typically involving cutting or burning of the skin, this behavior is more common in
those with a childhood abuse history and often serves the purpose of relieving states
of emotional distress, such as anxiety, depression, or dissociation [28, 29].

Example

Ms B is a 23-year-old woman who is referred for ongoing psychiatric treatment after a brief
hospitalization following a suicide attempt. She describes overwhelming feelings of hopelessness
and despair following a breakup with her boyfriend that led her to impulsively swallow a bottle
of her roommate’s antidepressant medication. Ms B reports that since early adolescence, she has
had a history of ‘‘mood swings,’’ alcohol and drug abuse, skin cutting, and bulimia. Despite these
symptoms, Ms B has worked as a computer programmer since graduating from college a year ago.
She describes a history of repeated sexual abuse by her stepfather between the ages of 6 and 12. He
warned her that if she ever told anyone about ‘‘their secret’’ he would kill her. Years later, after
her mother and stepfather had separated, Ms B finally told her mother what had happened. While
she was being abused, Ms B had frequent physical complaints and performed poorly in school. She
started experimenting with drugs in early adolescence and had multiple sexual partners. Ms B
describes her emotional life as ‘‘a roller coaster,’’ alternating between extremes of anger, sadness,
or anxiety and numbness or emptiness. Unaccustomed to talking about her feelings or personal
thoughts, she says she usually ‘‘takes action’’ to handle painful emotions.

The experience of protracted sexual abuse early in life may have affected Ms B’s
ability to tolerate and regulate painful or uncomfortable feelings. Being forced to
keep her experiences secret may have led her to adapt to stress by acting rather
than talking. This trauma-informed approach to psychodynamic formulation is very
useful in clinical situations such as in Ms B’s.

Problems with interpersonal relationships

Traumatic experiences can also affect the ability to establish relationships with others
in a variety of ways. The ability to trust is particularly vulnerable to trauma that
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is perpetrated by others. Early childhood abuse, especially if at the hands of a
family member or caregiver, can affect the developing child’s ability to form secure
attachments (see Chapter 18) [5, 6, 10]. In normal development, children’s interactions
with caregivers who are consistent, loving, and empathic lay the groundwork
for healthy relationships in later life. Children whose caregivers were violent or
neglectful, or who were unable to protect them from other violent adults (e.g., during
wartime), may be unable to trust others and form secure attachments. As adults,
they may have difficulties along a continuum from a pervasive sense of mistrust or
paranoia to more circumscribed problems with intimacy (see Chapter 5).

Example

Mr C, an 85-year-old man, is referred to the clinic when he refuses to have further diagnostic
studies to evaluate a suspicious nodule on his chest X-ray. Mr C tells the psychiatrist that he knows
it could be cancer, but says, ‘‘If it’s cancer, what could they do for me? There’s no help for that, so
why should I find out?’’ Mr C’s son, who has accompanied him to the appointment, says that his
father will never ask for help or rely on others and that he prides himself on his business successes as
a self-made man. As a young child during World War II (WWII), Mr C remembers their neighbors
watching as the Nazis dragged the family out of their apartment and sent them to a concentration
camp. In the camp, he was separated from his parents and siblings, all of whom were killed.

Mr C, who survived the Holocaust and built a successful life for himself as an adult,
has a deep-seated belief that other people cannot help him or save him from danger.
The horrible reality of his early life makes it difficult for him to believe that people in
the present may be able to help him. Linking Mr C’s difficulty with trust to his early
trauma is a useful way to construct a formulation about his development.

Problems with adapting

Difficulty adapting to stress can often be usefully linked to trauma. In fact, one
of the hallmarks of PTSD is an abnormal set of responses to external stimuli.
Patients with PTSD may be hyperreactive to stimuli that remind them of traumatic
experiences, for example, the sound of a low-flying airplane or a car backfiring. What
might be ‘‘ordinary’’ stress for a nontraumatized individual is often experienced as
extraordinary stress for someone with a trauma history. For example, a child who
grew up repeatedly witnessing her mother being beaten by her father might be
especially averse to any kind of interpersonal conflict. A child who had to flee her
home and country due to war may respond with great distress to separation from
important people and places as an adult.

Example

Ms D, a recently divorced mother of a 2-year-old daughter, presents for treatment complaining of
severe insomnia, anxiety, and difficulty functioning at work. She describes ‘‘falling apart’’ after
her husband of 5 years left her for another woman soon after their child was born. Ms D feels she
should be ‘‘coping better’’ with the divorce and says, ‘‘I’m not as strong as my mom was after she
left my dad.’’ Ms D’s father physically abused her mother and her older brother for several years
until her mother fled not only from her husband but also the country, emigrating illegally to the
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United States with her two children when Ms D was 7 years old. Ms D says that although she
knew that her father was violent, she also has memories of feeling very attached to him as a young
child. She says she’s always had difficulty with separation from people she’s close to.

Ms D’s current experience of loss and betrayal in her marriage echoes the earlier
traumas of domestic violence, family disruption, and emigration. Understanding this
link is helpful in understanding her current difficulties.

Childhood abuse can also disrupt the development of object constancy (see
Chapter 10), leading to a reliance on splitting-based defenses later in life. By splitting
off the negative aspects of an abusive or a neglectful caregiver, mistreated children
can continue to believe in the goodness of those on whom they depend, albeit at
a high cost. This tendency may persist into adulthood and lead to maladaptive
responses to stress and interpersonal conflict [28, 30, 31].

Example

For the first three months of their relationship, Mr E thought that his girlfriend was ‘‘the best
thing that ever happened to him.’’ However, after she canceled a date because she had to babysit for
her divorced sister’s children, Mr E decided that she was a ‘‘horrible liar’’ and immediately broke
up with her. As a child, Mr E lived with his father after his mother abandoned them. Although
his father was alcoholic and extremely neglectful, he idealizes him as ‘‘the man who saved my life’’
and joined with his father’s vitriolic attacks on his mother.

Abandoned by his mother and dependent on his neglectful father, Mr E needed to
deny his father’s mistreatment in order to feel that someone cared for him. This has
likely led to his persistent use of splitting-based defenses that do not allow him to
have nuanced views of others. Rigid and sustained use of maladaptive defenses can
often be usefully understood as stemming from trauma.

A sample formulation – linking to trauma

Presentation

Ms F is a 44-year-old woman who seeks psychotherapy for long-standing difficulties maintaining
relationships with other people and chronic feelings of low self-esteem. She says that she would
like to have a long-term relationship with a man, and perhaps marry, but although her romantic
relationships always start out passionately, they have never lasted longer than a year. Although
she has an active social life, with many acquaintances, Ms F says, ‘‘I don’t have any real friends,
there’s no one I can confide in.’’ She describes herself as ‘‘naı̈ve’’ when it comes to choosing friends
and lovers, saying, ‘‘I keep picking the wrong people who turn out to be really manipulative, cruel,
and selfish.’’ She tends to end relationships abruptly once she feels betrayed or rejected. Ms F has
‘‘tried therapy’’ several times in the past, but became disillusioned or angry with each therapist
after a few months. At the end of the second session she tells the therapist, ‘‘I can tell you’re different
than the other therapists I’ve seen – you’re really smart and you understand me perfectly.’’
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DESCRIBE the problems and patterns (focused)

Ms F has difficulty maintaining relationships with others. She has trouble with intimacy,
rapidly entering into intense but shallow relationships with friends and lovers, and then becoming
quickly and easily hurt or angry. She has a poor sense of self and others and at times is unable
to tolerate the slightest imperfection or shortcoming in other people. She often chooses people
who take advantage of her desperate-seeming need to connect, and thus, her relationships lack
mutuality. She is overly trusting of people who give her little reason to have confidence in them.
The short-term quality of her relationships suggests that her attachments are generally insecure.

REVIEW the developmental history

Ms F is the only child of a mother who was diagnosed with schizophrenia when Ms F was in her
mid-teens, and who has been intermittently psychotic for most of Ms F’s life. Her father worked
long hours and was often absent from home. Ms F describes her mother as being ‘‘different people
at different times.’’ While she was sometimes loving and attentive, she could also be violent and
abusive, shouting insults or obscenities at Ms F, locking her in her room for long periods of time
and often hitting her. The family lived in near isolation, with no extended family and infrequent
contact with friends or neighbors.

LINK the history and problems/patterns to the impact of trauma

Ms F’s difficulty maintaining relationships with others may be related to her trouble integrating
good and bad qualities in herself and others. This may have resulted from her traumatic childhood
experiences with her mother. Her mother’s wildly inconsistent and frightening behavior made it
hard for Ms F to develop a well-functioning internal sense of herself in relation to a generally
consistent and positive other. Ms F may have needed to keep good and bad aspects of her mother
separate in her mind to adapt to the bewildering fluctuations in her mother’s behavior. Her
tendency to gravitate to people who are cruel or emotionally abusive may be related to expectations,
instilled in her by childhood experiences, that abuse is the price one has to pay for having some
sense of safety and security with others.

Linking to trauma guides treatment

Understanding the relationship between a patient’s problems/patterns and history
of trauma is crucial for formulating a diagnosis and treatment plan. Patients can
benefit enormously from being able to discuss their experiences with a mental health
professional who can listen to them in an empathic, nonjudgmental way. Often, we
are the first people with whom our patients discuss their traumatic experiences. If
we give them time, their stories will generally emerge bit by bit. By acknowledging
the effects that trauma may have had on them, and showing that we can bear to hear
about it, we can establish an atmosphere of safety and trust that is crucial in helping
them begin therapy. Over time, their trust in us may also help them to increase
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their general ability to trust, form secure attachments, and have a more integrated
sense of self and others. Sharing our formulations with them may increase their
understanding of the way their traumatic experiences have affected their current
functioning.

Example

Ms G is a 28-year-old administrative assistant who presents for an evaluation after developing
anxiety attacks. She just started a new job and tells the therapist that she feels intimidated by
her boss, a man in his 60s. She feels jumpy and on edge at work, has lost her appetite, and often
wakes up in the middle of the night after nightmares. Ms G’s father was verbally and occasionally
physically abusive to his children, and Ms G and her siblings walked on eggshells around him,
never knowing what might set off his temper. The therapist asks Ms G whether the way she feels
in the presence of her new boss is similar to how she felt around her father, and she says, ‘‘Yes, I
have that same scared feeling that he might yell at me at any moment.’’

Linking Ms G’s experience of traumatic fear in childhood to her current situation
may give her a way of understanding her current emotional responses and help her
to find new ways of adapting.

Suggested activity
How would you describe the ways in which the two people described below have reacted
to the traumas they experienced?

Ms A is a 75-year-old Jewish woman who comes to see you for mild depression. She retired
from her job six years ago, feels a bit lost and unsure of her role in life, and would like to talk
about how to feel better. She has four children and 12 grandchildren and is involved in all of
their lives. Ms A was born in an Eastern European country. When she was 7 years old, her
family was arrested by the Nazis and sent to a concentration camp. Her parents and older
brother died in the camp, but she and her sister survived. The camp was liberated by Allied
forces, and Ms A and her sister emigrated to the United States when she was 12 years old.
When Ms A retired from her job, she decided that she wanted to write a memoir about her
experience in the Holocaust. Her survival was a miracle, she says, and life is a gift. She felt it
was important to record the events she witnessed and that writing about them would help her
to integrate her early experience with who she is now. She enrolled in several writing courses,
which she enjoyed and where she met interesting people. She asks if you would like to read her
memoir sometime.

Mr B is a 75-year-old man who is brought to you by his wife for consultation. She says that
her husband has been depressed all his life, but in the past year it has gotten much worse.
She says he barely speaks to her, rarely leaves the house, and spends most of his time reading
books about history. Mr B says, ‘‘Of course I’m depressed, look at the life I’ve had. What’s
the point of talking about it? I just want everyone to leave me alone.’’ Mr B was born in an
Eastern European country, to Jewish parents. When he was 6 years old, the family tried to flee
the country to escape the Nazi invasion, but they were captured and sent to a concentration
camp. His parents were killed, but he and a younger brother survived. They immigrated to
the United States several years later. Mr B says that although he married, had children, and
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became a successful businessman, he feels that he spent his whole life pretending to be a
‘‘normal person.’’ He says that he believes life has no meaning, he can’t trust anyone except
his wife, and there is no hope for his future.

Comment

Although both Ms A and Mr B have similar histories of almost unimaginable trauma, their
reactions to their experiences have been very different. Each has developed depression in
later life, though Ms A’s depression is much less severe than Mr B’s. Each is struggling
with questions about purpose and meaning in life but approaches them with very different
attitudes. These differences may arise from their response to early traumatic experiences,
which may in turn stem from their innate temperaments, capacities for resilience, and
early relationships with others. Ms A seems to have the ability to trust (including the
possibility of trusting that a therapist can help her), form attachments, maintain positive
self-esteem, enjoy work and play, and have a sense of hope. Mr B, on the other hand, does
not trust others, has a severely impaired capacity for pleasure, is unable to be hopeful,
and lacks a coherent sense of self. If possible, it would be helpful to learn about their early
lives and relationships prior to the trauma, although the effects of trauma on memory
often make this difficult.



14 Early Cognitive and
Emotional Difficulties

Key concepts

Understanding the way our patients’ early cognitive and emotional difficulties affected the
development of their conscious and unconscious thoughts, feelings, and behavior can help
us to LINK problems and patterns to their history.

Cognitive and emotional difficulties are very common in childhood and adolescence and
can disturb whatever development is occurring at that time. They include problems that both
do and do not meet the criteria for DSM disorders.

The response of caregivers and early treatment can alter the extent to which cognitive and
emotional difficulties affect development.

Adult patients may not be aware that early cognitive and emotional difficulties played a
role in their development, particularly when they were not recognized or treated. We should
consider linking problems and patterns to early cognitive and emotional difficulties when

• there is an apparent ‘‘mismatch’’ between what we describe and what we review

• there is a history in childhood or adolescence of a sudden delay or unexpected interrup-
tion in previously normal development

• there is a personal or family history of cognitive and emotional difficulties

As we discussed in Chapter 9, when we construct psychodynamic formulations we
generally think about the way in which people’s interactions with others, particularly
early caregivers, shaped their adult problems and patterns. However, like adults,
children and adolescents have problems with mood and anxiety, as well as other
cognitive and emotional difficulties, that can profoundly affect their development.
Some of these may be diagnosed and treated, but many are not; in fact, adults
who had these kinds of problems may never have conceptualized them in this way.
Nevertheless, as we construct our psychodynamic formulations, we have to remain
alert to the possibility that a problem of this nature may have been a factor in our
patients’ early lives. In this chapter, we review some of the cognitive and emotional
difficulties that commonly occur during childhood and adolescence and then suggest
clinical situations for which linking to them may be helpful.

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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Why talk about difficulties rather than disorders?

While some of the cognitive and emotional difficulties that people have during
development reach the level of being a disorder, many do not. Think of the child who
tends to procrastinate during elementary school but who does not meet the criteria
for attention deficit disorder (ADD), or the teenager who is often sad but does not
meet the criteria for major depression or dysthymia. Despite the fact that they are
not disorders, these difficulties can have a major impact on the development of all
aspects of function, including self-experience, relationships with others, adapting,
cognition, and work/play. Consequently, we think that it is important to broadly
consider the impact of our patients’ cognitive and emotional difficulties as well as
their frank disorders.

Basics related to the impact of cognitive and emotional
difficulties on development

Cognitive and emotional difficulties are quite common in children and adolescents.
Data on a representative population of American children growing up in the 1990s
showed that about one in three had at least one psychiatric disorder by age 16 [32],
and, frequently, they had more than one psychiatric diagnosis [33–35]. Among all
adults with psychiatric illness, about three-quarters had received a diagnosis before
age 18 and half before age 14 [36–38].

Whenever cognitive and emotional difficulties occur, they have the capacity to
disturb development happening during that period, as well as functioning that
will develop later. For example, difficulties in later childhood that interfere with
performing school tasks and developing friendships with peers (such as ADD or
childhood bipolar disorder) are powerful predictors of poor work ethic in adulthood
[39, 40]. Thus, when we hear that someone has a history of cognitive and emotional
difficulties in childhood or adolescence, it’s important to determine exactly when
those problems emerged, what should have been developing during those periods,
and whether those problems may have compromised aspects of later development.

To think about this further, let’s consider some specific cognitive and emotional
difficulties that arise during different phases of development:

Cognitive and emotional difficulties in childhood

Cognitive and emotional difficulties that commonly emerge during the childhood
years (0–12) include [32, 36]

• autism spectrum disorders

• academic/learning difficulties (including learning disorders)

• attentional difficulties (including ADHD)

• anxiety (including OCD, phobias, and separation anxiety disorder)
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• enuresis/encopresis

• motor/verbal tics

• mood difficulties (including depression)

Some of these difficulties may even begin at birth and be related to inherited
disorders, prenatal development, or temperamental traits (see Chapter 9). When
they begin in early childhood (before age 6), they can have profound and pervasive
effects on emotional, cognitive, and physical development and may predict a lifetime
of problems, especially in the absence of early detection and intervention [41]. For
example, early, undiagnosed depression, as well as subthreshold mood disorders, can
affect everything from the development of self-esteem to relationships with others.
Recognizing that these problems may have been at play can help us to understand
our patients and can help our patients to better understand themselves.

Example

Ms A is a 32-year-old single computer-aided design draftsman who is referred by her employee
assistance program because of recent conflicts with coworkers. With a somewhat flat affect, she says
that she enjoys her job preparing topographical maps for civil engineering projects but has trouble
relating to peers and supervisors. She has no friends, has never been in a romantic relationship,
and her only activity outside of work is folding complicated origami designs. Ms A reports that,
since earliest childhood, she has always been ‘‘the odd man out’’: ‘‘My mother said I was a late
talker and was just reserved – she said the other kids would understand me better when I got older.
It never happened.’’

We can hypothesize that Ms A’s social awkwardness, developmental delays, and odd
interests might be related to a previously unrecognized autism spectrum disorder
such as Asperger’s syndrome. This link can help us to understand her difficulty
getting along with others and having mutually satisfying adult relationships.

The ways in which children adapt to their cognitive and emotional difficulties
can further affect development. For example, learning disabilities or ADHD may
compromise school performance, self-esteem, and the ability to form friendships. If
children then isolate themselves to avoid social rejection, they may compound the
effect of the original problem:

Example

Mr B is a 46-year-old single school bus driver who was referred by his supervisor after screaming
at children on the bus. Until recently, he enjoyed his job driving younger kids to school but he
began to have trouble when asked to take on a new route for high-school students. Despite having
grown up in a supportive, middle-class family, Mr B reports that he had a ‘‘miserable’’ childhood
plagued by learning disabilities, expressive language problems, and ADHD. Mr B states that he
never developed ‘‘conversational techniques’’ and had virtually no friends. In high school, as other
classmates began dating, Mr B tended to avoid social interactions and his provocative remarks and
‘‘holier-than-thou’’ attitude further alienated peers.

Mr B’s inability to adapt to his learning disabilities during childhood may have
compromised the development of his sense of self and contributed to his patterns of
responding to self-esteem threats with avoidance and grandiosity.
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Cognitive and emotional difficulties in adolescence

Across cultures and centuries, adolescence has always been a time of dramatic change
in body and behavior. During the teen years, enormous changes also take place in
the neural systems that control higher cognitive functions, interpersonal interactions,
self-regulation, and motivation. As such, it is a time of high risk since brain systems
appear to be most vulnerable when they are evolving – as one author suggested,
‘‘moving parts get broken’’ [42, 43].

Despite bumps in the road, most adolescents eventually manage to navigate
the transition from dependent children to self-sufficient young adults. However, the
turbulent teen years can be even more challenging if the adolescent is also contending
with cognitive and emotional difficulties. Problems that typically emerge or worsen
during adolescence include difficulties with [32, 36, 37]

• anxiety (including panic disorder, generalized anxiety disorder, and PTSD)

• eating (including anorexia nervosa and bulimia)

• conduct (including conduct and oppositional defiant disorders)

• emotional regulation and impulse control

• mood (including major depression and bipolar disorder)

• psychosis (including schizophrenia)

• substance abuse

Adolescents with difficulties in any of these areas may miss out on the opportunity
to develop and strengthen the skills their peers are practicing, including the ability to
regulate affect, control impulses, exercise self-restraint, and consolidate identity (see
Chapter 12). They may continue to have trouble in these areas even during periods
when their cognitive and emotional difficulties are less problematic.

Example

Ms C is a 53-year-old woman who presents for help with ‘‘figuring out what I want to do with
my life.’’ She says for the past 18 years she has been a stay-at-home mom, but that since her
youngest daughter went to college last year, she has been bored at home and is thinking about
doing something else. However, she is unclear about her interests and has no particular skills. This
is making her feel ‘‘like a failure.’’ When the therapist reviews Ms C’s developmental history, she
learns that although Ms C was a very good student in elementary school, she spent most of high
school and college battling anorexia. She recovered after an inpatient stay in her early 20s and has
been normal weight ever since. She explains, ‘‘Then I got married and started having kids, and
now I’m here.’’

When other adolescents and young adults were consolidating their identities and
building careers, Ms C was dealing with anorexia. Although she has been free from
symptoms for over 25 years, she is left without a clear sense of what she enjoys doing
and without skills that might help her negotiate the next phase of her life.
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Cognitive and emotional difficulties in adulthood

Although our focus in this chapter is on the impact of cognitive and emotional
difficulties in childhood and adolescence, development doesn’t stop at age 18 (see
Chapter 12). Thus, emotional and cognitive difficulties that arise in adulthood can
also affect development.

Example

Ms D is a 35-year-old married mother of a 4-year-old son, who presents because she is afraid of
having a second child. Although she reports that she and her husband want more children, she
says, ‘‘I don’t think that I’m a good at this. I don’t think that I can handle taking care of babies.
And it’s so lonely.’’ When the therapist asks more about her experience of having had her son, Ms
D explains that she spent ‘‘weeks home crying alone’’ after her son was born. ‘‘It was miserable. I
just felt so incompetent. I’ve always been confident and good at what I’ve done – but I’m not good
at this.’’

In this situation, it is likely that Ms D had an untreated postpartum depression. This
has left her feeling that she is a terrible mother and fearful about having a second
child. These are new patterns that evolved in adulthood, which we can usefully link
to the effects of a problem with mood on her sense of self.

Parental response and early treatment can help mitigate
the impact of cognitive and emotional difficulties on
development

The extent to which early cognitive and emotional difficulties impact development
depends on various factors, including [44–47]

• the nature, timing, and chronicity of the difficulty

• the child’s early relationship with primary caregivers, including the caregivers’
responsiveness to the difficulty

• general family stress and the child’s social environment

• peer relationships

• parental socioeconomic status, which can affect access to resources

• adequate early treatment, and the way the difficulty is conceptualized by the
caregivers and, ultimately, by the child.

Parental response to a child’s cognitive and emotional difficulties and early
treatment intervention can make an enormous difference in the way those problems
impact development [48].
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Example

Ms E, a 30-year-old happily married teacher, presents for ‘‘grief counseling’’ following the
sudden death of her mother. She denies any previous history of mental health treatment. She tells
her therapist that she understands why she is feeling such wrenching grief, but says that she is
troubled by the near-panic-like anxiety that has gripped her since the funeral: ‘‘It’s like my first
day at nursery school and Mom is walking out the door.’’ Asked what she recalls about that day,
Ms E says that she has a vivid memory of entering the classroom and throwing herself on the
ground and screaming, even after the teacher reassured her that her mother could stay for a while.
Her mother consulted a child psychologist who worked with her to develop a plan to return Ms
E to school as quickly as possible. Within a few weeks, Ms E waved happily and turned back to
play with the other children when her mother told her she was ‘‘just taking a quick coffee break.’’
‘‘It’s hard to believe I couldn’t let my mother out of my sight back then,’’ Ms E remarks, ‘‘When
it came time to apply to college, my first choice was St. Andrew’s in Scotland.’’

