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Preface

I am pleased to offer the fifth edition of this text that explains psychotherapy and
counseling theories, illustrating each using several case examples.

I worked at a university counseling center as a counseling psychologist, and
taught graduate students for over 35 years. Both experiences were of immense
value to me, professionally and personally. I wanted to write a text that would
have extensive case material and include more than one case per chapter. Be-
cause many theories of psychotherapy and counseling use different treatment ap-
proaches for different psychological disorders, I felt it was important to address
differential treatment.

To provide a comprehensive overview of theories of psychotherapy and
counseling, I have presented an explanation of concepts, as well as examples of
their application, by using case summaries and therapist—client dialogue to illus-
trate techniques and treatment. I believe that the blending of concepts and exam-
ples makes psychotherapy and counseling clearer and more real for the student
who wants to learn about the therapeutic process. For most theories, I have
shown how they can be applied to individual therapy or counseling for common
psychological disorders, such as depression and generalized anxiety disorders. I
have also shown how each theory can be applied to group therapy.

Although my name appears on the cover of this book, the chapters represent
the expertise of more than 70 authorities on a wide variety of theoretical ap-
proaches to psychotherapy and counseling. This is, in essence, a book filled
with input from many experts on specific theories. Each has provided sugges-
tions for inclusion of particular content, as well as read chapters at various stages
of development. However, I am responsible for the organization and presenta-
tion of these theories.

A Flexible Approach to Accommodate Different
Teaching Preferences

I realize that many instructors will not assign all chapters and have kept this in
mind in preparing the text. Although I have placed theories in the general chro-
nological order in which they were developed, I have written the chapters so that
they may be assigned in almost any order, with some exceptions. The chapter on
Jungian analysis should follow the chapter on psychoanalysis because of the
close relationship between the development of these two theories. Also, Chapter
13, Feminist Therapy, and Chapter 14, Family Therapy, should follow other
chapters on major theories because they make use of knowledge presented in
previous chapters.

Chapter 2, Psychoanalysis, is the longest and most difficult chapter. To pres-
ent the modern-day practice of psychoanalysis, it is necessary to explain contri-
butions to psychoanalysis that have taken place since Freud’s death, including

XXii
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important ideas of Winnicott, Kohut, and relational theory. Instructors may wish
to allow more time for reading this chapter than others. Some may find it helpful
to assign this chapter after students have read a few other chapters, especially if
members of the class have little familiarity with personality theory.

Comparison and critique of theories are provided in Chapter 16 so that stu-
dents can learn and understand each theory before criticizing it. Also, because
knowledge of theories serves as a basis for making judgments about other theo-
ries, it is helpful to have an overview of theories of psychotherapy before describ-
ing each theory’s strengths and limitations. Knowledge of several theories is
important to the understanding of integrative theories, such as Lazarus’s multi-
modal approach, which is discussed in Chapter 17. In this edition, I have pre-
sented the chapter on integrating theories after the summary chapter (Chapter
16) of the theories so that students will have a better background to understand
integrative theories and be in a position to tentatively design their own integra-
tive approach.

Content of the Chapters

For the major theories presented in the text, basic information about background,
personality theory, and theory of psychotherapy provides a means for under-
standing the application of psychotherapy theory. Understanding the personal
life and philosophical influences of a theorist helps to explain how the theorist
views human behavior. Knowing a theorist’s view of personality provides insight
into the theorist’s approach to changes in behavior, thoughts, or feelings—his or
her theory of psychotherapy.

In presenting theories of psychotherapy, I have discussed goals, assessment,
therapeutic relationships, and techniques. Goals show the aspects of human be-
havior that theorists see as most important. Assessment includes inventories
and interviewing approaches as they relate to the theorists” goals. The therapeu-
tic relationship provides the context for the techniques of change, which are illus-
trated through examples of therapy.

I have also included information on topics relevant to theories of psychother-
apy. Research on the effectiveness of each theory is discussed in each chapter. An
important issue in the practice of psychotherapy is treatment length and brief ap-
proaches as they relate to different methods of treating psychological disorders. I
also discuss current issues that each theory is facing, as well as ways in which
each theory can be incorporated into or make use of ideas from other theories.

Cultural and gender differences are issues that theories approach differently.
An understanding of clients” background is of varying importance to theorists,
yet is of profound significance in actual psychotherapy. Each chapter addresses
these issues, and Chapter 13, Feminist Therapy, focuses on them in considerable
detail so that the student can learn about the interaction of cultural and gender
influences and methods of therapeutic change.

Each area of application is presented in a self-contained manner, allowing in-
structors to emphasize some and de-emphasize others. For example, instructors
could choose not to assign the research section to suit their teaching purposes.

I have written an instructor’s manual that includes multiple-choice and essay
questions. Also, I have provided suggestions for topics for discussion. An alpha-
betical glossary is included in the textbook.
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New to the Fifth Edition

I have made several significant changes to the fifth edition. Many of these
changes are designed to make the textbook easier to use for both student and
instructor.

Changes Affecting Many Chapters
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Chapter openers have been designed to assist student understanding by
providing an overview of the personality theory and the techniques used for
the theory chapters. These chapter openers provide an outline of the theory
of psychotherapy and counseling that students can refer to in their work. For
Chapters 1 and 16, I provide a chapter outline.

I have added four full new cases and rearranged many existing cases so that
the first case presented in the Psychological Disorders section is the longest
and most thorough. Some instructors may choose to assign only the first case
for their classes to read; others may assign the entire section. This change
applies to Chapters 3 through 11, and Chapter 13. The other chapters contain
more than one theory and usually have only one case per theory. The name
or pseudonym of the client or patient has been added to the cases for ease of
reference.

I have changed the order of the final two chapters. Chapter 16 is now Com-
parison and Critique and Chapter 17 is now Integrative Therapies. I did this
so that students could review and summarize the chapters on different ther-
apies before integrating them. This is a useful step before learning about in-
tegration of theories. In Chapter 17, I not only discuss Prochaska’s
transtheoretical approach, Wachtel’s cyclical psychodynamics, and Lazarus’s
multimodal therapy, but also show students how to make their own inte-
grative therapy. I do this by demonstrating three methods of integrating
theory: theoretical integration, the assimilative model, and technical
eclecticism.

I have added material so that instructors may use this textbook with Edward
S. Neukrug'’s Theories in Action DVD set. This can be bundled with the text-
book if the instructor wishes to do so. Theories in Action offers 15-minute
video clips of therapist—client role plays, along with an introduction and
conclusion that illustrates therapy that I present in Chapters 2 through 12. At
the end of each of these chapters, after the chapter summary, is a box that
includes a list of the personality theory concepts and the change techniques
that are used in the specific Theories in Action role play. Additionally, there
are four questions for each of the role plays. Two or three of the questions
have page numbers so students can easily find a discussion of concepts re-
lated to the question. There is a small DVD icon on the page that is referred
to by a specific question. I recognize that many instructors will not use the
Theories in Action DVD, so I have kept this addition as unobtrusive as
possible.

Recently, there has been considerable interest in treatment manuals and evi-
dence-based psychotherapy as well as in identifying common factors of
many psychotherapies. I have updated information about research-supported
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psychological treatments. This term is used by the Society of Clinical Psycholo-
gists (Division 12 of the American Psychological Association) and replaces
the terms evidence-based psychotherapy and empirically supported treatments.
Discussion of research-supported psychological treatments is provided in
Chapter 1 and Chapter 16. Tables in each of those chapters list those treat-
ments that are supported by research. Many are cognitive and behavioral,
but others include psychodynamic, emotion-focused, and Klerman’s inter-
personal psychotherapy. I also provide a discussion of the common factors
approach to identifying therapeutic skills, which is described in Chapter 1
and continues to be popular.

“In many of the Therapist-Client dialogues throughout the text, I have
spelled out the titles of the speaker for clarification, adding brackets to
indicate where this was a modification made to the original excerpted
material.”

Changes to Individual Chapters
Below is a list detailing significant changes made to several chapters.

Chapter 2, Psychoanalysis, and Chapter 3, Jungian Analysis. These are the
two most difficult chapters. I have clarified and rewritten some portions of
the text.

Chapter 4, Adlerian Therapy. I have added creating images to the group of
theoretical techniques.

Chapter 8, Behavior Therapy. | have added negative reinforcement to the
Behavior Theory of Personality section to complement positive reinforce-
ment. | have also added a full description of Linehan’s Dialectical Behavior
Therapy, which is used to treat borderline disorders.

Chapter 10, Cognitive Therapy. In the Current Trends section, I have de-
scribed in some detail two variations of cognitive therapy: mindfulness-based
cognitive therapy and schema-focused cognitive therapy.

Chapter 12, Constructivist Approaches. I have added the concept of asses-
sing motivation to the section on solution-focused therapy. In the narrative
therapy section, I have treated personal construct theory and Epston and
White’s narrative therapy separately. I believe this will provide more clarifi-
cation for students.

Chapter 13, Feminist Therapy: A Multicultural Approach. This chapter has
been greatly revised. I have emphasized multiple identities, such as age and
social class, in addition to sections on gender and cultural diversity. Rather
than discuss homosexuality, I discuss issues relevant to gay, lesbian, bisex-
ual, and transgendered individuals. Also, I have increased information on the
relational and cultural model of therapy.

Many changes and additions have been made in all chapters. More than 375

new references, most quite recent, have been added. Many of these references are
new research studies added to the research sections. Other new information is
also presented in the Current Trends sections. A variety of specific changes have
been made within each chapter.

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



xxvi Preface

Student Manual

This text provides a thorough overview of theories of therapy and counseling. To
make this material as interesting as possible for students and to help them learn it,
I have written a student manual. Case examples with multiple-choice questions
put students in the role of a therapist, using the particular theory under discussion.

Chapters of the student manual start with a pre-inventory to help students
compare their own views of therapy to the theory. The history of the theory is
presented in outline form so that students can summarize the most important in-
fluences on the theory or theorist. Significant terms used in the theory of person-
ality and the theory of psychotherapy sections are defined. A portion of a case is
presented along with multiple-choice questions on assessment, goals, and techni-
ques. Questions and information are also presented for other sections in the text.
Each chapter concludes with a 25-item quiz about the theory.
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2 Chapter 1

H elping another person in distress can be one of
the most ennobling human activities. The theories
represented in this book all have in common their
desire to help others with psychological problems.
Through research and the practice of psychotherapy
with patients and clients, many different approaches
have been developed to alleviate personal misery. In
this book, | describe major theories of psychotherapy,

their background (history), theories of personality from
which they are derived, and applications to practice.
To help the reader understand the practice of psy-
chotherapy and counseling, | give many examples of
how theories are used with a variety of clients and
patients. An overview of the theories and the many
ways they can be applied is also described in this
chapter.

Theory

Imagine that you have a friend who is depressed. He or she is not motivated to
go to class or work, does not spend much time with his or her friends, stays in
bed a lot of the time, and does not do the things with you that he or she used to.
Then, you suggest your friend seek counseling or psychotherapy. Therefore, you
expect the therapist to help your friend with the problems just discussed. What
will the counselor or psychotherapist do to help your friend? If the therapist
uses one or more theories to help your friend, the therapist will be making use
of ideas that have been made clear by clarifying definitions of concepts used in
the theory. The theory will be tested to see if it works to help people (some theo-
ries have a lot of testing, others have very little). In any case, these theories will
have been used by hundreds or thousands of therapists. Many people who use
the theories may contribute to the usefulness of the theory. If the therapist does
not use a theory to help your friend, the therapist will be relying on intuition and
experience from helping other people. These are useful qualities, but without the
information provided by experts who have used theories, the therapist is limited
in his or her knowledge and strategies.

To understand theories of psychotherapy and counseling, which are based
on theories of individual personality, it is helpful to understand the role and pur-
pose of theory in science and, more specifically, in psychology. Particularly
important in the development of physical and biological science, theory has also
been of great value in the study of personality (Barenbaum & Winter, 2008) and
psychotherapy (Gentile, Kisber, Suvak, & West, 2008; Truscott, 2010). Briefly, the-
ory can be described as “a group of logically organized laws or relationships that
constitute explanation in a discipline” (Heinen, 1985, p. 414). Included in a theory
are assumptions related to the topic of the theory and definitions that can relate
assumptions to observations (Fawcett, 1999; Stam, 2000). In this section, criteria
by which theories of psychotherapy can be evaluated are briefly described
(Fawcett, 1999; Gentile et al., 2008).

Precision and Clarity

Theories are based on rules that need to be clear. The terms used to describe
these rules must also be specific. For example, the psychoanalytic term ego should
have a definition on which practitioners and researchers can agree. If possible,
theories should use operational definitions, which specify operations or procedures
that are used to measure a variable. However, operational definitions for a con-
cept such as empathy can be difficult to reach agreement on, and definitions may
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provide a meaning that is more restricted than desired. A common definition of
the concept of empathy, “to enter the world of another individual without being
influenced by one’s own views and values is to be empathic with the individual,”
may be clear to some but not provide a definition that is sufficiently specific to be
used for research purposes. Along with clear concepts and rules, a theory should
be parsimonious, or as straightforward as possible. Constructs such as empathy
and unconditional positive regard (terms to be described in Chapter 6, “Person-
Centered Therapy”) must be related to each other and should be related to rules
of human behavior. Theories should explain an area of study (personality or psy-
chotherapy) with as few assumptions as possible.

Comprehensiveness

Theories differ in events that they attempt to predict. In general, the more com-
prehensive a theory, the more widely it can be applied, but also the more vulner-
able it may be to error. For example, all of the theories of psychotherapy and
counseling in this book are comprehensive in that they are directed to men and
women without specifying age or cultural background. A theory of psychother-
apy directed only at helping men change their psychological functioning would
be limited in its comprehensiveness.

Testability

To be of use, a theory must be tested and confirmed. With regard to theories of
psychotherapy, not only must experience show that a theory is valid or effective,
but also research must show that it is effective in bringing about change in indi-
vidual behavior. When concepts can be clearly defined, hypotheses (predictions
derived from theories) can be stated precisely and tested. Sometimes, when
hypotheses or the entire theory cannot be confirmed, this failure can lead to
development of other hypotheses.

Usefulness

Not only should a good theory lead to new hypotheses that can be tested, but
also it should be helpful to practitioners in their work. For psychotherapy and
counseling, a good theory suggests ways to understand clients and techniques
to help them function better (Truscott, 2010). Without theory, the practitioner
would be left to unsystematic techniques or to “reinventing the wheel” by trying
new techniques on new patients until something seemed to help. When theories
are used, proven concepts and techniques can be organized in ways to help indi-
viduals improve their lives. Few therapists work without a theory because to do
so would give them no systematic way to assess the client’s problem and no way
to apply techniques that have been systematically developed and often tested
with clients. Theory is the most powerful tool that therapists have to use along
with their desire to help troubled clients in an ethical manner.

Neither theories of personality nor theories of psychotherapy and counseling
meet all of these criteria. The theories in this book are described not in a formal
way but rather in a way to help you understand changes in behavior, thoughts,
and feelings. The term theory is used loosely, as human behavior is far too com-
plex to have clearly articulated theories, such as those found in physics. Each
chapter includes examples of research or systematic investigations that relate to
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a specific theory of personality and/or theory of psychotherapy and counseling.
The type of research presented depends on the precision, explicitness, clarity,
comprehensiveness, and testability of the theory.

Psychotherapy and Counseling

Defining psychotherapy and counseling is difficult, as there is little agreement on
definitions and on whether there is any difference between the two. The brief
definition given here covers both psychotherapy and counseling.

Psychotherapy and counseling are interactions between a therapist/counselor and
one or more clients/patients. The purpose is to help the patient/client with problems
that may have aspects that are related to disorders of thinking, emotional suffering,
or problems of behavior. Therapists may use their knowledge of theory of personality
and psychotherapy or counseling to help the patient/client improve functioning. The
therapist’s approach to helping must be legally and ethically approved.

Although this definition can be criticized because not all theories or techni-
ques would be included, it should suffice to provide an overview of the main
components in helping individuals with psychological problems.

There have been many attempts to differentiate psychotherapy from counsel-
ing. Some writers have suggested that counseling is used with normal individuals
and psychotherapy with those who are severely disturbed. The problem with
this distinction is that it is difficult to differentiate severity of disturbance, and
often practitioners use the same set of techniques for clients of varying severity
levels. Another proposed distinction is that counseling is educational and informa-
tional while psychotherapy is facilitative (Corsini, 2008). Another attempt at sepa-
rating counseling and psychotherapy suggests that psychotherapists work in
hospitals, whereas counselors work in such settings as schools or guidance clinics.
Because the overlap of patient problems is great regardless of work setting, such a
distinction is not helpful. Gelso and Fretz (2001) describe a continuum from rela-
tively brief work that is situational or educational on one end (counseling) and
long-term, in-depth work seeking to reconstruct personality on the other end
(psychotherapy). In between these extremes, counseling and psychotherapy over-
lap. In this book, the terms counseling and psychotherapy are used interchangeably,
except where they have special meanings as defined by the theorist.

Traditionally, the term psychotherapy has been associated with psychiatrists
and medical settings, whereas the term counseling has been associated with edu-
cational and, to some extent, social-work settings. Although there is much over-
lap, theories developed by psychiatrists often use the word psychotherapy, or its
briefer form, therapy, more frequently than they do counseling. In the chapters
in this book, I tend to use the term that is used most frequently by practitioners
of that theory. In a few theoretical approaches (Adlerian and feminist), some dis-
tinctions are made between psychotherapy and counseling, and I describe them.
Two theories, psychoanalysis and Jungian analysis, employ the term analyst, and
in those two chapters I explain the role of analyst as it differs from that of the
psychotherapist or counselor.

A related issue is that of the terms patient and client. Patient is used most
often in a medical setting, with client applied more frequently to educational
and social service settings. In this book, the two terms are used interchangeably,
both referring to the recipient of psychotherapy or counseling.
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Theories of Psychotherapy and Counseling

How many theories of psychotherapy are there? Before the 1950s there were rel-
atively few, and most were derived from Freud’s theory of psychoanalysis. Since
that time there has been a marked increase in the number of theories that thera-
pists have developed to help people with psychological dysfunctions. Corsini
(2001) summarized 69 new and innovative therapies; now there may be a total
of more than 400 (Corsini, 2008). Although most of these theories have relatively
few proponents and little research to support their effectiveness, they do repre-
sent the creativity of psychotherapists in finding ways to provide relief for indi-
vidual psychological discomfort.

At the same time that there has been an increase in the development of theo-
retical approaches, there has been a move toward integrating theories, as well as
a move toward eclecticism. Broadly, integration refers to the use of techniques
and/or concepts from two or more theories. Chapter 17 describes three different
theories that integrate parts of other theories.

Several researchers have asked therapists about their theoretical orientations
(Table 1.1). For example, Prochaska and Norcross (2010) combined three studies
in which more than 1,500 psychologists, counselors, psychiatrists, and social
workers were asked to identify their primary theoretical orientations (Bechtoldt,
Norcross, Wyckoff, Pokrywa, & Campbell, 2001; Bike, Norcross, & Schatz, 2009;
Goodyear et al., 2008; Norcross, Karpiak, & Santoro, 2005). Their findings are
summarized in Table 1.1, listing major theoretical orientations and the percentage
of all therapists identifying with a specific orientation. Generally, those therapists
identifying themselves as integrative or eclectic exceed the number identifying
with a specific theoretical orientation, but cognitive therapy was a close second.
Also, many therapists who identify a primary theory of therapy tend to use tech-
niques from other theories (Thoma & Cecero, 2009).

Table 1.1 Primary Theoretical Orientations of
Psychotherapists in the United States

Clinical Counseling Social

Orientation Psychologists Psychologists =~ Workers  Counselors
Behavioral 10% 5% 11% 8%
Cognitive 28% 19% 19% 29%
Constructivist 2% 1% 2% 2%
Eclectic/Integrative 29% 34% 26% 23%
Existential/Humanistic 1% 5% 4% 5%
Gestalt/Experiential 1% 2% 1% 2%
Interpersonal 4% 4% 3% 3%
Multicultural 1% — 1% 1%
Psychoanalytic 3% 1% 5% 2%
Psychodynamic 12% 10% 9% 5%
Rogerian/ 1% 3% 1% 10%
Person-Centered

Systems 3% 5% 14% 7%
Other 5% 9% 4% 3%

Sources: Bechtoldt et al., 2001; Bike, Norcross, & Schatz, 2009; Goodyear et al., 2008; Norcross, Karpiak,
& Santoro, 2005; Prochaska & Norcross, 2010.
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6 Chapter 1

Psychoanalytic theories (those closely related to the work of Freud and his
contemporaries) and psychodynamic theories (those having some resemblance to
psychoanalytic theories) are a popular theoretical orientation that is subscribed to
by therapists from a variety of fields. Cognitive, and to a lesser extent, behavioral
methods are popular with a variety of mental health workers. There is some dis-
agreement among studies of therapist preference for theory, due in part to ways in
which questions are asked and to changing trends in theoretical preference.