In Ms E’s case, early and aggressive behavioral treatment, sensitive parenting, and a
supportive school environment all contributed to limiting the duration and impact
of her early separation anxiety. It is important to remember that although posi-
tive responses from caregivers and early recognition/treatment may help mitigate
negative consequences, they are not necessarily protective against the disruptive
effects of these early difficulties, particularly when they reach the level of being
psychiatric disorders.

Linking problems and patterns to the impact of early
cognitive and emotional difficulties

Although some patients can tell us that they had early cognitive and emotional
difficulties, many cannot. How, then, can we know when to usefully hypothesize
about links to early emotional problems? Some guidelines that can help us with these
questions are presented in the following.

‘‘Mismatch’’ between what we describe and what we review

Sometimes, what we describe and what we review just don’t seem to match. For
example, someone may present with global disruption of function but describe having
grown up in a very supportive, functional early environment with siblings who do
not have the same difficulties. Or patients might describe having had ‘‘terrible’’
caregivers who ‘‘ruined’’ their lives but again this might not seem to match what you
learn about the caregivers over time. Although it is always possible that one member
of the family is treated differently from the others, it is also possible that the patient
may have had an early cognitive or emotional problem. Of course, it’s not always one
or the other – a child with early difficulties may, in fact, be treated differently from
other children in the family, either with more or less attention, empathy, and patience.
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Example

Ms F is a 21-year-old college student who is referred by her college dean after roommates noticed
that she had multiple cuts on her arm. Ms F admits that she started cutting herself ‘‘again’’ after
discovering that her boyfriend was communicating with other women via social networking. She
says, ‘‘I’ve always been all over the place – up, down – I don’t know what’s wrong with me. Nothing
bad ever happened to me – my parents are good people who try to help but they just don’t get
where I came from – my brother and sister never had these problems. Why can’t I get it together?’’

Ms F’s pervasive problems with mood and self-mutilation, in the setting of what
sounds like a ‘‘good enough’’ family situation, suggests that she has likely been
suffering from lifelong problems with mood and self-regulation. Understanding
this can help her not only to get appropriate treatment but also to have a new
understanding of her development that can help her improve her self-esteem and
relationships with others.

History in childhood of unexpected interruption of previously normal
development

Hearing about sudden or unexpected interruptions in a previously normal develop-
ment should trigger the thought that early cognitive or emotional difficulties may
have played a role. Consider Mr G:

Mr G is a 35-year-old man who presents for help negotiating social issues in his new company. ‘‘I
started at a small firm, and this is a real step up – but the place is huge! I feel a little lost and don’t
know how to find good mentors.’’ Although Mr G denies current symptoms of anxiety or depression,
he admits to feeling a little ‘‘off-kilter.’’ When the therapist reviews the developmental history, Mr
G describes having been an excellent student, with many friends, ‘‘Except for sixth and seventh
grade. I don’t know what happened – I was in a new school and I just imploded or something. I
spent all of my time in my room playing video games. My grades plummeted. My parents were
constantly angry with me – telling me to ‘get on the stick.’ But by eighth grade I was OK again.
Maybe it was the new school. That experience has always made me worried about new situations.’’

The sudden interruption of function in later childhood, with social isolation and
disruption of school performance, suggests that Mr G might have had a mood
disorder – perhaps an undiagnosed major depression – at the beginning of middle
school. However, this is not the way he or the people around him conceptualized it.
The episode led to conflicts with his parents and affected his confidence about
entering new situations. Linking Mr G’s current problem to this early emotional
difficulty can enhance our understanding of the way Mr G developed his patterns of
self-esteem regulation and relationships with others.

Personal or family history of cognitive and/or emotional difficulties

It almost goes without saying that early cognitive and emotional difficulties should
be suspected as contributing to the current problems and patterns when there is a
personal or family history of this, as in the following example:
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Ms H is a 28-year-old physical therapist and a mother of two who presents saying that she needs
help trying to feel better about herself. ‘‘Everyone at work is smarter or more interesting than I
am,’’ she says, ‘‘And I need to be stronger when my husband gives me a hard time.’’ Ms H denies
current symptoms of depression, but says that she was always a ‘‘quiet’’ child who kept to herself.
She did not volunteer for things at school, and she generally presumed that she would not be
chosen for school plays and sports teams. ‘‘I’m kind of like my mom,’’ she says, ‘‘She was pretty
low energy.’’ Although she doesn’t know the details, she says that she thinks that her maternal
grandmother once took something for depression.

Although Ms H does not complain of depression, her family history suggests that
some difficulties with mood – either depression or dysthymia – may have played a
role in her development. This has likely affected the way she consolidated her sense
of self and her ability to manage self-esteem.

A sample formulation – linking to the impact of early
cognitive and emotional difficulties

Linking problems and patterns to the impact of early cognitive and emotional
difficulties is about more than making diagnoses – it’s about trying to understand the
ways that those early problems impacted our patients’ development, including their
conscious and unconscious ways of thinking about themselves, relating to others,
adapting to stress, thinking, working, and playing. When you suspect that an early
cognitive or emotional problem existed, don’t stop there – think about the way it
affected both the person and the person’s environment throughout development.
Here’s an example:

Presentation
Ms I is a 45-year-old married part-time legal secretary who comes in with her husband saying
that she is ‘‘exhausted.’’ She explains that she ‘‘had to quit’’ her job because it’s ‘‘too much.’’
Her husband explains that Ms I has quit a series of temp jobs that she’d taken on since he went
on disability for a back injury a year ago. Previously, Ms I had been supported by her husband
and never worked outside the home. Her husband complains she is ‘‘acting like a sad sack’’ and
is ‘‘lazy and unmotivated’’ – ‘‘She knows what she needs to do and if she’d quit surfing the net
at work, she’d be great, but she won’t do the work unless she wants to.’’ Interviewed alone, Ms I
states that she had been ‘‘keeping up OK’’ at work at first, but when she was asked to cover several
partners and things became more hectic, she felt increasingly depressed and anxious, was unable
to concentrate, slept poorly at night, felt tired and apathetic on awakening, and had trouble getting
to work on time. She feels ashamed and frustrated about her ‘‘collapse’’ but can’t understand why
she keeps ‘‘losing it’’ – ‘‘I’m just one of those people who can’t seem to get it together.’’

DESCRIBE (focused)

Problem

Ms I is overwhelmed by tasks at work, leading her to quit jobs repeatedly. She has particular
difficulty staying focused and organized, and she finds it hard to prioritize tasks, tending to flit
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from one thing to the next without finishing anything. In the wake of having quit her most recent
job, she is also feeling depressed and anxious, with some difficulty sleeping. Ms I is also having
difficulty in her relationship with her husband, who thinks that she quitting her jobs because she
is lazy.

Patterns

Ms I identifies herself as a ‘‘housewife’’ and states that she has no trouble keeping up with
household tasks, shopping, and paying bills ‘‘as long as I take my time.’’ She has a good sense of
herself in this role but feels that she is ‘‘limited’’ in her abilities and intelligence. She tends to defer
to her husband and often feels bullied by him. While adjusting to working outside the home has
been a challenge, Ms I states she wants to ‘‘do my part’’ with her husband on disability and is
hurt that he thinks she’s unwilling to work hard. She has good female friends with whom she talks
on the phone and occasionally has lunch. She has few other leisure activities – she explains, ‘‘it
generally takes me twice the time to do whatever other people are able to do – so it’s hard to find
time to relax.’’

REVIEW the developmental history

Ms I is the only child born to a single mother whom she describes as ‘‘loving but depressed – she
had a hard life but she did the best she could to give me a better life.’’ Her mother worked two
jobs and was rarely home for dinner but tried to make up for lost time by devoting herself to her
daughter on the weekends. Ms I states that she had ‘‘always loved school’’ until 4th grade when
she suffered a head injury in a fall while ice-skating with her mother. She doesn’t recall much
about the incident but was told by her mother that doctors said her X-ray reports were fine. Soon
after, Ms I began to throw tantrums as her mother tried to dress her for school and was disciplined
for hitting other girls. She had more trouble paying attention in class, had trouble keeping up with
math, and could only read a few sentences at a time before losing track of the overall ‘‘gist’’ of the
text. She needed help organizing herself to do home work and tended to procrastinate to the last
minute before completing assignments. By the end of middle school, her exasperated mother gave
up trying to motivate her and simply wrote her essays for her. Ms I started to slip into worsening
depression and anxiety toward the end of high school but would not accept any psychological help.
She ‘‘limped’’ through secretarial school, but after meeting her future husband, she was relieved
that she wouldn’t have to look for a job.

LINK the history and problems/patterns to the impact of early cognitive
and emotional difficulties

Ms I’s current work-related difficulties are likely related to long-standing cognitive problems,
which may date back to an episode of head trauma in childhood that was never defined or treated.
Ms I’s cognitive difficulties have likely contributed to her lifelong difficulties with self-esteem,
including her feelings of intellectual inferiority, and have likely impaired her relationships with
others. Her contentious relationship with her mother may have stemmed from her cognitive
problems but may also have contributed to the development of poor self-perceptions and difficulty
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with self-esteem management. All of these are likely to have contributed to her choice of spouse, as
well as her choice to remain at home.

Linking to early cognitive and emotional difficulties guides
treatment

If we suspect that a person’s development and current difficulties may have been
influenced by early cognitive and/or emotional difficulties, this can influence treat-
ment in several ways:

• further testing (e.g., neuropsychological testing) may be needed to define the
nature and severity of cognitive problems

• taking a family history for cognitive and emotional difficulties should be a part
of every evaluation but may need to be reviewed in greater depth if there is any
suspicion that they may have affected development and contributed to the patient’s
current problems

• appropriate interventions for concurrent cognitive or psychiatric problems (cogni-
tive remediation, pharmacotherapy, etc.) may be a mainstay of treatment

Recognition and acknowledgment of the presence and impact of early cognitive
and emotional difficulties can offer patients the opportunity to create new and often
more forgiving life narratives that can help them understand themselves in a new
way. In addition, treatment of underlying difficulties, such as anxiety and depression,
can often substantially improve the patient’s quality of life, function, and feelings
about themselves – and, with time, can help patients to develop new conscious and
unconscious ways of thinking about themselves and others.

Thinking back to Ms I, let’s consider how the formulation might guide the
treatment:

The therapist refers Ms I to a neuropsychologist for further testing and to a psychiatrist
for evaluation of her mood and anxiety symptoms. He also offers Ms I and her husband
psychoeducation, suggesting that her work-related difficulties have nothing to do with laziness
or lack of effort. He explains that bright, motivated people with cognitive problems may abandon
tasks not because they are lazy but because they have lost track of what they are doing, especially
if they are working in a hectic, stressful environment like a busy law firm. The therapist also
expresses optimism that after neuropsychological testing has helped define the nature of her
cognitive problems, Ms I should benefit greatly from both cognitive remediation to improve her
neuropsychological skills and psychotherapy to help her to understand the way she thinks about
herself, her abilities, and her relationships with others.

In the case of Ms I, helping her and her husband understand that her work-related
difficulties are related at least in part to early cognitive and emotional difficulties,
rather than character flaws, may go a long way toward repairing her sense of self
and lessening tensions and misunderstandings in the marriage.
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Suggested activity
How might the following be linked?

1. Ms A’s difficulty asking her boss for a raise – her early temperamental shyness.

2. Mr B’s difficulty dealing with his 8-year-old daughter – his early learning difficulties.

3. Ms C’s difficulty with self-esteem regulation – her early encopresis.

Comment

1. There are many reasons why Ms A might have difficulty asserting herself at work,
but if she gives a history that suggests that she has been shy since her earliest years,
this could definitely be a contributing factor. It could be the persistent shyness itself
and/or it could also be other patterns (such as avoidance or self-deprecation) that
evolved as a result of the shyness. Identifying this as a temperamental trait could be
very important to the formulation and the treatment.

2. Having had a learning difficulty himself, Mr B could become irritable, anxious, or
fearful as his daughter begins to do classroom work that gave (or continues to give)
him difficulty. Understanding this link could help him to understand his feelings and
could lead to improvement in the relationship.

3. Any early difficulty that potentially leads to shame, such as enuresis or encopresis, can
affect the developing child’s sense of self and capacity for self-esteem regulation. This
can affect the adult’s ability to regulate self-esteem long after the childhood difficulty
disappears.
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Key concepts

An organizing idea about development, called ego psychology, suggests that adult problems
and patterns can be LINKED to unconscious conflicts and defenses.

According to this idea, unconscious conflict happens when opposing thoughts, feelings,
or wishes collide. This conflict, which is out of awareness, causes anxiety, prompting us
to use defenses to work out compromises. These compromises result in our characteristic
problems and patterns.

Linking the development of problems and patterns to unconscious conflicts and defenses
is particularly useful for understanding difficulties related to

• competitive anxiety and inhibitions

• difficulties with commitment and sexual intimacy

• more adaptive defenses

Picture this: you’re a sophomore in college, it’s Saturday at 5 pm, and all of your
friends are going to a party. You’d love to go, but you know that you have tons of
work to do before Monday. What do you do? Part of you feels you need a break after
a long week, but another part feels obligated to start that stack of homework. You
waffle back and forth and finally decide to stay home. Once your friends have left
the dorm, you sit down at your desk to begin. Before you start, though, you decide
to clean your desk. Then your desk looks so clean in comparison to the mess around
it, you decide to clean the whole room. While you’re doing that, you find a note
that your friend from high school called, so you call your friend back, talk for while,
make yourself a sandwich, and by the time you sit down again it’s 11:30 pm and you
haven’t done any work! What happened?

Conflict and compromise

What happened to you on that Saturday night is that you were conflicted. Part of you
wanted to go out to have fun, and part of you felt that you should stay home to do
your work. These two parts were in conflict [49, 50]. Although you thought that you

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
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had a made a choice, the battle continued without your knowing it and your mind
forged a compromise [50]. The compromise was that you stayed home (partially
satisfying the part of your mind that felt obligated to do homework), but you didn’t
do any work (partially satisfying the part that wanted to relax after a long week). All
of this happened out of awareness, so we call it unconscious conflict [49–51]. One
way of thinking about the way the mind works and develops, called ego psychology,
suggests that conflicts like this one occur constantly and underlie the way we think,
feel, and behave.

Basics of ego psychology

Conflict→Anxiety→Defense

The idea that problems and patterns can be linked to unconscious conflict was
originally conceptualized by Freud [52]. Freud first thought that the conflict was
between two parts of the mind – the conscious part and the unconscious part. He
called this idea the topographic model because it describes the mind as having one
part (the conscious part) that is ‘‘on top of’’ the other part (the unconscious part) [53].
According to this idea, problems arise when unconscious thoughts and feelings
are prevented from reaching consciousness, generally because they are deemed
too painful to be tolerated. Freud soon realized, however, that conflict could exist
between two parts of the mind that are both unconscious. This led him to a second
idea, which he called the structural model, that described the mind in terms of
structures rather than locations [53]. These structures are not anatomical; rather, we
can think of them as clusters of functions. They are the id, the ego, and the superego:

• The id represents wishes and feelings that are unconscious because they tend to
make people uncomfortable (e.g., anxious or ashamed). Consequently, they are
repressed – that is, they are kept out of awareness.

• The superego represents the conscience and the ego ideal (the way people like to
see themselves).

• The ego represents the executive function of the mind – the mediator among the id,
superego, and reality. Ego functions include reality testing, defense mechanisms,
and the capacity to conceptualize self and other [50].

According to this theory, these parts of the mind are in constant conflict with one
another and with reality. Wishes, in the form of unconscious fantasy, are in conflict
with the superego or with reality. Most of this conflict is unconscious – that is, out of
awareness – but it nevertheless affects the individual’s conscious life. In this model,
unconscious conflict between or among these structures causes anxiety, which the ego
tries to protect the person from experiencing. We can call this protection defense [50].

Defenses are the unconscious and automatic ways the mind adapts to stress (see
Chapter 6). They are the coping mechanisms and internal compromises that limit a
person’s awareness of painful affects like anxiety, depression, and envy, and that
resolve emotional conflicts [50].
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More adaptive and less adaptive compromises and defenses

As in our example of the college sophomore, defenses try to partially satisfy each
side of a conflict. The resulting thought, feeling, or behavior is thus a compromise.
Some compromises are more adaptive than others, as in the following examples:

Example – more adaptive defense

Mr A, a 19-year-old man who is angry with his controlling father, takes up martial arts and
becomes a black belt in karate. He is very proud of this accomplishment.

Mr A’s unconscious conflict might look something like this:

vs.I'm so angry with my father 
I could kill him

It would be wrong to hurt
my own father

This conflict causes anxiety, which the ego protects against using a defense – in
this case, sublimation. Sublimation is a very adaptive defense that allows someone
to gratify an uncomfortable wish or feeling by doing something useful or socially
acceptable [50]. By becoming interested in martial arts, Mr A partially gratifies his
wish to attack his father by fighting with other men in a controlled way, while abiding
by his superego’s prohibition against actual violence toward his father. Mr A feels
good about what he is doing, and thus this defense is adaptive for him.

Example – less adaptive defense

Ms B is a 42-year-old woman whose mother was very abusive. As a small child, Ms B was beaten
for any angry outburst. As an adult, she maintains an idealized view of her mother but blames
herself for everything and allows herself to be badly treated by others.

Ms B’s unconscious conflict might look like this:

vs.
I love my mother and need
to feel that she is taking
care of me

I am angry because my
mother is not taking
care of me

Again, this conflict causes anxiety, which triggers the ego into action. Here, though,
the ego uses a less adaptive defense called splitting that preserves good feelings about
one person by completely devaluing another. Ms B needed her abusive mother, so
she denied her mother’s bad qualities and idealized her. However, since her mother
continued to be abusive, Ms B assumed that it was her own fault. The defense allowed
Ms B to love her mother while expressing her anger at herself. This is a compromise
that ‘‘worked’’ (was adaptive) in childhood because it allowed Ms B to avoid thinking
about the abuse and to lead as normal a life as possible. However, what worked in
childhood becomes increasingly maladaptive in adulthood in the sense that Ms B’s
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tendency to squelch her rage, blame herself, and attach to abusive people leaves her
disconnected from her own feelings, unable to have a balanced view of herself and
others, and less likely to find a more loving relationship (see Chapter 6 for more
on defenses).

Linking problems and patterns to conflict and defense

When might we choose to link problems and patterns to conflict and defense?
Thinking about the mind in terms of conflict and defense generally presumes
that people have capacities that they defensively inhibit. Thus, we generally use
this organizing idea about development for people who have fairly circumscribed
problems that were developed after the earliest years. These people tend to be able
to trust, to have a good sense of self and other, and to form secure relationships, but
often inhibit themselves in terms of competitiveness and sexuality. Let’s look at these
clinical situations in more depth:

Competitive anxiety and inhibitions

In the three-person relationships of middle childhood, children struggle with fantasies
of besting their parents and fears about consequently losing their love. This is an
unconscious conflict. If it is not resolved in childhood, it may persist into adulthood,
causing adults to continue to experience anxiety when they are competitive or
assertive. This leads to defensive inhibitions. People can inhibit themselves in many
ways – they can inhibit their relationships, their work, and their capacity to enjoy
themselves. Consider the case of Ms C:

Ms C is a 38-year-old heterosexual woman who presents for psychotherapy because she is having
difficulty sustaining a relationship. The therapist notes that Ms C is wearing clothing that would
be more appropriate for an older woman. Ms C also says that her father left her mother over 20
years ago for a younger woman and that her mother has been alone and depressed for many years.
Ms C feels that she is her mother’s best friend.

In this example, it is possible that Ms C has the following conflict:

vs.I want a good relationship
with a man

I can't have something
my mother didn't have

The wish to have a relationship causes conflict, which triggers defenses that lead
her to inhibit her femininity and potentially sabotage her chances of having a
satisfying relationship. We can also say that she has an overly harsh superego that
does not allow her to have something that she wants in order to punish her for
unconscious wishes. This way of thinking about development links Ms C’s problems
with relationships to an unconscious conflict and her use of less adaptive defenses.
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Difficulties with commitment and sexual intimacy

The three-person relationships of middle childhood also produce conflicts that can
lead to adult difficulties with intimacy. As we discussed in Chapter 11, during normal
development children have intense fantasies about their caregivers – they generally
long for closeness with a desired caregiver while fearing punishment for this wish
from a rival caregiver. If they receive enough gratification from the desired caregiver
while also sensing that he/she has good boundaries, and if the rival caregiver
allows for closeness and identification, children ‘‘resolve’’ these early fantasies by
relinquishing these wishes and waiting for adult relationships of their own. However,
if this does not happen, the early fantasies may persist into adulthood, leading to
conflicts that can impede intimacy.

Example

Ms D is a 28-year-old woman who presents with marital problems, saying that her new husband,
E, is upset because she does not seem interested in sex. Ms D says that she loves her husband, to
whom she has been married for 1 year, and that their sex life was ‘‘great’’ prior to the wedding.
However, she now feels ‘‘tired’’ every night and has frequent headaches prior to bedtime. Ms D
says that she is also worried because her husband isn’t making enough money and she fears that
she won’t be able to have the lifestyle that her father afforded her mother. Speaking of her father,
Ms D says, ‘‘He’s the best. Not only is he successful at work, but thank goodness he comes over to
fix things in the house – E can’t do any of that.’’

Here, we can hypothesize that Ms D’s difficulties with sexual intimacy may arise
from unresolved unconscious conflicts. She loves her husband, but worries that he
will not be able to live up to her ideals, modeled on her own father. She may not have
relinquished her early fantasies about her father, leading her to continue to compare
her husband to her father. We can think about this conflict in this way:

vs.
I want to be an adult woman
and have my own adult
sexual relationship

I want to remain a child and
have a relationship with my
father 

This conflict may trigger repression of her sexual feelings for her husband, as well as
somatization, that further results in her avoidance of sex. Conflicts like Ms D’s can
also often lead men and women to have trouble committing to relationships.

Patterns related to more adaptive defenses

Patterns related to more adaptive defenses can also be usefully understood by linking
them to conflicts and defenses. While more adaptive than splitting-based defenses,
these defenses can nevertheless be rigid and can cause people to have problems with
the way they handle emotions. For some, fear of strong affects can lead to relatively
emotionless relationships, while for others it can lead to a dramatic use of emotion to
avoid more frightening feelings.
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Example

Ms E is a 42-year-old woman who is married, has two children, and works at a job that carries a
good deal of responsibility. Her husband, while loving, has not worked in many years. Ms E begins
to have various physical ailments, requiring her to go to many doctors’ visits and to stay home
from work. Although medical tests do not result in any findings, she persists in her feeling that
she is becoming more ill. Her husband is very understanding and accompanies her to all medical
visits.

We can think of Ms E as having the following conflict:

vs.

I love my husband and don't
want to feel that there is
anything wrong with our
marriage

I resent my husband because
I have to go to work every day
while he just stays home and
does what he wants

In this example, Ms E defends against negative feelings about her husband using
somatization. The compromise that the defense creates allows her to continue to
have good feelings about her husband while focusing attention on her and allowing
her to take a break from work.

A sample formulation – linking to conflict and defense

Formulating with ego psychology means hypothesizing that problems and patterns
are linked to unconscious conflicts and defenses. Here’s an example:

Presentation

Mr F is a 28-year-old man who presents for treatment saying that recently he has been delaying
doing important projects for work. Although he is generally able to get his work done on time,
when it comes to the big presentations he ‘‘freezes up.’’ He is acutely aware of this because he is
coming up for a major review that could impact his potential for promotion. He is frustrated with
this behavior and would like to change it but does not know how.

DESCRIBE the problem and patterns (focused)

Mr F reports that he has had a long-standing problem with procrastination, particularly when the
stakes are high. He generally is very competent and organized – he loves biking and routinely
takes his bicycle for tune-ups, pays his taxes by the deadline, and arranges complicated vacations.
He has a good job that is well matched to his level of education, which he enjoys. He has
a secure relationship with his wife and has several intimate friendships. He generally uses
adaptive defenses that tend to keep emotions conscious and repress thoughts, and, as above,
he uses avoidance as a major adaptive strategy during periods of stress.
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REVIEW the developmental history

Mr F recalls having a close and warm early relationship with his mother. He says that his
father loved him as well; however, he felt that his father’s esteem was much more contingent on
performance. ‘‘He praised me when I did well, but was really critical and sort of withdrew from
me when I didn’t do spectacularly.’’ He felt that his father devalued his mother for not being
‘‘as smart as we are,’’ and he somewhat guiltily reports that he was favored by his father over
his younger sister, who excelled in sports but not academics. Mr F says that he recalls having
a happy childhood and that he had many friends. He was an avid reader and enjoyed math in
elementary school. He was eager to please teachers and did not use drugs or alcohol. However,
once the pressure of high school and college acceptance felt real to him, he began to have difficulty
completing schoolwork. Despite excellent scores on standardized testing, his grades dropped and
he matriculated at a community college before transferring to a state university. He remains close
to both parents – his father often wants to have lunch to discuss Mr F’s future career.

LINK the history and problems/patterns to conflict and defense

Mr F’s problems with procrastination seem circumscribed. He is able to plan ahead and has
considerable intellectual talents. Thus, he has abilities that he seems to be inhibiting – perhaps
because of unconscious conflicts and defenses. We can hypothesize that Mr F, who felt well loved
by his parents, had a secure dyadic relationship and was able to learn to trust. However, he
felt that his father’s esteem was in danger if he did not excel. Thus, he may have developed an
unconscious conflict that was something like this:

vs.

I want to excel and do well
to receive praise from my
father

I want to avoid situations in
which I could fail, because
this could mean loss of my
father's love and esteem

When Mr F is in situations in which he fears that he could fail – like his senior year in high
school and now in his job – this conflict produces anxiety. The anxiety leads to a maladaptive
defense – avoidance. While he consciously thinks that he wants to move forward, he unconsciously
prevents himself from actually doing the work because he fears that he might fail. Although this
allows him to avoid the anxiety that these situations create, it also puts him in danger of sabotaging
himself despite his considerable talents.

Linking to unconscious conflict and defense
guides treatment

If we suggest to our patients that their problems and patterns are linked to uncon-
scious conflicts and defenses, we need to help them to find more adaptive ways of
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reconciling these conflicts and defending against anxiety. We can do this in two basic
ways. If they have the ability to tolerate strong affects and are relatively self-reflective,
we can help them to become consciously aware of conflicts and defenses that are
giving them difficulty. We call this uncovering [50]. On the other hand, if they cannot
tolerate strong affects and are unable to self-reflect, we can help them to shift adaptive
strategies without becoming aware of their unconscious conflicts and defenses. We
call this supporting. We briefly discuss both uncovering and supporting strategies
here; please refer to Psychodynamic Psychotherapy: A Clinical Manual [50] for a more
in-depth discussion of these techniques.

Uncovering

Just because a conflict is unconscious does not mean that it disappears. On the
contrary, it continues to exert its effect on the way a person thinks, feels, and
behaves. However, if it is out of awareness, the person cannot use his/her logical,
conscious, adult mind to forge the compromise. Instead, a compromise is formed out
of awareness, based on thoughts and fears that may have originated in childhood.
One of Freud’s original ideas about treatment was that it was important to ‘‘make
the unconscious conscious’’ in order to allow the conscious mind to grapple with
the conflict and to create more adaptive solutions. In therapy, we do this by having
patients say whatever comes to mind (free association) in order to allow unconscious
thoughts and feelings to become conscious. Once an unconscious fantasy comes to
light, it can presumably be seen as a holdover from childhood and may cease to look
so frightening. A good analogy is the thing in a dark bedroom that looks like an
intruder and is revealed to be a hat on a chair when the light is turned on – making
things conscious helps us to see them in a more realistic way.

Example

As a child, Mr G had a minor operation that required an overnight stay in the hospital. His
parents did not stay with him, and he was terrified. Thirty years later, Mr G’s doctor told him
that he needed a minor surgical procedure. He was ready to sign a consent form until he found out
that the procedure required a one-night hospital stay. Unaware of the connection to his childhood
experience, he told the surgeon that he would not sign the consent form because he thought
that the procedure was unnecessary. The surgeon recommended discussing this with a therapist.
When the therapist asked him about whether he’d ever been in a hospital before, he discussed his
childhood experience for the first time, realized the connection, and was able to go through with
the procedure.

Psychoanalysts after Freud, including his daughter Anna Freud, became aware
that it often took more than just making conflicts conscious to help a person to make
more adaptive compromises. They began to focus on making the compromise and
defense more adaptive, rather than simply focusing on bringing the wish or fantasy
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into consciousness. This is called interpreting or analyzing the defense, and this
type of technique is called defense analysis.

Example

Ms H, a 28-year-old woman who longs for a stable relationship with a man, repeatedly gets
involved with men who are only interested in short-term sexual encounters. In therapy, she
learns that this is a compromise between her wish for a relationship and her sexual attraction
to rough and somewhat dangerous men. Her understanding of this allows her to shift her
compromise and she ultimately engages in a relationship with a loving man who is interested in
skydiving and motorcycle racing – continuing to gratify both sides of the conflict but in a more
adaptive manner.

Supporting

When we use techniques to support, we are supporting someone who, for one reason
or another, is unable to use more adaptive defenses. This could be the result of a
chronic problem, such as the persisting effects of early childhood abuse or a severe
mental illness, or an acute problem, such as a recent loss or a sudden medical
problem. In these situations, we do not try to make the unconscious conflicts and
defenses conscious; rather, we try to support the use of more adaptive defenses while
decreasing the use of less adaptive defenses.

Example

Mr I, a 45-year-old man who has just lost his job, comes to treatment for problems with ‘‘anger
management’’ after almost starting a fight with his boss on his last day of work. ‘‘I didn’t want to
see a shrink,’’ he explains, ‘‘but my wife made me come. The only thing that’s wrong with me is
that those idiots don’t know a good worker when they see one.’’ In the course of the interview, Mr
I says that he’s ‘‘too good for that job,’’ but needs it because ‘‘times are tough.’’ ‘‘I could have gone
to college,’’ says Mr I, ‘‘but my wife got pregnant and I had to join the union. Dad was the only
one in that shop who was worth anything.’’ The therapist empathizes with Mr I and universalizes
his feeling of anger at being fired, saying, ‘‘Most people get very upset when they’re laid off!’’
She then suggests that they think together about strategies for managing his anger, particularly
during these first few days of unemployment.

The therapist recognizes that Mr I is using less adaptive defenses to deal with
his anger. She even imagines that powerful unconscious conflicts – relating, for
example, to his conflicting wishes to surpass the success of his working-class
father and to take care of his young family – might underlie the extent of the
rage that he is experiencing. However, his acute loss, as well as his current lack
of self-reflection, guides her to use supporting techniques such as empathizing,
universalizing, and collaborative problem solving to help him to use more adap-
tive defenses.
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Suggested activity
What unconscious conflicts might be affecting Mr A?

Mr A is a 32-year-old single, heterosexual lawyer who has been dating B, a 31-year-old
teacher, for 5 years. Although he feels that he is ‘‘in love’’ and that he wants to spend his
life with B, he does not feel ready to get married. B, who comes from a large family, would
like to have several children and feels ready to begin. Mr A feels troubled by his inability to
commit and presents for therapy to try to understand this issue. He reports that he is from a
wealthy family and enjoys spending time at his family’s summer home where he frequently
goes sailing with his brothers. The brothers also enjoy their yearly camping trips and weekly
poker games, at which they are often joined by their father. Mr A has recently been offered a
promotion at work, which would offer him the ability to support a family independently, but
he is concerned that this might ‘‘trap’’ him in a lifestyle and leave him little ability to make a
career change in a few years.

Comment

Mr A says that he wants to spend his life with B but does not feel ready for marriage. In
addition, he’s not sure why he’s having difficulty making this commitment. This suggests
that one or more unconscious conflicts could be causing him to feel ‘‘stuck.’’ His closeness
to his brothers and family suggests that this could be involved. Here is one conflict that
could be operating:

vs.
I want to be a grown up man
and start a family of my own

I want to remain as a child
with my parents and
 brothers

This conflict is suggested by Mr A’s continued attachment to his brothers and parents.
Perhaps the closeness in this family makes it difficult for Mr A to assume a role as father
in a family of his own because the gratifications of being ‘‘one of the brothers’’ is so
enormous. Here is another conflict that could be affecting Mr A:

vs.
I want to spend my life with  
another person

I want to remain independent

This way of thinking about Mr A’s conflict emphasizes his conflicting wishes about
personal autonomy and is suggested by his recent decision at work. Both could be
operating simultaneously, making it difficult for Mr A to move forward in his life.



16 Relationships with Others

Key concepts

Another organizing idea about development, called object relations theory, LINKS problems
and patterns to the unconscious repetition of early relationships with others.

According to this idea, young children take in their experiences with important caregivers
through a process called internalization. These internalized relationship patterns, called
templates, remain in the unconscious mind through development, affecting the way people
think about themselves and others.

Linking to unconscious relationship templates is particularly useful for understanding
problems that adults have in forming relationships, including

• global problems involving trust

• circumscribed problems involving unrealistic expectations of others

People do not live in vacuums – they live with others. Everything they do is affected
by the people around them – from earliest development (see Chapters 9 and 10) to
their later relationships. It’s hard to imagine, then, trying to explain their development
without taking into consideration their relationships with others – both in terms of
their actual relationships and the way they think about those relationships. Feelings
of love and anger, for example, seem inseparable from the people to whom they are
directed. That’s exactly what many psychoanalysts and psychotherapists after Freud
thought, and their ideas formed the basis of what became object relations theory. To
begin to think about this, let’s consider Ms A:

Ms A just reached the bus after running six blocks in high heels. Breathlessly, she reaches into her
purse to get her prepaid transportation card and realizes that she left it at home. She only has a
$10 bill. Ms A asks the driver if he has change, and he does not. The other passengers stare at her
blankly, offering no help. She is enraged and throws her $10 at the driver, curses, and takes her
seat. Later that day, Ms A feels ashamed about the morning episode and anxious about who might
have seen her behave this way. She realizes that this kind of outburst has sometimes led to bad
outcomes, for example, in high school when she had to stay for detention after cursing at a teacher,
and recently, when her boyfriend broke up with her after an argument that got out of hand.

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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Why does Ms A have difficulty managing her temper? She clearly struggles with
her anger, and this might be rooted in conflict, but could it be related to expectations
stemming from early relationships? Let’s first describe this way of thinking about
development and then see how it can help us to understand Ms A.

Basics of object relations theory

In the 1940s, a group of analysts including W.R.D. Fairbairn, D.W. Winnicott, Michael
Baliant, John Bowlby, and Harry Guntrip developed a set of theories later called
object relations theory. This theory, which builds on concepts initially developed
by Melanie Klein, suggests that early interactions with important caregivers help
shape the way we come to think, feel, and behave [54, 55]. These early relationship
experiences are internalized and exist in the individual’s unconscious as he/she
grows up. Internalization is the process by which people take in their experiences
throughout development and make them part of themselves. Internalization of
experience occurs throughout the life cycle and, as people get older, is more often
called identification [49]. Internalized representations of people’s earliest experiences
offer basic templates for relationships that affect all subsequent experiences.

Children’s basic templates are of their relationships with their primary caregivers.
In most situations, children develop positive relationship templates when caregivers
fulfill their needs and negative relationship templates when their needs are
unfulfilled [56]. Children can develop both positive and negative templates about
the same caregiver.

Internal relationship 1: need-fulfilling

satisfactionChild who is loved and
cared for

Caregiver who is
adequately loving and
providing

Internal relationship 2: need-frustrating

frustration
Child who is needy and
whose needs are
unfulfilled

Caregiver who is
inadequately loving and
providing

If children are more often satisfied than frustrated in their relationships with early
caregivers, they tend to learn to trust others and to develop healthy, balanced
expectations of future relationships [57]. On the other hand, if they are predominantly
frustrated, children may have difficulty learning to trust others and may develop
problematic expectations of future relationships (see Chapter 10). For example, they
may come to expect that they will be mistreated or neglected. These expectations,
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although unconscious, may continue to operate in their adult relationships – even if
the situation does not warrant them.

As we have mentioned, children may feel predominantly frustrated by their
caregivers either because of the caregivers’ limitations or because of a poor match
between what the child needs and what the caregiver can offer. For example, a tem-
peramentally difficult-to-satisfy infant may struggle with a well-meaning caregiver.
Alternately, a resilient infant may thrive despite a caregiver’s limitations.

To explore the way early templates can affect adult relationships, let’s return to
Ms A, the enraged commuter. Reviewing her history, we learn that when Ms A was
2 years old, her mother became depressed after a miscarriage. Using object relations
theory, we can hypothesize that Ms A had unmet needs during this time, producing
unconscious anger. Here’s how we might depict that template:

angerHelpless, needy, and
overwhelmed child

Depressed and
unavailable mother

When Ms A is frustrated as an adult – as she was on the bus – she expects that the
people around her (like her mother) will be unavailable and unhelpful. This makes
her angry and produces behavior that might be more appropriate for a frustrated
child than for an adult on a bus. Conceptualizing it in this way helps us to think
about how Ms A’s early experience with a depressed mother may have influenced
her ability to manage disappointment in her current adult life.

For another example, consider the case of Mr B:

Mr B works for a bank and is responsible for collecting late mortgage payments. His mother was
very ill with cancer when he was a young man. He always wished that he had spent more time
with her before she died, rather than remaining focused on his social life. He is struggling at his job
because he has a hard time collecting payments from people in hardship, especially when medical
problems are involved.

Using object relations theory, we can wonder if Mr B’s problem collecting mortgage
debt is related to an early template of his relationship with his mother, in which he
depicts himself as selfish and inattentive. This idea about himself in relation to his
mother makes him feel guilty:

guiltSelfish, inattentive son Sick, needy mother

We can then hypothesize that this unconscious template is activated when he has
to collect mortgage payments from struggling people – he feels too guilty and is
unable to function well in his job. This idea helps us to connect his history to the
development of his current problems and patterns.
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Relationship patterns are multidimensional

Everyone’s unconscious has many of these relationship templates. Most are not
problematic and are seamlessly integrated into the way we think about ourselves
and others. Templates generally cause problems when they are derived from painful
or confusing experiences.

It’s also important to remember that people can experience themselves in either
role of a relationship template – sometimes they feel like the child and sometimes
like the caregiver. This is because, as children, we identify with our caregivers. For
example, Mr B, the mortgage collector, might sometimes feel like the selfish child
and sometimes like the needy parent. When Mr B has children of his own, he may
identify with his mother and feel angry and neglected when his children exhibit
age-appropriate selfishness.

Linking problems and patterns to relationships with others

Linking problems and patterns to early unconscious templates is helpful when trying
to understand both global and more circumscribed problems with relationships.

Global relationship problems involving lack of trust

Patients who developed problematic early relationship templates often have tremen-
dous difficulty trusting people in their adult lives:

Example

Mr C is a 45-year-old single man who has never had a significant love relationship. He avoids
emotional intimacy, works late hours and weekends, and never dates any one person for very long.
He recently tried Internet dating and reports, ‘‘All women are self-centered – they just want to
get pregnant. They view me as a ‘sperm machine.’’’ Mr C’s parents divorced when he was 6 years
old, leaving him with his mother, who was self-centered, insecure, and determined to find a new
husband. He remembers that on many weekend evenings, before going out, she tried on multiple
outfits, asked him questions about how flattering they were, and then left him alone for the rest of
the evening.

Mr C may have difficulty with intimacy and dependency because his earliest
relationships have led him to expect little from others. Here is a way to depict
one of his unconscious relationship templates:

alone and angry
Child who is abandoned
and used by caregiver to
fill her needs

Caregiver who is self-
centered and unavailable

Using object relations theory, we can hypothesize that this unconscious relationship
template becomes activated when Mr C meets women, leading him to expect that
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they will be self-centered and exploitive. This way of linking his difficulties to his
early relationship templates helps us to understand Mr C’s current problems and to
plan therapy.

More circumscribed relationship problems involving unrealistic
expectations of others

People who have already attained object constancy (see Chapter 10) and have
nuanced views of themselves and other people are less likely to grossly distort inter-
personal experiences. Nevertheless, they may still suffer when they have unrealistic
expectations of others, which are based on early templates. Object relations theory
can be very helpful in understanding these situations, for example, with Ms D:

Ms D is generally very content with her work and her family life and tends to be a stable, reliable
partner to her husband. When her father-in-law developed a terminal illness, her husband became
preoccupied and unavailable. As the months wore on, Ms D felt angry with her husband but
was unable to express these feelings because, as she said, ‘‘they’re understandable.’’ Ms D has a
younger sister who had childhood leukemia and required a lot of parental attention and long trips
away from home to get treatments. Ms D recalled with pride that she was praised for being so
independent, well behaved, and ‘‘grown up.’’

Ms D has a well-integrated sense of herself and her important early caregivers.
However, although she has attained object constancy, during the period of her sister’s
illness she may have developed a relationship template related to the expectation
that she behave like an adult:

angry
Child who denies her
own needs and is strong
for her family

Worried, distracted caregiver

This template, including the feeling of anger toward her parents, remained uncon-
scious and Ms D remained aware only of her wish to help her family. Now, in her
adult life, the similarity of the situation activates this unconscious template, causing
her to be angry with her husband as if he were one of her distracted parents. Using
relationship templates, we can make the link between the unconscious feelings Ms
D had as a child and her current difficulties with her husband. This may offer her
the opportunity to see that just because her husband is caring for his father does not
mean that he will neglect her. It may also help her to alter her expectations of others
in her adult life.

A sample formulation – linking to relationships with others

Formulating with object relations theory means explaining problems and patterns by
tracing them back to early relationships. Here’s an example:
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Presentation

Ms E is a 29-year-old woman who presents with difficulty in her relationship with her boyfriend
of 6 months. She says that he threatened to break up with her after finding out that she had had
sex with a male coworker. ‘‘I don’t even know why I did it’’ she says, ‘‘But after a few months, I
always start to feel dissatisfied with the guy I’m with.’’ She says that this also happens in jobs, and
she has had as many as 10 jobs in the past 2 years. She says that the timing is ‘‘ironic’’ because she
and her boyfriend had just started to talk about moving in together. ‘‘I don’t think that he’s really
in it for the long haul – guys never are.’’ She has few friends and, in the first session, asks if the
therapist gives out her home phone number. ‘‘My last shrink didn’t – what was I supposed to do
at midnight after a fight?’’

DESCRIBE the problem and patterns (focused)

Ms E has difficulties in relationships with others. She does not trust others, and she creates
situations in which others cannot trust her. Her relationships are not secure, and she frequently
ruptures them prematurely. These patterns are global in that they affect her romantic relationships,
her friendships, and her work situations.

REVIEW the developmental history

Ms E is the younger of two children born to two active heroin users. Her mother died when Ms
E was 2 years old, leaving her in the care of her father. She says that she is not sure whether her
mother was abusing drugs while she was pregnant. Her brother, who is 4 years older, corroborates
that the two children were left alone – often overnight – when Ms E was as young as 3 years old.
She depended on her brother but says that he was ‘‘wild’’ and that, beginning when she was about
6 years old, her brother would occasionally get into bed with her and touch her breasts. Ms E did
well in school but stayed away from other children, fearing that they might find out about her
family situation. Her father finally stopped using drugs when she was in high school, but he then
became depressed and had difficulties maintaining a job. As soon as he was eligible, her brother left
home to join the army. She often found solace in ‘‘hooking up’’ with boys from her neighborhood,
‘‘I knew that they didn’t really care, but it felt good to be next to someone.’’ She ultimately finished
college and became a social worker to ‘‘try to help kids who grew up the way I did,’’ but she has
drifted from placement to placement, generally due to interpersonal difficulties with her coworkers.

LINK the history and problems/patterns to relationships with others

Ms E’s difficulties with relationships may be related to her difficulty with her childhood relation-
ships. Given her parents’ active drug use, it is likely that Ms E was poorly cared for from birth.
Her subsequent history is filled with abandonment (mother’s premature death, father’s frequent
absences, brother’s leaving for the army), as well as neglect and abuse.

mistrustAbandoned, neglected,
abused child

Neglectful, abusive
caregiver
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Ms E may have an early template in which she expects to be abandoned and abused by people
with whom she has relationships. Consequently, she has not learned to trust others. In order to
survive, she has not allowed herself to trust other people, including her romantic partners, friends,
and people with whom she works. The closer she comes to imagining that she could trust someone,
the more anxious she becomes. This prompts her to create situations in which the relationship is
ruptured.

Linking to relationships with others guides treatment

Linking problems and patterns to early relationships suggests that our work should
involve helping people to understand their problematic templates and to develop
new, healthier ones. As we discussed in Chapter 10, children who suffer from abuse
and neglect have trouble achieving object constancy and may persist in splitting in
order to maintain positive images of problematic early caregivers. Object relations
theory suggests that people will reactivate their early relationship templates with
the therapist in the transference, which can be interpreted and understood. As
people become more aware of their negative relationship templates in therapy,
they often improve their ability to tolerate more ambivalent connections to people.
Over time, they can develop more complex, nuanced images of important early
caregivers. As this occurs, the need for splitting decreases and object constancy
improves [58].

In addition to insight, psychodynamic psychotherapy provides a new
relationship – the relationship with the therapist. This new relationship can provide
the basis for new, healthier relationship templates. For example, patients who are
used to having distracted parents may experience a new type of relationship with an
attentive therapist [59]. Here is an example of how this technique can work:

Ms F is a 30-year-old publicist who, as a child, was yelled at and punished when she didn’t follow
instructions. She tried to be perfect and lived in fear of triggering a disciplinary reaction from her
parents. In high school, if a teacher was critical of her homework, Ms F trembled – as if she were a
helpless child about to be punished. In college, Ms F was anxious, checking things multiple times,
and unable to sleep before exams. Now, at work, she still cannot relax and has anxiety attacks
before quarterly reviews, thinking that she is about to be fired.

An important relationship pattern for Ms F may be of an abusive, critical authority
figure and an imperfect, vulnerable child. These two images are connected by an
affect – fear. Ms F internalized this relationship template and alternately identifies
herself as either a frightened child or an aggressive authority:

fearImperfect, vulnerable,
anxious child

Abusive, critical authority
figure
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This fundamental template may be activated when relationships resonate with any
of these components, even if they are not exactly the same as her early experience.
Thus, Ms F felt this at school with her teachers, in college, and now at work with her
boss. Here’s how this could be addressed in treatment:

In therapy, Ms F was always careful to get everything right in sessions and seemed anxious if
she forgot to pay a bill on time or arrived a few minutes late to a session. Her therapist, Dr Z,
noticed this and commented to Ms F that she expected him to get angry with her for these minor
issues. Over time, Ms F realized that she had an expectation of Dr Z that was based on an early
relationship template – she was behaving as if Dr Z were a punitive, abusive authority figure.
Ms F then realized that she was also having the same reaction to her boss. This insight enabled
her to rethink whether her boss was really critical or whether she was just experiencing him as
if he were a parent and she were still a helpless child. She began to understand that their adult
work relationship had room for healthy criticism. She began to experiment with communicating
to her boss how she felt about his critiques and became able to discuss with him which points she
thought were warranted and which ones were not. In addition, she learned how to negotiate with
the therapist to rearrange her session times when necessary and to relax when she needed to pay
her bills a few days late.

These interactions led to the internalization of new relationship templates for Ms F,
ones populated by more understanding authorities. In object relations theory, the
new experience with the therapist is a large part of what is therapeutic.

Suggested activity
What relationship templates might be operating in these people?