In selecting the major theories to be presented in this book, I have used sev-
eral criteria. I have consulted surveys such as those summarized here to see
which are being used most frequently. Also, I have included theories that have
demonstrated that they have a following of interested practitioners by having
an organization, one or more journals, national or international meetings, and a
developing literature of books, articles, and chapters. Additionally, I have con-
sulted with many therapists and professors to determine which theories appear
to be most influential. Ultimately, I tried to decide which theories would be
most important for those wishing to become psychotherapists or counselors.

The remaining 16 chapters in this book discuss about 30 different theoretical
approaches. Including a number of significant theories provides a background
from which students can develop or select their own theoretical approach.
Some theories, such as psychoanalysis, have sub-theories that have been derived
from the original theory. I have also kept in mind that there is a strong move-
ment toward the integration of theories (using concepts or techniques of more
than one theory). To address the topic of integration of theories, I summarize
most theories in Chapter 16. In Chapter 17, I present three popular integrative
theories. I also show how you can develop your own integrative theory by
using different models of theoretical integration. The following paragraphs pres-
ent a brief, nontechnical summary of the chapters (and theories) in this book to
give an overview of the many different and creative methods for helping indivi-
duals who are suffering because of psychological problems or difficulties.

Psychoanalysis

Sigmund Freud stressed the importance of inborn drives (particularly sexual) in
determining later personality development. Others who followed him emphasized
the importance of the adaptation to the environment, early relationships between
child and mother, and developmental changes in being absorbed with oneself at
the expense of meaningful relationships with others. All of these views of develop-
ment make use of Freud’s concepts of unconscious processes (portions of mental
functioning that we are not aware of) and, in general, his structure of personality
(ego, id, superego). Traditional psychoanalytic methods require several years of
treatment. Because of this, moderate-length and brief therapy methods that use
more direct, rather than indirect, techniques have been developed. New writings
continue to explore the importance of childhood development on later personality
as well as new uses of the therapist’s relationship.

Jungian Analysis and Therapy

More than any other theorist, Jung placed great emphasis on the role of uncon-
scious processes in human behavior. Jungians are particularly interested in dreams,
fantasies, and other material that reflects unconscious processes. They are also
interested in symbols of universal patterns that are reflected in the unconscious
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processes of people from all cultures. Therapy focuses on the analysis of
unconscious processes so that patients can better integrate unconscious processes
into conscious awareness.

Adlerian Therapy

Alfred Adler believed that the personality of individuals was formed in their early
years as a result of relationships within the family. He emphasized the importance
of individuals” contributions to their community and to society. Adlerians are
interested in the ways that individuals approach living and family relationships.
The Adlerian approach to therapy is practical, helping individuals to change dys-
functional beliefs and encouraging them to take new steps to change their lives. An
emphasis on teaching and educating individuals about dealing with interpersonal
problems is another characteristic of Adlerian therapy.

Existential Therapy

A philosophical approach to people and problems relating to being human or
existing, existential psychotherapy deals with life themes rather than techniques.
Such themes include living and dying, freedom, responsibility to self and others,
finding meaning in life, and dealing with a sense of meaninglessness. Becoming
aware of oneself and developing the ability to look beyond immediate problems
and daily events to deal with existential themes are goals of therapy, along
with developing honest and intimate relationships with others. Although some
techniques have been developed, the emphasis is on issues and themes, not
method.

Person-Centered Therapy

In his therapeutic work, Carl Rogers emphasized understanding and caring for the
client, as opposed to diagnosis, advice, or persuasion. Characteristic of Rogers’s
approach to therapy are therapeutic genuineness, through verbal and nonverbal
behavior, and unconditionally accepting clients for who they are. Person-centered
therapists are concerned about understanding the client’s experience and commu-
nicating their understanding to the client so that an atmosphere of trust can be
developed that fosters change on the part of the client. Clients are given responsi-
bility for making positive changes in their lives.

Gestalt Therapy

Developed by Fritz Perls, gestalt therapy helps the individual to become more
aware of self and others. Emphasis is on both bodily and psychological aware-
ness. Therapeutic approaches deal with being responsible for oneself and attuned
to one’s language, nonverbal behaviors, emotional feelings, and conflicts within
oneself and with others. Therapeutic techniques include the development of crea-
tive experiments and exercises to facilitate self-awareness.

Behavior Therapy

Based on scientific principles of behavior, such as classical and operant condition-
ing, as well as observational learning, behavior therapy applies principles of
learning such as reinforcement, extinction, shaping of behavior, and modeling to
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8 Chapter 1

help a wide variety of clients with different problems. Emphasis is on precision
and detail in evaluating psychological concerns and then assigning treatment
methods that may include relaxation, exposure to a feared object, copying a
behavior, or role playing. Its many techniques include those that change observ-
able behavior as well as those that deal with thought processes.

Rational Emotive Behavior Therapy

Developed by Albert Ellis, rational emotive behavior therapy (REBT) focuses on
irrational beliefs that individuals develop that lead to problems related to emo-
tions (for example, fears and anxieties) and to behaviors (such as avoiding social
interactions or giving speeches). Although REBT uses a wide variety of techni-
ques, the most common method is to dispute irrational beliefs and to teach cli-
ents to challenge their own irrational beliefs so that they can reduce anxiety and
develop a full range of ways to interact with others.

Cognitive Therapy

Belief systems and thinking are seen as important in determining and affecting
behavior and feelings. Aaron Beck developed an approach that helps indivi-
duals understand their own maladaptive thinking and how it may affect their
feelings and actions. Cognitive therapists use a structured method to help their
clients understand their own belief systems. By asking clients to record dysfunc-
tional thoughts and using questionnaires to determine maladaptive thinking,
cognitive therapists are then able to make use of a wide variety of techniques to
change beliefs that interfere with successful functioning. They also make use of
affective and behavioral strategies.

Reality Therapy

Reality therapists assume that individuals are responsible for their own lives and
for taking control over what they do, feel, and think. Developed by William Glasser,
reality therapy uses a specific process to change behavior. A relationship is
developed with clients so that they will commit to the therapeutic process.
Emphasis is on changing behaviors that will lead to modifications in thinking
and feeling. Making plans and sticking to them to bring about change while tak-
ing responsibility for oneself are important aspects of reality therapy.

Constructivist Therapy

Constructivist therapists see their clients as theorists and try to understand their
clients” views or the important constructs that clients use to understand their pro-
blems. Three types of constructivist theories are discussed: solution-focused, per-
sonal construct theory, and narrative. Solution-focused therapy centers on finding
solutions to problems by looking at what has worked in the past and what is
working now, as well as using active techniques to make therapeutic progress. Per-
sonal construct theory examines clients” lives as stories and helps to change the
story. Narrative therapies also view clients” problems as stories but seek to exter-
nalize the problem, unlike personal construct theory. Frequently, they help clients
re-author or change stories, thus finding a new ending for the story that leads to a
solution to the problem.
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Feminist Therapy

Rather than focusing only on the individual’s psychological problems, feminist
therapists emphasize the role of politics and society in creating problems for indi-
viduals. Particularly, they are concerned about gender and cultural roles and
power differences between men and women and people from diverse cultural
backgrounds. They have examined different ways that gender and culture affect
development throughout the life span (including social and sexual development,
child-raising practices, and work roles). Differences in moral decision making,
relating to others, and roles in abuse and violence are issues of feminist therapists.
By combining feminist therapy with other theories, feminist therapists take a
sociological as well as a psychological view that focuses not only on gender
but also on multicultural issues. Among the techniques they use are those that
help individuals address gender and power inequalities not only by changing
client behavior but also by changing societal groups or institutions.

Family Therapy

Whereas many theories focus on the problems of individuals, family therapists
attend to interactions between family members and may view the entire family
as a single unit or system. Treatment is designed to bring about change in func-
tioning within the family rather than within a single individual. Several different
approaches to family therapy have been developed. Some focus on the impact
of the parents’ own families, others on how family members relate to each
other in the therapy hour, and yet others on changing symptoms. Some family
systems therapists request that all the family members be available for therapy,
whereas others may deal with parents or certain members only. Almost all of
the theories in this book can be applied to families. Chapter 14 shows how
these theories work with families.

Other Psychotherapies

Five different psychotherapies are treated briefly in Chapter 15, “Other
Psychotherapies.” Asian therapies often emphasize quiet reflection and personal
responsibility to others. Body therapies work with the interaction between psycho-
logical and physiological functioning. Interpersonal therapy is a very specific treat-
ment for depression based on a review of research. Psychodrama is an active
system in which clients, along with group and audience members, play out
roles related to their problems while therapists take responsibility for directing
the activities. Creative arts therapies include art, dance movement, drama, and
music to encourage expressive action and therapeutic change. Any of these ther-
apies may be used with other therapeutic approaches.

Integrative Therapy

In Chapter 17, integrative therapists combine two or more theories in different
ways so that they can understand client problems. They may then use a wide
variety of techniques to help clients make changes in their lives. Prochaska and
Norcross’s transtheoretical approach examines many theories, selecting concepts,
techniques, and other factors that effective psychotherapeutic approaches have in
common. Their model for therapeutic change examines client readiness for
change, level of problems that need changing, and techniques to bring about

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.
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change. Paul Wachtel’s cyclical psychodynamics combines psychoanalysis and
behavior therapy, as well as some other theories. Arnold Lazarus’s multimodal
therapy uses techniques from many theories to bring about client change but
uses social learning theory as a way to view personality. I use each of these
three methods as examples of how you and others can construct your own inte-
grative theory.

How different are all of these theories? Therapists and researchers have
tried for many years to identify common factors recurring in all therapies
(Castonguay & Beutler, 2006; Duncan, Miller, Wampold, & Hubble, 2010; Fiedler,
1950). Isolating common factors in the treatment of many psychological disorders
has been complex and difficult. Castonguay and Beutler (2006) in Principles of
Therapeutic Change That Work examine characteristics of clients and therapists
that contribute to client change. Duncan et al. (2010) in The Heart and Soul of
Change: Delivering What Works in Therapy present many different ways of using
the common factors approach with different psychological disorders and addres-
sing different issues such as research. Both books also examine factors such as the
quality of the therapeutic relationship and therapist interpersonal and clinical
skills. Empathy for clients is an example of a therapist interpersonal skill. Exami-
nation of common factors continues to be an active area of interest for some
psychologists.

Although each theory in this textbook is treated as a distinct approach,
different from others, this presentation disguises the movement toward integration
that is found in many, but not all, theories and discussed in Chapter 17. I have
tried to emphasize the concepts and techniques that are associated with each
theory rather than common factors. When a theory borrows from other theories,
such as when cognitive therapy borrows from behavior therapy, I have tended
to focus mainly on the techniques that are associated with the original theory.
In each chapter, I explain important concepts and techniques that characterize
a theory as well as ways to apply the theory to a variety of psychological
problems, issues, and situations. In Chapter 16, I compare the theories to each
other in several different ways and then critique them. In this way, I summarize
the theories so that they can be more easily integrated in Chapter 17.

Organization of the Chapters

For most of the remaining chapters, I follow the same organizational format. The
first two sections, on history and personality theory, provide a background for
the major section that describes that theory of psychotherapy, in which goals,
assessment methods, and techniques are described. Sections that follow describe
a variety of areas of application. Case examples are used to show the many ways
that theories can be applied. Additionally, important issues such as brief psycho-
therapy, current trends, using a theory with other theories, and research into the
theory are explained. Also, information about how the theory deals with gender
and cultural issues and how it can be used in group therapy is provided.

History or Background

To understand a theory of helping others, it is useful to know how the theory
developed and which factors were significant in its development. Often the dis-
cussion of background focuses on the theorist’s life and philosophy, as well as

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



Introduction 11

literature and other intellectual forces that contributed to the theorist’s ideas
about helping others with psychological problems. For example, Freud’s ideas
about the Oedipus complex (sexual attraction to the other-sex parent and hostil-
ity toward the same-sex parent) derive, in a limited way, from Freud’s reflections
on his own childhood and his intellectual pursuits. However, Freud’s work with
patients was the most important factor in developing the Oedipus complex.
Theorists have grown up in different countries, eras, and have different family
backgrounds. All of these factors, as well as theorists” exposure to prominent phi-
losophers, physicians, psychiatrists, or psychologists in their early professional
development, have an impact on their theories of psychotherapy. This informa-
tion helps us to understand how theorists developed their theory of personality
and the methods of change or techniques that they use to help patients with per-
sonal problems.

Personality Theories

Each theory of psychotherapy is based on a theory of personality, or how theor-
ists understand human behavior. Personality theories are important because they
represent the ways that therapists conceptualize their clients” past, present, or
future behavior, feelings, and thoughts. Methods of changing these behaviors or
thoughts all derive from those factors that theorists see as most important in
understanding their patients. The presentations on personality theory in this
book differ from those in personality theory textbooks in that the explanations
given here are briefer and designed to explain and illustrate concepts that are
related to the practice of psychotherapy. In each chapter, the theory of personal-
ity provides the foundation for the goals, assessment, and treatment methods of a
theory of psychotherapy. Because the concepts that describe each personality the-
ory are essential in understanding the theory, I list these concepts in the first
page of each chapter, along with the techniques that are used in each theory of
psychotherapy. This list provides a brief overview of the basic concepts of each
theory.

Theories of Psychotherapy

For most chapters, this section is the longest and most important. First, I describe
the goals or purposes of therapy. What do therapists want to achieve with their
clients? What will the clients be like when they get better? What kind of psycho-
logical functioning is most important in the theory? All of these questions are
implicit in the explanation of a theory’s view of goals.

From goals follows an approach to assessment. Some theorists want to assess
the relationship of unconscious to conscious processes; others focus on assessing
distorted thinking. Some theories attend to feelings (sadness, rage, happiness,
and so forth), whereas others specify behaviors of an individual (refusal to leave
the house to go outside or sweating before talking to someone). Many theorists
and their colleagues have developed their own methods of assessment, such as
interview techniques or questions to ask the client, but they also include invento-
ries, rating forms, and questionnaires. All relate to making judgments that influ-
ence the selection of therapeutic techniques and are based on the theory of
personality discussed in the previous section.

Theorists vary widely in their use of techniques. Those theories that focus on
the unconscious (psychoanalysis and Jungian analysis) use techniques that are
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likely to bring unconscious factors into conscious awareness (for example, using
dream analysis). Other techniques focus on changing beliefs (cognitions),
accessing and reflecting feelings (emotions), and having clients take actions
(behavior). Because techniques of therapy can be difficult to understand, I have
used examples to show the therapeutic relevance of methods for changing behav-
ior, emotions, thoughts, or other aspects of oneself. As most theorists have found,
helping individuals change aspects of themselves can be difficult and complex.
To explain this process further, I have described several psychological disorders
to which theories can be applied. I use case studies to illustrate how a theory can
be applied to each of a few psychological disorders.

Psychological Disorders

Increasingly, therapists no longer ask, “Which is the best therapy?” but “What is
the best therapy for a specific type of client?” To provide an answer to the latter
question, I have selected three, four, or five case examples of individual therapy.
The first case presented is the most thoroughly developed and the longest. This
case, along with the others, illustrates how the theory can be applied to some of
the more common diagnostic classifications of psychological disorders listed in
the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition-Text Revi-
sion (DSM-IV-TR, American Psychiatric Association, 2000). By presenting both a
longer case example and several shorter cases, I try to provide both depth and
breadth. For individual therapy, there are both advantages and problems in
describing how different theories can be applied to common categories of psy-
chological disorders.

The advantage of describing ways in which theories help individuals with a
variety of psychological problems is to provide a broader and deeper view of the
theory than if no reference to diagnostic classification were made. By examining
several case studies or descriptions of treatment, the breadth of theoretical applica-
tion can be seen by applying it to different situations. Also, some theoretical
approaches have devoted particular attention to certain types of disorders, describ-
ing specific methods and techniques. The approach of different theories can be
assessed by comparing one type of client (for example, a depressed client) with
another across several theories. Although it would be extremely helpful if I could
say for each therapy, “For this type of disorder, you use this type of treatment
from theory A, but for another type of disorder, you use a different treatment
from theory A,” this is not possible. Perhaps most important, clients do not fit eas-
ily into specific categories such as depression, anxiety disorder, and obsessive-
compulsive disorder. Individuals often have problems that overlap several areas
or diagnostic criteria. Furthermore, problems differ in severity within a particular
category, and clients differ due to cultural background, gender, age, motivation to
solve their problem, marital situation, the problem that they present to the thera-
pist, and the history of the problem. All of these factors make it difficult for thera-
pists of a given theoretical orientation to say, “I will use this technique when
treating these types of patients.”

Additionally, practitioners of some theories do not find the DSM-IV-TR clas-
sification system (or any other general system) a useful way of understanding
clients. Practitioners of some theories see classification systems as a nuisance,
required for agency or insurance reimbursement purposes but having little other
value. Theories of psychotherapy that make the most use of assessment of diag-
nostic classification are psychoanalysis, Adlerian therapy, behavior therapy, and
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cognitive therapy, with cognitive therapy probably making the most extensive
use of diagnostic classification information. Although many practitioners of
other theories do not use conceptualizations and techniques that warrant use of
diagnostic classification systems, they do not treat everyone in the same manner.
Instead, they respond to clients based on their own theory of personality and
assessment rather than using a classification system.

The main reason for using examples of several psychological disorders for
each theory is to enable the reader to develop a greater understanding of the
theory through comparison with other theories and through the presentation
of diverse applications. To provide a background for understanding common
disorders, I give a general description of the major disorders discussed in this
book. For every major theory, I present an example of how that theory can be
applied to depression. For each theory, except person-centered and feminist
therapy, I give an example of how that theory is applied to anxiety disorders.
(The reasons that some theories are omitted from these two comparisons are
that there either appear to be no appropriate cases for demonstration purposes
or that it was important to focus on other disorders.) With the exception of
Klerman’s interpersonal therapy (Chapter 15) that is designed for treating
depression, all theories are used to treat almost all disorders. The other case
examples that I use are selected either because they illustrate treatment of a
disorder that is frequently treated by a particular theory or because I have
found an example that is an excellent illustration of the application of the the-
ory. In the next section, depression and anxiety disorders are described broadly,
along with other disorders that are used as examples in this text (Barlow &
Durand, 2009).

Depression. Signs of depression include sadness, feelings of worthlessness, guilt,
social withdrawal, and loss of sleep, appetite, sexual desire, or interest in activi-
ties. With severe depression may come slow speech, difficulty in sitting still, inat-
tention to personal appearance, and pervasive feelings of hopelessness and
anxiety, as well as suicidal thoughts and feelings. Major depression is one of the
most common psychological disorders and may affect about 16% of the popula-
tion at some time during their lifetimes (Kessler et al., 2003).

Two types of depression are usually distinguished: unipolar and bipolar. In
bipolar depression, a manic mood in which the individual becomes extremely talk-
ative, distractible, seductive, and/or active occurs along with episodes of extreme
depression. In unipolar depression, a manic phase is not present. In discussions on
treating depression in this book, distinctions between unipolar and bipolar depres-
sion are not frequently made. The psychotherapeutic treatments described here
generally apply both to unipolar depression and the depressive phase of bipolar
depression.

Generalized anxiety disorder. Excessive worry and apprehension are associated
with general anxiety disorders. Individuals may experience restlessness, irritabil-
ity, problems in concentration, muscular tension, and problems sleeping. Exces-
sive worry about a variety of aspects of life is common, with anxiety being
diffuse rather than related to a specific fear (phobia), rituals or obsessions
(obsessive-compulsive disorder), or physical complaints (somatoform disorder).
These disorders have been characterized as neuroses, as they all are associated
with anxiety of one type or another. The term mneurosis is a broad one and,
because of its general nature, is used infrequently in this text; it has been used
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most frequently by early theorists such as Freud, Jung, and Adler. In general, the
term anxiety disorder can be said to include nonspecific neuroses or anxiety.

Borderline disorders. More accurately described as borderline personality disorder,
borderline disorders are one of a number of different personality disorders (such
as narcissistic). Personality disorders are characterized as being inflexible, of
long duration, and including traits that make social or vocational functioning
difficult. They have earned a reputation as being particularly difficult to treat
psychotherapeutically.

Individuals with borderline disorders are characterized by having unstable
interpersonal relationships. Their view of themselves and their moods can change
very rapidly and inexplicably in a short period of time. Behavior tends to be
erratic, unpredictable, and impulsive in areas such as spending, eating, sex, or
gambling. Emotional relationships are often intense, with individuals with border-
line disorders becoming angry and disappointed in a relationship quite quickly.
Such individuals have fears of being abandoned and often feel let down by others
who do not meet their expectations. Suicide attempts are not unusual.

Obsessive-compulsive disorder. When individuals experience persistent and
uncontrollable thoughts or feel compelled to repeat behaviors again and again,
they are likely to be suffering from an obsessive-compulsive disorder. Obsessions
are recurring thoughts that cannot be controlled and are so pervasive as to inter-
fere with day-to-day functioning. Some obsessions may appear as extreme wor-
rying or indecision in which the individual debates over and over again, “Should
I do this or should I do that?” Compulsions are behaviors that are repeated contin-
ually to reduce distress or prevent something terrible from happening. For exam-
ple, individuals with a compulsion to wash their hands for 20 minutes at a time
may believe that this prevents germs and deadly disease. The fear is exaggerated,
and the compulsion interferes with day-to-day activity. Individuals with an
obsessive-compulsive disorder differ as to whether their symptoms are primarily
obsessions, compulsions, or a mixture of the two.

Obsessive-compulsive disorder should be distinguished from obsessive-
compulsive personality disorder, which refers, in general, to being preoccupied with
rules, details, and schedules. Such individuals often are inflexible about moral
issues and the behavior of others. Because they insist that others do things their
way, their interpersonal relationships tend to be poor. Normally, they do not expe-
rience obsessions and compulsions. Although an important disorder, obsessive-
compulsive personality disorder is not used as an example in this book.

Phobias. Being afraid of a situation or object out of proportion to the danger of
the situation or object describes a phobic reaction. For example, experiencing
extreme tension, sweating, and other anxiety when seeing a rat or being at the
top of a tall building are reactions that can be debilitating. Phobic individuals
go beyond the cautious behavior that most people would experience when seeing
a rat or being at the top of a building.

Somatoform disorders. When there is a physical symptom but no known
physiological cause, and a psychological cause is suspected, then a diagnosis of
somatoform disorder is given. This diagnostic category includes hypochondria,
which is diagnosed when a person is worried about possibly having a serious
disease and there is no evidence for it. Conversion disorder is also a type of
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somatoform disorder. This disorder refers to psychological disturbances that take
a physical form, such as paralysis of the legs, when there is no physiological
explanation. It is infrequently seen. However, patients with conversion disorder,
which Freud called hysteria, made up a significant portion of Freud’s clientele,
and observations about these patients were important in the development of
psychoanalysis. In Chapter 2, an example of Freud’s treatment of a patient with
hysteria is illustrated.

Posttraumatic stress disorder. Extreme reactions to a highly stressful event con-
stitute posttraumatic stress disorder (PTSD). Examples of a stressful event would
be being raped, robbed, or assaulted; escaping from a flash flood; or being in mil-
itary combat. Stress reactions last for months or years and often include physio-
logical symptoms such as difficulty in sleeping or concentrating. Individuals with
PTSD may re-experience the event through nightmares or images that remind
them of the event. Another aspect of PTSD is attempting to avoid feeling or
thinking about the trauma or event.

Eating disorders. Two types of eating disorders are discussed: anorexia and
bulimia. Anorexia is diagnosed when individuals do not maintain a minimally
normal body weight. Such individuals are very afraid of gaining weight and
view parts of their body as too big (such as buttocks and thighs), whereas others
may see them as emaciated. Bulimia refers to binge eating and inappropriate
methods of preventing weight gain. Binge eating includes excessive consumption
of food at meals or other times, such as eating an entire box of cookies or a half-
gallon of ice cream. Inappropriate methods of controlling weight gain include
self-induced vomiting, misuse of laxatives or enemas, or excessive fasting or exer-
cise. Individuals with bulimia often are of normal weight. Some individuals have
experienced both anorexia and bulimia at various times in their lives.

Substance abuse. When individuals use drugs to such an extent that they have
difficulty meeting social and occupational obligations, substance abuse has
occurred. Relying on a drug because it makes difficult situations less stressful is
called psychological dependency. Developing withdrawal symptoms, such as
cramps, is called physiological dependency. When physiological dependence exists,
individuals are said to be substance-dependent or addicted. In this text, the term
substance abuse is used broadly and includes psychological and/or physiological
dependence on a variety of drugs such as alcohol, cocaine, marijuana, sedatives,
stimulants, and hallucinogens. Because substance abuse is so widespread, many
practitioners of theories have devoted significant attention to this area. Examples
of treating alcoholism or other drug abuse are found in the chapters on existen-
tialism, REBT, reality therapy, and cognitive therapy.

Narcissistic personality disorder. Showing a pattern of self-importance, the
need for admiration from others, and a lack of empathy are characteristics of
individuals with a narcissistic personality disorder. They may be boastful or
pretentious, inflate their accomplishments and abilities, and feel that they are
superior to others or special and should be recognized and admired. Believing
that others should treat them favorably, they become angry when this is not
done. Also, they have difficulty being truly concerned for others except when
their own welfare is involved. Heinz Kohut’s self psychology, discussed in
Chapter 2, focuses on the development of narcissism in individuals.
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Schizophrenia. Severe disturbances of thought, emotions, and behaviors charac-
terize schizophrenia. Individuals may think and speak in illogical fragments that
are very disorganized. They may also have delusions, beliefs that exist despite
evidence to the contrary, such as the belief (a paranoid delusion) that they are
being followed by the director of the Central Intelligence Agency. Hallucinations
are prevalent among individuals with schizophrenia and refer to seeing, hearing,
feeling, tasting, or smelling things that are not there, such as hearing the voice of
Abraham Lincoln. Other symptoms include unusual motions or immobility,
extreme lack of energy or emotional response, and inappropriate affect, such as
laughing when hearing about the death of a friend. The term psychosis is a
broader term including schizophrenia and other disorders in which individuals
have lost contact with reality.

Although schizophrenia appears somewhat frequently in the population of
the world, between 0.2% and 1.5% (Ho, Black, & Andreasen, 2003), I have not
focused on psychotherapeutic treatment of schizophrenia, as many researchers
believe that this disorder is resistant to most psychotherapeutic techniques and
responds better to medication. However, cognitive and behavioral treatments
are used in the treatment of schizophrenia with reported success.

The 11 categories of psychological disorders I have just explained may seem
complex. In later chapters, as treatment approaches are presented for various dis-
orders, characteristics of these disorders should become clearer. Because the dis-
orders themselves are described only in this section of the book, it may be
helpful, when reading about a particular case, to return to this section or consult
the glossary for a specific explanation of a disorder.

In this chapter, information about these disorders is presented in summary
form. A more in-depth description of these and many other disorders can be
found in the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR,
American Psychiatric Association, 2000), Barlow and Durand (2009), and other
textbooks on abnormal psychology. Many practitioners of theoretical approaches
use diagnostic categories more superficially and crudely than do investigators of
abnormal psychology or psychologists who specialize in the diagnosis or classifi-
cation of disorders. However, the information provided in this section should
help readers understand the different types of problems to which various theoret-
ical approaches can be applied. Additionally, some theories of therapy describe
both a typical form of treatment as well as a brief form of treatment.

Brief Psychotherapy

Length of therapy has become an issue of increasing importance to practicing
psychotherapists. Because of client demand for services, many agencies such as
community mental health services and college counseling centers set limits on
the number of sessions that they can provide for clients. Session limits may
range broadly from 3 to more than 40, depending on the agency’s resources and
philosophy. Additionally, health maintenance organizations (HMOs) and insur-
ance companies that reimburse mental health benefits put limits on the number
of sessions for which they will pay. Furthermore, clients often seek treatment that
will take several weeks or months rather than several years. All of these forces
have had an impact on treatment length and the development of brief psycho-
therapeutic approaches.

Several terms have been used to refer to brief approaches to psychotherapy:
brief psychotherapy, short-term psychotherapy, and time-limited therapy. In
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general, brief and short-term therapies refer to limits placed on the number of ses-
sions, for example, no more than 20 sessions. Time-limited therapy represents a
theoretical approach to therapy that takes a certain number of sessions for com-
pletion, such as 12, with specific issues being addressed in each phase of the
12-session limit. The approach that most thoroughly addresses the issue of both
long-term and brief therapeutic treatments is psychoanalysis. In that chapter, a
brief approach to psychoanalysis is discussed, along with traditional long-term
methods.

Most of the other theoretical approaches acknowledge the importance of brief
psychotherapy and demonstrate under what circumstances these therapies can
be applied briefly. For the most part, Jungian, existential, person-centered, and
gestalt therapies do not have methodologies that result in treatment length
being less than 6 months or a year. Other approaches, such as REBT, behavior,
cognitive, and reality therapies, demonstrate how certain types of problems
require less therapeutic time than others. Additionally, some varieties of family
therapy are designed to be completed in 5 to 10 meetings. For most chapters,
the issue of brief psychotherapy is explained from the point of view of the the-
ory. Just as theories have responded to the need to provide brief treatment, theo-
ries make other changes in response to new concerns and issues.

Current Trends

Theories are in a continual state of change and growth. Although they may start
with the original ideas of a particular theorist, theories are, to varying degrees,
influenced by new writings based on psychotherapeutic practice and/or
research. Some of the innovations deal with applications to areas such as social
problems, education, families, or groups. Other trends reflect challenges to exist-
ing theoretical concepts and the development of new ones. Three different trends
will be discussed in several chapters: the growth and development of treatment
manuals, research-supported psychological treatments (RSPT), and the influence
of constructivism on the theory and practice of psychotherapy.

Treatment manuals. Treatment manuals are guidelines for therapists as to how
to treat patients with particular disorders or problems. Typically, they describe
skills and the sequence of using these skills that therapists should use. Sugges-
tions are given for dealing with frequently encountered questions or problems.
A major advantage of treatment manuals is that they specify procedures in a
clear manner. Essentially, instructions are given so that therapists know how to
conduct therapy with a specific problem. Additionally, treatment manuals pro-
vide an opportunity for researchers to investigate the effectiveness of a particular
method, because all therapists who use the method in research can be checked to
see if they comply with directions. A goal of treatment manuals is to have a spe-
cific approach that has been proven to be effective that therapists can use to help
clients (Najavits, Weiss, Shaw, & Dierberger, 2000). However, treatment manuals
will vary in their content depending on whether the treatment manual is written
for a newly developed treatment method or if it is written for treatment methods
that have been thoroughly tested. Carroll and Rounsaville (2008) describe a three-
stage method for developing treatment manuals depending on how much the
therapeutic procedure has been evaluated.

Because psychotherapy is a very complex process, therapists vary greatly as
to their opinions about treatment manuals (Norcross, Beutler, & Levant, 2006).
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Treatment manuals may focus on technique but not help therapists focus on
important working relationships with clients. Also, treatment manuals may be
aimed at a few specific problems. What happens when the client has several pro-
blems? Individuals are unique, and the way they experience some problems may
be different from the way others do. I will discuss the use of treatment manuals
in the “Current Trends” section, when appropriate. The theories that are most
frequently recognized as having treatment manuals are some brief psychoanalyt-
ical approaches and cognitive and behavioral theories. Because treatment man-
uals are a set of instructions that therapists use for a specific treatment, they can
be examined for their validity and can be used in RSPT.

Research-supported psychological treatments. RSPT has previously been
known by the terms evidence-based psychotherapy and empirically supported therapy.
The name changes are due to the need to be as clear as possible as to the purpose
of RSPT, which is to find out if psychotherapy research supports that the therapy
has been effective in providing psychotherapeutic treatment. How research is
used to determine whether therapy is effective or not is discussed in the
“Research” section. In brief, RSPT must meet strict criteria for thorough research
procedures (Chambless et al., 2006; Chambless & Hollon, 1998). Typically, treat-
ments are compared to another treatment or to a no-treatment control group.
These therapies must be shown to be effective in comprehensive studies. The
psychotherapy that is used must follow the treatment manual and have clear
goals and treatment planning. Progress is monitored and followed up for a year
or two, or longer, after treatment. RSPT are specific to psychological disorders,
such as those described previously, and to specific populations, such as adoles-
cents. RSPT are based on therapeutic treatments that are informed by research
(Huppert, Fabbro, & Barlow, 2006; Weisz & Gray, 2008). The methods used for
doing outcome research on RSPT are complex but thoroughly described by
Nezu and Nezu (2008).

In addition to following treatment manuals, therapists using these treatments
must develop good working relationships with clients, be empathic, and help cli-
ents maintain motivation to change. Probably the most extensive review of
RSPT is A Guide to Treatments That Work and research supporting the effective-
ness of treatments for many psychological disorders is described in Nathan and
Gorman (2007).

As mentioned previously, in this text, I give examples in each chapter of how
a specific theory applies to three to five psychological disorders. For several of
the disorders, I have used RSPT as examples. RSPT are discussed mainly in
Chapter 8, “Behavior Therapy,” and Chapter 10, “Cognitive Therapy.” Most
research-supported therapies use both behavioral and cognitive treatments in
combination. The reason that most RSPT are cognitive or behavioral or a combi-
nation of both is that these treatments tend to be brief, use treatment manuals,
are specific about goals, and make use of research methods. This does not mean
that behavioral and cognitive treatments are better than other therapies, only that
most other therapies have not been studied in the same way. Some theories
such as process experiential therapy (Chapter 7) and short-term psychodynamic
therapy for depression (Chapter 2) meet criteria for RSPT. In determining which
treatments can be considered to meet criteria for RSPT, I have used A Guide
to Treatments That Work (Nathan & Gorman, 2007) and Research Supported
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Table 1.2 Research-Supported Psychological
Treatments Listed by Chapter and
Psychological Disorder

Chapter Psychological Disorder

Chapter 2. Psychoanalysis Depression

Chapter 7. Emotion-focused or process Depression

experiential therapy

Chapter 8. Behavior Therapy Depression, obsessive-compulsive disorder,

general anxiety disorder, phobic disorder,
posttraumatic stress disorder (eye-
movement desensitization and reproces-
sing), borderline disorder (dialectical
behavior therapy)

Chapter 10. Cognitive Therapy Depression, anxiety, obsessive-compulsive
disorders
Chapter 15. Other Psychotherapies Depression

(Interpersonal Psychotherapy)

Psychological Treatments on the Research-Supported Psychological Treatments web-
site of the Society of Clinical Psychology, Division 12, of the American Psychologi-
cal Association. Research Supported Psychological Treatments (2009) lists about 60
different treatments; only 10 are listed in this textbook. Table 1.2 lists the chapters
where the RSPT are described along with the psychological disorders with which
they are used in this text. These research-supported psychological treatments can
also be found in Chapter 16, where they are discussed in more detail.

Postmodernism and constructivism. A very different influence than treatment
manuals and RSPT is that of postmodernism (Neimeyer, 2009 ; Neimeyer & Bald-
win, 2005). A philosophical position, postmodernism does not assume that there is
a fixed truth; rather, individuals have constructs or perceptions of reality or truth.
This is in reaction to modernism, which takes a rationalist approach that empha-
sizes scientific truth and is a reflection of advances in technology and science.
Postmodernism reflects a multiculturally diverse world in which psychologists,
philosophers, and others have recognized that different individuals can have
their own constructs or view of what is real for them.

Related to postmodernism is constructivism. Constructivists view individuals
as creating their own views of events and relationships in their lives. Constructiv-
ist therapists not only attend to the meanings that their patients give to their own
problems but also help them see problems as meaningful options that have out-
lived their usefulness. Constructivist therapists deal with the ways their clients
impose their own order on their problems and how they derive meanings from
their experiences with others. There are several constructivist points of view. One
that is discussed in this text is social constructionism, which focuses on the shared
meanings that people in a culture or society develop (Neimeyer, 2009). These
social constructions are a way that individuals relate to each other. (Two specific
social constructionist approaches, solution-focused therapy and narrative ther-
apy, are described in Chapter 12, “Constructivist Approaches.”)
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Social constructionism: Molly. To make this explanation less abstract, I will use
the example of 10-year-old Molly, who was suffering from nightmares and an
inability to sleep in her own room (Duncan, Hubble, & Miller, 1997). Molly and
her divorced mother had seen two therapists. One had the goal of exploring for
sexual abuse and investigating Molly’s feelings about her father. This approach
had not worked. Rather than take a detailed history and make hypotheses about
Molly’s problem, the current therapist asked Molly for her solution to the problem.
Molly suggested that she could sleep in her own bed and her nightmares may dis-
appear if she could “barricade herself in her bed with pillows and stuffed animals”
(Duncan et al., p. 24). Molly tried this and during the course of the third session
made the following comment:

Psychiatrists [therapists] just don’t understand you ... [the client] also have the solu-
tions, for yourself, but they say, “Let’s try this and let’s try that” and they’re not help-
ing. You know, you're like, “I don’t really want to do that.” You're asking me what
I wanted to do with my room, got me back in my room. So, what I am saying to all
psychiatrists is we have the answers, we just need someone to help us bring them to the
front of our head. It’s like they're [the solutions] locked in an attic or something. It’s a lot
better when you ask a person what they want to do and they usually tell you what
they think would help, but didn’t know if it was going to help and didn’t want to
try. (Duncan et al.,, 1997, p. 25)

Molly’s situation is very unusual, as she had a solution in mind. Very few
clients have explicit answers to their problems clearly in mind when they seek
psychotherapy. However, constructivists frequently assume that careful explora-
tion of the meaning of the problems, combined with respectful negotiation of
possible solutions, will yield answers that neither the client nor the therapist
could have envisioned at the outset of therapy. Molly’s example illustrates the
postmodern or constructivist approach to understanding the client’s view of real-
ity and valuing it. The constructivist philosophy has had an impact on many the-
ories discussed in this book. When relevant, the constructivist influence on a
theory will be discussed in the “Current Trends” section.

Using a Theory with Other Theories

As you read about different theories and how they address issues such as those
described in the Current Trends section, you may ask, Could I use this theory
with other theories that I have read about? Although 40 or 50 years ago practi-
tioners of various theoretical points of view were often isolated from each other,
communicating at conventions and through journals with only those who shared
their own theoretical persuasion, increasingly this is no longer the case. Practi-
tioners (as shown previously) have become much more integrative in their
work, making use of research and theoretical writings outside their own specific
points of view. This section provides some information as to the openness of the-
ories to the ideas of others and the similarity of various theoretical perspectives.

Research

The question “How well does this theory work?” is answered (in part) by the
Research section. Theories of psychotherapy differ dramatically in terms of their
attitude toward research, type of research done, and the accessibility of the the-
ory for research. Although attitudes are changing, traditionally a number of
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psychoanalysts and Jungian analysts questioned the value of research in deter-
mining the effectiveness of psychotherapy. In general, the more specific the con-
cepts to be measured and the briefer the therapeutic approach, the easier it is to
conduct research. However, as is shown shortly, little about research on psycho-
therapy is easy. Because behavior, cognitive, and REBT therapies use relatively
brief and specific methods and goals, there is far more research on the effective-
ness of psychotherapy for these theories than for others. It is not possible to con-
clude on the basis of research that theory x is superior to theory y either in
general or for a specific disorder. However, it is possible to show some trends
in directions of effectiveness and to highlight the types of research that are cur-
rently being done to assess therapeutic benefits.

Evaluation of the effectiveness of theories is a very sophisticated and
complex skill that cannot be covered in an introductory text on theories of psycho-
therapy and counseling, but requires comprehensive coverage (Hill & Lambert,
2004; Mitchell & Jolley, 2010; Nezu & Nezu, 2008). However, a brief overview
of important points in conducting psychotherapeutic research can provide some
understanding of the factors that need to be considered in trying to determine the
advantages of a particular theory of psychotherapy (Kendall et al., 2004).

A major goal of psychotherapy research is to understand how different forms
of treatment operate. Another goal is to develop and evaluate research-supported
psychological treatments (RSPT) that can be used by therapists. To do this,
researchers try to design experiments that control sources of bias within the study
so that comparisons can be made. A common method is to compare a group receiv-
ing a treatment to one that does not or to another group receiving a different treat-
ment. Measurement of important variables to be studied should take place before
and after the treatment, a pretest-posttest control group design. Other designs provide
ways of studying more than one important variable at a time. When research on
the effectiveness of psychotherapy has accumulated either generally or in a specific
area, such as depression, it is sometimes helpful to conduct a meta-analysis, which is
a way of statistically summarizing the results of a large number of studies. In this
book, reference is made to meta-analyses as well as to specific studies that are
examples of research on the therapeutic effectiveness of a particular theory.

In designing research, attention needs to be given to the type of treatment
used, assignment of subjects, therapist characteristics, and measures of therapeutic
outcome. Researchers must determine the problem they are going to study, such as
depression, and make sure that treatment is focused on this variable. Participants
in the study must be assigned to the control and treatment groups using an
unbiased system. The treatment provided the participants must represent the
treatment to be studied. For example, if behavior therapy is the treatment to
be studied, it may be inappropriate to have graduate students administer the
treatment. The question would arise, Is their treatment as effective as that of experi-
enced behavior therapists, and did they carry out the training the way they were sup-
posed to, even if they did receive training? Also, personal characteristics of the
therapist should be controlled for, so that investigators can feel confident that it
was the treatment rather than therapist charisma that brought about change. Not
only must therapeutic variables be controlled, but also effective measures of out-
come must be used.

A number of measures of therapeutic outcome that assess areas such as social
and marital adjustment and emotional, cognitive, and behavioral functioning have
been developed (Hill & Lambert, 2004). Appropriate measures must be used
before, often during, and immediately following treatment, as well as at a later
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time. For example, some treatments have been found to be effective 1 year after
therapy but not 2 years after the therapeutic experience. In general, the longer the
follow-up period, the greater the chance that participants in the study will no lon-
ger be available for follow-up because of factors such as change of address or
death. When evaluating the effectiveness of therapeutic techniques, a variety of sta-
tistical methods can be used. Decisions about whether to compare clients with
untreated individuals, those who would be expected to be normal, or to look at
changes within individuals are all decisions that research investigators must
make. In presenting examples of research, I have tried to use those that are repre-
sentative of research that is related to the theory that is being studied.