Ms A is a 51-year-old single woman who is ‘‘always there’’ for her friends. She’ll babysit for
their children, pick up groceries for them, and spend endless hours on the phone with them
listening to them complain about their husbands. Recently, she had a colonoscopy. When she
arrived, the receptionist asked who would be available to take her home. ‘‘No one,’’ she said,
‘‘They are all busy. I’ll take a cab.’’

Mr B is a 45-year-old man who takes his wife out to an expensive restaurant for her birthday.
They are shown to a table that is next to the restroom. He is noticeably disturbed and asks to
see the maı̂tre d’. ‘‘You probably think that we saved all year to come here,’’ he says, raising
his voice. ‘‘But our money is the same as theirs. I don’t see why we can’t sit at a good table.’’

Comment

Ms A is very available for others but feels that she cannot ask them for help. She could
have a relationship template that looks like this:
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self-deprivation

and resentment
Independent but neglected
child

Needy, selfish parent

Mr B assumes that he is being taken advantage of. He could have a relationship
template that looks like this:

angerExploited and unfavored
child

Self-centered, neglectful
parent



17 The Development
of the Self

Key concepts

Self psychology is an organizing idea about development that LINKS problems and patterns
to the development of the self.

According to this idea, early caregivers perform functions that are essential for the child’s
development of the self. These are called selfobject functions because they are experienced
by the child as part of the self. They are listed below:

• Mirroring – the caregiver’s empathic ability to appropriately reflect the child’s abilities
and internal states

• Idealization – the caregiver’s ability to be idealized by the child

Linking problems and patterns to the development of the self is particularly helpful when
constructing case formulations for patients who have problems with

• self-esteem regulation

• empathy and envy

For centuries, philosophers have pondered the question of how to define the self. We
think of the self as the essential attributes of a person that are relatively stable over
time and that make a person unique. Having a coherent sense of who we are, how
we feel about ourselves, and our likes, dislikes, abilities, and limitations is essential
for healthy psychological functioning. So is a generally positive sense of self-esteem,
characterized by an acceptance of our positive and negative qualities and the capacity
to maintain good feelings about ourselves in a variety of contexts, including adversity
or criticism from others (see Chapter 4).

The development of healthy self-esteem is thought to depend both on inborn
characteristics, such as resilience and optimism, and on relationships with early care-
givers. How caregivers respond to their children’s emotional states and developing
physical and cognitive abilities plays a crucial role in helping children to feel good
about themselves and to have a positive but realistic sense of their capacities and

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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limitations. Heinz Kohut, a psychoanalyst who was active in Chicago in the 1960s
and 1970s, developed a theory of psychological development that focused on this
emerging sense of self and that came to be known as self psychology. This chapter
focuses on this organizing idea about development and the way that we can use it in
creating psychodynamic formulations.

Basics of self psychology

As with object relations theory, self psychology focuses on the way early relation-
ships impact development, in particular, the way in which parenting fosters the
development of a coherent and vital sense of self. The center of this idea is that the
development of the self depends on empathic caregiving. An empathic caregiver is
able to accurately sense what a child is thinking and feeling, to show the child that
he/she understands this, and to respond to the child in an affectively attuned and
developmentally appropriate manner. This is called mirroring. Children also need to
be able to idealize their caregivers – they can then bask in the glow of that idealization
in order to feel strong, good, and safe. In addition to mirroring and idealization, self
psychology suggests that grandiosity in childhood is essential for the development of
healthy self-esteem and that this has to be allowed and encouraged by caregivers [53,
60, 61]. Grandiosity includes intense feelings, such as being powerful, special, or
beautiful. Empathic caregivers acknowledge and reflect these feelings back to the
child in age-appropriate ways.

Kohut coined the term selfobject [53, 60, 61] to describe these critical caregiver
functions. The word is not hyphenated, which reflects the way in which he believed
young children experience their caregivers as not completely separate from them-
selves. Selfobjects, such as parents or other caregivers, allow themselves to be used
by their children to regulate their self-esteem and emotional states.

Example

A 3-year-old girl is playing ‘‘house’’ with her mother. She tells her mother to play the role of the
little girl while she plays the mother and instructs her mother very specifically about everything
she is to do and say. The mother complies cheerfully, and in her role as ‘‘baby,’’ tells the ‘‘mother’’
how nice and pretty she is. The little girl, imitating her mother’s voice, says, ‘‘I’m the best mommy
in the world.’’

In this example, the mother responds empathically to her daughter’s age-appropriate
wishes to play with, idealize, and control her. The little girl’s identification with her
mother, whom she feels is ‘‘the best,’’ makes her feel strong and powerful and helps
her to build her own sense of self. In addition, the mother’s mirroring of the pride
her daughter feels helps the little girl to develop self-esteem.

Conversely, children who grow up with caregivers who are preoccupied or
distracted, or who are psychologically unable to empathize with the emotional
states and needs of their young children, may have trouble developing healthy
self-esteem. Similarly, children with caregivers who fail to help them understand
their limitations may grow up to have an unrealistically grandiose sense of self that
is overly vulnerable to the ordinary slings and arrows of life.
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Example

A 5-year-old boy runs into the house, yelling that he is a superhero who has just beaten the villains
in a game of tag. He bumps into a table and knocks a vase full of flowers onto the ground, spattering
water and bits of pottery everywhere. His father storms into the room, yelling, ‘‘Look at the mess
you made! Why can’t you watch where you’re going? Some superhero you are – if you have special
powers, let me see you put that vase back together again! I thought so, you can’t do it.’’

In this example, the father does not respond empathically either to his son’s need
to feel joyful, powerful, and special (playing the role of a superhero) or to the
developmentally common occurrence of knocking something over by accident. He is
angry with his son and treats him in a humiliating way, teasing him about not having
special powers. We can hypothesize that if the father typically treats his son this way,
the boy may be at risk for not being able to feel adequately strong and powerful.

Example

A 9-year-old girl auditions for the school musical. Although she has never performed before, or
taken singing or acting lessons, her parents tell her, ‘‘You’re the best singer and actress in the
whole school, and if they don’t cast you in the lead role they’re idiots.’’ One of her classmates,
who has been studying singing and acting for several years, gets the lead part. The girl, sobbing,
tells her parents how unfair it all is. Her parents say, ‘‘You should quit the play, that director is
incompetent. We’ll call the principal to complain.’’

In this example, the parents communicate unrealistic expectations to their daughter.
When she does not meet them, they blame the director rather than helping her to
understand the role that experience and practice play in achievement. In this way,
they hinder her ability to assess her capabilities and limitations in a more realistic
way. We can hypothesize that this girl is at risk for developing a falsely elevated
sense of self, which may crumble in the face of frustrations, leading to rage and
externalization of blame.

Both of these examples are isolated incidents – even the most empathic and patient
caregivers will occasionally get frustrated or lose their temper. Situations like these
are likely to have pervasive and enduring effects only if they represent frequent and
typical ways in which caregivers interact with their children. In fact, self psychology
asserts that all caregivers will, at some point, fail to respond empathically to their
children but that this failure is actually necessary for development. When this
failure happens, in an age-appropriate and not exaggerated way, children learn to
internalize their caregivers’ selfobject function. This is important in helping them
to learn to buoy their self-esteem and to assess their capabilities and limitations
realistically.

Linking problems and patterns to the development of the self

Linking to the development of the self is most helpful when trying to understand
problems related to self-esteem. In addition, difficulty in interpersonal relationships
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stemming from problems with empathy for or envy of others can be well understood
using this idea about development.

Self-esteem regulation

Low self-esteem

Low self-esteem can be usefully understood using self psychology. Adults whose
earliest caregivers did not recognize and acknowledge their abilities (mirroring) may
underestimate their capacities and have difficulty feeling good about themselves.
Such people may present for therapy with problems related to underachievement
and difficulty in their interactions with others, such as being exquisitely sensitive to
criticism, feeling easily blamed or attacked, or tending to castigate themselves. They
are also often particularly prone to shame.

Example

Ms A is a 40-year-old woman who comes to treatment complaining of chronic low-grade depression
and feelings of low self-esteem. She lives alone, has no children, has never been married, and works
as a veterinary assistant. She was reportedly diagnosed with a learning disability in her early teens
but never received any sort of help or treatment for it. She explains, ‘‘My parents just told me to
work harder, like they had.’’ Ms A is attractive and personable, but describes herself as ‘‘stupid’’
and ‘‘a loser.’’ She says, ‘‘I always thought I’d get married and have a family, but the relationships
I’ve been in have never worked out. I guess when guys really get to know me, they realize that
I’m messed up – why would they want to be with me?’’ When the therapist gently points out how
self-critical Ms A is, she says, ‘‘I guess that’s just one more thing that I can’t do right.’’ Ms A felt
that her parents were too busy worrying about her two older brothers, or caught up in their own
problems, to pay much attention to her. Since her father died a few years ago, Ms A has spent a
great deal of time visiting and helping her mother, who she describes as constantly critical.

Ms A’s ‘‘critical,’’ ‘‘distracted’’ parents may not have given her the mirroring she
needed to develop a strong sense of self. Her report that her parents’ remedy for her
learning disability was simply an edict to ‘‘work harder’’ suggests that they were
not attuned to her realistic capacities and limitations. Using self psychology, we
might formulate that these empathic failures and lack of appropriate mirroring have
resulted in Ms A’s inability to have positive feelings about herself.

Overly inflated, but fragile, self-esteem

As we’ve discussed, mirroring can be problematic if it underestimates or if it
overestimates a child’s abilities. People whose early caregivers overestimated their
abilities may have a false sense of self that is outwardly overly inflated but actually
extremely fragile. These people may seek help because they, like their caregivers,
overestimate their abilities and then have trouble tolerating the disappointment of
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not attaining their goals. Although they may present as overly confident or arrogant,
in the face of self-esteem threats they may quickly become anxious, enraged, or
devastated. Patients with this type of problem may seek out others to bolster their
self-esteem, and thus their relationships often seem shallow and manipulative. They
may become easily discouraged when they can’t achieve as much or perform as well
as they believe they should.

Example

Mr B is a 33-year-old lawyer. He was recently passed over for promotion, while a colleague who
started at the firm when he did was just made partner. Mr B was referred to therapy by his
internist whom Mr B consulted, complaining of ‘‘heart palpitations.’’ No cardiac abnormalities
were found. Mr B reports that he feels anxious and angry much of the time. He says that he
is thinking of leaving his firm because the partners are ‘‘obviously idiots for thinking that guy
[who made partner] is better than I am. He didn’t go to an Ivy League school like I did and he’s
such a dork.’’ He hopes that one of his friends, another lawyer whose family is ‘‘incredibly well
connected,’’ will land him a job in a prestigious firm. Mr B tells the therapist, ‘‘My internist is
one of the best doctors in the city – I only go to the best – so if he recommended you then you must
be tops.’’

When the therapist takes a history, he learns that Mr B is an only child whose
father is a wealthy and influential businessman in his hometown. He describes his
mother as a ‘‘social climber’’ and says that both parents were very focused on his
academic and athletic achievements, showering him with praise when he did well
and contempt when he did not. Using self psychology, we could formulate that his
parents’ overemphasis on success prevented Mr B from developing a realistic sense
of himself and a healthy sense of self-esteem. Instead, he developed a fragile sense of
self that is overly reliant on superficial markers of success and exquisitely vulnerable
to self-esteem threats.

Problems with empathy and envy

Children who fail to form a strong sense of self can grow up to have little capacity
for empathy and tremendous envy of others. As adults, they are often preoccupied
with protecting their own fragile sense of self and are not attuned to the needs,
experiences, or perspectives of others. This can be a chronic problem, or can be acute
during periods of stress, such as medical illness or emotional distress. As we’ve
discussed (see Chapters 4 and 5), this can lead to problems in relationships with
others. Consider Ms C:

Ms C is a 30-year-old woman with a 1-year-old daughter. She comes to therapy with the complaint
that ‘‘having a child ruined my life.’’ Ms C says she no longer has any time to herself to relax,
exercise, or socialize. She feels frustrated with and angry at her daughter much of the time, feeling
that she is ‘‘too needy’’ and ‘‘spoiled.’’ She doesn’t understand how her friends with children have
the patience to sit and play with them. Ms C describes her own mother as ‘‘really narcissistic,’’
noting that her mother rarely displayed much interest or pride in her.

Self psychology might suggest that growing up with inadequate mirroring, Ms C
developed a brittle, fragile sense of self. This limits her ability to think about the
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needs of others, including her child. Needing to offer empathic mirroring to her own
child, when she herself was deprived of this, may be particularly difficult.

Envy can also be well understood using ideas about the development of the self.
People who have a balanced but generally positive sense of themselves can tolerate
the idea that others have things that they lack. However, people who struggle with
maintaining their self-esteem are often threatened by what others have – possessions,
abilities, or relationships. Envy (see Chapter 4) can be aggressive and destructive and
can make it difficult to have relationships with others.

Example

Mr D is a 24-year-old graduate student who is working in a lab. Despite hard work, his
investigations are slow moving and have not engendered much excitement at lab meetings.
When his colleague’s experiments result in an important discovery, he is publicly derisive of the
colleague’s results and starts rumors that the colleague ‘‘has no ideas of his own – his mentor
does all the work.’’ Mr D’s father left the family when he was age 5, and he was raised by his
mother. He was aware that his father had remarried and lived with his new wife and two children,
although he did not see him for many years. When he did see him as a teenager, his father bragged
about his new family and told Mr D that he should ‘‘take a tip on how to behave from your
half-brothers.’’

Abandoned by his father, and later harshly compared to his father’s new ‘‘favored’’
children, Mr D was likely unable to develop a stable sense of self. It is reasonable to
imagine that he had nearly intolerable envy of the new children who had usurped his
place with his father. Now, as an adult, he is similarly unable to tolerate the success
of his ‘‘lab sibling,’’ and his envy leads him to be aggressive in an effort to destroy
his colleague’s success.

A sample formulation – linking to the development
of the self

Presentation

Mr E is a 35-year-old high-school history teacher. He is anxious at work much of the time, feeling
as if he is always ‘‘performing’’ for his students. Although he gets good evaluations from students
and faculty, he struggles with not feeling good, smart, or funny enough. Although he believes that
being a teacher is a ‘‘noble’’ profession, he wishes that he had a higher paying, more prestigious
job, and he is intensely envious of his friends and acquaintances who do. In his spare time, he plays
guitar and harbors secret fantasies of forming a rock band and becoming famous.

DESCRIBE the problem and patterns (focused)

Mr E has frequent symptoms of anxiety and chronic feelings of low self-esteem and envy of
others. He is not able to experience satisfaction at work despite a belief in the value of his job and
evidence that he does it well.



188 PART 4: LINK

REVIEW the developmental history

Mr E is the youngest of three children whose parents divorced when he was 2 years old. He
describes his father, who had been in the military, as frequently depressed, and his mother as
irritable and preoccupied. He remembers often feeling lonely as a child. His older sisters were
outstanding students and very popular, and he felt that he always lived in their shadow. His
mother effusively praised him when he did well in school or at sports, but he felt that ‘‘she wasn’t
really interested in who I was as a person.’’ He did not spend a lot of time with his father in
childhood, but remembers trying to ‘‘cheer him up’’ by singing or making jokes, which his father
either ignored or reacted to ‘‘in a lukewarm way.’’ He also remembers that when, at age 6, he told
his father that he wanted to be in the army, his father said, ‘‘Don’t waste your life like I did.’’

LINK the history and problems/patterns to the development of the self

Using self psychology, we can postulate that Mr E did not have adequate selfobjects in childhood; his
parents were not empathically attuned to him and he was not able to idealize them. Consequently,
he was unable to develop a healthy sense of self. His efforts to idealize or enliven his father were
met with dismissal or lack of response. He felt outdone by his older sisters, and his mother seemed
uninterested in his inner life, while excessively praising his achievements. As an adult, he is unable
to take appropriate pleasure or pride in himself and his work, feels chronically anxious about how
he appears to others, and takes refuge in fantasies about unattainable goals.

Linking to the development of the self guides treatment

Linking problems and patterns to the development of the self suggests that the
therapist’s therapeutic strategy should be to help the patient to develop a healthier
sense of self. In self psychology, this is thought to happen via the therapeutic
relationship itself. Patients look to the therapist to serve selfobject functions, that is,
to help stabilize, restore, or enliven their sense of self. Such patients tend to treat
therapists not as separate, independent people, but as extensions of themselves over
whom they expect to have control. This signals a reactivation of a developmental
process that was never fully or optimally completed in childhood. Essentially, these
patients use the therapist to satisfy their unmet developmental needs to idealize and
gain affirmation and validation of their experiences, states of mind, and grandiose
sense of self. They want and need to experience the therapist as all-powerful, special,
or perfect. Thinking self psychologically, this kind of idealization is seen not as a
defense but rather as an important phase of the treatment, intended to help shore up
a shaky sense of self.

Thus, rather than interpreting these transferences early on, the therapist allows
them to flourish. Under the influence of these selfobject transferences, the patient can
feel understood and enlivened and can experience feelings of union with or control
over the therapist. Inevitably, however, the therapist will not always respond just
as the patient desires, and these empathic failures may cause the patient to feel
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frustrated or angry. If the empathic failure is appropriately timed and not too intense,
the therapist can point it out and discuss it with the patient, who can then start to
see the therapist as a separate, flawed, but nevertheless good and caring person.
Hopefully, patients can then begin to offer themselves what they have needed and
desired the therapist to do for them – affirm their feelings of specialness and power,
comfort them, and validate their experiences.

Example

Mr F is a 55year-old electrician who has become a weekend triathlete. He spends his sessions
regaling his male therapist with tales of his athletic prowess – passing others in the last moments
of races, ‘‘shocking’’ younger competitors by telling them how old he is, and having female racers
‘‘come on to him.’’ His therapist listens, hypothesizing that Mr F, who reports that his parents were
‘‘disappointed’’ that his ‘‘learning disability’’ precluded him from going to a prestigious college
like his siblings, needs to demonstrate his abilities to a new, idealized man. After Mr F wins a
triathalon that he was particularly excited about, he becomes angry that the therapist ‘‘didn’t seem
very excited about it.’’ He spends several sessions telling his therapist that although he ‘‘thought’’
that he was interested in him, he now sees that he was wrong. The therapist acknowledges how
disappointed Mr F is in him. After his next big win, Mr F notices that although the therapist may
not be giving him the kind of excited reaction he hoped for, he is interested and attentive. Over
time, Mr F realizes that he is able to feel good enough about himself without the fantasied reaction
from the therapist.

The therapist’s steady, empathic attunement to the patient, and his interpretation of
the perceived empathic failure, helps Mr F to internalize the mirroring function he
craved. This helps Mr F to buoy his sense of self gradually without the continuous
congratulations of others, as well as to have a more measured expectation of the
people around him. This technique helps people to develop a healthier sense of self
that is more resilient in the face of self-esteem threats.

Suggested activity
How might you link the difficulties of these people to problems with the development of
the self?

Mr A gets a big bonus at work and comes home with a bottle of wine to celebrate with his
wife. She, however, has her hands full with the children and has had a long day – she greets
the news with, ‘‘great honey – can you run to the store and get some more milk?’’ He becomes
depressed and has fantasies of seducing his administrative assistant, who he thinks has a crush
on him.

Ms B invites her coworkers over for a dinner party. For weeks in advance, she discusses her
menu – everyone is looking forward to the meal. When they arrive, she is disorganized and
prepares a fairly simple dinner of chicken and vegetables. She is enraged when people leave
early and are not complimentary.



190 PART 4: LINK

Comment

When he does not receive immediate kudos from his wife, Mr A is deflated and has
fantasies about being admired by his assistant. This suggests that he has a continued need
for mirroring from a selfobject and that without it he cannot maintain his self-esteem.

Ms B misperceives her abilities to cook and entertain, and then is angry when others
do not share her self-assessment. This suggests that she received problematic mirroring
as a child – perhaps her talents were overestimated by parents who needed to see her as
more capable than she actually was.



18 Attachment

Key concepts

Our last organizing idea about development, called attachment theory, LINKS problems
and patterns to early attachment styles.

According to this idea, early attachment styles affect how people develop their sense of
self, relationships with others, ways of adapting to stress, and patterns of self-regulation.

Adult attachment styles are categorized as either secure or insecure. There are three types
of insecure attachments – avoidant, ambivalent, and disorganized.

Adult attachment styles are thought to be the product of the child’s temperament, the
parents’ attachment pattern and temperament, the interaction between parent and child, and
the environment.

Linking to early attachment styles is particularly useful when constructing case formula-
tions for patients who have problems with

• self-regulation, including self-control and affect regulation

• empathy and mentalization

Two women, Ms A and Ms B, go for job interviews. After each interview, the
prospective employer gives an equivocal smile and says, ‘‘Thank you for coming in.
We’ll be in touch.’’ Ms A shakes off her residual nervous energy by walking around
the block, then goes home, tells her roommate about the interview, watches TV, and
goes to sleep. Ms B, however, is undone by the interview and its ambiguous end. She
tries to fight the impulse to call the interviewer but fails, texting her to ask whether
she should send more references. She calls her roommate and reviews the interview
many times, incessantly asking, ‘‘What do you think? Do you think I’ll get it?’’ She
eats a pint of ice cream and later has two drinks before she tries to sleep, which she is
unable to do. Both women endured a stressful situation that left them in limbo, but
while Ms A was able to regulate herself after the experience, Ms B was not. Why?

One way to think about this is that Ms A has developed the ability to self-
regulate as a result of having developed secure attachments, while Ms B’s inability
to soothe herself has resulted from her insecure attachment style. As we discussed
in Chapter 10, an enormous amount of development happens in the context of the
child’s dyadic relationship with the primary caregiver. This relationship mediates the
development of fundamental capacities that allow the person to begin to have a sense
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of self, form relationships with others, adapt to stress and anxiety, and self-regulate.
The style with which infants attach to their primary caregivers has been shown to
carry over into the way they attach to others as adults. By describing adult attachment
styles, attachment theory helps us to understand early relationships and how they
contribute to the development of a person’s problems and patterns.

Basics of attachment theory

Attachment theory starts with the idea that people are born with a predisposition
to become attached to caregivers in their earliest years [62, 63]. The sense of safety
that children get from their central caregiving relationship helps them to develop the
system of emotional regulation that they use to handle a wide variety of experiences.
This experience of nurturance and protection is encoded in the brain and, over time,
helps people to develop both the ability to predict and understand their environment
and a psychological sense of security [64]. In addition, these interactions help them to
develop relatively stable patterns of adapting to stress and regulating their responses
to anxiety and affects [65].

As we discussed in Chapter 10, these early patterns of connection, which are called
attachment styles, are classified as either secure or insecure and are relatively stable
after the first year of life [66]. Children who have secure attachments tolerate sepa-
rations well and are easily soothed by their primary caregivers when reunited with
them, while children who have insecure attachments become highly anxious during
separations and are not easily soothed after reuniting [67, 68]. These attachment
styles have been shown to predict the comfort with which children experience their
environments later in development and carry over to the way they adapt to stressful
situations as adults. In other words, the style of attachment that children have by
age 1 may be a major contributor to the way they develop their ability to regulate
their reactions to stress, anxiety, and affect, and is likely to predict the way they will
respond to their internal and external environments as adults [69].

Categories of attachment in adults

To review, the attachment styles of young children are described as either secure or
insecure:

• secure

• insecure – has three subcategories:

– avoidant

– ambivalent

– disorganized

These styles correspond to children’s behavior at age 1 when observed in brief
separations from the mother (see Chapter 10) [64, 67]. Not surprisingly, when adults



CH18: ATTACHMENT 193

are interviewed about how they cope with stress and anxiety, specifically in regard
to intimate relationships, their attachment styles fall into four similar categories [70,
71]. These adult attachment styles include the way people recall and describe early
childhood relationships (particularly those that had significant negative aspects) and
the way they describe their current relationships with others. These are the adult
attachment styles [72–74]:

Secure

People with this adult attachment style easily remember experiences of others, are
able to incorporate painful memories into their discussions, can think about others in
three-dimensional terms, and can look at emotions from other people’s point of view.
They find it relatively easy to become emotionally close to others and are comfortable
both depending on others and having others depend on them.