Gender Issues

Virtually all theories of psychotherapy discussed in this book have been developed
by men (feminist therapy being the major exception). Does this mean that the the-
ories have different assumptions about men and women and their treatment? Fur-
thermore, are there issues that affect women differently than men or specific
problems that theories should address, such as rape or eating disorders? Perhaps
the theory that has been most frequently criticized for negative values regarding
women is psychoanalysis. This theory, as well as others, is discussed in relation-
ship to its assumptions and values about men and women. Not surprisingly, the
chapter that most completely addresses the issue of gender is that on feminist
therapy, in which the effect of societal values on individuals as they are reflected
in therapy is discussed. Another issue regarding gender that is not frequently
addressed by theories is that of attitudes and values toward gays, lesbians, bisex-
ual people, and transgendered people. Where there seems to be a clear point of
view regarding this issue, I have tried to address it within the appropriate chapter.
In general, an assumption I make in this book is that the more one knows about
one’s own values about gender and those of theories of psychotherapy, the more
effective one can be as a therapist with both men and women.

Multicultural Issues

Just as assumptions about the values of theories and therapists about gender are
important, so are assumptions about cultural values. Increasingly, therapists deal
with clients whose cultural backgrounds are very different from their own.
Knowledge of theories of psychotherapy and values about cultural issues that
are implicit within them assists therapists in their work with a variety of clients.
When examining theories, it is helpful to ask if the values implicit in that theory
fit with values of a particular culture. For example, if a culture emphasizes not
divulging feelings to others, what implications are there for applying a theory
that focuses primarily on understanding feelings?

Theories may reflect the culture and background of the theorist. For example,
Sigmund Freud lived in Vienna in the late 19th and early 20th centuries. It is
reasonable to ask to what extent the values that are implicit in psychoanalysis
are a reflection of his culture and to what extent they can be applied to a current
multicultural society. The fact that Freud lived in a society somewhat different
from our own does not invalidate his theory but does raise questions about the
role of cultural values in theories of psychotherapy. Theorists differ in the atten-
tion they pay to cultural issues. For example, Carl Jung and Erik Erikson are
noted for their interest in many different societies and cultures. Currently, the
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theory of psychotherapy that appears most concerned with multicultural issues is
that of feminist therapy. In each chapter, I describe writing or research that per-
tains to the study of multicultural issues for that specific theory of psychother-
apy. In recent years, culture has come to include more than race, ethnicity, and
national origin (Hays, 2008). Although much of the focus on culture in this book
will be on ethnic background, the term culture, as used in this textbook, also
includes age, disabilities, religion, socioeconomic status, sexual orientation, and
gender. Because gender is such a large topic, it is treated separately as described
in the section above.

Group Therapy

Group therapy has the advantage of being more efficient than individual therapy
because it serves more people at the same time. Also, it offers some benefits that
individual therapy does not. Although groups vary in size, they frequently have
between 6 and 10 members and 1 or 2 leaders. An advantage of group therapy,
when compared with individual therapy, is that participants can learn effective
social skills and try out new styles of relating with other members of the group
(Corey, 2008). Also, group members are often peers and provide, in some ways, a
microcosm of the society that clients deal with daily. Because groups exist to help
members with a variety of problems, group members can offer support to each
other to explore and work on important problems. Also, groups help individuals
become more caring and sensitive to the needs and problems of others. Although
most groups are therapeutic in nature, focusing on the development of interper-
sonal skills or psychological problems, others are more educational in function,
teaching clients skills that may be useful in their lives.

Theorists differ as to the value they place on group therapy. Some practi-
tioners of theories view groups primarily as an adjunct to individual therapy
(for example, Jungian therapists), whereas others give central importance to
group therapy, often suggesting it as a treatment of choice (as do Adlerian,
person-centered, and gestalt therapists). For each major theory presented, some
specific applications to group therapy are described and illustrated.

Ethics

The basic purpose of psychotherapy and counseling is to help the client with psy-
chological problems. To do this effectively, therapists must behave in an ethical
and legal way. Professional organizations for mental health practitioners such as
psychiatrists, psychologists, social workers, mental health counselors, pastoral
counselors, and psychiatric nurses have all developed codes of ethics that
describe appropriate behavior for therapists. These ethical codes are in substan-
tial agreement as to actions that constitute ethical and unethical behavior on the
part of the therapist. All practitioners of theories should accept their profession’s
ethical codes. It is implicit in theories of psychotherapy and counseling that
therapists are ethical as they seek approaches to benefit the life situation of their
clients.

Although a full discussion of ethics is outside the scope of this book, thera-
pists must be familiar with such issues. For example, an important ethical issue
is the prohibition against erotic or sexual contact with clients. A related issue is
the appropriateness of touching or holding clients. Ethical codes also discuss
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limitations on social and personal relationships with clients such as relation-
ships with clients outside of therapy. Confidentiality and the issue of releasing
information about clients are also major issues addressed in ethical codes. Other
issues include concerns about referrals and record keeping. Competency to
practice and to help clients with many different issues can raise ethical dilem-
mas. Difficult issues, such as the need to protect people a client intends
to harm, have required much attention and have complex solutions (Werth,
Welfel, & Benjamin, 2009). Several books have been written describing many
ethical issues (for example, Corey, Corey, & Callanan, 2011; Welfel, 2010) and
deal with them in depth. I discuss ethics only in relation to specific issues that
affect certain theories. For example, body psychotherapists (Chapter 15) make
significant use of touch, and behavior therapists (Chapter 8) deal with severely
psychologically disabled clients who are unable to make decisions for them-
selves. Although not discussed frequently in this book, legal and ethical behav-
ior on the part of all therapists is essential to the effective practice of all forms
of psychotherapy.

My Theory of Psychotherapy and Counseling

For the past 35 years I have seen, on average, about 15 adult and older adoles-
cent clients per week, primarily for individual therapy but also for couples’
counseling. In my own work, I have incorporated concepts and techniques from
most of the approaches discussed in this book. I have come to have a profound
respect for the theorists, practitioners of the theories, and researchers because
of their contribution to helping people in distress. I have found that many of the
theories discussed in this book have guided me in helping individuals reduce
their distress. Although I have biases and preferences for theoretical concepts
and techniques, I believe that my profound respect for theories of psychotherapy
has kept these biases to a minimum.

After 35 years as a therapist and counselor, I find that I am continually
touched by the distress of my clients, concerned about their problems, and
excited by the opportunity to help them. Helping others and teaching students
about helping others continues to be a value that is exceedingly important to
me and does not waiver.

Your Theory of Psychotherapy and Counseling

For readers who are considering this field or planning to become therapists or
counselors, this book is an opportunity to become familiar with some of the
most influential theories of psychotherapy and counseling. Also, it can be the
start of developing your own approach to therapy. I encourage you to be open
to different points of view and gradually choose approaches that fit you person-
ally as well as the clientele that you plan to work with. To foster this openness,
I have described the theories as thoroughly as possible and have reserved a sum-
mary and critique of the theories for Chapter 16. In Chapter 17, I show you three
popular ways of integrating theories as well as methods for integrating theories
of your choice. For many therapists, the choice of theory is a slowly evolving pro-
cess, the result of study and, most important, supervised psychotherapy or
counseling experience.
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Suggested Readings

For each chapter, I have provided a brief list of readings
that I think will be most helpful for learning more about
the theory. Many readings are at an intermediate rather
than an advanced level of complexity, providing more
detail on a number of issues that are discussed in each
chapter. The following readings are suggestions related
to important topics covered in this introductory chapter.

American Psychiatric Association. (2000). Diagnostic and
statistical manual of mental disorders (4th ed., text
revision). Washington, DC: American Psychiatric
Association. Known as the DSM-IV-TR, this man-
ual describes the widely accepted classification of
psychological and/or psychiatric disorders. Spe-
cific criteria for each disorder are listed and
explained, along with a thorough explanation of
the psychological disorders discussed in this chap-
ter (as well as many other disorders).

Nathan P. E., & Gorman, J. M. (Eds.). (2007). A guide to
treatments that work (3rd ed.). New York: Oxford
University Press. This book serves as a reference for
research-supported psychological treatments and
the research that supports them. Evidence is pro-
vided for psychopharmacological treatment as

well as psychotherapies for many different psycho-
logical disorders.

Castonguay, L. G., & Beutler, L. E. (Eds.). (2006). Princi-
ples of therapeutic change that work. New York:
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Sigmund Freud’s contribution to the current
practice of psychoanalysis, psychotherapy, and
counseling is enormous. Because psychoanalysis
was the most influential theory of therapy during
the 1930s, 1940s, and 1950s, virtually every major
theorist discussed in this book was originally trained
in Freudian psychoanalysis. Some theorists totally
rejected his ideas, and many developed their own
ideas based, in part, on their knowledge of Freud's
views of human development and the structure of
personality. As new theories were created, it was
Freud's theory of psychoanalysis to which they
were compared.

For more than 100 years, Freud's views have
gathered adherents who have both practiced his
theory of psychoanalysis and contributed to the
expansion of psychoanalytic theory. From the start,
changes in psychoanalytic theory have brought
about controversy and disagreement. As a result,
psychoanalysis has evolved considerably since
Freud's death in 1939. Many of Freud's contribu-
tions have been a mainstay of psychoanalytic
thought, such as his emphasis on the importance of
unconscious processes in human motivation and his
concepts of personality (id, ego, and superego).
Psychoanalytic writers also accept the importance
of early childhood development in determining later
psychological functioning. However, they disagree
about which aspects of childhood development
should be emphasized.

History of Psychoanalysis

Psychoanalysis 29

To understand contemporary psychoanalytic
thought, it is important to be aware of five different
theoretical directions: Freudian drive theory, ego
psychology, object relations, self psychology, and
relational psychoanalysis. Freud, through the
psychosexual stages (oral, anal, and phallic) that
occur in the first 5 years of life, stressed the
importance of inborn drives in determining later
personality development. Ego psychologists
attended to the need for individuals to adapt to their
environment, as exemplified by Erik Erikson’s stages
of development that encompass the entire life
span. Object relations theorists were particularly
concerned with the relationship between the
infant and others. They, like Freud, used the term
object to refer to persons in the child’s life who
can fulfill needs or to whom the young child can
become attached. A different view has been that of
self psychologists, who focused on developmental
changes in self-preoccupation. Relational psycho-
analysis focuses not only on the patient's
relationships with others but also on the influence of
the patient and therapist on each other. Most
psychoanalytic practitioners are aware of these
ways of viewing development but differ as to which
of them they incorporate in their work. In this chapter, |
describe each of these views and show its impact on
the practice of psychoanalysis and psychoanalytic
therapy.

To understand psychoanalysis and Freud’s ideas, it is helpful to consider per-
sonal and intellectual influences in his own life. Born on May 6, 1856, in the vil-
lage of Freiburg, Moravia, a small town then in Austria and now a part of the
Czech Republic, Sigmund Freud was the first of seven children of Amalia and
Jacob Freud. Freud’s father had two sons by a former marriage and was 42
when Sigmund was born. When Freud was 4 years old, his father, a wool mer-
chant, moved the family to Vienna to seek more favorable business conditions. In
their crowded apartment in Vienna, Freud was given the special privilege of his
own bedroom and study. His young mother had high hopes for her son and
encouraged his study and schoolwork. He was well versed in languages, learning
not only the classical languages—Greek, Latin, and Hebrew—but also English,
French, Italian, and Spanish, and he read Shakespeare at the age of 8. In his
early schoolwork, he was often first in his class. Later he attended the Sperigym-
nasium (a secondary school) from 1866 to 1873, graduating summa cum laude
(Ellenberger, 1970).
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In the winter of 1873, Freud began his medical studies at the University of
Vienna and finished his degree 8 years later. Ordinarily, a medical degree was a
5-year program, but his completion was delayed because he spent 6 years work-
ing under the supervision of a well-known physiologist, Ernst Brucke, and spent
a year (1879-1880) of military service in the Austrian army. During his time with
Brucke, he became acquainted with Josef Breuer, 40 years his senior, who intro-
duced him to the complexities of hysterical illness. Because of poor prospects for
promotion and financial remuneration, Freud left Brucke’s Institute of Physiology
and began a residency in surgery. A short time later, in 1883, Freud studied neu-
rology and psychiatry in the large Viennese General Hospital. During that time
he worked with patients with neurological disorders; in studying the medical
aspects of cocaine, he tried the drug himself, before he was aware of its addictive
properties. In 1885, Freud had the opportunity to travel to Paris and spend
4 months with Jean Charcot, a famous French neurologist and hypnotist. At the
time, Charcot was studying the conversion reactions of hysterical patients who
showed bodily symptoms such as blindness, deafness, and paralysis of arms or
legs as a result of psychological disturbance. During that time, Freud observed
Charcot using hypnotic suggestion as a way to remove hysterical symptoms.
Although Freud was later to question the value of hypnosis as a treatment strat-
egy, his experience in Paris helped him to consider the importance of the uncon-
scious mind and the way in which feelings and behaviors can be influenced to
create psychopathological symptoms.

Returning to Vienna, Freud married Martha Bernays in 1886. During their 53
years of marriage, they had six children, the youngest of whom, Anna, was to
become a well-known child analyst, making significant contributions to the
development of psychoanalysis. During the years immediately following his mar-
riage, Freud began work at a children’s hospital and also built a private practice
that was slow to develop. At the same time, he continued to read the works of
authors in many varied fields.

Information from physics, chemistry, biology, philosophy, psychology, and
other disciplines influenced his later thinking. His interest in unconscious pro-
cesses came not only from his work with Charcot but also from philosophers
such as Nietzsche (1937) and Spinoza (1952). The science of psychology was
emerging, and Freud had read the works of Wilhelm Wundt and Gustav
Fechner. His knowledge of the work of Ludwig Borne, a writer who suggested
that would-be writers put everything that occurs to them on paper for 3 days,
disregarding coherence or relevance (Jones, 1953), influenced his development of
the psychoanalytic technique of free association. Other scientific influences
included Darwin’s theory of evolution and the biological and physiological
research of Ernst Brucke. Throughout many of his writings, Freud made use of
scientific models derived from physics, chemistry, and biology (Jones, 1953). His
knowledge of science and neurology and his familiarity with the psychiatric
work of Pierre Janet and Hippolyte Bernheim were to affect his development of
psychoanalysis (Young-Bruehl, 2008).

Although Freud was influenced by other writers and psychiatrists in the
development of psychoanalysis, its creation is very much his own. Initially,
Freud used hypnosis and Breuer’s cathartic method as a means of helping
patients with psychoneuroses. However, he found that patients resisted sugges-
tions, hypnosis, and asking questions. He used a “concentration” technique in
which he asked patients to lie on a couch with their eyes closed, to concentrate
on the symptom, and to recall all memories of the symptom without censoring
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their thoughts. When Freud sensed resistance, he pressed his hand on the client’s
forehead and questioned the patient about memory and recall. Later, Freud
became less active and encouraged his patients to report whatever came to
mind—free association. Related to the development of this technique was his dis-
cussion with Josef Breuer, his older colleague, who was working with a
patient, Anna O., who seemed to be recovering from hysteria by reporting
emotional material to Breuer while under hypnosis. Freud used this procedure
with other patients, and together Breuer and Freud published Studies on Hyste-
ria (1895), in which they hypothesized that symptoms of hysteria resulted from
very painful memories combined with unexpressed emotions. The therapeutic
task, then, became to bring about a recollection of forgotten events, along with
emotional expression. It was Freud’s belief, but not Breuer’s, that the trau-
matic events that caused hysteria were sexual and occurred in the patient’s
childhood.

In part, these beliefs led Freud to undertake a self-analysis of his own child-
hood and his dreams. As Freud explored his own unconscious mind, he became
aware of the importance of biological and particularly sexual drives that were
related to suppression of emotion. This realization made him aware of the con-
flict between the conscious and unconscious aspects of personality. His observa-
tions based on his own and patients” dreams were published in The Interpretation
of Dreams (Freud, 1900).

Although The Interpretation of Dreams received relatively little attention from
physicians or others, Freud began to attract individuals who were interested in
his ideas. Meeting at his home, the Wednesday Psychological Society, started in
1902, gradually grew until in 1908 it became the Vienna Psychoanalytic Society.
During these years, Freud published The Psychopathology of Everyday Life (1901),
Three Essays on Sexuality (1905b), and Jokes and Their Relation to the Unconscious
(1905a). His writings on sexuality drew condemnation, as they were out of step
with the times, and Freud was seen as perverted and obscene by both physicians
and nonacademic writers. The event that brought Freud and psychoanalysis
American recognition was the invitation from G. Stanley Hall to lecture at Clark
University in Worcester, Massachusetts, in 1909. This led to a larger audience for
books such as Introductory Lectures on Psycho-Analysis (1917) and The Ego and the
Id (1923), which described his approach to personality.

Freud also wrote about the importance of infant relationships with parents.
In his books Three Essays on Sexuality (1905b) and On Narcissism: An Introduction
(1914) Freud refined his views on libido, the driving force of personality that
includes sexual energy. He wrote about autoeroticism, which precedes the
infant’s relationship to the first object, the mother (Ellenberger, 1970). He found
it helpful to differentiate between libidinal (sexual) energies that were directed
toward the self and those directed toward the representation of objects in the
external world. When an individual withdraws energy from others and directs
it toward himself or herself, then narcissism occurs, which, if extreme, can cause
severe psychopathology. Freud’s writings on early infant relationships and nar-
cissism were the foundation of the work of object relations and self psychology
theorists. Freud (1920) revised his theory of drives, which had focused on the
importance of sexuality as a basic drive affecting human functioning. Later, he
observed the importance of self-directed aggression that occurs in self-
mutilation or masochism.
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Important in the development of psychoanalysis were not only Freud’s
writings but also his interactions with other psychoanalysts who were drawn
to him. Many of them argued with him, disagreed with him, or broke away
from him. Early disciples and important writers were Karl Abraham, Max Eitin-
gon, Sandor Ferenczi, Ernest Jones, and Hans Sachs. Although these disciples
stayed relatively loyal to Freud, Alfred Adler (Chapter 4), Carl Jung (Chapter 3),
and Otto Rank developed their own theories of psychotherapy and broke their
ties with Freud. Later writers who broke with Freud, often referred to as neo-
Freudians, focused more on social and cultural factors and less on biological
determinants. Objecting to Freud’s view of female sexuality, Karen Horney
(1937) was concerned with cultural factors and interpersonal relations rather
than early childhood traumas. Erich Fromm (1955) differed significantly from
Freud by focusing on groups in societies and cultural changes. The neo-Freudian
who attracts the most current interest is Harry Stack Sullivan (1953), whose
emphasis on interpersonal factors and peer relationships in childhood created
added dimensions to psychoanalytic theory. Although these writers present
interesting additions and alternatives to psychoanalysis, their thinking is suffi-
ciently different from psychoanalytic theorists presented in this chapter to be
beyond its scope.

Freud continued to be productive until his death in 1939 from cancer of the
throat and jaw, from which he had suffered for 16 years. At the age of 82, Freud
was forced to flee Vienna to escape the Nazi invasion of Austria. Despite his ill-
ness and 33 operations on his jaw and palate, Freud was incredibly productive.
He made major revisions in his theory of the structure and functioning of the
mind, The Ego and the Id (1923), highlighting relationships among id, ego, and
superego. His prolific work is published in the 24-volume Standard Edition of the
Complete Works of Sigmund Freud. His life has been described in detail by many
writers, most completely by Ernest Jones (1953, 1955, 1957). Jones’s work and
books by Ellenberger (1970), Gay (1988), Demorest (2005), and Young-Bruehl
(2008) either served as resources for this section or are recommended to the inter-
ested reader, as is Roazen’s (2001) book, which describes contributions of many
writers to psychoanalysis.

Just as Freud continued to refine and develop psychoanalysis, so did the psy-
choanalysts who followed him. A major contribution has been that of his youn-
gest daughter, Anna, who focused on the development of the ego, that part of
the Freudian system that deals with the external world of reality. Her student
Erik Erikson also examined the individual’s interaction with the real world and
described stages of development that incorporate the entire life span. Their
work is known as ego psychology.

Another significant development is that of the object relations school. These
theorists focused on the relationship of early childhood development, specifically
that of the mother and child. Observations about the relationship between
mother and child have been made by Donald Winnicott. Otto Kernberg has
made the application to severe disorders, such as borderline personality. Heinz
Kohut, the originator of self psychology, drew on object relations theory as well
as his own ideas about the childhood development of narcissism. Relational psy-
choanalysis has focused less on the development of childhood relationships than
on many different relationships, including that of patient-therapist. Although
many writers have contributed to the development of psychoanalysis, these are
among the most important, and their work is described in this chapter after
I explain Freud’s theory of personality.
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Freud’s Drive Theory

The concepts of Freudian psychoanalytical theory provide a basic frame of refer-
ence for understanding not only his work but also that of other psychoanalytic
theorists. Perhaps his most controversial views (both in his own time and now)
concern the importance of innate drives, especially sexuality. These drives
often express themselves through unconscious processes, a pervasive concept
in psychoanalysis, and in sexual stages. Freud identified stages of childhood
development—oral, anal, phallic, and latency—that, depending on a person’s
experience, can have an impact on later psychopathological or normal develop-
ment. To describe the structure of personality, Freud used three concepts—id,
ego, and superego—that are avenues for the expression of psychological
energy. Conflicts between them result in neurotic, moral, or objective anxiety and
may be expressed through unconscious processes such as verbal slips and dreams.
To deal with the emergence of strong biological (id) forces, individuals develop
ego defense mechanisms to prevent the individual from being overwhelmed.
These concepts are necessary in understanding the application of psychoanalytical
therapeutic techniques and are explained in the next paragraphs.

Drives and Instincts

In psychoanalysis, the terms instincts and drives are often used interchangeably, but
the term drive is more common. Originally, Freud distinguished between self-
preservative drives (including breathing, eating, drinking, and excreting) and
species-preservative drives (sexuality). The psychic energy that emanates from sex-
ual drives is known as libido. In his early work, Freud believed that human motiva-
tion was sexual in the broad sense that individuals were motivated to bring
themselves pleasure. However, libido later came to be associated with all life
instincts and included the general goal of seeking to gain pleasure and avoid pain.

When he was in his 60s, Freud put forth the idea of a death instinct that
accounted for aggressive drives (Mishne, 1993). These include unconscious
desires to hurt others or oneself. Often conflict arises between the life instincts—
eros—and the death instincts—thanatos. Examples of conflict include the love and
hate that marriage partners may have for each other. When the hate comes out in
destructive anger, then the aggressive drive (thanatos) is stronger. Often the two
instincts work together, such as in eating, which maintains life but includes the
aggressive activities of chewing and biting. Soldiers may express their aggressive
drives through socially condoned fighting. Sports provide a more acceptable out-
let for physical aggressive expression. Often, libido and aggressive drives are
expressed without an individual’s awareness or consciousness.

Levels of Consciousness

Freud specified three levels of consciousness: the conscious, the preconscious,
and the unconscious. The conscious includes sensations and experiences that
the person is aware of at any point in time. Examples include awareness of
being warm or cold and awareness of this book or of a pencil. Conscious aware-
ness is a very small part of a person’s mental life. The preconscious includes
memories of events and experiences that can easily be retrieved with little
effort. Examples might include a previous examination taken, a phone call to a
friend, or a favorite dessert that was eaten yesterday. The preconscious forms a
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bridge from the conscious mind to the much larger unconscious, which is the
container for memories and emotions that are threatening to the conscious
mind and must be pushed away. Examples include hostile or sexual feelings
toward a parent and forgotten childhood trauma or abuse. Also included are
needs and motivations of which individuals are unaware. Although uncon-
scious motivations are out of awareness, they may still be exhibited in an indi-
vidual’s thoughts or behaviors.

Bringing unconscious material into conscious awareness is a major therapeu-
tic task. It can be done through dream interpretation in which images within the
dream may represent various unconscious needs, wishes, or conflicts (Freud,
1900). Slips of the tongue and forgetting are other examples of unconscious
expression. When a man calls his wife by the name of a former girlfriend, the
name that is uttered may represent a variety of wishes or conflicts. Freud also
believed that humor and jokes were an expression of disguised wishes and con-
flicts (Freud, 1905a). Additionally, when patients repeat destructive patterns of
behavior, unconscious needs or conflicts may be represented. For Freud, the con-
cept of the unconscious was not a hypothetical abstraction; it could be demon-
strated to be real. In his talks to physicians and scientists, Freud (1917) gave
many instances of unconscious material that he had gleaned from his patients’
dreams and other behavior. The following is a brief example of unconscious
material, symbolizing death, as it was expressed in a patient’s dream.

The dreamer was crossing a very high, steep, iron bridge, with two people whose names he
knew, but forgot on waking. Suddenly both of them had vanished and he saw a ghostly man
in a cap and an overall. He asked him whether he were the telegraph messenger ... “No.” Or
the coachman? ... “No.” He then went on and in the dream had a feeling of great dread; on
waking, he followed it up with a fantasy that the iron bridge suddenly broke and that he fell
into the abyss. (Freud, 1917, p. 196)

Attending to unconscious material was crucial for Freud and is central for all
psychoanalysts. The techniques that are presented in the section on psychother-
apy are generally designed to bring unconscious material into conscious
awareness.

Structure of Personality

Freud hypothesized three basic systems that are contained within the structure of
personality: the id, the ego, and the superego. Briefly, the id represents
unchecked biological forces, the superego is the voice of social conscience, and
the ego is the rational thinking that mediates between the two and deals with
reality. These are not three separate systems; they function together as a whole.

Id. At birth, the infant is all id. Inherited and physiological forces, such as hun-
ger, thirst, and elimination, drive the infant. There is no conscious awareness,
only unconscious behavior. The means of operation for the id is the pleasure
principle. When only the id is operating, for an infant or an adult, individuals
try to find pleasure and avoid or reduce pain. Thus, an infant who is hungry,
operating under the pleasure principle, seeks the mother’s nipple.

The newborn child invests all energy in gratifying its needs (the pleasure
principle). The infant then is said to cathect (invest energy) in objects that
will gratify its needs. Investment of energy in an object such as a blanket or
nipple—object cathexis—is designed to reduce needs. The primary process is a
means for forming an image of something that can reduce the thwarted drive.
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The infant’s image of the mother’s nipple, as it exists to satiate hunger and thirst,
is an example of primary process. In adults, the primary process can be seen in
the wishful fantasies that appear in dreams or other unconscious material. To dis-
tinguish wish or image from reality is the task of the ego.

Ego. The ego must mediate between the world around the infant and the
instincts or drives within the infant. By waiting or suspending the pleasure
principle, the ego follows the reality principle. For example, the young child
learns to ask for food rather than to cry immediately when her needs are not
met. This realistic thinking is referred to as the secondary process, which is in
marked contrast to the fantasizing of the primary process. It is the function of
the ego to test reality, to plan, to think logically, and to develop plans for satis-
fying needs. Its control or restraint over the id is referred to as anticathexis. In
this way the ego serves to keep us from crying or acting angrily whenever we
do not get our way.

Superego. Whereas the id and ego are aspects of the individual, the superego
represents parental values and, more broadly, society’s standards. As the child
incorporates the parents’ values, the ego ideal is formed. It represents behaviors
that parents approve of, whereas the conscience refers to behaviors disapproved
of by parents. Thus, the individual develops a moral code or sense of values to
determine whether actions are good or bad. For example, the superego can
include powerful values, such as resentment, that may have a strong influence
on individuals’ political and social life (Wurmser, 2009). The superego is nonra-
tional, seeking perfection and adherence to an ideal, inhibiting both the id and
the ego, and controlling both physiological drives (id) and realistic striving for
perfection (ego).

When conflicts among the id, ego, and superego develop, anxiety is likely
to arise. It is the purpose of the ego and superego to channel instinctual energy
through driving forces (cathexes) and restraining forces (anticathexes). The id
consists only of driving forces. When the id has too much control, individuals
may become impulsive, self-indulgent, or destructive. When the superego is too
strong, individuals may set unrealistically high moral or perfectionistic stan-
dards (superego) for themselves and thus develop a sense of incompetence or
failure. Anxiety develops out of this conflict among id, ego, and superego.
When the ego senses anxiety, it is a sign that danger is imminent and some-
thing must be done.

In conceptualizing anxiety, Freud (1926) described three types of anxiety:
reality, neurotic, and moral. Having an unfriendly person chase after us is an
example of reality anxiety; the fear is from the external world, and the anxiety
is appropriate to the situation. In contrast, neurotic and moral anxieties are threats
within the individual. Neurotic anxiety occurs when individuals are afraid that
they will not be able to control their feelings or instincts (id) and will do something
for which they will be punished by parents or other authority figures. When people
are afraid they will violate parental or societal standards (superego), moral anxiety
is experienced. In order for the ego to cope with anxiety, defense mechanisms are
necessary.

Defense Mechanisms

To cope with anxiety, the ego must have a means of dealing with situations. Ego
defense mechanisms deny or distort reality while operating on an unconscious
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level. When ego defense mechanisms are used infrequently, they serve an adaptive
value in reducing stress. However, if they are used frequently, this use becomes
pathological, and individuals develop a style of avoiding reality. Some of the
more common ego defense mechanisms are described in the following
paragraphs.

Repression. An important defense mechanism, repression is often the source
of anxiety and is the basis of other defenses. Repression serves to remove
painful thoughts, memories, or feelings from conscious awareness by exclud-
ing painful experiences or unacceptable impulses. Traumatic events, such as
sexual abuse, that occur in the first 5 years of life are likely to be repressed
and to be unconscious. In his work with patients with hysterical disorders,
Freud (1894) believed that they had repressed traumatic sexual or other
experiences and responded through conversion reactions, such as paralysis of
the hand.

Denial. Somewhat similar to repression, denial is a way of distorting or not
acknowledging what an individual thinks, feels, or sees. For example, when an
individual hears that a loved one has died in an automobile accident, she may
deny that it really happened or that the person is really dead. Another form of
denial occurs when individuals distort their body images. Someone who suffers
from anorexia and is underweight may see himself as fat.

Reaction formation. A way of avoiding an unacceptable impulse is to act in the
opposite extreme. By acting in a way that is opposite to disturbing desires, indi-
viduals do not have to deal with the resulting anxiety. For example, a woman
who hates her husband may act with excessive love and devotion so that she
will not have to deal with a possible threat to her marriage that could come
from dislike of her husband.

Projection. Attributing one’s own unacceptable feelings or thoughts to others is
the basis of projection. When threatened by strong sexual or destructive drives or
moral imperatives, individuals may project their feelings onto others rather than
accept the anxiety. For example, a man who is unhappily married may believe
that all of his friends are unhappily married and share his fate. In this way, he
does not need to deal with the discomfort of his own marriage.

Displacement. When anxious, individuals can place their feelings not on an
object or person who may be dangerous but on those who may be safe. For
example, if a child is attacked by a larger child, she may not feel safe in attacking
that child and will not reduce her anxiety by doing so. Instead, she may pick a
fight with a smaller child.

Sublimation. Somewhat similar to displacement, sublimation is the modification
of a drive (usually sexual or aggressive) into acceptable social behavior. A com-
mon form of sublimation is participating in athletic activities or being an active
spectator. Running, tackling, or yelling may be appropriate in some sports but
not in most other situations.

Rationalization. To explain away a poor performance, a failure, or a loss, people
may make excuses to lessen their anxiety and soften the disappointment. An
individual who does poorly on an examination may say that he is not smart
enough, that there is not enough time to study, or that the examination was
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unfair. Sometimes it is difficult to determine what a real and logical reason is and
what is a rationalization.

Regression. To revert to a previous stage of development is to regress. Faced
with stress, individuals may use previously appropriate but now immature be-
haviors. It is not uncommon for a child starting school for the first time to cling
to his parents, suck his thumb, and cry, trying to return to a more secure time. If
a college student has two tests the next day, rather than studying she may fanta-
size about pleasant days back in high school and regress to a more comfortable
and more secure time.

Identification. By taking on the characteristics of others, people can reduce their
anxiety as well as other negative feelings. By identifying with a winning team, an
individual can feel successful, even though he had nothing to do with the vic-
tory. Identifying with a teacher, musician, or athlete may help individuals believe
that they have characteristics that they do not. Rather than feel inferior, the indi-
vidual can feel self-satisfied and worthwhile.

Intellectualization. Emotional issues are not dealt with directly but rather are
handled indirectly through abstract thought. For example, a person whose
spouse has just asked for a divorce may wish to dwell on issues related to the
purpose of life rather than deal with hurt and pain.

These ego defense mechanisms are ways of dealing with unconscious mate-
rial that arises in childhood. How and when these defense mechanisms arise
depend on events occurring in the psychosexual stages discussed next.

Psychosexual Stages of Development

Freud believed that the development of personality and the formation of the id,
ego, and superego, as well as ego defense mechanisms, depend on the course of
psychosexual development in the first 5 years of life. The psychosexual oral, anal,
and phallic stages occur before the age of 5 or 6; then there is a relatively calm
period for 6 years (the latency period), followed by the genital stage in adoles-
cence, which starts at the beginning of puberty. Freud’s theory is based on bio-
logical drives and the importance of the pleasure principle; thus, certain parts of
the body are thought to be a significant focus of pleasure during different periods
of development (Freud, 1923). Freud believed that infants receive a general sex-
ual gratification in various parts of the body that gradually becomes more local-
ized to the genital area. The oral, anal, and phallic stages described in the
following paragraphs show the narrowing of the sexual instinct in the develop-
ment of the child.

Oral stage. Lasting from birth to approximately 18 months, the oral stage
focuses on eating and sucking and involves the lips, mouth, and throat. Depen-
dency on the mother for gratification—and therefore the relationship with the
mother—is extremely significant in the oral stage. The mouth has not only the
function of taking in and eating but also holding on to, biting, spitting, and clos-
ing. The functions of eating and holding can be related to the development of
later character traits referred to as oral incorporation, which might include the
acquiring of knowledge or things. The functions of biting and spitting can be
related to oral aggressive characteristics that might include sarcasm, cynicism,
or argumentativeness. On one hand, if, during the oral stage, a child learns to
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depend too often on the mother, the child may fixate at this stage and become
too dependent in adult life. On the other hand, if the child experiences anxiety
through inattentive or irregular feeding, the child may feel insecure not only at
this early stage but also in adult life.

Anal stage. Between the ages of about 18 months and 3 years, the anal area
becomes the main source of pleasure. Exploration of bodily processes such as
touching and playing with feces is important. If adults respond to children with
disgust toward these activities, children may develop a low sense of self-esteem.
During this period, the child develops bowel control, and conflicts around toilet
training with parents can develop into personality characteristics in later life,
such as an over-concern with cleanliness and orderliness (anal retentive) or disor-
derliness and destructiveness (anal expulsive). Not only do children establish
control over their own bodies, but also they are attempting to achieve control
over others.

Phallic stage. Lasting from the age of about 3 until 5 or 6, the source of sexual
gratification shifts from the anal region to the genital area. At this age, stroking
and manipulation of the penis or clitoris produces sensual pleasure. The concept
of castration anxiety comes from the boy’s fear that his penis may be cut off or
removed. Particularly during the Victorian era, when masturbation was believed
to be destructive, parental attempts to stop masturbation may have led the boy to
fear the loss of his penis. If he had observed a nude girl, he might have believed
that she had already lost her penis. The concept of penis envy refers to girls who
wondered why they lacked penises and thought that perhaps they had done
something wrong to lose their penises. Freud believed that later personality prob-
lems could be attributed to castration anxiety or penis envy. The sexual desire
for the parent can lead to the development of the Oedipus complex in boys or
the Electra complex in girls (although this latter idea was dropped in Freud’s
later writings). Named after the ancient Greek playwright Sophocles” play about
a young man who becomes king by marrying his mother and killing his father,
the Oedipus complex refers to the boy’s sexual love for his mother and hostility for
his father. In this traumatic event, the child eventually learns to identify with the
same-sex parent and change from sexual to nonsexual love for the other-sex par-
ent, eventually developing an erotic preference for the other sex. In this way, sex-
ual feelings for the other-sex parent are sublimated. Difficulties in this stage of
development may result in later sexual identity problems affecting relationships
with the same or other sex.

Latency. When the conflicts of the Oedipus complex are resolved, the child
enters the latency period. Lasting roughly from the ages of 6 to 12 (or puberty),
the latency period is not a psychosexual stage of development because at this
point sexual energy (as well as oral and anal impulses) is channeled elsewhere.
This force (libido) is repressed, and children apply their energy to school, friends,
sports, and hobbies. Although the sexual instinct is latent, the repressed memo-
ries from previous stages are intact and will influence later personal
development.

Genital stage. Beginning in early adolescence, about the age of 12, the genital
stage continues throughout life. Freud concerned himself with childhood
development rather than adult development. In the genital stage, the focus
of sexual energy is toward members of the other sex rather than toward
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self-pleasure (masturbation). In contrast to the genital stage, which focuses on
others as the sexual object, the three earlier stages (oral, anal, and phallic)
focus on self-love.

Freud’s theory of psychosexual development has been challenged by other
psychoanalytic theorists. Although all psychoanalytic theorists accept the impor-
tance of the unconscious and, to a great extent, make use of Freud’s concepts of
ego, id, and superego, their greatest area of difference concerns his emphasis on
drives and psychosexual stages. Other theorists’ focus on ego rather than id func-
tioning and on the importance of infant-mother interactions provides the subjects
of the next sections.

Ego Psychology

Freud said, “Where there is id, ego shall be.” Those who followed Freud found
ways to incorporate psychosexual drives (id) with social and nondrive motives
(ego). Among the best-known ego psychologists who added to the theoretical
model of psychoanalysis were Anna Freud and Erik Erikson. Anna Freud
applied psychoanalysis to the treatment of children and extended the concept of
ego defense mechanisms. Bringing ego psychology into Freudian developmental
theory, Erik Erikson widened the concept of life stages into adulthood and intro-
duced social and nonpsychosexual motives to the stages.

Anna Freud

Anna Freud (1895-1982) studied nursery-school children and provided psycho-
analytic treatment at her Hampstead Clinic in London. Her writings reflect her
work with both normal and disturbed children (Young-Bruehl, 2008). When eval-
uating child development, she attended not only to sexual and aggressive drives
of children but also to other measures of maturation, such as moving from
dependence to self-mastery. The gradual development of various behaviors has
been referred to as developmental lines. For example, she shows how individuals
go from a gradual egocentric focus on the world, in which they do not notice
other children, to a more other-centered attitude toward their schoolmates to
whom they can relate as real people (A. Freud, 1965). These developmental
lines show an increasing emphasis on the ego.

ANNA FrReuD Anna Freud believed that the ego as well as the id should be the focus of
treatment in psychoanalysis (Blanck & Blanck, 1986). In The Ego and the Mechan-
isms of Defense (A. Freud, 1936), she describes 10 defense mechanisms that had
been identified by analysts at that time, most of which have been discussed in
this chapter. To this list she added the defenses “identification with the aggres-
sor” and “altruism.” In identification with the aggressor, the person actively
assumes a role that he or she has been passively traumatized by, and in altruism
one becomes “helpful to avoid feeling helpless.” She wrote also of defense against
reality situations, a recognition that motivation can come not only from internal
drives but also from the external world (Greenberg & Mitchell, 1983). With her
experience in understanding child development, she was able to articulate how
a variety of defenses developed and recognize not only the abnormal and mal-
adaptive functions of defense mechanisms but also adaptive and normal means
of dealing with the external world.

National Library of Medicine
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W Erik Erikson

A student of Anna Freud, Erik Erikson (1902-1994) made a number of contribu-
tions to ego psychology, but perhaps most important was his explanation of psy-
chosocial life stages that include adult as well as child development. Starting
with Freud’s psychosexual stages, he showed their implications for growth and
~ development as the individual relates to the external world. Erikson’s eight
., stages focus on crises that must be negotiated at significant points in life. If
. these crises or developmental tasks are not mastered, this failure can provide
* difficulty when other developmental crises are encountered. Unlike Freud’s
stages, a stage is not completed but remains throughout life. For example, the
. first stage—trust versus mistrust—begins in infancy; if not encountered success-
Erik ERIKSON fully, it can affect relationships at any time during the life cycle.

Erikson’s eight psychosocial stages are briefly described below. So that com-
parisons can be made with Freud’s psychosexual stages, Freud’s stages are listed
in parentheses next to Erikson’s.

-

Courtesy of Jon Erikson

Infancy: Trust versus mistrust (oral). An infant must develop trust in his
mother to provide food and comfort so that when his mother is not available,
he does not experience anxiety or rage. If these basic needs are not met, non-
trusting interpersonal relationships may result.

Early childhood: Autonomy versus shame and doubt (anal). Being able to
develop bladder and bowel control with confidence and without criticism from
parents is the crucial event in this stage (Erikson, 1950, 1968). If parents promote
dependency or are critical of the child, the development of independence may be
thwarted.

Preschool age: Initiative versus guilt (phallic). At this stage, children must
overcome feelings of rivalry for the other-sex parent and anger toward the
same-sex parent. Their energy is directed toward competence and initiative.
Rather than indulge in fantasies, they learn to be involved in social and creative
play activities. Children who are not allowed to participate in such activities may
develop guilt about taking the initiative for their own lives.

School age: Industry versus inferiority (latency). At this point the child must
learn basic skills required for school and sex-role identity. If the child does
not develop basic cognitive skills, a sense of inadequacy or inferiority may
develop.

Adolescence: Identity versus role confusion (genital). During this key stage in
Erikson’s schema, adolescents develop confidence that others see them as they see
themselves. At this point, adolescents are able to develop educational and career
goals and deal with issues regarding the meaning of life. If this is not done, a sense
of role confusion, in which it is difficult to set educational or career goals, may result.