Insecure

There are three subcategories of insecure attachment in adults:

Dismissive/avoidant

This attachment style is characterized by rigid, overly regulated affect. People
with this style dismiss attachment as being of minimal value or importance and
remember little of their childhood bonds. They may also offer idealized portraits
of people in their lives. When probed, however, they are often able to remember
incidents suggesting parental neglect or rejection. These people present as strong and
independent but are in actuality unable to face the reality of early disappointments.

Preoccupied/anxious

In contrast, people with this attachment style hold themselves responsible for
problems in their relationships and idealize their early caregivers. They are anxious
and worried about relationships with others and about how they are perceived. They
often find it hard to speak in an organized way about their past relationships. They
are consciously preoccupied with their early caregivers and remain very reliant on
them. In their adult relationships, they seek high levels of intimacy and are often
very dependent.

Disorganized

This is the most disturbed adult attachment style. People with this attachment style
often have dramatic fluctuations in their descriptions of others and may be unable
to recall past relationships. Many people with this attachment style have a history of
trauma or loss of a parent and have a high chance of repeating trauma with their own
children. Their adult relationships are fairly chaotic; for example, they typically enter
quickly into intense relationships and then become easily mistrustful and withdraw.
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For example, consider the differences between Mr C’s and Mr D’s attachment
patterns:

Mr C comes to therapy because he has been anxious since his daughter went away to college. His
history reveals that he was an anxious child. He remembers screaming at the chain-link fence in the
playground when his mother left him at elementary school. In adolescence, he became despondent
after a girlfriend broke up with him. When he talks about his daughter, he speaks haltingly and
starts to tear up, saying ‘‘I don’t know why she couldn’t have gone to college closer to home. How
could she do this to me?’’

Mr D comes to therapy because his wife is complaining that he overworks and will not curtail
his work life to spend time with his family. Their daughter told his wife that she wishes she had a
closer relationship with him. Mr D reports this with little concern and, staring out the window,
says, ‘‘She’s doing fine. I think a daughter’s primary relationship is with her mother.’’

In these examples, Mr C has a preoccupied/anxious pattern of attachment, while Mr
D’s attachment pattern is dismissive/avoidant.

Attachment styles are passed on from parent to child

People with each adult attachment style tend to have children with a related
attachment style. This process is referred to as intergenerational transmission of
attachment (Table 18.1).

Empathy and the development of affect regulation

Why does one adult have one attachment style vs. another? Children are more likely
to develop adaptive, secure attachment styles if their caregivers can understand and
process their emotional experiences (this is also called mentalization, see Chapters
6 and 10) [78, 79]. The caregivers’ processing of emotion fosters the development
of the child’s ability to regulate affect, that is, the ability to handle basic emotions,
such as fear, anxiety, insecurity, and excitement [80, 81]. When the caregiver is
unable to empathize and respond sensitively, however, children are likely to develop
insecure attachments that predispose them to chronic difficulty with self-regulation,
particularly related to modulating their sense of self, their capacity for impulse
control, and their reaction to anxiety [82, 83].

Table 18.1 Intergenerational transmission of attachment [75–77]

Caregiver’s adult attachment style Child’s attachment style

Secure → Secure
Insecure: dismissive/avoidant → Insecure: avoidant
Insecure: preoccupied/anxious → Insecure: ambivalent
Insecure: disorganized → Insecure: disorganized
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Linking problems and patterns to attachment styles

Attachment theory helps us to formulate in cases in which self-regulation and affect
regulation are impaired, as they often are in people with insecure attachment. It can
also be helpful in understanding patients who have difficulties with empathy and
mentalization, which contribute to problems with interpersonal relationships.

Problems with self-regulation and managing affect

Self-regulation and managing affect can be difficult for people with insecure attach-
ment styles. This is often evident around challenges such as loss, separations, and life
transitions. Dealing with divorce, freshman year of college blues, changing jobs, man-
aging illness, and losing a loved one are just a few of the many separations and losses
that highlight problematic attachment patterns and bring people to psychotherapy.

Example

Mr E and F started dating in medical school. When they started separate medical internships at
different institutions, Mr E became very anxious – but adapted by staying in regular contact with
F via text messages. As the months of the internship unfolded, Mr E became more panicked and
clingy. One day, F could not respond to a text because she was conducting a procedure. Mr E
panicked and called 911 to find her. In therapy, Mr E reported that his father died when he was
young and his mother coped with her grief and anxiety by staying in almost constant contact with
him.

Using attachment theory, we can hypothesize that Mr E developed his anxious
attachment style in response to his mother’s preoccupied/anxious attachment style.
This insecure style of attachment impaired his ability to regulate affect and anxiety and
has led him to have an insecure attachment to his girlfriend. In therapy, he realized
that his difficulties were connected to his early relationship with his mother and he
learned that there were other ways to manage his anxieties about separations from F.

Difficulty with empathy

Attachment theory is also helpful in understanding patients who have difficulty with
empathy. Consider the following example:

When Mr G hears that his wife has planned an evening out with a friend, he becomes enraged,
accusing her of no longer wanting to spend time with him. As a child, Mr G’s father presumed
that he was ‘‘guilty until proven innocent’’ and routinely punished Mr G without asking him his
side of the story.

Taught by his father, Mr G is unable to imagine what his wife might be thinking when
she decides to spend time with a friend. Instead, he assumes that she is thinking what
he is thinking. He is also unable to empathize with her wish to socialize with others.
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Parenting is another situation in which empathy is essential, as in the following
example:

Ms H is a single mother whose 5-year-old daughter has been having great difficulty staying in
school without her mother. She is referred for psychotherapy by the school psychologist. Ms H
explains that her daughter has few friends, keeps to herself, and sits at the sidelines while the other
children play. Ms H says, ‘‘I’ve been dealing with my sick mother and haven’t been around much
lately. She seems to manage fine, though; she hardly complains.’’ Ms H tells the therapist that her
daughter suffers from asthma and was hospitalized several times as a baby. When the therapist
asks Ms H about her own childhood, she learns that Ms H was also a withdrawn child.

Using attachment theory, we could suggest that Ms H’s dismissive attitude toward
her daughter is related to her avoidant attachment style, now emerging in her
daughter as well. Offering Ms H other perspectives – for example, that perhaps
her daughter is reacting to the early hospitalization, as well as to worry about her
grandmother’s illness – allows Ms H to understand her daughter’s experience. Ms H
can then process her daughter’s feelings and help her daughter to do this as well.
This will help both Ms H and her daughter to gain more access to their feelings.

A sample formulation – linking to attachment

Presentation

Mr I has become increasingly distraught since his daughter, who previously lived down the block
with her husband, announced she was getting divorced. Mr I and his wife are very upset that their
daughter will be moving into an apartment further away. Although he says that he knows that
he’s overreacting, he talks quickly and loudly in therapy and asks if he can have a ‘‘double session’’
because he has so much he needs to talk about.

DESCRIBE the problem and patterns (focused)

Mr I has profoundly insecure relationships. He reacts strongly to change and to loss. His family
has long felt that he smothers them. He didn’t allow his children to go more than a car ride away to
college and doesn’t understand why this bothers them. He thinks his daughter should work things
out with her husband who he thinks is ‘‘a terrific guy’’ but who never worked and who is fully
supported by his daughter.

REVIEW the developmental history

Mr I grew up in a tightly knit family with an anxious mother who currently lives with him and his
wife. He recalls having few friends as a child and being kept home by his mother to watch TV with
her. His father, who passed away several years before, was a WWII veteran who had been injured
and had fairly severe PTSD. His only brother moved away years before and was estranged from the
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family after numerous disappointments related to his not coming home for family events/holidays.
Mr I did well in school and had opportunities to pursue college away from home but chose a modest
community college so that he could continue to live with his parents. He married young – his wife,
who is also anxious, has become devoted to his mother as well.

LINK the history and problems/patterns to attachment styles

Mr I’s pattern of becoming increasingly anxious and demanding in the face of disappointment and
loss may be indicative of his anxious/preoccupied attachment pattern, which is also present in his
mother. Mr I tries to draw people closer (his daughter, the therapist) in order to decrease his own
anxiety, but, in so doing, he inadvertently pushes them away (the daughter feels misunderstood; the
therapist has no choice but to end the session). This makes him more anxious. He also has difficulty
imagining other peoples’ internal experiences (mentalization), perhaps because his overwhelming
desire to preserve the attachment connection prevents him from considering any needs other than
his own.

Linking to attachment styles guides treatment

In psychotherapy, patients repeat their attachment styles with their therapists.
Together, patient and therapist can then observe and identify the attachment style.
This can facilitate change in two ways – by making people aware of their attachment
patterns and by helping them to attach in new ways.

Becoming aware of attachment styles

Becoming more aware of their characteristic attachment styles and how they evolved
enables patients to create new narratives about themselves [84]. Consider the follow-
ing example:

Ms J had always blamed herself for being an oversensitive, chronically anxious child. In therapy,
she learned that the death of her mother’s father and her parents’ long-term marital difficulties
had made her mother anxious during most of her childhood. She realized that her own anxiety
was a reaction to her mother’s anxious state. Having a new understanding about the origin of her
anxiety helped her to feel more relaxed and increased her empathy for her mother.

Ms J has a preoccupied/anxious attachment style. With a new way of thinking about
her life story, Ms J is more able to accept both her own anxiety and her mother’s.

Improving affect management

People with a disorganized attachment style can have difficulty with affect regulation,
especially during periods of intense emotionality. When this occurs within a therapy
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session, the therapist can help the patient to manage his/her feelings by describing
what is happening and by helping the patient to think about what might be happening
in the minds of both the patient and the therapist [85]. To illustrate this, consider
Ms K, who has a disorganized attachment style:

Ms K began telling her therapist, Dr Z, about her history of sexual abuse just as the session was
ending. She became more confused and lost track of time. Dr Z stated, ‘‘This is a hard subject to
discuss, particularly when there are only 5 minutes left to the session.’’ Ms K became enraged that
Dr Z was ending the session abruptly, saying, ‘‘You don’t care about me . . . I’m not sure I ever
want to come back here.’’ Dr Z commented, ‘‘I see how talking about the abuse disorients you,
so much that you feel that I, too, am against you. Can you imagine any other ways of looking at
what just happened between us?’’ This helped Ms K to calm down and to consider that Dr Z’s
interruption may have sounded abrupt, but in fact reflected her worry about the patient.

Using attachment theory, Dr Z thought about Ms K’s outburst as the result of her
attachment style. She empathized with Ms K’s experience and realized that Ms K was
unable to consider that Dr Z had an alternate reason to end the session in that way.
By asking her to consider other ways of looking at the situation, Dr Z was helping
Ms K to manage her feeling of being hurt by the therapist. Repeating this in therapy
can help the patient to process intense feelings more effectively in situations outside
of the treatment as well [86].

Developing a more secure attachment style

Over time, patients can change their attachment styles as they develop a more secure
attachment to their therapists. This is thought to occur as therapists repeatedly
experience, observe, and describe the way their patients handle feelings. Patients
internalize this, gradually learning to have a clearer and more flexible idea of what
goes on in their minds and in the minds of their therapists. In the context of a more
secure attachment, patients can develop functions that they were not able to develop
as children, such as an increased ability to self-regulate and to modulate affects. Let’s
consider an example of someone with a dismissive/avoidant attachment style who
has difficulty experiencing affect:

Ms L is a 52-year-old gay woman who lives apart from her long-term partner. Her partner
complains that Ms L is emotionally distant and removed. After 20 years together, they recently
got married and Ms L says she’s tired of putting up so many walls. In treatment, Dr Y notices
that Ms L speaks hesitantly in sessions and often becomes quiet and looks away after he speaks.
When Dr Y inquires about this, Ms L reveals that she is afraid that he doesn’t approve of her. She
then talks about how harshly critical her mother was. Ms L then begins to consider that perhaps
Dr Y is trying to be helpful and begins to speak more freely.

Of particular note is the way Ms L’s attachment style is communicated
nonverbally – she turns away. Therapists using techniques from attachment theory
are attuned to the nonverbal as well as verbal ways of understanding their patients’
attachment patterns. Over time, observing and describing these patterns in the
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relationship with the therapist allows patients to feel secure enough to consider
alternative ways of managing their feelings.

Suggested activity
How would you describe the attachment styles of these adults?

Ms A is a 40-year-old woman who married her high-school classmate. When her husband
suggests that they attend their 25th college reunion, she says, ‘‘Why would I want to do that?
Just to see a lot of middle-aged losers? I’d rather go to the gym.’’

Mr B, a 21-year-old college student, had a tumultuous relationship with C that ended in a
breakup. When he sees C in the bookstore after summer vacation, he has the sensation that
he is going to throw up, leaves his books in the middle of the aisle, and runs in the opposite
direction.

Comment

Ms A likely has a dismissive/avoidant attachment pattern. Although she remembers past
relationships, she does not value them and has a rigid, overly independent stance.

In contrast, Mr B’s behavior suggests a disorganized attachment pattern. When he sees
his ex-girlfriend, he behaves in a bizarre manner.



Putting it Together – A
Psychodynamic Formulation

Now that you’ve learned to DESCRIBE, REVIEW, and LINK, let’s listen in as one
therapist, Dr Z, puts together a psychodynamic formulation. Dr Z has seen his patient,
Mr C, for four evaluation sessions. We’ll hear some of Dr Z’s thought processes as he
• hears the presentation

• DESCRIBES the problems and patterns after asking questions about the patient’s
general functioning

• REVIEWS the developmental history

• LINKS the problems and patterns to the history by

– focusing what he’s learned from DESCRIBING and REVIEWING

– asking a focus question

– choosing ideas about organization

• writes a chronological narrative

• thinks about how his formulation will guide his treatment

Let’s start with Mr C’s presentation:

Presentation

Mr C is a 28-year-old graphic designer who presents to the clinic saying that he is depressed after
a ‘‘huge fight’’ with D, his girlfriend of 6 months. Mr C says that he and D had been having
difficulty for the last few weeks, precipitated by his feeling that she no longer wanted to be in a
relationship with him because she wanted some ‘‘time to herself.’’ Mr C says he became ‘‘terrified’’
that D would leave him and began texting and calling her at all hours to ‘‘make sure’’ that she
still loved him. Three days ago, while they were arguing at D’s apartment, C says that he ‘‘refused
to leave’’ until he had D’s ‘‘guarantee’’ that they would stay together. He finally left after D
threatened to call the police. Since then, he has felt ‘‘frantic,’’ has not gone to work, has barely
gotten out of bed, and has had very little appetite. He made the call to the clinic after a coworker
texted him and suggested that he talk to someone about the situation.
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After hearing the presentation, Dr Z thinks:

‘‘The thing that really jumps out at me is how terrified Mr C was that his girlfriend might
leave him. That’s what led him to react so dramatically. I wonder how he functions in other
aspects of his life?’’

Dr Z then goes on to ask Mr C about other aspects of his general functioning. Here’s what
he DESCRIBES:

DESCRIBE

Problem

Mr C has had several days of oversleeping, poor appetite, and inability to get out of bed after a
tumultuous fight with his girlfriend. These symptoms were not present prior to this episode. The
couple has had several weeks of arguing prompted by Mr C’s fear that his girlfriend would leave
him.

Patterns

Self

Mr C has strengths and difficulties in this area. He believes that he is a good designer and
seems to have reasonable self-perceptions about his work and creative abilities that are neither
grandiose nor self-deprecating. At work, he is generally able to handle self-esteem threats, such as
having others critique his work, without becoming overly emotional. In his romantic relationships,
however, he often responds to self-esteem threats related to rejection with tremendous anxiety and
fear.

Relationships

Mr C’s personal relationships tend to be insecure, marked by lack of trust, rapid but shallow
intimacy followed by estrangement, a poor sense of self and other with lack of empathy,
and fear of abandonment. This is particularly true in his romantic relationships. For example,
the pressure of his need to be reassured by D prevented him from taking into consideration her
feelings, or from considering her way of perceiving the situation.

Adapting

Mr C uses different defenses in different situations. At work, he uses more adaptive defenses,
such as humor and excessive emotionality. In his personal relationships, however, he tends to use
less adaptive defenses, such as splitting, projection, idealization, and acting out. His style of
adapting tends to emphasize emotions and to be inflexible. Again, in the context of his personal
relationships, he has difficulty with managing his emotions – as was evident from his behavior
with D, he is unable to ‘‘sit with’’ his anxiety. Although this leads him to be impulsive with his
girlfriend (e.g., constant calling and texting), he does not have difficulty controlling his impulses
with substances or at work. He does not report difficulty with sensory regulation.
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Cognition

Mr C graduated with high marks from a prestigious design school. He has been praised for his
ability as a graphic designer, and he has also scored well on his high-school standardized tests.
Thus, he seems to have talent and is likely to be intelligent. At work, he collaborates with a team
and is able to solve problems and to be creative. In his romantic relationships, however, he has
great difficulty mentalizing and is not particularly self-reflective.

Work and play

Mr C supports himself as a graphic designer. He works hard and has difficulty relaxing on
weekends and holidays. He has few friends and tends to spend his leisure time cloistered with the
woman with whom he is currently involved.

After several evaluation sessions with Mr C, Dr Z begins to focus what he has DESCRIBED:

‘‘Mr C’s greatest difficulties seem to be with insecure relationships and managing emotions.
Since he has the most difficulty managing emotions in the context of relationships, I’m
going to focus on RELATIONSHIPS. Here’s the question I’d really like to answer in my
psychodynamic formulation:

Mr C seems very intelligent, talented, and creative, but he has such anxiety about his
relationships he ends up destroying them. Why is that?’’

Dr Z then learns about Mr C’s developmental history:

REVIEW

Genetics and prenatal development

Mr C is the youngest of three children born to married parents. He denies that there were any
prenatal exposures or birth injuries, and he was a term baby born at 7 pounds. Mr C says that
his mother likely had untreated anxiety her whole life – he says she’s a ‘‘nervous wreck’’ who
thought that everything was a ‘‘catastrophe.’’ He does not believe that his mother was physically
ill during her pregnancy with him or that she used substances during that time. He thinks that
other members of his mother’s family might have anxiety as well. He does not know his father or
his father’s family well enough to give this history. He also says that his mother has always said
that he was a difficult baby, who cried a lot, did not want to be left alone, and was ‘‘clingy.’’

Earliest years (birth to age 3)

Although Mr C says that he has few memories from this time, his older brothers have told him
that his parents were ‘‘constantly fighting.’’ He has vague memories of his father slamming doors
and of his mother crying on the couch. Mr C says that any memories of these years are generally
of his brothers excluding him, and he feels that he spent much of his time alone. Mr C’s father, a
businessman, left his mother when Mr C was 3 years old and quickly started a new family with a
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woman with whom he had been having an affair for most of his short marriage. He moved across
the country, and although he continued to send occasional checks, he had little direct contact with
Mr C and his older brothers. His earliest memory is of his mother screaming at him on a street
corner – he thinks that it was because he had momentarily let go of her hand and she was afraid
that he might be hit by a car.

Middle childhood (age 3–6)

After his father left, Mr C says he and his mother became much closer. He developed nightmares
and could only sleep if his mother was with him. Mr C says, ‘‘My brother teased me mercilessly,
saying I was a baby. I wanted to be able to sleep alone, but I couldn’t do it.’’ At around age 6, his
mother started dating a coworker and abruptly insisted that Mr C sleep in his own bed when the
boyfriend began to sleep over. Mr C says, ‘‘It still makes me upset, practically like it’s happening
right now.’’ He had trouble separating every year at the beginning of school – in kindergarten,
his mother had to sit in the ‘‘coffee room’’ for weeks – long after all of the other children were just
being dropped off. Although he was embarrassed about this, he remembers feeling ‘‘panicked’’ at
the thought of being in school without her.

Later childhood (age 6–12)

Mr C says he was lonely during later childhood. He had one or two male friends and says, ‘‘We
read a lot of comics but we didn’t really talk to each other much.’’ Home life was stressful –
his mother remained in an on-again, off-again relationship with the boyfriend who was a heavy
drinker. He says, ‘‘The one thing I remember that was good was that I started drawing; it began
with making comics like the ones we read, and I was good at it.’’ When at home, his mother was
anxious, forcing him to wear overly warm clothing and fretting about his homework, but she would
frequently forget to pick him up from school and occasionally spent the night with her boyfriend
without letting her children know.

Adolescence (age 13–18)

Mr C began to be noticed in school for his unusual drawing and math skills. A teacher encouraged
him to apply for a scholarship to a local summer art program that he attended for several years and
he ultimately won a nationally recognized prize. He says, ‘‘Thank goodness for that; it saved me.’’
He reports he had sex for the first time, ‘‘younger than most kids; I was probably about 15. I was
the kind of kid who always had a girlfriend but they never lasted very long.’’ He experimented with
marijuana and cocaine but found that they made him feel uncomfortable and did not continue to
use them. He drank fairly heavily during a relationship with a girl who liked alcohol, but stopped
when they broke up. Once his brothers had moved out of the house, he rarely saw them; he avoided
his mother who had started to drink heavily and was rarely home overnight.

Young adulthood (age 18–23)

Mr C was accepted into a prestigious design school in his home city. Although he had planned
to live with his mother, within a few weeks of matriculation he had met and moved in with his



PART 4: PUTTING IT TOGETHER to PUTTING IT TOGETHER: LINKING 205

first ‘‘serious’’ girlfriend. He felt that he had met his ‘‘soul mate,’’ but within a few months they
were fighting. Throughout his design school years, Mr C had serial relationships with women that
began ‘‘like gangbusters’’ and then ended tumultuously. Mr C did very well in school, won many
awards and prizes, and was offered several good jobs on graduation.

Later adulthood (age 23 to present)

Mr C now supports himself and feels comfortable at his workplace. He is interested in starting
his own firm but fears breaking away from his current colleagues. His longest relationship lasted
almost one year and ended when his girlfriend told him that she was gay. He was ‘‘devastated,’’
but quickly began to date D.

Now Dr Z tries to focus what he has REVIEWED:

‘‘I think that the most problematic parts of Mr C’s history occurred during his earliest years
and middle childhood. They also involve relationships – particularly his overly close but
inconsistent relationship with his mother early in life, and the fact that his father basically
abandoned him at age 3.’’

Dr Z now tries to LINK Mr C’s problems and patterns to his developmental history: ‘‘So, from
DESCRIBE, Mr C’s greatest difficulty is his lack of secure relationships – he needs to be so
close to his girlfriends that he ends up emotionally strangling them. From REVIEW, the most
problematic part of Mr C’s history is his overly close but inconsistent relationship with his
mother, as well as the fact that his father abandoned him. Insecure relationships generally
result from problems like these. This makes me think that I could use ideas about attachment
to LINK his patterns to his history. But, you know, Mr C was apparently anxious from birth,
and his mother has anxiety as well – this could be a temperamental trait. So I should factor
in ideas about the impact of early cognitive and emotional difficulties as well – they may
be important on their own and in the way that they shaped his early attachments. He also
has important strengths that developed during later childhood and adolescence that are
helping him to function in important ways – I need to include that, too. I’ll focus on the
early development of his attachment problems, and then try to see how that affected his
development throughout his life.’’

LINK

Mr C’s area of greatest difficulty is his relationships with others. This is most likely related to
his insecure (preoccupied/anxious) style of attachment, which leads him to become frantic and
emotionally dysregulated when he fears abandonment. This scenario led to his current presentation
and has occurred many times in the past. Mr C’s insecure attachment style has its origin in his
earliest relationships.
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Temperamentally anxious and fearful of separation, Mr C spent his earliest years in an environment
filled with violent parental disputes. He experienced his mother as tremendously anxious,
frequently tearful, and preoccupied. Thus, it is likely that he had difficulty establishing a solid
dyadic relationship. Frequently alone and afraid, he never developed basic trust or the capacity
for a secure attachment. His mother’s anxiety and preoccupation suggests that she was not
particularly attuned to Mr C – he thus had difficulty developing a sense of his own affect states,
or those of others. This has likely contributed to his adult difficulties with empathy, mentalization,
self-regulation, and trust.