Young adulthood: Intimacy versus isolation (genital). Cooperative social and
work relationships are developed, along with an intimate relationship with
another person. If this is not done, a sense of alienation or isolation may develop.

Middle age: Generativity versus stagnation (genital). Individuals must go
beyond intimacy with others and take responsibility for helping others develop.
If individuals do not achieve a sense of productivity and accomplishment, they
may experience a sense of apathy.
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Later life: Integrity versus despair (genital). When individuals reach their 60s
(or later) and feel that they have not handled their lives well, they may experi-
ence a sense of remorse and regret about not having accomplished what they
wanted in life. Having passed successfully through life, individuals contribute
their accumulated knowledge to others. In her 90s, Joan Erikson, who was mar-
ried to Erik for 64 years and was intimately involved in his work, added a ninth
stage (Erikson, 1997). She proposed a stage called “Disgust: Wisdom” in which
those in their 80s and 90s can move toward gerotranscendence (Tornstam, 1997) a
shift from a materialistic and rational vision to peace of mind and spirituality.

Although these stages encompass the entire life span, Erikson’s major contri-
bution to psychoanalytic practice was through his work with adolescents and
children (Schultz & Schultz, 2009). He developed several innovative approaches
to play therapy, and many counselors and therapists have found his concept of
the identity crises of adolescents useful. His work and that of other ego psychol-
ogists has provided a conceptual approach that counselors and those who work
in a short-term model can apply to their clients by emphasizing ego defenses,
current interactions with others, conscious as opposed to unconscious processes,
and developmental stages across the life span.

Object Relations Psychology

Object relations refers to the developing relationships between the child and sig-

nificant others or love objects in the child’s life, especially the mother. The focus
) is not on the outside view of the relationship but on how the child views, or

internalizes consciously or unconsciously, the relationship. Of particular inter-
est is how early internalized relationships affect children as they become adults
and develop their own personalities. Examining not merely the interaction
between mother and child, object relations theorists formulate the psychological
or intrapsychic processes of the infant and child. They are interested in how
individuals separate from their mothers and become independent persons, a
process referred to as individuation. This emphasis on internalized relationships
differs markedly from Freud’s emphasis on internal drives as they express
themselves in psychological stages. Many writers have developed theoretical
constructs to explain object relations, described stages of object relations devel-
opment, and related their work to Freud’s drive theory. Among the most influ-
ential writers on this subject are Balint (1952, 1968), Bion (1963), Blanck and
Blanck (1986), Fairbairn (1954), Guntrip (1968), Jacobson (1964), Kernberg
(1975, 1976), Klein (1957, 1975), Mahler (1968, 1979a, 1979b), and Winnicott
(1965, 1971). An explanation of their contributions, similarities, and differences
goes beyond the scope of this text but is available in St. Clair (2004) and
Greenberg and Mitchell (1983).

To provide an overview of object relations psychology, I next describe the
contributions of Donald Winnicott and Otto Kernberg. Winnicott explains prob-
lems that occur as the child develops in relationship to the mother and others
and offers solutions for them. More recently, Kernberg has offered useful insights
into the development of object relations as it affects normal behavior and psycho-
logical disturbance, especially borderline disorders. A discussion of their contri-
butions provides a broad overview of how early mother—child relationships
affect later personality development.

Theories in Action
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Donald Winnicott

An English pediatrician, Donald Winnicott (1896-1971) did not offer a systema-
tized theory of object relations. However, “his ideas have likely had more influ-
ence on the understanding of the common, significant issues met with by
psychoanalysts and psychotherapists in their everyday practice than anyone
since Freud” (Bacal & Newman, 1990, p. 185). He made many direct observations
about the relationship between infant and mother in his work with children and
families who had consulted him for assistance with psychological problems
(Tuber, 2008; Winnicott, 1965, 1975). His concepts of the transitional object, the
good-enough mother, and the true self and false self have been particularly use-
ful in helping therapists work with both children and adults in understanding
the importance of early childhood attachment to the mother and its impact on
later life.

Gradually, infants move from a state in which they have a feeling of creating
and controlling all aspects of the world that they live in to an awareness of the
existence of others. Winnicott (Greenberg & Mitchell, 1983; Tuber, 2008) believed
that a transitional object, such as a stuffed animal or baby’s blanket, is a way of
making that transition. This transitional object is neither fully under the infant’s
fantasized control of the environment nor outside his control, as the real mother
is. Thus, the attachment to a stuffed rabbit can help an infant gradually shift from
experiencing himself as the center of a totally subjective world to the sense of
himself as a person among other persons (Greenberg & Mitchell, 1983, p. 195).
In adult life, transitional objects or phenomena can be expressed as a means
of playing with one’s own ideas and developing creative and new thoughts
(Greenberg & Mitchell, 1983).

Crucial to the healthy development from dependence to independence is the
parental environment. Winnicott (1965) used the term good enough to refer to the
mother being able to adapt to the infant’s gestures and needs, totally meeting
needs during early infancy but gradually helping the infant toward indepen-
dence when appropriate. However, infants learn to tolerate frustration, so the
mother needs to be good enough, not perfect. If the mother is too self-absorbed
or cold to the infant, does not pick her up, and good-enough mothering does not
occur, a true self may not develop. The true self provides a feeling of spontaneity
and realness in which the distinction between the child and the mother is clear.
In contrast, the false self can occur when there is not good-enough mothering in
early stages of object relations (St. Clair, 2004). When reacting with the false self,
infants are compliant with their mothers and, in essence, are acting as they
believe they are expected to, not having adequately separated themselves from
their mothers. In essence, they have adopted their mothers’ self rather than
developed their own. Winnicott believed that the development of the false self
arising from insufficient caring from the mother was responsible for many of
the problems he encountered with older patients in psychoanalysis (Bacal &
Newman, 1990).

Winnicott’s view of therapy was consistent with his view of the object rela-
tions approach. He saw the goal of therapy as dealing with the false self by help-
ing the patient feel that she was the center of attention in therapy in a healthy
way, and thus repair defective early childhood parenting. A process of controlled
regression is used in which the patient returns to the stage of early dependence.
To do so, the therapist must sense what being the client is like and be the subjec-
tive object of the client’s love or hate. The therapist must deal with the
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irrationality and strong feelings of the patient without getting angry or upset at
the patient, encouraging the development of the true self (Winnicott, 1958).

Otto Kernberg

Born in Austria in 1928, Otto Kernberg is a psychoanalyst, a training and super-
vising analyst, a teacher, and a prolific writer. A current influential theorist, he
has attempted to integrate object relations theory and drive theory. A major
focus of his work has been on the treatment of borderline disorders and the
helpfulness of object relations theory (more so than Freudian drive theory) in
understanding patients’ problems. Influenced by Margaret Mahler and Edith
Jacobson, Kernberg has proposed a five-stage model of object relations that is
not described here because of its complexity. An important concept described
here is Kernberg’s explanation of splitting. This concept (first discussed by
Melanie Klein) is then related to Kernberg’s view of the borderline disorder.

Splitting is a process of keeping incompatible feelings separate from each
other. This is a normal developmental process, as well as a defensive one. It is
an unconscious means of dealing with unwanted parts of the self or threatening
parts of others. For example, the child who sees a babysitter as all bad because
she will not give him candy is splitting. The babysitter is not viewed as a total
person but only as bad. Splitting as a defense is seen frequently in psychoanaly-
sis and psychoanalytic psychotherapy, particularly with borderline disorders.
Kernberg (1975) gives an example of a patient’s use of splitting.

In describing the reason for borderline disorders, Kernberg (1975) states that
most patients with a borderline disorder have had a history of great frustration
and have displayed aggression during their first few years of life. If a child is
frustrated in early life, he may become intensely angry and protect himself by
acting angrily toward his mother (and/or father). Rather than being seen as a
nurturing or good-enough mother, the mother is seen as threatening and hostile.
Because of this early development, such adults may have difficulty integrating
feelings of love and anger in their images of themselves and others. In this way,
they are likely to “split,” or see others, including the therapist, as entirely bad or,
sometimes, as entirely good.

It is difficult to convey the complexity and depth of object relations psychol-
ogy by discussing major concepts of only two of many object relations theorists.
Because Winnicott’s insights into the interaction between infant and mother have
been influential in object relations psychology, they are essential in understand-
ing applications to analysis and psychotherapy (Tuber, 2008). The views of
Kernberg are particularly useful in linking early childhood experience with later
disturbance in childhood, adolescence, or adulthood. The emphasis of these the-
orists on early relationships with the mother (and others) is closely related to the
developmental aspects of Kohut’s self psychology.

Kohut’'s Self Psychology

Another major development within psychoanalysis has been self psychology,
introduced by Heinz Kohut (1913-1981), whose works The Analysis of the Self
(1971), The Restoration of the Self (1977), and How Does Analysis Cure? (1984) have
elicited a great amount of reaction from critics and followers (St. Clair, 2004).
Kohut's work is described in depth by Lessem (2005). A biography of Kohut
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(Strozier, 2001) explains the man and his theory. The essence of self psychology is
its emphasis on narcissism, not as a pathological condition, but as a partial
description of human development. Whereas Freud saw narcissism as an inabil-
ity to love or relate to others because of self-love or self-absorption, Kohut
sees narcissism as a motivating organizer of development in which love for self
precedes love for others. Crucial to understanding Kohut’s theory are concepts of
self, object, and selfobject. Self-absorption (the grandiose self) and the attention of
the powerful parent (the idealized selfobject) occur in the course of child devel-
opment before the age of 4. Difficulty with early developmental stages has an
impact on how individuals relate to others and how they view themselves.

The self and related concepts are defined differently by various schools of
psychoanalysis. Kohut came to understand the self through an empathic under-
standing of his patients (described in detail later in this chapter), whereas
Winnicott described the individual based on his systematic observations of
young children (St. Clair, 2004). Basically, the self is the core or center of the indi-
vidual’s initiative, motivating and providing a central purpose to the personality
and responsible for patterns of skills and goals (Wolf, 1988, p. 182). As Kohut’s
work developed, he made more and more use of the concept of the self and less
frequent reference to the concepts of ego, id, and superego. In this respect, his
work is further removed from Freud’s than are the writings of the ego and object
relations psychoanalysts. In infancy, the rudimentary self is made up of an object,
which is an image of the idealized parent, and a subject, the grandiose self that is
the “aren’t I wonderful” part of the child. The selfobject is not a person (a whole
love object) but patterns or themes of unconscious thoughts, images, or represen-
tations of another. For example, the young child, used to his mother’s praise,
may respond to other children as if he deserves to play with their toys when he
wants to. In this case, the mother’s praise serves as the child’s “selfobject”
(Hedges, 1983; St. Clair, 2004), as the child makes no distinction between himself
and his mother in his mental representation of events.

Although acknowledging the role of sexual energy and aggressive drives,
Kohut focused on the role of narcissism in child development. He believed,
like Mahler, that at the earliest stages infants have a sense of omnipotence, as
they do not distinguish themselves from the mother (St. Clair, 2004). When
the child’s needs are frustrated (for example, he is not fed when he wants to
be), he establishes a self-important image, the grandiose self. When the child is
fed, he attributes perfection to the admired selfobject, the idealized parental
image.

Through a series of small, empathic failures, such as the child not getting
what she wants from the parent, a sense of self is developed. A state of tension
exists between the grandiose self (“I deserve to get what I want”) and the ideal-
ized parental image (“My parents are wonderful”). The tension between these
two forms the bipolar self. In other words, the child chooses between doing
what she expects her parents want her to do (the idealized selfobject) and
doing what she wants to do (the grandiose self; Kohut, 1977). When young children
do not get what they want, they may burst into a tantrum, a narcissistic rage.

As described to this point, narcissism is a motivating organizer of develop-
ment, and outbursts are normal. These outbursts are due to the removal of the
mirroring selfobject. Mirroring occurs when the parent shows the child that she is
happy with the child. In this way, the grandiose self is supported and the child
sees that her mother understands her (reflects the child’s image to the child) and
incorporates the mirroring parent into the grandiose self. Thus, the parent is
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viewed, in a sense, as a part of the child, performing the function of mirroring
(Patton & Meara, 1992).

When children get stuck at a stage or when the grandiose self or idealized
selfobject does not develop normally, problems arise in later life. For example, a
child who does not have a responsive (mirroring) mother may be depressed in
later life or continually search for love from others that was not supplied at an
early age. Some people may never have had a sufficient relationship with parents
(idealized selfobject) and may search for the ideal and perfect marriage partner or
friend but always experience failure, because no one can meet their standards
(St. Clair, 2004).

Psychological disturbances were referred to by Kohut as selfobject disorders
or self disorders. Kohut assumed that the problems in developing adequate self-
objects, and thus a strong self, were the rationale for disorders. For example, psy-
chosis is seen as a disorder occurring where there are no stable narcissistic
images or no stable idealized object. Thus, individuals may develop delusions
to protect themselves against loss of idealized objects (adequate parents;
St. Clair, 2004). For those with borderline disorders, the damage to the self may
be severe, but defenses are sufficiently adequate for individuals to function
(Wolf, 1988). In the case of narcissistic personality disorders, the grandiose self
and the idealized selfobject have not been sufficiently integrated into the rest of
the personality and self-esteem may be lost (Kohut, 1971).

In his therapeutic approach, Kohut focused particularly on narcissistic and
borderline disorders. His approach, in general, was to understand and be
empathic with the individual’s inadequate or damaged self, which resulted from
the inability to have experienced successful development of the grandiose self
and the idealized selfobject. In his psychoanalytic work, Kohut found that
patients expressed their narcissistic deficits through their relationship with him.
How he experienced this relationship (transference) is explained later.

Relational Psychoanalysis

Another perspective on psychoanalysis began with the work of Greenberg and
Mitchell (1983) and Mitchell’s (1988) Relational Concepts in Psychoanalysis. Mitchell
and his colleagues saw drive theory as providing a view of personality theory
different from that of early relational theories such as object relations and self
psychology. Influenced by social constructionists, relational therapists examined
their own contributions to patient reactions. They did not believe therapeutic
neutrality can be achieved. Rather, they used themselves as an instrument in psy-
choanalysis and psychoanalytic therapy, reacting to patient statements rather
than just observing them.

Greenberg (2001) describes four premises that explain the position of rela-
tional psychoanalysis and differentiate it from many other views of psychoanaly-
sis. First, relational psychoanalysts recognize that each analyst or therapist will
have a personal influence on the patient based on his or her personality. Second,
each analyst-patient pair will be unique. Third, what can happen in treatment is
unpredictable and is affected by the interaction between the analyst and patient.
Fourth, the analyst is a subjective, not an objective, participant. Detached objec-
tivity does not exist. These four premises describe psychoanalysis in a less
authoritarian manner than that described by most drive, ego, object relations,
and self psychologists discussed previously. Analysts provide an expertise in
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developing useful psychoanalytic ideas and in using their own trained ability to
self-reflect to help patients change (Mitchell, 1998).

Mitchell (2000) describes four modes of interactions between individuals that
illustrate the way relational psychoanalysis views therapeutic relationships. The
first mode describes how people relate, in a broad sense, to each other, such as
interactions between siblings. The second mode deals with how individuals com-
municate emotion to each other, such as showing love by holding an infant.
The third mode is how individuals view their own various roles, such as being
in the role of a daughter or a mother. These perceptions may be conscious or
unconscious. The fourth mode is intersubjectivity. In applying intersubjectivity to
psychoanalysis, both analyst and patient influence each other. Thus, there is a
two-person psychology. This is in contrast with the traditional one-person
psychology in which the analyst influences the patient, but the patient does
not influence the analyst.

Mitchell (1999) describes his work with Connie, a patient whom he had been
seeing on a weekly basis. Connie surprised Mitchell by being upset by not being
greeted by her name. Rather than believing that this is a symptom of Connie’s
problem (a one-person view), he examines the situation from the analyst’s and
patient’s view as well as the interaction (a two-person view).

Mitchell’s Modes: Connie

A couple of months into the work, Connie surprised me by beginning a session in
considerable distress. How did this therapy work, she wanted to know. She felt
there was something terribly impersonal about the way I greeted her, without even
saying her name, in the waiting room right after the previous, probably anonymous
patient had left. I at first felt a little stung by this accusation, particularly because
I had been struggling myself with what felt to me to be a distance imposed by
her. I began to wonder if I had not unconsciously retaliated by toning down my
emotional reactions to her at the beginning and end of our sessions. I do tend some-
times to be pretty businesslike. And my customary way of greeting patients was to
acknowledge their presence with a “hello” and invite them into my office without
mentioning their names. We explored Connie’s experience of these interactions, but
she was still angry. I explained that it was just not my customary style to mention
people’s names when greeting them, either inside or outside the therapy setting. She
felt that what she experienced as the anonymity of my manner was intolerable and
that, unless I would sometimes mention her name, she would be unable to continue.
We agreed that it would not make sense for me to do this mechanically but that
I would try to find a way that was genuine for me. And I did. I actually found
that I enjoyed saying her name, and her responses to my greetings were warmer
than they had been before. I realized that there was something a bit pressured about
my “let’s get down to work” attitude. I even began to change my manner of greeting
and parting from other patients. It seemed to me that Connie and I were working
something out related to distance and intimacy, presence and loss, that was not unre-
lated to her early traumas and deprivations but that was happening in a very live
way between us now. A couple of months following our newly fashioned manner of
greeting and parting, Connie said that she felt that she had too much to talk about in
once-a-week sessions, and she began to come twice weekly. (Mitchell, 1999, pp. 102-103)

Unlike the other approaches to psychoanalysis, the subjectivity and the vul-
nerability of Mitchell are quite clear. The emphasis on the therapist’s subjectivity
and self-awareness are typical of the relational approach to psychoanalysis.

Psychoanalysts and psychotherapists differ greatly as to which of these five
approaches (drive, ego, object relations, self psychology, and relational) they use
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to understand their patients. Originally, psychoanalysts used only Freud’s drive
theory in understanding clients. Those who do so now are usually known as clas-
sical or traditional psychoanalysts. Although some psychoanalysts and psychothera-
pists use only one of these approaches, more and more analysts are using a
combination of psychoanalytic theories. Pine’s (1990) approach focuses on four
different ways to understand clients. They include the developmental approaches
of drive, ego, object-relations, and self psychology but not the more relationship-
focused view of relational psychoanalysis. Although not defining the four psy-
choanalytic theoretical approaches exactly as they have been presented here,
Pine (1990) describes how he may switch his approach in understanding patients
to any of the four perspectives within a therapy session. How psychoanalysts
and psychotherapists understand the early development of their patients has a
great impact on how they implement therapeutic techniques.

Psychoanalytical Approaches to Treatment

Although psychoanalysts make use of different listening perspectives from drive,
ego, object relations, self psychology, and/or relational psychology, they tend to
use similar approaches to treatment. In their goals for therapy, they stress the
value of insights into unconscious motivations. In their use of tests and in their
listening to patients’” dreams or other material, they concentrate on understand-
ing unconscious material. Depending on whether they do psychoanalysis or psy-
choanalytic therapy, their stance of neutrality and/or empathy toward the
patient may vary. However, both treatments deal with the resistance of the
patient in understanding unconscious material. Each of these issues is discussed
more extensively later in this chapter, as are therapeutic approaches.

Techniques such as the interpretation of transference or of dreams can be viewed
from the five perspectives, as can countertransference reactions (the therapist’s feel-
ings toward the patient). Applying these perspectives to dream interpretation, to a
transference reaction, and to countertransference issues can clarify these different
approaches and show several ways that treatment material can be understood.

Therapeutic Goals

Psychoanalysis and psychodynamic psychotherapy are designed to bring about
changes in a person’s personality and character structure. In this process, patients
try to resolve unconscious conflicts within themselves and develop more satisfac-
tory ways of dealing with their problems. Self-understanding is achieved through
analysis of childhood experiences that are reconstructed, interpreted, and ana-
lyzed. The insight that develops helps bring about changes in feelings and beha-
viors. However, insight without change is not a sufficient goal (Abend, 2001). By
uncovering unconscious material through dream interpretation or other methods,
individuals are better able to deal with the problems they face in unproductive,
repetitive approaches to themselves and others.

The emphasis in bringing about resolution of problems through exploration
of unconscious material is common to most approaches to psychoanalysis. For
Freud, increasing awareness of sexual and aggressive drives (id processes) helps
individuals achieve greater control of themselves in their interaction with others
(ego processes). Ego psychoanalysts emphasize the need to understand ego
defense mechanisms and to adapt in positive ways to the external world. For
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object relations therapists, improved relationships with self and others can
come about, in part by exploring separation and individuation issues that arise
in early childhood. Somewhat similarly, self psychologists focus on the impact of
self-absorption or idealized views of parents that may cause severe problems in
relating with others in later life, and they seek to heal these early experiences.
Relational analysts may have goals similar to object relations analysts and self
psychologists. The differences among these approaches are oversimplified here.
In clinical work, psychoanalysts may have one or more of these goals in their
work with patients.