Thus, Mr C entered middle childhood with an insecure attachment and without having consolidated
many crucial capacities. His developmental trajectory was further hindered by the fact that his
father had recently left home – he remained locked in his two-person relationship which his mother
sexualized by bringing him into bed with her. In the absence of a rival, this is likely to have
overwhelmed him and exacerbated fears of losing this all-important relationship. It also fueled
aggression from his older brothers, surrogate rivals who further terrified him. His mother’s abrupt
expulsion of Mr C from her bed and his replacement by a new boyfriend may have crushed and
confused him. This oscillation between inappropriate closeness and abrupt abandonment likely led
to his anxious attachment style.

The inconsistency in his relationship with his mother continued into later childhood. Either his
mother was overly concerned about his attire or she was forgetting to pick him up from school. His
school-age separation anxiety may have been related to his temperamental anxiety, but may also
have been related to his developing insecure-anxious attachment style. It is likely that his mother’s
problematic relationship with her alcoholic boyfriend, as well as her own increased drinking,
worsened her inconsistency and, consequently, Mr C’s attachment problems.

In school, Mr C’s difficulty with same-sex peer friendships may have resulted from many factors,
including his lack of a male role model to help him to feel like a strong boy, and his temperamental
anxiety. His sense of self was weak because of his problematic dyadic relationship and the absence
of his father, and was buoyed a bit by his discovery of drawing, which gave him pleasure as well
as attention. This talent, the mentorship of his teachers, and his artistic successes are the features
of his developmental history that helped him most and that are most responsible for the self-esteem
that he derives from his work.

Mr C’s precocious sexual relationships were most likely attempts to regain the security of his
lost dyadic relationship. They set the stage for the series of intense, short-lived relationships that
have characterized his young adulthood. The continuation of his insecure attachment style as a
young adult has rendered him virtually unable to be alone, leading him to emotionally strangle his
partners and to, time after time, destroy the very relationships to which he desperately clings.

This formulation led Dr Z to think that Mr C would only alter his insecure attachment style
in the context of the therapeutic relationship. He therefore recommended twice weekly
psychodynamic psychotherapy. He wondered how his formulation would change as the
treatment progressed . . .
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Suggested activity
Now it’s time to write a complete psychodynamic formulation of your own. Focus what
you’ve DESCRIBED and REVIEWED, and then select organizing ideas about development
that you think will usefully LINK them to form hypotheses about causation. Begin with
a summary, and then try to trace the development of the person’s major difficulties and
strengths throughout his/her life. Don’t forget that you can use many organizing ideas
about development in a single formulation. Once again, try to share your work with a peer
or a supervisor – talking about the choices you made in constructing your formulation
will enhance your learning.
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PART FIVE:
Psychodynamic
Formulations in
Clinical Practice

Introduction

Key concepts

We can create and use psychodynamic formulations in many different clinical situations,
including

• acute care settings, such as emergency rooms and inpatient units

• psychopharmacologic treatments

• psychodynamic psychotherapy

As we learn about our patients, our psychodynamic formulations change.

Psychodynamic formulations can be useful
in all clinical settings

Now that we know how to write psychodynamic formulations, how and when do
we use them? Students and clinicians often erroneously assume that psychodynamic
formulations are only useful for psychodynamic psychotherapy. Nothing could be
further from the truth. Psychodynamic formulations help us to understand how and
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why people think, feel, and behave the way they do, and thus are helpful in every clin-
ical situation. This includes single encounters in emergency rooms, brief therapies on
medical or psychiatric inpatient units, psychopharmacologic treatments, and short-
and long-term outpatient psychodynamic psychotherapies. In brief clinical situations,
our psychodynamic formulations will be based on more limited information about
patients and will generally help us to understand one or two aspects of a person’s
function, such as what brought him/her to the emergency room now. In long-term
treatments, our psychodynamic formulations will be based on more extensive infor-
mation and will help us to understand the broad sweep of a person’s development.
Regardless of the clinical situation, formulating psychodynamically helps us to under-
stand the impact and development of our patients’ unconscious thoughts and feelings.

Psychodynamic formulations are alive and changing

As we discussed in Part I, constructing an initial formulation is extremely useful for
many reasons – it helps us to make a treatment recommendation, set goals, and form
a therapeutic strategy. However, staying open to new ways of thinking about how
and why a person thinks, feels, and behaves allows us to deepen our formulations
throughout our work with patients. Psychodynamic formulations are not static – we
constantly revise them as we learn more about people during treatment. This new
information comes from both what our patients tell us about their histories and our
interactions with them.

Let’s consider then how we use psychodynamic formulations in many different
clinical situations, beginning with acute care settings.



19 Psychodynamic Formulations
in Acute Care Settings

Key concepts

Psychodynamic formulations are useful in all mental health treatment settings. This includes
the following acute care settings:

• psychiatric emergency rooms

• psychiatric inpatient units

• medical or surgical services

Acute care settings pose special challenges to psychodynamic formulation because

• the clinician’s time with patients is usually limited

• patients may be unable to provide a complete history

• the formulation needs to target the acute problem

• the formulation needs to include the predictable stresses related to the acute care setting
itself

Even brief, preliminary psychodynamic formulations help us to

• engage patients

• make sense of their current and long-term problems and patterns

• choose the most salient problems and patterns to address

• predict how patients are likely to respond to help

• plan acute and ongoing treatment

Mr A is a 26-year-old graduate student, living with three friends from college, who presents to the
emergency room with recurrent bouts of rapid heart rate and difficulty breathing. He is crying,
distraught, and frightened that he is going to die. He implores the medical staff to save him. After
evaluating his symptoms, the emergency room physician tells Mr A he is having panic attacks and
administers lorazepam. This does little to calm the patient and psychiatry is asked to consult.
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If the evaluation of Mr A’s presenting problem stopped here, it might be summarized
as follows: ‘‘26-year-old man with no prior history of mental health problems or
treatment presents with new onset of panic attacks.’’ However, even in the setting
of the emergency room, it is important to go beyond the presenting problem to ask,
‘‘Why did this particular person with his particular life story develop this particular
problem at this particular stage in his life?’’ [1] Here’s what happens when Dr Z, the
emergency room psychiatrist, comes to talk to Mr A:

After reassuring Mr A that his problem is treatable, Dr Z tells him that panic attacks are sometimes
precipitated by stress. He asks Mr A whether he can think of anything that is going on in his
life recently that might be stressful for him. ‘‘It’s sort of mystifying,’’ Mr A responds. ‘‘When I
finished my dissertation last month, I felt like a huge weight had been taken off my shoulders. My
advisor loved it. I felt like anything was possible and I went out celebrating with my girlfriend
and roommates.’’ He sighs and adds, ‘‘But I don’t know if I have what it takes to be an academic.
My father says you make peanuts teaching high school Latin and keeps asking how I’m going to
support myself and a family with a PhD in classics. Please don’t tell him I’m here – he already
thinks I’m a total loser.’’

The additional information that Dr Z has elicited suggests that Mr A may be
suffering from feelings of insecurity and low self-esteem related to his father’s
failure to acknowledge his accomplishments and encourage his independence. This
information helps Dr Z to begin to answer the simple but important question ‘‘Why
now?’’ and guides him in planning the best way to alleviate the anxiety that brought
Mr A to the emergency room.

Dr Z asks Mr A to tell him more about his background. Mr A tells him that he has an older sister
who was ‘‘born normally.’’ His mother desperately wanted a second child, but after a number of mis-
carriages decided to adopt a newborn: ‘‘I’ve always had this feeling it was more her decision and my
father sort of went along with it to make her happy.’’ Mr A knows nothing about his biological par-
ents or the circumstances of his birth, but does not recall being told about any significant problems
in his infancy or childhood. He describes his mother as ‘‘wonderful, giving, loving,’’ but no match
for his father: ‘‘Dad and I are close but he’s always been a tough act to follow. I did OK in school
but didn’t get into the prep school or college that everyone in Dad’s family attended. I was a good
athlete, especially in squash, but Dad was a nationally ranked player in college. Get the picture?’’

At this point, Dr Z has a wealth of information about Mr A. This will help him
to think about why Mr A is having anxiety now and to suggest acute treatment.
It will also help him to understand Mr A’s ongoing problems and patterns and to
engage with him in a discussion about possible ongoing therapy. All of this will go
far beyond the lorazepam dose in helping Mr A to understand the way in which he
is adapting to his current internal and external environment. Dr Z was able to get
this information during a short consultation in the emergency room and to use it to
construct this psychodynamic formulation:
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Mr A is a 26-year-old graduate student in classics who presents to the emergency room with new
onset of panic disorder. His panic attacks started in the context of completing his dissertation
and beginning to think about future career options. Although he was consciously excited about
finishing this work, it is clear that he has been plagued by chronic doubts about his abilities – doubts
compounded by his father’s tendency to be critical of and to belittle his achievements. He yearns for
his father’s approval but often feels he has failed to live up to his father’s excessively high standards.
Thus, conflicts about moving ahead at this point may have triggered anxiety and precipitated the
panic attacks. Conflicts between wanting his father’s approval and unconscious rage at his father
may also have played a role.

Mr A appears to have long-standing difficulties with insecurity and low self-esteem, dating back
to childhood. While appropriately proud of his academic successes, Mr A is excessively dependent
on his father’s opinions, and his view of himself seems to be easily influenced by his father’s
put-downs. Although he had a close relationship with his mother, it may be that Mr A had
difficulty developing a cohesive sense of self because of his father’s lack of empathic attunement.
He was also an anxious and phobic child, and thus, temperamental factors may also contribute to
his difficulties with self-esteem.

Dr Z was able to use this formulation to suggest to Mr A that he was in no physical
danger but that he might be having a variety of feelings related to having finished
his dissertation. In reassuring tones, he uses this understanding to recommend
psychotherapy to Mr A:

Although you’re very excited about having finished your dissertation, it sounds like you might be
having anxiety about your next steps. Moving forward often comes with anxiety, and that might
be helpful to talk about. I think that, in addition to the medication, psychotherapy might be very
helpful for you in the coming months.

Thus, even in acute care settings, formulations provide a vital road map for
engaging patients, deciding how best to address their difficulties, and predicting
how they are likely to respond to our interventions.

Psychodynamic formulations help in all settings

As in the case of Mr A’s brief emergency room visit, psychodynamic formulations
can help to guide treatment in all clinical situations, including acute care settings.
These settings include

• psychiatric emergency rooms [2–7]

• psychiatric inpatient units [8–10]

• medical and surgical services [11–21]
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Although we often do not have much time during acute care encounters, we
can still form preliminary psychodynamic formulations that help us to understand
our patients’ unconscious thoughts, wishes, feelings, and fears. Even a preliminary
psychodynamic formulation can help us to

• engage our patients

• answer the ‘‘Why now?’’ question

• begin to understand the context of the patient’s emotional difficulties

• choose the most important problems and/or patterns to address acutely

• predict how our patients are likely to respond to the help we offer

• plan acute and ongoing treatment

Even if it seems that the immediate crisis is an expectable episode in a chronic
psychiatric illness, it is important to ask ourselves whether what is happening could
have been triggered by thoughts or feelings that are out of the patient’s awareness.
Thinking psychodynamically – wherever we are working – guides us to remember
that people are often motivated by unconscious thoughts and feelings. Understanding
those motivations can be the key to resolving the problems that bring our patients to
treatment [5, 18, 21–23].

When formulating in acute care settings, it is useful to remember that these
environments affect all patients in somewhat predictable ways [22]. For example,
coming to an emergency room often confirms a patient’s feelings of worthlessness
and failure, while simultaneously activating wishes to be rescued by protective
caregivers. Locked inpatient units can stimulate fears of being controlled, while
medical and surgical units often trigger fears about death and dying. It is important
for us to consider these common reactions when we are trying to understand our
patients in acute care settings.

Challenges of psychodynamic formulation
in the acute care setting

Constructing psychodynamic formulations in acute care settings presents the clinician
with unique challenges. Let’s consider a few of them:

The clinician’s time with patients is limited

In settings such as an emergency room or an inpatient unit, we generally do not have
the luxury of taking a thorough developmental history or waiting for the history
to unfold over time. Instead, we often have to rely on information obtained in a
single interview to formulate an understanding of the salient problems and patterns
and to initiate treatment. Still, even with limited information – gathered from the
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history as well as from our interactions with the patient – it is possible to develop
a deeper understanding of the underlying feelings, fantasies, and fears that may be
contributing to the patient’s presenting problems. Consider this example:

Ms B, a 66-year-old recently widowed woman with long-standing depression, is admitted to the
medical service for fever, weight loss, and abdominal pain. Workup reveals chronic myelogenous
leukemia, but Ms B refuses further treatment and asks to be discharged, saying, ‘‘I’ve lived long
enough.’’ The consulting psychologist, Dr Y, acknowledges the medical intern’s concern that Ms
B may be ‘‘too depressed’’ to make this life-altering decision but wonders why an otherwise healthy
woman would decline treatment that could extend her life for many years. Dr Y explains to Ms
B that her medical doctors have asked him to see her because they are puzzled about why she is
refusing relatively benign and potentially lifesaving treatment. Ms B responds saying, ‘‘What’s
the point?’’ and begins to cry. Feeling an unexpected sense of loss, Dr Y says quietly, ‘‘It doesn’t
sound like you feel that there is much reason for going on.’’ Ms B looks at him and nods, saying,
‘‘Ever since my husband died 2 years ago, I just haven’t been able to pick up the pieces and move on.
God knows why – he made my life miserable.’’ Asked to say a little more about her marriage, Ms B
says that she was verbally abused and intimidated throughout their 22-year marriage. ‘‘Especially
when we found out I couldn’t have kids, I felt like a failure, like all the mean things he ever said
about me were true . . . My girlfriends joke that I married my father. He was a mean drunk, too,
always raging at my mother over nothing. It was terrifying – sometimes I was worried he’d kill
her. When I was a teenager, he up and left with his secretary and I never saw him again.’’

While Dr Y may have numerous goals in the consultation, his first priority is
to engage the patient by conveying that he hears and recognizes her immediate
concerns [11, 12]. When Dr Y echoes Ms B’s feelings of futility, she feels understood
and shares that she has been depressed since her husband’s death, that the marriage
was difficult, and that her relationship with her husband recapitulated aspects of
her relationship with her father. With these few hints, Dr Y does not continue to
probe Ms B’s past history, but rather begins to develop an hypothesis that Ms B’s
treatment refusal may be related to her husband’s death. He wonders if resigning
herself to dying when she might live a normal life span is related to unconscious
guilt about surviving her husband. Dr Y then uses his psychodynamic understanding
of the case to try to relieve Ms B’s depression and guilt and enable her to accept
treatment:

Ms B admits that she has been upset with herself for having wished her husband dead at times and
says that she feels guilty both about his death and about outliving him. Dr Y suggests that Ms B is
blaming herself for something she could not control. Smiling, Dr Y asks Ms B if she could forgive
herself for having had one or two aggressive thoughts about her husband, particularly given the
verbal abuse she endured for decades. He files away the information about her abandonment by her
father but decides to keep the focus on her current feelings of guilt about her husband, which seem
more directly relevant to her decision to refuse medical care. After discussing this some more, Ms
B ultimately decides to go ahead with treatment.

Even in a single encounter, Dr Y was able to understand enough about the way Ms
B’s unconscious guilt may have contributed to her treatment refusal to help her to
make more adaptive choices during this stressful time in her life.
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The clinician may not be able to obtain a full history from the patient

Patients in acute care settings may be initially unable or unwilling to provide the
information needed to formulate a preliminary psychodynamic understanding of
their problems and patterns. In this case, it may be necessary to obtain collateral
history from relatives, significant others, or outpatient therapists working with the
patient and family. It is important, however, to remember that the history obtained
from other sources may be affected by their feelings about the patient’s situation and
thus should be taken with the proverbial ‘‘grain of salt.’’

Example

Mr C, a 47-year-old unmarried man living with his parents, has chronic schizophrenia and has
had many prior hospitalizations. He is admitted involuntarily to the psychiatric inpatient unit
for an acute exacerbation of psychotic symptoms after flushing all of his medications down the
toilet. Although he has often been noncompliant with his medication, the social worker, Mr X, asks
himself what prompted Mr C to stop his drugs this particular time. When he asks Mr C why he
thinks that he has been admitted to the hospital this time, Mr C glares at him and mutters, ‘‘I’m
not going to let some terrorist kill my mother.’’ He then turns to the wall and ignores Mr X’s
questions. Looking frustrated and overwhelmed, Mr C’s mother tells Mr X, ‘‘My son has never
accepted that he needs medication. He’s always been stubborn as a mule. Even as a teenager, way
before he got sick, he was rebellious and difficult.’’ She says that Mr C’s father recently suffered a
stroke and adds, ‘‘I just don’t know if I can handle both of them anymore.’’

In Mr C’s case, Mr X has to rely initially on collateral history obtained from the
patient’s mother. However, Mr X quickly realizes that the mother’s history is colored
by chronic anger at her son and decides that taking a more thorough developmental
history from her is unlikely to shed much light on Mr C’s noncompliance. Neverthe-
less, he uses the information he obtains to begin to understand Mr C’s current issues.
For example, he wonders whether Mr C’s current episode of noncompliance could be
related to fears of losing his father. This understanding helps him to think about ways
to reassure the patient that his father is well taken care of – for example, by arranging
for home care for the father. Mr X also considers that Mr C’s initial hostility toward
him could be related to long-standing issues about being controlled by authority
figures and begins to think about ways to circumvent this in their next meeting.
Although incomplete and gleaned from a family member, the developmental history
helps Mr X to construct a brief formulation that will help guide the treatment.

The psychodynamic formulation needs to target the acute problem

Because our work with patients in acute care settings is usually time-limited, the
formulations we construct in these settings should target the acute issues. As
illustrated in these examples, we always have to ask ourselves, ‘‘Why now?’’ – in
other words, is there a specific, circumscribed crisis that led this particular patient to
come to the hospital at this particular time? [1] Even after a brief assessment, we can
outline the
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• problem that brought the person to treatment at this time

• patterns of thinking, feeling, and behaving that are most directly related to the
acute crisis

We can then follow up with a targeted developmental history that explores possible
childhood antecedents of these problems and patterns. Although targeted formula-
tions of this kind may feel incomplete, they are vital for helping us to understand our
patients and to make choices about treatment.



20 Psychodynamic Formulation
in Pharmacologic Treatment

Key concepts

When treating patients with medication, we can use psychodynamic formulations to form
hypotheses about problems and patterns that could affect their psychopharmacologic treat-
ment.

In this setting, the most helpful psychodynamic formulations target issues related to

• symptoms

• medications

• compliance

• side effects

Patients who come for mental health care generally seek relief from suffering of some
kind. Some may have preferences from the outset about whether or not they want
treatment with medication, psychotherapy, or both. Others may not have a particular
treatment preference. Increasingly, due to how mental health care is structured,
delivered and paid for (at least in the United States), and portrayed in the media,
psychiatrists are often called on to ‘‘just prescribe medication,’’ leaving the talking
out of the cure [24]. Their patients may receive psychotherapy from other mental
health professionals, or not at all.

Patients who come for medication visits, however, are just as likely to discuss emo-
tionally meaningful topics as are patients in psychotherapy. The pharmacologists they
see need not only to listen and respond empathically to what is troubling their patients
[25] but also to realize that this information, when sensitively elicited and understood,
often provides crucial insight into the potential effectiveness of the medication in a
given clinical situation. The realities of today’s psychiatric practice, however, often
dictate that psychiatrists limit the time of ‘‘med check’’ visits to 15–20 minutes. Is
there a role for psychodynamic formulation in this type of treatment? [26, 27]

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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A psychodynamic formulation helps guide
pharmacologic treatment

A psychodynamic formulation can be helpful in guiding treatment even when
the treatment is envisioned as primarily pharmacologic. Good formulations help
clinicians to understand their patient’s attitudes toward their illnesses, the prescribing
and taking of medication, and the treating clinicians [27].

For the pharmacologist, the most helpful type of psychodynamic formulation is one
that is concise and problem-focused. There will be those cases in which the patient
has a clear-cut psychiatric diagnosis, few or no comorbid symptoms or conditions,
no conflicts about taking medication, good medication response with few or no side
effects, and good compliance with the medication regimen. More often, however,
the situation is more complex. The patient may have an unclear diagnosis, multiple
stressors or traumas, ambivalent or negative feelings about taking medication,
troublesome side effects, or difficulty adhering to medication as prescribed. In these
cases, the treating clinicians will be well served by taking the time to get to know the
patient well enough to construct a targeted psychodynamic formulation. This will
also serve to strengthen the therapeutic alliance, which has been shown to correlate
positively with treatment adherence and outcome [28, 29]. When a patient is in
a split treatment (i.e., receiving medication from a physician/pharmacologist and
psychotherapy from another clinician), a crucial component of the treatment is the
willingness of the clinicians to communicate and collaborate with each other, both in
the initial evaluation and in the follow-up phases. This can include exchanging ideas
about the psychodynamic formulation.

Gathering information for a targeted formulation
in pharmacologic treatment

The way in which a patient presents for the initial consultation will guide the
approach to gathering information for the targeted psychodynamic formulation. If a
patient presents in a crisis – for example, acutely suicidal – the immediate goal will be
to ensure the patient’s safety. More extensive history taking can wait. On the contrary,
if a patient with long-standing generalized anxiety plans a consultation weeks in
advance, we have time to start by getting to know the patient and understanding the
‘‘Why now?’’ of the visit. Of note, some of the data we need for formulation may
be obtained by cultivating a good working alliance with the referring clinician, who
may be a non-MD psychotherapist or a primary care doctor.

Even in a relatively nonurgent situation, however, there may not be time to take an
extensive developmental history, or to explore in depth the patient’s current and past
relationships. Given the exigencies of the clinical situation, the history taking must be
targeted. So, what type of information is useful to know in order to begin to formulate?

Example

Mr A tells Dr Z that he has come for a consultation ‘‘because my wife wants me to see you.’’ He
says that he’s been ‘‘a bit depressed, but it’s no big deal, I get depressed when work isn’t going
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well.’’ He answers questions reluctantly and offers little information. Gazing at the diplomas on
the wall, he says, in a somewhat sarcastic tone of voice, ‘‘So, you went to a lot of schools, you must
be pretty smart.’’ Dr Z doesn’t respond to this, but proceeds to ask a battery of questions regarding
Mr A’s symptoms.

In this example, Dr Z might conclude that Mr A has five out of nine symptoms
of major depression (recurrent, moderate in severity) and may decide to prescribe
an antidepressant medication. Mr A’s provocative comment about Dr Z’s diplomas,
however, suggests that other issues may be at play, such as vulnerability to self-esteem
threats and difficulty trusting others, which could affect the pharmacologic treatment
and his alliance with Dr Z. Without learning more about Mr A, his sense of self, his
relationship with others, and his attitudes toward doctors, medication, and psychi-
atric diagnoses, there’s a good chance that the treatment may not be successful [30, 31].

When seeing a new patient for the first pharmacology consultation, it’s useful to
set the frame by explaining the purpose of the visit. For example:

Although the main goal of today’s visit is to see whether or not medication might be helpful to you,
in order to best do that I’ll have to get to know you as a person. So I’ll be asking some questions
about your current life situation as well as your past.

The following sections discuss important pieces of information that can help the
clinician to construct a targeted psychodynamic formulation for a psychopharmaco-
logic treatment:

A targeted developmental history

In addition to taking a standard medical and psychiatric history, including a history
of trauma, it is useful to know something about the patient’s childhood and family
of origin. This can be woven into standard history taking, by saying, for example,

It would be helpful if you could tell me briefly about yourself and what your family was like when
you were growing up. What kind of child were you? What were your parents and siblings like? Is
there anything important about your childhood or teenage years that I should know?