There are some general goals that many psychoanalytic and psychodynamic
therapists have in common (Gabbard, 2004, 2005). Patients should become more
adept at resolving unconscious conflicts within themselves. As a result of psycho-
dynamic or psychoanalytic therapy, patients should know themselves better and
feel more authentic or real. As a result of understanding their own reactions to
other people, patients should have improved relationships with family, friends,
and coworkers. Patients should be able, after therapy is completed, to distinguish
their own view of reality from real events that have taken place. These goals
apply to all systems of psychoanalysis.

Assessment

Because unconscious material is revealed slowly, the process of assessing
patients” family history, dreams, and other content continues through the course
of analysis or therapy. Some psychoanalysts may use a rather structured
approach in the first few sessions by taking a family and social history, whereas
others may start therapy or do a trial analysis, using the first few weeks to assess
appropriateness for therapy. By applying their understanding of personality
development, as described in the prior section, they listen for unconscious moti-
vations, early childhood relationship issues, defenses, or other material that will
help them assess their patients’ problems.

A few may make use of projective or other tests in their assessment process.
Perhaps the most common test used is the Rorschach (Nygren, 2004), which pro-
vides ambiguous material (inkblots) onto which patients can project their feelings
and motivations. An instrument that was designed specifically to measure con-
cepts within Freudian drive theory is the Blacky Test, a series of 12 cartoons por-
traying a male dog named Blacky, his mother, father, and a sibling. Examples of
dimensions that are measured are oral eroticism, anal expulsiveness, and Oedipal
intensity (Blum, 1949). Short and long forms of the Working Alliance Inventory
have been developed to assess progress in therapy as it relates to the therapeutic
relationship (Busseri & Tyler, 2003; Goldberg, Rollins, & McNary, 2004).
Although the Working Alliance Inventory has been used primarily for research
purposes, practitioners may find it to be of value in assessment of patients’
problems.

Psychoanalysis, Psychotherapy, and Psychoanalytic
Counseling

Psychoanalysis, psychoanalytic therapy, and psychoanalytic counseling differ
from each other in their length and in the techniques that are used. Usually, psy-
choanalysis is conducted with a patient lying on a couch and the analyst sitting
in a chair behind him. Most commonly, analysands (patients) meet with analysts
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four times per week, although sometimes it may be two, three, or five times a
week. Psychoanalytic therapy takes place in a face-to-face situation, with psycho-
analytic therapy meetings occurring one to three times a week. In psychoanalytic
counseling, meetings are usually once per week. In general, free association, in
which a patient reports whatever thoughts come to her mind, is used less fre-
quently in psychotherapy and counseling than in analysis. In psychoanalysis,
analysts are more likely to allow the full exploration of unconscious and early
development, which may be counterproductive to those with severe distur-
bances. In general, when doing psychoanalysis, the therapist speaks less than in a
face-to-face psychotherapeutic interaction, offering occasional clarification and
interpretation. Most psychoanalysts also do psychotherapy. Although ability to
explore unconscious processes and to tolerate less interaction from the therapist
is an important consideration in undertaking psychoanalysis, so is cost. A year of
four-times-per-week psychoanalysis can cost more than $20,000.

Differentiation between psychoanalytic therapy and psychoanalytic counsel-
ing is less clear than between these two and psychoanalysis. In their discussion of
psychoanalytic counseling, Patton and Meara (1992) emphasize the working alli-
ance between client and counselor as they explore problems. Like psychothera-
pists, counselors may make use of suggestion, support, empathy, questions, and
confrontation of resistance, as well as insight-oriented interventions in the form
of clarification and interpretation (Patton & Meara, 1992). Although some of
these techniques are used in many types of counseling and therapy, free associa-
tion, interpretation of dreams, and transference, as well as countertransference
issues, are the cornerstones of psychoanalytic treatment and are discussed next.

Free Association

When patients are asked to free-associate, to relate everything of which they are
aware, unconscious material arises for the analyst to examine. The content of free
association may be bodily sensations, feelings, fantasies, thoughts, memories,
recent events, and the analyst. Having the patient lie on a couch rather that sit
in a chair is likely to produce more free-flowing associations. The use of free
association assumes that unconscious material affects behavior and that it can
be brought into meaningful awareness by free expression. Analysts listen for
unconscious meanings and for disruptions and associations that may indicate
that the material is anxiety provoking. Slips of the tongue and omitted material
can be interpreted in the context of the analyst’s knowledge of the patient. If the
patient experiences difficulty in free-associating, the analyst interprets, where
possible, this behavior and, if appropriate, shares the interpretation with the
patient.

Neutrality and Empathy

In traditional psychoanalysis, as compared to relational psychoanalysis, neutral-
ity and empathy are compatible. The analyst wants the patient to be able to
free-associate to materials that are affected as little as possible by aspects of the
analyst that are extraneous to the patient. For example, discussing the analyst’s
vacation with the patient or having prominent family pictures in the office may
interfere with the analyst’s understanding of the patient’s unconscious motives,
feelings, and behavior. When analysts do disclose about themselves, they think
carefully about the impact of this disclosure on the patient. This does not mean
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that the analyst is cold and uncaring. Rather, the analyst is empathic with the
patient’s experience and feeling. By understanding the patient’s feelings and
encouraging free association rather than responding directly to the patient’s feel-
ings (anger, hurt, happiness, and so forth), the analyst allows a transference rela-
tionship (feelings about the analyst) to develop. Perhaps no analytical theorist
stresses the importance of empathy as a means of observing the patient in analy-
sis more than has Kohut. Hedges (1992) gives an example of Kohut’s description
of empathizing with a patient’s very early childhood needs for nurturing, given
at a conference shortly before Kohut’s death in 1981.

She lay down on the couch the first time she came, having interrupted a previous
analysis abruptly and she said she felt like she was lying in a coffin and that now
the top of the coffin would be closed with a sharp click ... she was deeply
depressed and at times I thought I would lose her, that she would finally find a
way out of the suffering and kill herself ... at one time at the very worst moment
of her analysis [after] ... perhaps a year and a half, she was so badly off I suddenly
had the feeling—"you know, how would you feel if I let you hold my fingers for
awhile now while you are talking, maybe that would help.” A doubtful maneuver.
I am not recommending it but I was desperate. I was deeply worried. So I moved
up a little bit in my chair and gave her two fingers. And now I'll tell you what is
so nice about that story. Because an analyst always remains an analyst. I gave her
my two fingers. She took hold of them and I immediately made a genetic interpre-
tation—mnot to her of course, but to myself. It was the toothless gums of a very
young child clamping down on an empty nipple. That is the way it felt. I didn’t
say anything ... but I reacted to it even there as an analyst to myself. It was never
necessary anymore. I wouldn’t say that it turned the tide, but it overcame a very,
very difficult impasse at a given dangerous moment and, gaining time that way,
we went on for many more years with a reasonably substantial success. (Hedges,
1992, pp. 209-210)

This example is a dramatic and unusual instance of empathy. However, it
shows Kohut’s understanding and response to his client within an object rela-
tions and self psychology context.

Resistance

During the course of analysis or therapy, patients may resist the analytical process,
usually unconsciously, by a number of different means: being late for appoint-
ments, forgetting appointments, or losing interest in therapy. Sometimes they
may have difficulty in remembering or free-associating during the therapy hour.
At other times resistance is shown outside therapy by acting out other problems
through excessive drinking or having extramarital affairs. A frequent source of
resistance is known as transference resistance, which is a means of managing the
relationship with the therapist so that a wished or feared interaction with the ana-
lyst can take place (Horner, 1991, 2005). A brief example of a transference resis-
tance and the therapist’s openness to the patient’s perception follows:

[Patient:] I sensed you were angry with me last time because I didn’t give you
what you wanted about the feelings in my dream. I could tell by your voice.

[Therapist:] (Very sure this was a misperception) I don’t know what my voice
was like, but what is important is how you interpreted what you
perceived.

[Patient:] I was aware of trying to please you, so I tried harder.
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[Therapist:] I wonder if these concerns have shaped how you’'ve been with me
all along.

[Patient:] Sure. I don’t know what to do in this room. I look for messages.
(Horner, 1991, p. 97).

Listening for resistances is extremely important. The decision as to when to
interpret the resistance depends on the context of the situation.

Interpretation

To be meaningful to the patient, material that arises from free association,
dreams, slips of the tongue, symptoms, or transference must be interpreted to
the patient. Depending on the nature of the material, the analyst may interpret
sexually repressed material, unconscious ways the individual is defending
against repressed memories of traumatic or disturbing situations, or early child-
hood disturbances relating to unsatisfactory parenting. Analysts need to attend
not only to the content of the interpretation but also to the process of conveying
it to the patient (Arlow, 1987). The patient’s readiness to accept the material and
incorporate it into his own view of himself is a significant consideration. If the
interpretation is too deep, the patient may not be able to accept it and bring it
into conscious awareness. Another aspect of interpretation is the psychological
disorder that the patient presents to the therapist. Interpretation in work with
individuals with borderline disorders may serve different functions than in less
complex disorders (Caligor, Diamond, Yeomans, & Kernberg, 2009). Being
attuned to the patient’s unconscious material often requires that the analyst
be attuned to her own unconscious processes as a way of evaluating the patient’s
unconscious material (Mitchell, 2000). In general, the closer the material is to the
preconscious, the more likely the patient is to accept it.

Interpretation of Dreams

In psychoanalytic therapy, dreams are an important means of uncovering uncon-
@ scious material and providing insight for unresolved issues. For Freud, dreams
were “the royal road to a knowledge of the unconscious activities of the mind”
(Freud, 1900). Through the process of dream interpretation, wishes, needs, and
fears can be revealed. Freud believed that some motivations or memories are so
unacceptable to the ego that they are expressed in symbolic forms, often in dreams.
For Freud, the dream was a compromise between the repressed id impulses and the
ego defenses. The content of the dream included the manifest content, which is the
dream as the dreamer perceives it, and the latent content, the symbolic and uncon-
scious motives within the dream. In interpreting dreams, the analyst or therapist
encourages the patient to free-associate to the various aspects of the dream and to
recall feelings that were stimulated by parts of the dream. As patients explore the
dream, the therapist processes their associations and helps them become aware of
the repressed meaning of the material, thus developing new insights into their pro-
blems. Although Freud focused on repressed sexual and aggressive drives, other
analysts have used other approaches to dream interpretation and emphasized an
ego, object relations, self, or relational approach.

The Dream.
To illustrate three different ways to interpret a dream, Mitchell (1988, pp. 36-38) uses a
fragment of a dream. The dreamer is riding a subway, not knowing where, and feeling
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physically and mentally burdened. The dreamer has several bags and her briefcase. She
lets her attention wander elsewhere and leaves her bags and briefcase to explore what-
ever has caught her attention. When she returns to her seat, her briefcase is gone and
then she is very angry at herself for doing this. A feeling of great terror follows.

Interpretation using Freud’s drive model.

There is an emphasis on examining how various drives are represented. Different
objects of the dream have different meanings. The underground tunnel is symbolic of
the anal drive. The train is a phallic symbol. The briefcase represents castration, and is
a vaginal representation. The relational portion of the dream is less important. People
are not important for themselves, but they are related to drives and defenses. People
in the dream would be objects of desire and punishment. The conflict in the dream is
over the missing briefcase and the self-criticism and implied fear of punishment. Hav-
ing desire (a drive) and what happens as a result of that is an important theme in the
drive model interpretation of the dream.

Interpretation using object relations.

The dream is viewed as representing how the dreamer sees herself and how she sees
herself in relationship to others. One way she relates to others is through a compul-
sive loyalty that helps her feel close to others emotionally. Yet there is also a part of
her that wants to impulsively pursue her own interests, but this may risk separating
herself from others. The fear is that if she pursues her own desires instead of attend-
ing to the needs of others, she will not know who she is or how to establish connec-
tions with others. This issue could be the major focus of her analytic treatment. In
therapy, she may start to see her self differently in terms of the way she relates to
others (including the analyst).

Interpretation using self psychology.

The focus is on the patient’s sense of self, on who she is as a person, including her
fears and feelings. Questions arise as to whether she feels overtaxed with concerns.
Perhaps she may be worried about being too impulsive. Or perhaps she is afraid of
becoming weaker. The briefcase represents the self that exists and is reflected in her
family’s view of her. She may have a distorted belief that she has to be responsible
in order to be valued by her family. In this way, the loss of the briefcase symbolizes
the possibility of losing her sense of who she is as a person.

Depending on the analyst’s or therapist’s point of view and the nature of the
patient’s problem and disorder, an analyst or therapist might use any of these
means of understanding the unconscious material in a dream. Additionally, an
ego psychology approach might reveal a different way of understanding the
dream, as would other psychoanalytic approaches that are not covered in this
chapter, such as those based on the work of Sullivan or Horney. In interpreting
the dream, Mitchell (1988) makes use not only of the dream itself but also of the
variations within the recurring dream and, particularly, knowledge of the patient
that he has gathered during the several years of analysis.

Interpretation and Analysis of Transference

The relationship between patient and analyst is a crucial aspect of psychoanalytic
treatment. In fact, Arlow (1987) believes that the most effective interpretations
deal with the analysis of the transference. Learning how to construct interpreta-
tions and to assess their accuracy is an important aspect of psychoanalytic
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training (Gibbons, Crits-Christoph, & Apostol, 2004). Patients work through their
early relationships, particularly with parents, by responding to the analyst as
they may have with a parent. If there was an emotional conflict in which the
patient at age 3 or 4 was angry at her mother, then anger may be transferred to
the analyst. It is the task of the analyst to help patients work through their early
feelings toward parents as they are expressed in the transference.

Four psychological approaches (drive, ego, object relations, and self psy-
chology) base interpretations of transference on early, unconscious material.
The way they differ reflects their special listening perspective. Pine (1990)
gives a hypothetical example of four differing interpretations of a female
patient’s flirtatious behavior with her male analyst. In this example, the
woman is described as having had “as a child, a flirtatious sexualized relation
to her father of a degree that was intensely exciting to her and who suffered a
profound sense of rebuff when she felt she lost him when her mother was
near” (p. 5). In the following four hypothetical responses that analysts of differ-
ing orientations could make, I include Pine’s responses and summarize his
explanation:

1. “So, now that your mother has left for her vacation you seem to feel safe in
being flirtatious here, too, as you say you’ve been all day with others. I guess you're
figuring that this time, finally, I won’t turn away to be with her as you felt your
father did.” (Drive theory: The sexual drive, the wish to be with the father is
interpreted.)

2. “It’s not surprising that you suddenly found yourself retelling that incident of
the time when your mother was critical of you. I think you were critical of yourself
for flirting with me so freely just now, and you brought her right into the room with
us so that nothing more could happen between us.” (Ego psychology: The focus is on
the anxiety aroused from the flirtation and the guilt for flirting; attention is paid to the
patient’s defense mechanisms.)

3. “Your hope seems to be that, if you continue to get excitedly flirtatious with
me, and I don’t respond with excitement, you'll finally be able to tolerate your excite-
ment without fearing that you'll be overwhelmed by it.” (Object relations: The inter-
pretation relates to dealing with high levels of intensity in an early object relation
[parental] experience.)

4. “When those profound feelings of emptiness arise in you, the flirtatiousness
helps you feel filled and alive and so it becomes especially precious to you. It was as
though when your father turned his attention to your mother, he didn’t know that
you would wish to be healed by him and not only be sexy with him.” (Self psychol-
ogy: The emphasis is on a painful subjective experience within the grandiose self,
with the father turning from the patient toward the mother; Pine, 1990, p. 6)

Although these different approaches may seem subtle, they illustrate that the
listening perspectives of the four psychologies are somewhat different, yet all use
the interpretive mode. Both Kernberg (with borderline disorders) and Kohut (with
narcissistic disorders) integrate transference into their theoretical approaches, as
illustrated in the examples of their therapeutic work later in this chapter.

Countertransference

Psychoanalytic therapists approach their reactions to the patient (countertransfer-
ence) from different viewpoints. Moeller (1977) presents three different positions
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on countertransference. First, the traditional interpretation of countertransference
is the irrational or neurotic reactions of therapists toward the patient. Second, a
broader usage of the term refers to the therapist’s entire feelings toward the
patient, conscious or unconscious (Gabbard, 2004). Eagle (2000) warns that thera-
pists should not assume that all their thoughts and feelings during the therapy
hour reflect the patient’s inner world. The third view sees countertransference as
a counterpart of the patient’s transference. In other words, the feelings of the
patient affect those of the therapist and vice versa. In this third way of viewing
countertransference, the therapist might think, “Am I feeling the way my
patient’s mother may have felt?” Thus, therapists try to understand (or to empa-
thize with) their patient, their own feelings, and the interaction between the two.
A great variety of positions have been taken on countertransference issues.

Relational Responses

Therapists and analysts who follow a relational approach will go beyond the
interpretation of countertransference. They are likely to look for issues that affect
the therapeutic work. An example of this is seen on p. 46 when Mitchell (1999) and
Connie discuss Connie’s concern about Mitchell not calling her by her name. When
therapists do this, they are using a two-person or intersubjective approach.

Although psychoanalysis, psychoanalytic psychotherapy, and psychoanalytic
counseling differ in terms of the length of treatment, whether a couch is used for
the patient, and their emphasis on exploring and interpreting unconscious mate-
rial, they do have much in common. All examine how relationships and/or moti-
vations before the age of 5 affect current functioning in children, adolescents, and
adults. In general, their goals are to help patients gain insight into current beha-
viors and issues and thus enable them to change behaviors, feelings, and cogni-
tions by becoming aware of unconscious material affecting the current
functioning. Although projective and objective tests may be used for assessing
concerns, most often the analyst’s or therapist’s theoretical approach to under-
standing the patient’s childhood development provides a way of assessing ana-
lytic material. Much of this material may come from free association toward
daily events, feelings, dreams, or other events in the patient’s life. As the relation-
ship develops, the analyst or therapist observes a transference—the relationship
of the patient to the therapist that reflects prior parental relationships—and the
countertransference—the therapist’s reactions to the patient. Observations about
the patient-therapist relationship as well as material coming from dreams and
other material are interpreted or discussed with the patient in ways that will
bring about insight into the patient’s problems.

Psychological Disorders

Finding consensus on how to treat patients with psychoanalysis, psychoanalytic
therapy, or psychoanalytic counseling is very difficult. Because of the length of
therapy, the emphasis on unconscious material, and the many psychoanalytic
writers with varying opinions, it is difficult to describe a specific procedure for
each disorder. In this section, I try to illustrate further five different treatment
and conceptual approaches by describing cases of each: drive theory (Freud),
ego psychology (Erikson), object relations (Kernberg), self psychology (Kohut),
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and relational psychoanalysis (Mitchell). My emphasis is on presenting the theor-
ists” way of working with disorders that they have written about extensively
rather than presenting an overview of treatment for each disorder. An example
of Freud’s work with a young woman illustrates his conceptualization of sexual-
ity as it relates to hysteria. Many psychoanalysts, such as Anna Freud and Erik
Erikson, have applied psychoanalytic principles to treatment of children. I show
how Erik Erikson makes use of ego psychology perspectives with a 3-year-old
girl with nightmares and anxiety. Otto Kernberg is well known for applying
object relations perspectives to borderline disorders, and a case of a man present-
ing a borderline disorder with paranoid aspects illustrates this. Self psychology
has been applied to people with many disorders, but its focus has been on the
development of narcissism. Kohut’s work with a person with a narcissistic disor-
der provides insight into his conceptualization of transference in the therapeutic
relationship. Freud’s and Erikson’s brief interventions could be called psychoana-
lytic counseling, whereas Kernberg’s and Kohut’s are long term and deeper in
nature and come close to fitting the definition of psychoanalytic psychotherapy.
Also, I describe a case of depression in which the relational model of psychoanal-
ysis is used in Mitchell’s treatment of Sam.

Treatment of Hysteria: Katharina

Much of Freud’s early work was with patients who presented symptoms of hyste-
ria, as is documented in five case histories in Studies on Hysteria (Breuer & Freud,
1895). The case of Katharina is unusual in that it is extremely brief, basically one
contact with the patient, and it took place when Freud was on vacation in the
Alps. However, it illustrates several of Freud’s approaches to hysterical disorders.
In the vast writings on Freud and his contribution to psychoanalysis, his kind con-
cern for his patients is often lost. It is evident in this case, which illustrates the
value of unconscious processes and the defense mechanism of repression in deal-
ing with early traumatic sexual events. Although he was later to believe that many
of the “facts” reported by patients with hysteria were fantasy, his experience with
Katharina does not fit that description. In fact, he says, writing prior to 1895,

In every analysis of a case of hysteria based on sexual traumas we find that impres-
sions from the pre-sexual period which produced no effect on the child attained trau-
matic power at a later date as memories when the girl or married woman has
acquired an understanding of sexual life. (p. 133)

In the summer of 1893, Freud had gone mountain climbing in the eastern
Alps and was sitting atop a mountain when 18-year-old Katharina approached
to inquire if he was a doctor; she had seen his name in the visitor’s book. Sur-
prised, he listened to her symptoms, which included shortness of breath (not
due to climbing the high mountains) and a feeling in her throat as if she was
going to choke, as well as hammering in her head. He recorded the dialogue.