In particular, it is important to learn about early temperamental patterns, symptoms
of cognitive and emotional difficulties, and medication history – both in the patient
and in family members.

History of relationships

A useful way to ask about this is with a question such as

Tell me about the important people in your life.

Try to get the patient to describe them and his/her relationship with them. It can be
useful to find out if anyone the patient knows is taking, or has taken, medication for
a psychiatric disorder. It is also important to find out upon whom the patient relies
for support and who might be a source of stress.
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Adapting

Understanding how a patient adapts to stress, self-regulates, regulates sensory
stimuli, and manages emotions is invaluable for psychopharmacologic treatment.
This can help us to put the concept of medication into a larger context and to suggest
nonpharmacologic strategies for managing symptoms. It can also help us to predict a
patient’s reactions to relapse, side effects, and treatment nonresponsiveness. We can
ask the patient

How do you typically manage stress? How do you generally deal with negative emotions such as
anxiety, anger, or sadness? How well do you feel those coping strategies work?

Attitudes toward illness

As part of an evaluation, we always take a history of past medical and psychiatric
symptoms, disorders, and treatment. In addition to just getting the facts, we can also
ask patients about what their experience with illness or treatment has been like, how
they understand the current situation or problem, if they have any ideas or theories
about what caused or contributed to the current problem, and what they think might
be helpful. Questions such as,

Sometimes people have ideas about why they are anxious. Do you?

Or

Even though I know that depression is a medical illness, sometimes people with symptoms like
yours worry that they have caused their problems. Have you had any thoughts like that?

Understanding our patients’ fantasies about their symptoms can be critical to the
success of the treatment.

Attitudes toward medication

There has been a lot of attention given to the topic of psychiatric medication in
the media in recent years. It is likely that patients who present to mental health
professionals have some preexisting opinions and feelings about medication, and
it’s important to ask about these when we start the treatment. Patients may know a
lot, or little, about psychiatric medications and may have feelings ranging from very
negative to quite positive. Often, these attitudes can be elicited by asking whether
anyone the patient knows is taking, or has taken, medication for a psychiatric
disorder.

Example

Mr B is referred to a psychiatrist by his therapist for evaluation of depression. During the initial
interview, Mr B tells the psychiatrist, ‘‘My sister has tried several antidepressants and she’s had
nothing but terrible side effects. I don’t have much faith in them.’’
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Also, medication may have specific meanings for patients [31, 32]. Some of these
meanings may include a validation that there is something ‘‘biological’’ causing their
symptoms, a blow to self-esteem, a ‘‘special’’ form of being taken care of, a means
for others (e.g., the psychiatrist) to control their mind or body, and a sense that they
have ‘‘failed’’ psychotherapy [32–34].

Example

Ms C’s therapist has referred her to Dr Y, a psychiatrist, for consultation about a trial of antianxiety
medication. Ms C says, ‘‘My therapist really cares about me. She’s seen how much I suffer from
my panic attacks and wants to do everything possible to make me feel better, so if you and she
think that medication will help, I’m ready to try it.’’

Attitudes toward the treating clinician

Although we usually do not ask patients directly about their attitudes toward us, we
look for clues about this and note them during the consultation. Is the patient overly
deferential and idealizing? Suspicious and mistrustful? Hostile and argumentative?
All of these attitudes signal important information, and the clinician’s job is to try to
understand their causes and sources. They might indicate symptoms of an underlying
psychiatric disorder, or they might be long-standing attitudes that the patient has
toward others in a position of authority, for example. These attitudes may certainly
have implications for adherence to medication recommendations and effectiveness
for any given patient and can help the pharmacologist to take a stance that is most
likely to engage the patient [35].

Constructing a psychodynamic formulation
in a psychopharmacologic treatment

The psychodynamic formulation in a psychopharmacologic treatment targets the
problems and patterns that affect the patient’s feelings, attitudes, and behaviors
toward medication. In essence, we want to know, ‘‘Given this person’s problems,
patterns of relating to self and others, characteristic ways of adapting to stress
and conflict, and significant history, how can I predict how he/she will react to
pharmacologic treatment?’’

Some of the more common patterns and conflicts that may affect a patient’s
attitudes toward pharmacologic treatment are problems with self-esteem, trust,
and dependency. As mentioned earlier, some patients may feel that receiving a
psychiatric diagnosis for which medication is recommended constitutes a blow to
self-esteem. The physical fact of ingesting a pill every day can be experienced as a
concrete reminder that one is ‘‘defective’’ or is using a ‘‘crutch.’’ Patients who have
problems with trust may be reluctant to trust the recommendations of a psychiatrist,
or to ingest a substance that can cause unpleasant physical sensations or potentially
dangerous side effects.
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Patients who are reluctant to depend on others may feel that relying on a pill, or on
the doctor whom they need to see for the prescription, is a weakness or a blow to their
sense of independence or self-reliance. Particularly if a medication is helpful, it can be
all the more distressing to anticipate a situation in which it is needed but unavailable.
Understanding these common fears can help us to talk to our patients about them
and to find strategies for reducing anxiety and increasing therapeutic alliance.

Here are a few psychodynamic formulations constructed in psychopharmacologic
treatments. Let’s start with this formulation for Mr D:

Presentation

Mr D, a 30-year-old man, comes to Dr X, a psychiatrist, for evaluation of long-standing complaints
of anxiety. He has episodic attacks of panic, with shortness of breath and fear that he is having a
heart attack, as well as a fear of germs and contamination that lead him to spend long amounts
of time each day washing his body, belongings, and apartment. This often makes him late to
work and has impeded his ability to have a long-standing romantic relationship. He has come
now at the recommendation of his psychotherapist, who feels that a course of CBT can be aided
by medication. Despite his distress, Mr D has not wanted to take medication. He describes his
symptoms reluctantly and seems embarrassed when Dr X asks him for details.

DESCRIBE

Problem

Mr D seems to have symptoms of panic disorder and OCD that interfere with his daily life and
romantic relationships.

Patterns

Mr D suffers from a lifelong pattern of low self-esteem. He feels unable to do things that
other people can do, and he tends to withdraw from relationships when faced with self-esteem
threats. Although he is interested in others and able to empathize with them, his relationships
have lacked security and intimacy. Since grade school, he has had difficulty with organizing
tasks and reading speed, although he has always excelled at math. He enjoys his work as a
computer programmer but finds it difficult to relax on weekends and during vacations.

REVIEW the developmental history

Mr D is the younger of two children whose parents are both highly educated professionals. His
older sister always excelled at school and is now a physician. Mr D suffered from a learning
disability and struggled academically despite receiving educational support and tutoring. Mr B
felt that his parents, who highly valued academic achievement, always made him feel as though he
were ‘‘defective’’ because of this, and felt that they favored his older, more successful sister.
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Although Mr D first developed symptoms of anxiety in his early teens, he did not disclose this to
anyone until his late 20s. Now, in his first significant romantic relationship, he is contemplating
moving in with his girlfriend and is terrified about revealing his symptoms to her. Furthermore,
he believes that ‘‘only people who are really ill take psychiatric medication.’’ He feels that if he is
prescribed a medication, it will signify that there is truly something wrong with him, and it will
be one more thing that he has to hide from others, including his girlfriend. Also, he has heard that
some medications used to treat OCD can cause low libido and impotence, and he is unwilling to
consider a medication that could do that.

LINK problems/patterns to history

Mr D’s low self-esteem may be related to his experience of his parents’ attitudes toward him and
his academically more successful sister, as well as to the difficulty he encountered in school. He
has kept his symptoms a secret as a way to manage the shame he feels about them. He views
medication as further evidence that he has something wrong with him, and this may influence
his willingness to adhere to pharmacologic treatment. Mr D worries about potential sexual side
effects of medication; therefore, if such symptoms were to develop, he might view them as a further,
perhaps intolerable, blow to self-esteem.

This formulation helps Dr X to realize that in discussing a treatment plan with Mr D,
it will be important to keep in mind Mr D’s sensitivity about matters of self-esteem
and his tendency not to reveal potentially shameful information about himself.

Now consider this formulation for Ms E:

Presentation

Ms E is a 45-year-old mother of two whose husband died of cancer a year and a half ago. She
comes for a consultation with Dr W, a psychopharmacologist, at the suggestion of a friend who
has benefited from medication for depression. Ms E has felt ‘‘under a lot of pressure’’ since
her husband’s death, has had trouble sleeping and concentrating, and feels ‘‘down’’ and often
short-tempered. This is causing friction with her children at home and with colleagues at work,
and she has fallen behind on professional obligations. She attributes these symptoms to her difficult
life situation – that is, raising and supporting two children on her own. She tells Dr W that she’s
not sure if anyone, or anything, can help her and that she should just ‘‘pull myself together and
get over it.’’ When asked her thoughts about medication, Ms E says that she ‘‘wouldn’t want to
take anything that I could get addicted to.’’ After the psychiatrist discusses the likelihood that an
antidepressant medicine could help her to feel and function better, Ms E says, ‘‘Well, let’s say that
I do feel better – then what? Would I have to stay on the medicine for the rest of my life in order to
function? I wouldn’t want that.’’

DESCRIBE

Problem

Ms E has symptoms of depression in the context of a major loss, the death of her husband. She is
ambivalent about considering medication treatment.
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Patterns

Ms E has generally had good self-esteem and has a stable sense of identity. Throughout her
life she has had close friendships, characterized by empathy and intimacy, although she tends to
prefer to rely on herself rather than on others. She feels that, before her husband’s illness, she had
a mutually satisfying relationship with him. She likes her work and believes that she does well at
it, and, in the past, has enjoyed getting together with friends and reading.

REVIEW the developmental history

Ms E grew up in a chaotic family, the oldest of four children. Her mother was addicted to alcohol
and prescription drugs, and by the time Ms E was an early adolescent, her mother spent most of the
time in her own bedroom. Her father was often away on business and was emotionally distant when
home. Through most of her teenage years, Ms E was responsible for caring for her younger siblings
and helping to run the household. Despite all of this, Ms E excelled at school and won a scholarship
to a good college. After graduating she embarked on a successful career. She married in her mid-30s
and had two children within a few years. She describes her late husband as a kind, loving, and
trustworthy man, but says, ‘‘In the end, I couldn’t depend on him, he got cancer and died.’’

LINK problems/patterns to history

Although Ms E appears to have considerable strengths, such as motivation, self-reliance, and
resilience, which have helped her to establish a secure and successful life as an adult, she has had
lifelong difficulty depending on others. Her early life history is notable for the lack of parental
support, both emotional and practical, and her assumption of adult caregiving responsibilities
while still in her teens. It is likely that her childhood experience of her parents as unreliable and
undependable affected her attitude toward depending on others, a situation she mistrusts and
avoids if possible. This attitude will likely influence her stance toward psychotropic medication
and the doctor who prescribes it. Even if she agrees to try medication, and particularly if it helps
her symptoms of depression, Ms E may remain highly ambivalent about remaining on medication.

Being able to formulate a theory about how her current attitudes about dependency
developed over her lifetime, and how they influence her decision making about
medication, may help Ms E to disentangle present-day choices from long-standing
patterns of emotion and behavior.



21 Psychodynamic Formulation
in Long-Term Psychodynamic
Psychotherapy: Revising
Over Time

Key concepts

When we conduct evaluations of patients, we construct initial psychodynamic formulations
that help us to make treatment recommendations and guide our therapeutic strategy in the
therapy.

In long-term psychodynamic psychotherapy, we continuously revise the formulation as
we learn more about patients from

• how they see themselves in their outside lives

• new information that emerges in their life histories

• how they react to us in the context of the treatment

Formulations change over time

One of the most exciting and gratifying aspects of long-term psychodynamic psy-
chotherapy is that it enables us to get to know patients very well over time. Week
after week, we learn about our patients through what they say and how they behave.
We learn about how they react to good news and bad news, excitement and stress,
victories and losses. We learn about how they think and how they feel, how they love
and how they hate. As our alliance with them grows, they tell us more about their
lives, and, as they interact with us, we hypothesize about how they developed their
unconscious fantasies and conflicts, relationship templates, sense of self, and attach-
ment styles. We use this information to revise our initial formulation over time as we
understand our patients, and their unconscious thoughts and feelings, more fully.

In this chapter, we will focus in detail on one psychodynamic psychotherapy in
order to understand how a therapist’s understanding of a person evolves during
long-term treatment.

Psychodynamic Formulation, First Edition. Deborah L. Cabaniss, Sabrina Cherry, Carolyn J. Douglas,
Ruth L. Graver, and Anna R. Schwartz.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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Initial presentation

Ms A, a 34-year-old divorced mother of a 4-year-old son, comes to see Mr Z seeking therapy
to help her with stress related to managing her divorce and starting a new relationship. Ms A
is an expressive, warm, and personable woman who says, ‘‘I really hope you can help me. I’m
finally ready to try once and for all to figure this stuff out.’’ She tells Mr Z that she and her now
ex-husband, B, separated 2 years ago after she found out he was having an affair with a colleague.
Ms A says that her husband was prone to angry outbursts and she thinks that it was the right
decision to leave him. But she also says that the co-parenting has been difficult; her ex-husband
travels a lot for work and, although he wants to co-parent, he often cancels visits with their son at
the last minute. Ms A says her son is the ‘‘one good thing that came out of the marriage’’ and that
he seems to be holding up well.

Ms A currently works as a software programmer. She has recently been promoted to a position in
which she supervises a team of about 10 people. She enjoys her work and says, ‘‘Thank goodness
for my job. I think it keeps me sane.’’

Ms A has begun a new relationship with C, a man who works at her company. While he is still
married, C is separated from his wife and has hired a divorce lawyer. Ms A says that, in many
ways, her relationship with C is an improvement over her relationship with her ex-husband. She
thinks that C is kinder and more thoughtful than B, and she says that he can talk about his feelings
and that he is less likely to fly off the handle. Ms A says she wants to stay in this relationship, but
she is increasingly anxious about C’s friendship with an ex-girlfriend who is now their colleague.
She says she becomes intensely jealous whenever he mentions this colleague and remarks, ‘‘I’m
afraid I’m going to sabotage this relationship.’’

When Mr Z asks her about her past psychiatric history, she says that she had several years of
binging and purging in her early 20s that ‘‘went away on its own after I met my husband.’’

After Mr Z’s first interview with Ms A, he conceptualizes her presenting problems
and patterns in the following way:

DESCRIBE

Problem

Ms A is adjusting to being divorced. She wonders why she chose to marry a man who turned out
to be so difficult. In addition, she has become increasingly jealous in her relationship with a new
boyfriend.

Patterns

Self

Ms A has a relatively positive sense of her capabilities, particularly at work. In the context of
her relationships, however, Ms A is less secure and more vulnerable to self-esteem threats.
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Relationships

Relationships are clearly the area in which Ms A has the most difficulty. Throughout her life, she
has chosen to have relationships with people she is not fully able to trust, thus limiting the degree
of intimacy, security, and mutuality she is able to experience. In her marriage, she chose to
be with someone she now describes as angry and difficult. She is currently with a man who is
not yet divorced and whose friendship with another woman makes her jealous. Her difficulty with
relationships also seems to predate her marriage, since she is estranged from her older sister.

Adapting

Ms A tends to react quickly and somewhat impulsively. She is an emotional person who
expresses her anger easily. At vulnerable times in her life (going to college, being on her own
as a young adult), she has turned to action-oriented ways of handling her feelings (binging and
purging). Of note, Ms A is able to handle her emotions far more effectively at work than in her
personal relationships.

Cognition

Ms A’s cognitive functioning is an area of strength. She performed well in school and has
continued to advance at work. In addition, she has a good capacity for self-reflection. For
example, she realizes that her jealousy about C is not fully rational and observes that she could be
sabotaging the relationship.

Work/play

Ms A has found a satisfying career in which she is doing well. She enjoys being a parent and is
relatively comfortable with her work/personal life balance.

Based on this, Mr Z asks himself this focus question after his first interview with
Ms A:

Why does Ms A repeatedly seem to choose relationships with men that do not provide the kind of
intimacy she desires?

He hypothesizes that there are likely developmental explanations for this pattern,
and as he reviews Ms A’s history in his second evaluation session, he keeps this
question in mind.

REVIEW the developmental history

Ms A says that she met normal developmental milestones and performed well in school. Her earliest
memories are that her mother was warm and attentive. She describes her father as controlling
and prone to angry outbursts, especially when he was drinking. He was occasionally physically
abusive to her mother. Ms A says she ‘‘shut down’’ during these times and that her mother ‘‘tried
her best to protect me but would ultimately give in to my father.’’
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Ms A’s parents have remained married. She says that her father has likely had affairs. Ms A is
the middle of three sisters, each separated by 4 years. She reports that as children, the girls were
close. Ms A feels that she was ‘‘always my father’s favorite . . . that drove my older sister crazy. I
was better in school than she was and that went a long way with my father.’’ As adults, the oldest
sister and Ms A have had a falling-out. Ms A says ‘‘my sister never approved of my relationship
with B so I couldn’t bear talking to her.’’

Ms A says she has several close male friends but finds that for some reason her friendships with
women ‘‘don’t tend to last.’’ Ms A had two serious relationships prior to meeting her husband;
she says, ‘‘They were a lot like him – actually, they were probably worse. I seem to like intense,
strong-minded men who aren’t so good for me in the long run.’’

LINK

After their first two evaluation sessions, Mr Z organizes his mental notes and
questions about the most important aspects of Ms A’s psychology. Here’s how he
thinks about this as he writes his initial formulation:

When I describe Ms A’s problems and patterns, the area that stands out is relationships –
that’s where she’s having the most difficulty. She repeatedly gets involved with people about whom
she becomes jealous. Although she seems to be moving in the right direction – the relationship
with C is better than the relationship with her husband – this pattern has repeated. She has many
strengths – she has a good work history, enjoys being a parent, and is self-reflective.

What about her history? She seems to have had a secure attachment to her mother, but it
sounds like things got more complicated in middle childhood. Being her father’s favorite in
the context of the parents’ contentious relationship could not have been easy. That sounds like a
trouble spot. Perhaps she had difficulties with triadic relationships; I think that I could link her
relationship problems to her trouble in middle childhood using ideas about conflict and defense
as an organizing idea. Her difficulties during this period may have led to her problems in romantic
relationships later in life.

Mr Z uses these points to develop his thinking about Ms A and writes the following
formulation:

Initial psychodynamic formulation

Ms A has a strong positive sense of herself as evidenced by her confidence and enjoyment in her
work and parenting. Her vulnerability to self-esteem threats is predominantly in relationship to
other people. For example, Ms A could not tolerate her sister’s criticism and therefore cut off
contact with her.

Most significantly, Ms A’s greatest difficulties are in the area of her intimate relationships. She
realizes that when she married her husband, she chose a man remarkably like her father, and she
wonders why she did that. The trouble that Ms A has in relationships often involves three people
(herself, her partner, and a rival). This suggests that Ms A’s difficulties with men could be related
to problems with the three-person relationships of middle childhood. Ms A was her father’s favorite
– but she was the favorite of a man who was abusive to her mother. She may seek men like her
father because she unconsciously continues to crave the admiration she felt for him. In addition,
guilty feelings about devaluing her mother may have made her avoid competitive relationships
with women, such as her relationship with her sister and with other female friends.
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Use of the formulation

In the beginning of treatment

Mr Z’s initial formulation suggests that Ms A has difficulty with three-person
relationships and competitive anxiety because of unresolved unconscious conflicts.
Mr Z decides to recommend twice-a-week psychodynamic psychotherapy that will
encourage further exploration of her unconscious conflicts, perhaps in the context of
the transference. Mr Z says to Ms A:

Your divorce has been a major event in your life and I can see that it is making you rethink a lot of
things. I appreciate that you are noticing patterns in your relationships. I think you are asking a
very important question when you wonder why you tend to get involved with difficult, angry men.
This is something that we can try to figure out together in psychotherapy. You’re aware of a lot
about yourself – this will be helpful in this process. However, I think that you have thoughts and
feelings that are out of awareness and are driving some of your choices. In therapy, we’ll try to get
as much access as we can to how your mind works and what you feel on a deeper level so that we
can learn about what affects your decisions and choices. We can learn about your internal world
from your thoughts and feelings about yourself, about people in your life, and even about me.

Ms A begins twice-weekly psychotherapy, is able to talk in sessions, and is
enthusiastic about treatment. As she engages in therapy, she talks less about her
ex-husband and more about her relationship with C. In particular, she frequently
mentions C’s ex-girlfriend with whom she fears C will get back together – despite
the fact that C has reassured her that there is no longer anything between them. Ms A
confesses that she has begun to check C’s computer for evidence of communication
with his ex-girlfriend but so far has found nothing.

After a few months of treatment

Months go by and Mr Z begins wondering how Ms A’s jealous and competitive
feelings might emerge in her transference to him. He has been listening for hints
about whether Ms A has been curious about who else he has in his life because
three-person relationships appear to be central to her difficulties. About 6 months
after starting therapy, right before Mr Z is going away for a 2-week vacation, Ms A
has the following dream:

Ms A It was winter and there was snow all around. I knocked on the door of a beautiful house.
YOU answered the door! I said, ‘‘Hi, I’m here for the party.’’ And you said, ‘‘Sorry, I
think you got the date wrong.’’ Then I heard your wife calling in the background,
‘‘Who is it honey?’’ And I felt so bad and started sobbing. That was the end of the dream.

Mr Z thinks about the meaning of his upcoming vacation and wonders if perhaps Ms
A is imagining with whom he will be when he is away. He says:
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Therapist I wonder if my going away has something to do with this dream. Was there
something about hearing my wife’s voice in the dream that was upsetting to you?

Ms A No, it wasn’t that. It was that I had gotten the day wrong. I was so disappointed. I
felt like I was being turned away into the cold.

Mr Z’s first response is to think that Ms A is not quite ready to talk about her
feelings of jealousy toward important people in his life. He considers pursuing Ms
A’s feelings about the wife but notices that talking about ‘‘being turned away into the
cold’’ has seemed to shake her up. Following the affect, he decides to ask about this:

Therapist What about being turned away into the cold? Does that remind you of anything in
particular?

Ms A I felt so very sad. That house – it reminded me of the one I lived in when I was little,
before my father started having trouble at work and we had to move to a smaller
house. I remember there was this one winter, I was probably about 5 years old. There
was more snow than usual and it was so cold, we couldn’t go out. There was nothing
to do. I was so lonely.

Therapist Lonely?

Ms A I don’t know if I ever told you, but my mother got very depressed after my younger
sister was born. The thing is, her mother, the grandmother I never met, died a few
months before my sister was born. No one ever talks about it now but I think my
mother might even have had to go to a hospital (Ms A starts to cry).

Therapist Wow, it sounds like that was a very difficult time for you and your family.

Ms A Yes, actually, now I’m thinking about it I don’t know if my mother was ever really
the same after that.

Mr Z mulls over this addition to Ms A’s life story. He thinks more about what she
has been discussing in recent weeks. He realizes that while initially focused on her
jealousy about C’s relationship with his ex-girlfriend, Ms A is now more preoccupied
with details like how long it takes C to respond to her text messages, how many
times they see each other in a week, and whether he remembers details about her life.
Mr Z finds himself shifting his formulation toward considering Ms A’s experience
of her two-person relationships. In the next session, the last before Mr Z’s vacation,
Ms A starts by saying she’s having a terrible time sleeping and that she is feeling very
anxious. Mr Z decides to change his focus to see if this confirms his new viewpoint:

Therapist I wonder if your trouble sleeping and your anxiety might be related to my going
away for 2 weeks.

Ms A Why are you going away anyway? What am I going to do without you? I feel like I
might totally fall apart. It seems like we are just getting started. Why do you have to
go away right now? Aren’t therapists supposed to be there for their patients? I
thought you really cared, but now I’m just not sure.

Therapist You know, I wonder if this could have something to do with what we were talking
about last time, about your mother’s depression and when you felt so lonely without
her. That must have been very scary.
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Ms A Huh . . . Maybe. I’ve been thinking a lot about it since our last meeting. I can’t
remember my mother being around much at all during those years. You know, my
son is almost the same age I was back then. He needs me so much right now. How did
I cope? I’m always there for him. And I don’t just up and go on vacation.

Ms A’s response confirms Mr Z’s evolving thoughts about Ms A. He thinks:

Ms A’s reactions to me and the degree of anxiety she feels about my upcoming absence now seem
less about jealousy or competitiveness and more about being taken care of by me. It’s interesting the
way that this vacation brought out that early memory about her mother. Both her reaction to me
and this new information seem to confirm my thought that I had focused too much on Ms A’s three-
person relationships and not enough on her early dyadic relationship with her mother. I think that
her earliest relationships weren’t as secure as I thought they were. I think I’ll revise the formulation,
now using organizing ideas about attachment to link the problems/patterns to the history. Middle
childhood relationships are also likely to have been problematic, but at this point in the treatment,
it seems that thinking about attachment will help me more in trying to understand Ms A.

He revises his formulation as in the following.

Revised formulation from later in treatment

Ms A has a strong positive sense of herself as evidenced by her confidence and enjoyment in her work
and as a parent. Her vulnerability to self-esteem threats is predominantly in relationship to other
people. For example, Ms A could not tolerate her sister’s criticism and therefore cut off contact with
her. Ms A’s greatest difficulties are in the area of her intimate relationships. It is likely that this is
linked to difficulties that she had in her earliest relationships. Her mother, who was depressed from
the time Ms A was aged 3 or 4 years, was unable to attend to her daughter’s needs. There may even
have been a period of separation. This led Ms A to develop an anxious attachment. This attachment
style was compounded by her father’s volatility and mother’s submissive distress. In this context,
she had difficulty developing certain central functions, including an ability to self-regulate and to
modulate affect. As an adult, her preoccupied/anxious attachment style may make her unable to
tolerate any absence from her partners, leading to continuous fears of abandonment. In addition,
her difficulty with self-regulation may have led to her binging and purging behavior, as well
as to her tendency to act impulsively. Ms A’s middle childhood relationships were undoubtedly
affected by her attachment style as well – she may have clung more desperately to her volatile but
doting father, given her mother’s emotional unavailability. This may have made it more difficult
to identify with her mother and may have affected her ability to connect to women as an adult.

Using the revised formulation

Mr Z tells Ms A that he thinks this is an important phase in her therapy and
that, although difficult, it will be helpful to her in understanding herself and her
relationships. He reassures Ms A that there is a covering therapist whom she can call
in his absence and that when he gets back, they will resume discussing these issues.
Ms A seems calmer and wishes Mr Z a good vacation.

When Mr Z returns, he focuses on further understanding the period of Ms A’s
development during the time of her mother’s depression. Ms A recounts that,
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around that time, she suffered stomachaches that caused her to miss many days of
kindergarten, leaving her home with her mother who sat for long periods without
talking. Ms A then talks more about her marriage and says, ‘‘You know, I think I
sort of drove him crazy, always asking him when he’d be home. I used to get so mad
if he was even 10 minutes later than he said he’d be.’’ Mr Z helps Ms A to realize
that she has a difficult time trusting her partner whenever he is away from her and
that this is central to her relationship difficulties. As Ms A talks more about C, it
becomes clear that her feelings about C’s ex-girlfriend are less about jealousy and
competition and more about wanting C’s full attention. Mr Z is then able to help
Ms A understand that this is a carryover from her feelings of longing for her mother.
Over time, Ms A learns to trust that Mr Z cares about her and that he will reliably
return from absences to resume their work together. This ultimately carries over to
C, whom she also learns to trust and with whom she is able to have a closer, more
mutually satisfying relationship.

In all of these situations, the formulation was central to the way the therapist
planned and conducted the treatment. But how is the patient involved? When do we
share our formulations? This is the subject of Chapter 22.



22 Sharing Formulations
with Our Patients

Key concepts

Straightforward versions of our psychodynamic formulations can be helpful to patients in
many instances including

• recommending treatment and setting early goals

• creating a life narrative

• offering explanation and perspective throughout the therapy

• consolidating insights as a preparation for termination

Timing is important when sharing a formulation.
It is important to anticipate our patients’ reactions before we share the formulations with

them and to monitor how they respond.

Formulations help us understand how our patients became who they are and how
to focus the treatment. That’s how they help US. But what about our patients? Do
we share our formulations with them? Is it helpful to tell them how we think they
became who they are or why they struggle with a given problem? When is it better
to keep our formulations to ourselves? When working with patients, we constantly
make choices about whether or not to share our hypotheses and, when we do, what
to focus on. In this chapter, we review some principles for considering how and when
to share our formulations with our patients.

How do we decide how and when to share formulations?

Learning about the way their development shaped their problems and patterns can
help our patients to see themselves and their world in a new way. Thus, we need
to share our formulations with them. But we need to think about how and when
to do it. No patient needs to get a single-spaced typewritten formulation – rather,
we share parts of our formulations, as they are relevant to what we are discussing
in the treatment. We can use the same choosing principles that we use for deciding
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when and how to intervene to help us to think about how and when to share our
formulations [28]. To review, these principles are

1. focus on material that is closest to the surface

2. follow the affect

3. listen to your countertransference

Are questions about his/her development on the surface of the patient’s mind? Is the
patient trying to make connections between his/her current life and the past? These
could be good times to share parts of the formulation. On the other hand, moments
of strong feelings about here-and-now situations, strong resistance to considering
connections between the past and present, and points of weakened alliance are not
likely to be opportune moments to share your formulation. Each situation is unique
and the choosing principles are our guides.

Notice that we are talking about sharing ‘‘parts’’ of our formulations. Sharing our
hypotheses about the developmental origins of a person’s problems and patterns
should help us to deepen the process, not to overwhelm or intellectualize it. Short
segments of formulation that are directly related to what is uppermost in the patient’s
mind are most likely to have a therapeutic effect. Sharing formulations can ‘‘backfire’’
if we say too much, are not attuned to the current affect, or try to impose hypotheses
on patients who are not open to new views about themselves. Patients with self-
esteem problems and/or long-standing, difficult interpersonal relationship patterns
may experience even the most gently worded formulations as critical. As therapists,
we have to be aware of this possibility and to carefully monitor our patient’s reactions
to the pieces of formulation we share. Consider this example:

Ms A is an 80-year-old woman who presents for help with feelings of loneliness and depression.
She has two sons who are married with established families of their own, living across the country.
She explains that now that airplane travel is more difficult for her, she doesn’t see them as much
as she’d like. She feels alone and upset that her children live so far away. She worries that they
do not love her. She no longer calls them because she feels she is intruding into their lives, which
makes her feel even more alone and isolated. As she tells her history, she reports that she has
suffered multiple abandonments in her life – her mother was depressed and hospitalized off and on
throughout her youth, and her husband died from lung cancer in his 40s, leaving her to raise her
sons alone. She never married again because she did not want to risk having another ill husband.
She was independent, kept to herself, asked little of her children as they grew up, and acted as if
family ties were unimportant. She believed that one’s children should ‘‘live their own lives.’’

The therapist formulates that Ms A has an avoidant attachment style, stemming from her own
experience with a depressed, emotionally unavailable mother. The therapist notes that Ms A has
tried to live without relying on others and acts as if she expects little from her family. Now, in
her 80s, she feels abandoned and hurt but acts as if she is not interested in making contact. The
therapist shares this formulation with Ms A, saying, ‘‘Ever since your husband died you have
acted as if you are fine on your own and expect little from your children. While they have grown
up nicely, this approach has given them the signal that you do not need very much from them.
This is a strategy you developed in childhood as an approach to your mother’s depression and the
independence you had to achieve as a child, and that you used again after your husband passed
away, but it is no longer working for you, since you actually would like more connection with
your children and their families at this juncture.’’
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The formulation, although likely accurate, makes Ms A feel as if it is her fault that she has no
connection to her children and she states, ‘‘You’re right, I have really messed this all up and they
do not like me or wish to be with me. I have raised selfish children. I guess I deserve to die alone.’’

In this case, the patient experienced the therapist’s formulation as further evidence
of her own bad feelings about herself. While this was not the therapist’s intention,
hearing the patient’s reaction to the formulation helped her to experience firsthand
the way the patient contributes to her negative self-perception. Even when we
carefully consider how and when to share our formulations, we will not always get
it right, but if we listen to our patients’ reactions, it will always help us to deepen the
treatment.

Situations in which sharing formulations is particularly
helpful

There are several treatment situations in which sharing formulations is particularly
helpful:

Making treatment recommendations

An internist tells a cancer patient his diagnosis and then makes a recommendation
for surgery or chemotherapy, citing the available evidence. If the patient asks why
he has cancer, the doctor shares current knowledge about risk factors and etiology.
When recommending psychotherapy, it is also important to tell the patient how
we understand the problem, what treatments are available, and why we chose the
treatment. This can involve sharing part of the initial psychodynamic formulation to
help patients understand that unconscious factors may play a role in their difficulties.
Here is an example:

Ever since bringing his youngest daughter to college 2 weeks ago, Mr B has been unable to sleep.
He states that he was looking forward to the ‘‘empty nest’’ to take a trip with his wife and to do
more socializing with friends, but that he is too exhausted to do much of anything. When he tells
his history, he reports that his parents were in an unhappy marriage and waited to separate until
after he went to college. He feels lucky that he loves his wife.

Toward the end of the session, the therapist, who is also a psychiatrist, offers Mr B
some advice about sleep hygiene and gives him a prescription for a sleeping pill,
offering the appropriate instruction on its safe use. In addition, the therapist says:

While the pills will likely enable you to sleep, it sounds like you have some real feelings about your
daughter leaving home, even though you have been looking forward to this time with your wife.
It is possible that the feelings you have about your own parents’ divorce are affecting your ability
to transition into this next phase of your life. I think that talking about this in psychotherapy
will help you to understand this additional part of what you are going through. This course of
psychotherapy should not only help with your current symptoms but also give you some insights
that will help you to enjoy what you have ahead.
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In this example, the therapist hypothesizes that taking his daughter to college has
caused Mr B to activate unconscious feelings that he is having about his parents’
divorce and that this is affecting his ability to sleep. The therapist describes the
problem (difficulty with loss and moving forward), reviews the history (parental
divorce at a similar time of life), and uses ideas about the impact of early relationships,
conflicts, and defenses to link history to development (defense against experiencing
the loss of his daughter because it reminds him of a painful loss from the past). The
therapist keeps this more technical version of the formulation in his mind, while
translating it into straightforward language that the patient can understand. This
allows Mr B to get a better sense of his current situation, as well as a clear idea of
why the therapist is recommending psychotherapy.

Generating a life narrative

For many patients, being able to construct a narrative of how they came to be the way
they are can be very therapeutic. It can often help them to gain perspective, partic-
ularly at difficult moments of their lives. Sharing our formulations with our patients
can help them to create and revise their life narratives [12]. Continuing with Mr B:

As the psychotherapy sessions continue, it becomes clear that, after his parent’s divorce, Mr
B’s mother was very unhappy and took a long time to make a new life for herself. In college,
Mr B remained dedicated to his mother, making frequent trips home to keep her company. He
recapitulates this pattern in his current life, often denying his own difficulties in order to be strong
for others. For example, he has supported his depressed wife for years, and he is the parent who
helps his daughter when she is overwhelmed by schoolwork. This further history suggests that Mr
B may be having difficulty dealing with his feelings about his daughter’s transition because he
continues to feel that he needs to be positive and to support others.

The therapist now has an understanding of Mr B’s defenses against the experience of
loss that goes beyond the initial formulation. He thinks that sharing this aspect of the
formulation with Mr B may help him to understand his trouble with grieving. The
therapist says:

One reason why you may be having trouble moving into the next phase of your life is that you
are actually very sad that your daughter has left home. You are usually the one called on to ‘‘look
at the bright side’’ – whether that was to help your mother after the divorce or to help build your
wife’s and daughter’s confidence. You are the upbeat one, so you naturally want to think about
what fun you can have traveling with your wife, rather than pause to allow yourself to be sad that
your daughter has left. All of your life you have helped others manage their pain, but now you are
in pain and you don’t know how to depend on someone emotionally to work this through. In some
ways, this therapy is a first step at learning how to do this.

In response, Mr B says

You’re right, that’s the story of my life. I learned to be that way in my relationship with my
mother, and I’ve repeated it in my relationship with my wife and my daughter. It’s a nice way to
be, and I’m sure that I’ll always help them in that way, but I think that it has made it difficult for
me to be sad now.
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By sharing his formulation, the therapist is helping Mr B to generate his life narrative.
This will help Mr B to understand his past, his present, and his future.

Fostering insight during the treatment

By offering a developmental perspective, sharing our formulations can also help
patients who face difficult insights about themselves in therapy. For example:

During a therapy session, a patient feels acutely guilty as she realizes that she has been overly
harsh with her daughter. The therapist says, ‘‘I know that you feel very bad about your behavior,
but it sounds like you learned from your mother to have very high standards and that you were
never allowed any flexibility. That was the only model you knew.’’

This simple formulation, which traces a current problem to an early relationship
template, links the patient’s current behavior toward her daughter to her mother’s
behavior toward her. It helps the patient not only to understand the etiology of her
behavior but also to recognize why she is so hard on herself. These insights can
help to alleviate the patient’s guilt, making her more able to work on these issues in
treatment and helping her to improve her relationship with her daughter.

Preparing the patient for termination

Termination is another time when sharing formulations can be helpful in the treat-
ment process. During the end phase of therapy, it is often helpful to give patients
explanatory summaries that they can take with them, reminding them of what they
have learned about themselves. Often, these summary statements help patients to
mark the work they have done in therapy and to feel more confident about con-
fronting new situations in the future. Consider Mr B, whose daughter just left for
college and who learned in therapy that he is more comfortable helping others than
taking care of himself. After benefitting enormously from the treatment, Mr B is
ready to terminate the therapy. In one of the final sessions, his therapist decides to
share some of the formulation with him, saying

As we’ve learned, your most comfortable stance with other people has been to be the strong one.
You developed this approach to manage your own sadness in childhood when your parents were
unhappy with each other, and again later when they divorced. You continued this strategy to help
your mother after your father left, to help your wife with her depression, and to support your
daughter with her academic challenges. While this ‘‘worked’’ for many years, it left you without
the ability to lean on others when you were in need. When you came to see me you were sad but
didn’t know it – you experienced it as an inability to sleep. Our therapy was the first time you
really sought help for a problem of your own, and your ability to allow yourself to work with me
has really helped you. In recent months, you’ve been much more able to communicate your needs
to your wife, and even to some friends. Going forward, this will help you enormously. It’s possible
that in the future, you may have another situation in which you have some kind of symptom – it
could be insomnia again, or something else. If this happens, you are welcome to return to therapy,
but you might also consider what we’ve learned together and ask yourself whether you are in need
of support from the people around you.
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This piece of formulation helps Mr B to consolidate what he has learned and to
think about possible problem spots that could arise in the future. In this way, our
psychodynamic formulations will stay with our patients, reminding them of their
work with us and helping them with new situations and transitions for the rest of
their lives.
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Epilogue

A new set of clinical skills

By reading this book, you have learned a new set of valuable clinical skills. You’ve
learned how to describe a person’s problems and patterns, to take a comprehensive
history, and to link them using organizing ideas about development to construct a
psychodynamic formulation. We hope that we’ve demonstrated that you can use
these skills with all of your patients in any treatment setting – short term and long
term, inpatient and outpatient, and solo and combined with medication.

If you’re a trainee, you may be asked to write psychodynamic formulations for your
classes, for supervision, or for case conferences. Doing this will help you to hone
your skills. Sharing formulations with your peers can be extremely useful, allowing
you to learn from their experiences and ideas. Sharing formulations with supervisors
generally enriches the supervisory experience. If it’s a short-term supervision, writing
an initial formulation can help you to discuss treatment goals and therapeutic strategy.
If it’s a long-term supervision, writing annual formulations can help you to evolve
and shape your ideas about the treatment as you get to know the patient better and
gain new understanding of him/her.

If you’re no longer a trainee, having the discipline to actually write formulations
may be harder. As we mentioned in Chapter 1, we suggest that you try to write a
few formulations in order to practice your skills. Even if you think that you have an
idea of your formulation, putting pen to paper forces you to really examine what you
think and how you understand your patients and their development. Once you’ve
done that, you can decide how writing formulations will fit into your practice. You
may want to write psychodynamic formulations for all of your patients, or you may
want to jot down ideas about the formulation as they come up and change. Often,
writing a formulation can help you to figure out a difficult moment in a treatment,
understand your countertransference, or prepare for a consultation with a colleague
or supervisor. Regardless of the way you decide to use formulations in your practice,
you have gained an important skill that can enhance all of your clinical work.
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A new way to understand your patients

Of course, the primary reason we formulate psychodynamically is to help our patients.
When we know what their difficulties are and how they developed, we are in the
best position to recommend and carry out treatments that can help them to develop
new and more adaptive ways of thinking about themselves, relating to others, and
adapting to stress. Ultimately, psychodynamic psychotherapy is about new growth
and development. Only by knowing how and why our patients’ developmental paths
stalled or went awry can we work with them to create new ways of thinking about
themselves and others and adapting to their world.

From formulation to treatment

In this book, we’ve linked patterns with history; now we can link formulation to
treatment. Although we have briefly addressed the ways in which formulating guides
the way we plan and conduct treatment, we suggest that you now learn more about
psychodynamic techniques in Psychodynamic Psychotherapy: A Clinical Manual. The
patterns that we’ve described here all correspond to the major treatment strategies
that we have outlined in the Manual.

An invitation to curiosity

As we’ve said, there are no formulations without questions. Only by continuing to
ask questions about our patients – about why they think, feel, and behave the way
they do – can we help them with the things that make them suffer. So be curious.
Wonder. Contemplate. Hypothesize. Revise. We hope that the skills that you have
learned in this book – describing, reviewing, and linking – will help you to keep
trying to answer these questions in your work with patients. Endless questions,
endless formulations – endlessly interesting!



Appendix – How to Use
Psychodynamic Formulation:
A Guide for Educators

As we mentioned in the Introduction, we do not teach psychodynamic formulation
all at once. Our aim is to help students feel that constructing psychodynamic
formulations is an automatic and natural part of treating patients, rather than an
onerous task that they will only do once in their lives. Thus, we teach this process in a
gradual way that allows them to consolidate learning without feeling overwhelmed.

Learning to construct psychodynamic formulations is a multistep process. It
requires students to learn how to
• DESCRIBE problems and patterns (including asking questions about general

functioning)

• REVIEW developmental histories (including taking a developmental history from
an adult patient)

• LINK problems and patterns to history (including focusing on what they have
DESCRIBED and REVIEWED and choosing useful ideas about development)

• use psychodynamic formulations to guide treatment

Each of these steps requires different kinds of learning and is appropriate for different
phases of training. The following are some suggestions about how to teach each of
these steps in a mental health training program:

DESCRIBE

Whether or not your junior trainees are seeing patients in psychodynamic psychother-
apy, if they are in a clinical training program they are seeing patients. This is a good
time to begin to introduce them to DESCRIBING. Many of them are used to thinking
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about making DSM diagnoses – having them begin to think beyond disorders is
the first step toward getting them to think psychodynamically. You can begin by
teaching the difference between the Problem and the Person. Next, try introducing
the five patterns – SELF, RELATIONSHIPS, ADAPTING, COGNITION, and WORK
AND PLAY. Chapters 4–8 are appropriate for this teaching. In a 4-year psychiatry
residency, we teach this material in our PG-II year (suggested time frame: 4–8 weeks).

Suggested activities
1. Problem/Person exercise – Have students do a writing exercise in which they

describe the Problem and the Person for one of their patients. This can be any patient
whom they have seen recently (no more than one page).

2. DESCRIBE ‘‘putting it together’’ exercise – Have students describe the five patterns:
SELF, RELATIONSHIPS, ADAPTING, COGNITION, and WORK/PLAY for one of
their patients. Encourage them to write each section separately, trying to address each
variable. Share work in class so that students are exposed to a range of patients.

3. Interview patients in class and have students generate DESCRIBE sections in small
groups.

REVIEW

Junior trainees can also learn to REVIEW. This involves more than simply teaching
development; students need to learn how to take developmental histories from adult
patients. It also involves helping students correlate certain developmental periods
with particular adult problems and patterns. Chapters 9–12 are appropriate for this
teaching, which can be taught in the PG-II or early PG-III year (suggested time frame:
4–8 weeks).

Suggested activities
1. REVIEW ‘‘putting it together’’ exercise – Have students write a REVIEW section for

one of their patients. As with DESCRIBE, try to have them use the headers so that
they include all phases of development. Share work among students (no longer than
three pages).

2. DESCRIBE + REVIEW exercise – Students can now begin to put two sections
together for the same patient.

3. Vignettes – Write vignettes about common adult presentations and have students
work in groups during class to think about when patients might have had difficulty
during development.

Organizing ideas about development

Although mental health trainees are often champing at the bit to learn about ‘‘theory,’’
learning this too early can lead to intellectualization in formulation and treatment.
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Therefore, we wait until slightly later in training to introduce this (PG-III year). Again,
learning in this area involves more than just becoming familiar with the different
organizing ideas; it also requires guidance about how to choose the ones that will be
most useful for explaining certain clinical situations. Chapters 13–18 are appropriate
for this teaching (suggested time frame: 8 weeks).

Suggested activities

Choosing ideas about development
1. Group work – With vignettes or videos of psychotherapy sessions, use group dis-

cussion to consider how clinical situations might be understood using different ideas
about development.

2. Individual work – Have students write up a short clinical situation using two differ-
ent ideas about development.

LINK

Once students have learned to DESCRIBE and REVIEW, and have been introduced to
the organizing ideas about development, it’s time to teach LINKING. You can use the
model outlined in the Introduction to Part Four for this teaching. The skills involved
are learning to focus on what they have DESCRIBED and REVIEWED, asking a
focus question, choosing organizing ideas for linking, and writing a chronological
narrative. The examples in Chapters 13–18 can serve as guides, as can the ‘‘Putting
It Together’’ example from Part Four. This teaching is best reserved for more senior
trainees – we teach it in the second half of the PG-III year (suggested time frame: 4–8
weeks). This section can culminate in writing and sharing full formulations.

Suggested activities
1. Focusing DESCRIBE and REVIEW – Offer students sample DESCRIBE and REVIEW

segments and have them identify the areas they think should be the focus.

2. Forming questions – Have students describe patient presentations and ask the group
to suggest focus questions that they would like to answer with a psychodynamic
formulation.

3. ‘‘Putting it together’’ – Have students write DESCRIBE, REVIEW, and LINK sections
for one of their patients. Involve supervisors in this project. Have the students read
each others’ work. In class, students can discuss the choices they made about focusing
and choosing ideas about development. This helps the groups to learn about different
ways of LINKING and exposes them to more psychodynamic formulations.

Using formulations to guide treatment

Once students have written their own psychodynamic formulations, they can begin
to think about how to use them to guide treatment. For this, it is important to
enlist the help of the clinical supervisors. Chapters 2 and 19–22 are appropriate
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for this teaching. Areas to emphasize include goal setting and making treatment
recommendations, using psychodynamic formulations in different clinical settings,
termination, and revising formulations over time. This teaching can begin in the
middle of training and continue forever.

Suggested activities
1. Have a faculty development workshop – Bring your clinical supervisors together to

discuss writing and using psychodynamic formulations in training. Consider doing
some of the above exercises with the supervisors so that they can have a sense of what
and how the students are learning.

2. Learn about formulating in other treatment modalities – Have educators from other
treatment areas (psychopharmacology and other psychotherapies) teach together so
students can learn about different ways of formulating – often for the same patients.
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