“Do you know what your attacks come from?” “No.”

“When did you first have them?”

“Two years ago, while I was still living on the other mountain with my aunt. (She
used to run a refuge hut there, and we moved here eighteen months ago.) But they
keep on happening.”

Was I to make an attempt at an analysis? I could not venture to transplant hyp-
nosis to these altitudes, but perhaps I might succeed with a simple talk. I should
have to try a lucky guess. I had found often enough that in girls, anxiety was a
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consequence of the horror by which a virginal mind is overcome when it is faced for
the first time with the world of sexuality.

So I said: “If you don’t know, I'll tell you how I think you got your attacks. At
that time, two years ago, you must have seen or heard something that very much
embarrassed you, and that you’d much rather not have seen.”

“Heavens, yes!” she replied, “that was when I caught my uncle with the girl, with
Franziska, my cousin.” (pp. 126-127)

At this time in his career, Freud was still using hypnosis in treatment,
although he ceased doing so shortly after this. The uncle that Freud makes refer-
ence to was actually Katharina’s father. Because of Freud’s wish to protect
Katharina’s confidentiality, he changed the father’s identity to uncle in his case
studies (1895) and did not reveal this change until 30 years later. As Katharina
talked with Freud, she revealed occasions on which her father had made sexual
advances toward her when she was 14, and later she had to push herself away
from her father when he was drunk. In her physical reaction to seeing her father
having intercourse with Franziska, Freud realized, “She had not been disgusted
by the sight of the two people but by the memory which that sight had stirred up
in her. And, taking everything into account, this could only be a memory of the
attempt on her at night when she had ‘felt her uncle’s body’” (p. 131). This leads
to his conclusion as to why she unconsciously converted her psychological dis-
tress to physical symptoms.

So when she had finished her confession I said to her: “I know now what it was you
thought when you looked into the room. You thought: ‘Now he’s doing with her
what he wanted to do with me that night and those other times.” That was what
you were disgusted at, because you remembered the feeling when you woke up in
the night and felt his body.”

“It may well be,” she replied, “that was what I was disgusted at and that was
what I thought.”

“Tell me just one thing more. You're a grown-up girl now and know all sorts of
things....”

“Yes, now I am.”

“Tell me just one thing. What part of his body was it that you felt that night?”

But she gave me no more definite answer. She smiled in an embarrassed way, as
though she had been found out, like someone who is obliged to admit that a funda-
mental position has been reached where there is not much more to be said. I could
imagine what the tactile sensation was which she had later learnt to interpret. Her
facial expression seemed to me to be saying that she supposed that I was right in
my conjecture. (pp. 131-132)

Although this case occurred at a time very different than ours, conversion
hysteria such as this does occur. The other cases of hysteria that Freud presents
are far more complex but have in common the repression of unwanted sexual
memories or traumas and Freud’s work in bringing them into conscious
awareness.

Childhood Anxiety: Mary

Although psychoanalysis of anxiety disorders with an adult is very different
from that of Erikson’s work with 3-year-old Mary, many of the conceptual
approaches are similar. Mary has just turned 3, is “intelligent, pretty, and quite
feminine” (Erikson, 1950, p. 197), has experienced nightmares, and in her
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playgroup has had violent anxiety attacks. She has been taken by her mother to
see Erikson at the suggestion of her physician and has been told that she was
coming to see a man “to discuss her nightmares.” Although the case is too
long to discuss in its entirety here (pp. 195-207), Erikson’s gentle sensitivity to
Mary is evident throughout the case description. During the first visit with
Erikson, she puts her arms around her mother and gradually looks at Erikson.
In a few minutes, the mother leaves and Mary takes a doll, which she uses to
touch other toys in the room. Finally, with the doll’s head, she pushes a toy
train onto the floor “but as the engine overturns she suddenly stops and
becomes pale” (p. 199). She then leans back against the sofa and holds the
doll over her waist, dropping it to the floor. Then she picks it up again, holds
it again over her waist, and drops it again; finally, she yells for her mother.
Erikson describes his reactions.

Strangely enough, I too felt that the child had made a successful communication.
With children words are not always necessary at the beginning. I had felt that the
play was leading up to a conversation. (p. 199)

Erikson goes on to analyze the session.

In this play hour the dropped doll had first been the prolongation of an extremity
and a tool of (pushing) aggression, and then something lost in the lower abdominal
region under circumstances of extreme anxiety. Does Mary consider a penis such an
aggressive weapon, and does she dramatize the fact that she does not have one?
From the mother’s account it is entirely probable that on entering the nursery
school Mary was given her first opportunity to go to the toilet in the presence of
boys. (p. 200)

Erikson is here referring to penis envy, the concept put forth by Freud in
which the little girl believes that she has been deprived of a penis and wishes to
possess one. However, Erikson attends not only to the psychosexual aspect of
Mary’s development but also to her psychosocial development. He observes her
developing autonomy from her mother during the hour, her initiative in playing
with the toys in the playroom, and her aggressiveness in pushing the toys from
the shelves with the doll.

In their second meeting, Mary first plays with blocks, making a cradle for her
toy cow. Then she pulls her mother out of the room and keeps Erikson in the
room. Then Erikson plays a game at Mary’s behest and pushes the toy cow
through an opening, making it speak. With this, Mary is very pleased and gets
her wish to have Erikson play with her. Previously Mary had been pushed
away by her father, who had been irritated by her. Erikson sees this event as an
episode of “father transference” (p. 204) in which Mary is active in directing
Erikson in the play situation, in a way in which she had not been able to do at
home.

Suggestions were made to Mary’s parents about the need to have other
children, especially boys, visit at home. She was allowed to experience her
nightmares, which disappeared. In a follow-up visit, Mary was relaxed and
interested in the color of the train that Erikson had taken on his vacation.
Erikson later found that Mary particularly enjoyed her new walks with her
father to the railroad yards, where they watched railroad engines. In comment-
ing, Erikson attends not only to the phallic aspect of the locomotive engine but
also to the social interaction with her father that leads to diminishment of
anxiety.
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Borderline Disorders: Mr. R.

Because Kernberg’s writings have influenced the object relations-based treatment
of individuals with borderline personality disorders, this section focuses on his
approach to these difficult psychological disturbances. In brief, Kernberg sees
borderline disorders as the result of extreme frustration and aggression that chil-
dren experience before the age of 4 (Kernberg, 1975). When young children are
intensely and continuously frustrated by one or both parents, they may protect
themselves by projecting their feelings of aggression back to the parents and
also by distorting their image of their parents (St. Clair, 2004). When this occurs,
the parents are seen as potentially threatening and dangerous rather than loving;
thus, later love or sexual relationships are likely to be viewed as dangerous
rather than nurturing. This results in the development of individuals with bor-
derline disorders who are likely to have difficulty in integrating loving and
angry images of themselves and others and thus “split” their reactions into all-
good or all-bad views of themselves or others. Much of Kernberg’s (1975)
approach to treatment revolves around work with the negative transference that
the patient directs toward the therapist, structuring therapy so that the patient
does not act out negative transference feelings to the therapist. Further, he tries
to confront the patient’s pathological defenses that reduce the ability to accu-
rately interpret external events.

In understanding Kernberg’s approach to personality disorders, it is helpful
to be familiar with two terms related to the negative transference. Transference
psychosis refers to acting out of early angry and destructive relationships that
the patient, as a child, had with his parents. Kernberg observes that this transfer-
ence emerges early in therapy and is usually negative and confusing. Projective
identification is an early form of projection in which patients take negative aspects
of their personality, project them or place them onto another, and then identify
with and unconsciously try to control that person. In therapy, the therapist is
likely to experience a projective identification as feelings that the patient has
and that the therapist now feels. Applying projective identification to therapy,
Kernberg (1975, p. 80) states that “it is as if the patient’s life depended on his
keeping the therapist under control.”

In this case, Kernberg’s application of negative transference and projective
identification is evident in his treatment of a hostile and suspicious patient.

Mr. R., a businessman in his late forties, consulted because he was selectively impo-
tent with women from his own socioeconomic and cultural environment, although
he was potent with prostitutes and women from lower socioeconomic backgrounds;
he had fears of being a homosexual and problems in his relationships at work. Mr.
R. also was drinking excessively, mostly in connection with the anxiety related to
his sexual performance with women. He was the son of an extremely sadistic father
who regularly beat his children, and a hypochondriacal, chronically complaining
and submissive mother whom the patient perceived as ineffectually attempting to
protect the children from father. The patient himself, the second of five siblings,
experienced himself as the preferred target of both father’s aggression and his
older brother’s teasing and rejecting behavior. His diagnostic assessment revealed a
severely paranoid personality, borderline personality organization, and strong, sup-
pressed homosexual urges. The treatment was psychoanalytic psychotherapy, three
sessions per week.

At one point in the treatment, Mr. R. commented several times in a vague sort of
way that I seemed unfriendly and when greeting him at the start of sessions

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



Psychoanalysis 59

conveyed the feeling that I was annoyed at having to see him. In contrast to these
vague complaints, one day he told me, with intense anger and resentment, that
I had spat on the sidewalk when I saw him walking on the other side of the street.

I asked him whether he was really convinced that, upon seeing him, I had spat;
he told me, enraged, that he knew it and that I should not pretend it was not true.
When I asked why I would behave in such a way toward him, Mr. R. angrily
responded that he was not interested in my motivations, just in my behavior, which
was totally unfair and cruel. My previous efforts to interpret his sense that I felt dis-
pleasure, disapproval, and even disgust with him as the activation, in the transfer-
ence, of his relationship with his sadistic father had led nowhere. He had only
angrily replied that I now felt free to mistreat him in the same way his father had,
just as everybody in his office felt free to mistreat him as well. This time, he became
extremely enraged when I expressed—in my tone and gesture more than in my
words—my total surprise at the assumption that I had spat upon seeing him. He
told me that he had difficulty controlling his urge to beat me up, and, indeed, I was
afraid that he might even now become physically assaultive. I told him that his
impression was totally wrong, that I had not seen him and had no memory of any
gesture that might be interpreted as spitting on the street. I added that, in the light
of what I was saying, he would have to decide whether I was lying to him or telling
him the truth, but I could only insist that this was my absolute, total conviction.
(Kernberg, 1992, pp. 235-236)

Kernberg then discusses the patient’s behavior and the patient’s reaction to
his explanation.

His attributing to me the aggression that he did not dare to acknowledge in
himself—while attempting to control my behavior and to induce in me the aggressive
reaction he was afraid of—and, at the time, his attempting to control me as an
expression of fear of his own, now conscious, aggression reflect typical projective
identification. But rather than interpret this mechanism, I stressed the incompatibility
of our perceptions of reality per se, thus highlighting the existence of a psychotic
nucleus, which I described to him as madness clearly present in the session, without
locating it in either him or me. Mr. R.’s reaction was dramatic. He suddenly burst
into tears, asked me to forgive him, and stated that he felt an intense upsurge of
love for me and was afraid of its homosexual implications. I told him I realized that
in expressing this feeling he was acknowledging that his perception of reality had
been unreal, that he was appreciative of my remaining at his side rather than being
drawn into a fight, and that, in this context, he now saw me as the opposite of his
real father, as the ideal, warm, and giving father he had longed for. Mr. R. acknowl-
edged these feelings and talked more freely than before about his longings for a good
relationship with a powerful man. (pp. 236-237)

This excerpt shows Kernberg’s view of the powerful anger that can occur in
the transference of negative parental experience in early childhood to the thera-
pist. Kernberg also illustrates two concepts related to early object relations in
childhood: the transference psychosis and projective identification.

Narcissistic Disorders: Mr. J.

For Kohut, narcissistic personality disorders or disturbances are due to problems
in not getting sufficient attention from a parent in early childhood (the grandiose
self) or not having sufficient respect for the parents. The cause of narcissistic
disorders is the failure to develop positive feelings about the self when the
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experience of parenting has been disruptive or inadequate. When a child has a
perception (usually unconscious) that the parent has been absent, uninterested
in the child, or faulty, the child may grow into an adult who sees herself at the
center of relationships (Kohut, 1971, 1977).

The inadequate relationships with the mother and/or father are likely to
emerge in therapy in two types of transferences: mirroring or idealizing. In the
mirroring transference, patients see themselves as perfect and assign perfection
to others, especially the therapist. Thus, the mirroring transference is an enact-
ment of early childhood issues that feature the grandiose self. The term mirroring
refers to the degree to which the therapist serves the patient’s needs by confirm-
ing her need for grandiosity through approval and assurance that she is wonder-
ful. In the idealized transference, it is not the patient who is wonderful but the
therapist. Patients project their loss of their perfect mother or father onto the
therapist.

In therapy, Kohut was attuned to or empathic with the patient’s early diffi-
culties in centering all of her attention on the self or on the parent. Therapeutic
growth occurs when the patient’s needs for attention and admiration from the
therapist are replaced by improved relationships with important people in the
patient’s life. In a sense, the therapist serves as a link so that the patient can
move from self-absorption to attention to the therapist rather than to just herself
and then later to others. Kohut (1971, 1977, 1984) has developed an extensive set
of terms that describe his conceptualization and treatment approach to narcissis-
tic and other disorders.

The case of Mr. J. illustrates Kohut’s (1971) approach to narcissistic disorders.
A creative writer in his early 30s, Mr. J. was in psychoanalytic psychotherapy
with Kohut for several years because of his concern about his productivity and
unhappiness. Indications of his grandiosity were his dreams, expressed in Super-
man terms, in which he was able to fly (p. 169). As treatment progressed, Mr. J.
no longer dreamed of flying, but that he was walking. However, in these dreams,
he knew that his feet never touched the ground, but everyone else’s did. Thus,
his grandiosity had diminished, as evidenced by the dreams, but was still
present.

In psychoanalysis, seemingly trivial incidents can provide significant mate-
rial. During one session, Mr. ]. reported to Kohut that he carefully rinsed his
shaving brush, cleaned his razor, and scrubbed the sink before washing his face.
By attending to the arrogant manner in which he presented this material, Kohut
was able to move into an exploration of the patient’s childhood history, with a
focus on the grandiosity of the patient and the lack of maternal attention.

Gradually, and against strong resistances (motivated by deep shame, fear of over-
stimulation, fear of traumatic disappointment), the narcissistic transference began to
center around his need to have his body-mind-self confirmed by the analyst’s admir-
ing acceptance. And gradually we began to understand the pivotal dynamic position
in the transference of the patient’s apprehension that the analyst—like his self-
centered mother who could love only what she totally possessed and controlled (her
jewelry, furniture, china, silverware)—would prefer his material possessions to the
patient and would value the patient only as a vehicle to his own aggrandizement;
and that I would not accept him if he claimed his own initiative toward the display
of his body and mind, and if he insisted on obtaining his own, independent narcissis-
tic rewards. It was only after he had acquired increased insights into these aspects of
his personality that the patient began to experience the deepest yearning for the
acceptance of an archaic, unmodified grandiose-exhibitionistic body-self which had
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for so long been hidden by the open display of narcissistic demands via a split-off
sector of the psyche, and that a working-through process was initiated which enabled
him ultimately, as he put it jokingly, “to prefer my face to the razor.” (pp. 182-183)

Kohut helps Mr. J. in several ways. By recognizing Mr. ]J.’s need to be mir-
rored or appreciated, Kohut acknowledges the importance of Mr. ].’s mother’s
lack of attention. When Kohut discusses his insights with Mr. J., Mr. ]. starts to
genuinely appreciate Kohut as a person, not just as someone who meets his
needs.

Depression: Sam

For Mitchell and other relational analysts, knowledge of family background and
attention to unconscious factors are explored in many ways. A significant
method is the development of the therapist—patient relationship. This exploration
is more evident in the following case study than in the four previous ones.
Teyber’s (2006) description of methods for developing a relational approach
provide some ideas as to how therapists can use relational statements when
working with patients. However, Teyber’s approach does not provide the
psychoanalytic conceptual explanations used by Mitchell and his colleagues that
are in the following example.

Sam is an adult male in a long-standing relationship with a woman. Mitchell
(1988) describes him as presenting symptoms of depression and compulsive
overeating. Sam has a younger sister who was severely brain damaged at birth.
Although Sam’s father was lively before Sam’s sister’s birth, he and Sam'’s
mother became depressed because of the sister’s problems, family illnesses, and
their business failures. Both of Sam’s parents became inactive and slovenly. Sam
was seen as being the contact person between them and the real world. Mitchell
(1988) describes his work with Sam.

Analytic inquiry revealed that Sam’s deep sense of self-as-damaged and his depres-
sion functioned as a mechanism for maintaining his attachment to his family. Sam
and his family, it gradually became clear, had made depression a credo, a way of
life. They saw the world as a painful place, filled with suffering. People who enjoyed
life were shallow, intellectually and morally deficient, by definition frivolous and
uninteresting. He was drawn to people who seemed to suffer greatly, was extremely
empathic with and helpful to them, then would feel ensnared. The closest possible
experience for people, he felt was to cry together; joy and pleasure were private, dis-
connecting, almost shameful.

Sam and his analyst considered how this form of connection affected his rela-
tionship with the analyst. They explored various fantasies pertaining to the analyst’s
suffering, Sam’s anticipated solicitous ministrations, and their languishing together
forever in misery. In a much more subtle way, Sam’s deeply sensitive, warmly sym-
pathetic presence contributed to a sad but cozy atmosphere in the sessions that the
analyst found himself enjoying. Sam’s capacity to offer this kind of connection was
both eminently soothing and somehow disquieting. The analyst came to see that this
cozy ambience was contingent on Sam’s belief that in some way he was being pro-
foundly helpful to the analyst. The latter was the mighty healer, the one who needed
care. This evoked what the analyst came to identify as a strong countertransferential
appeal to surrender to Sam’s attentive ministrations, which alternated with equally
powerful resistances to that pull, involving detachment, manic reversals, and so on.
The mechanism of Sam’s self-perpetuated depression and the crucial struggle in the
countertransference to find a different form of connection was expressed most clearly
in one particular session.
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He came in one day feeling good, after some exciting career and social successes.
As it happened, on that day the analyst was feeling depressed. Although, as far as he
could tell, the origins of his mood were unrelated to Sam, Sam’s ready solicitations
and concern were, as always, a genuine comfort. Early into the session, Sam’s mood
dropped precipitously as he began to speak of various areas of painful experience
and a hopeless sense of himself as deeply defective. The analyst stopped him, won-
dering about the mood shift. They were able to reconstruct what had happened to
trace his depressive response back to the point of anxiety. With hawk-like acuity he
had perceived the analyst’s depression. He had been horrified to find himself feeling
elated and excited in the presence of another’s suffering. An immediate depressive
plunge was called for. To feel vital and alive when someone else is hurting seemed a
barbaric crime, risking hateful retaliation and total destruction of the relationship. His
approach to all people he cared about, they came to understand, was to lower his
mood to the lowest common denominator. To simply enjoy himself and his life, with-
out constantly toning himself down and checking the depressive pulse of others,
meant he hazarded being seen as a traitorous villain and, as a consequence, ending
up in total isolation. The analyst asked him in that session whether it had occurred
to him that the analyst might not resent his good mood, but might actually feel
cheered by Sam’s enthusiasm and vitality (which was in fact the case that day). This
never had occurred to him, seemed totally incredible, and provoked considerable
reflection. Through this and similar exchanges their relationship gradually changed,
as they articulated old patterns of integration and explored new possibilities. Sam
began to feel entitled to his own experience, regardless of the affective state of others.
(Mitchell, 1988, pp. 302-304)

The five case examples give some insight into the complexity of psychoanaly-
sis and psychoanalytic therapy, while illustrating drive, ego, object relations, self
psychology, and relational perspectives. Although the disorders presented are dif-
ferent, all cases show the emphasis on unconscious forces and the impact of early
childhood development on current functioning. Most of the examples also focus on
the transference relationship between patient and therapist. Differences in treat-
ment relate not only to the age and gender of the patient and to the type of psy-
chological disorder but also to the therapist’s view of early childhood development
that influences interpretations and other approaches to psychoanalytic therapy.

Brief Psychoanalytic Therapy

Because psychoanalysis may require four or five sessions per week over 3 to
8 years (or longer) and psychoanalytic psychotherapy requires meetings at least
once a week for several years, many mental health professionals have felt the
need to provide briefer therapy. If successful, this would substantially reduce
the cost to the patient, provide quicker resolution of psychological distress, pro-
vide better delivery of mental health services through shorter waiting lists, and
offer more services for more patients. The popularity of brief psychoanalytic ther-
apy is indicated by a variety of approaches (Bloom, 1997; Messer & Warren,
1995). The impetus for brief approaches to psychoanalytic psychotherapy has
been the work of Malan (1976) in England. In using a short-term approach,
Malan had to deal with issues such as how to select patients, what goals to
choose for therapy, and how long treatment should last.

In general, most current short-term psychoanalytic psychotherapies are
designed for people who are neurotic, motivated, and focused rather than for
those with severe personality disorders as described by Kernberg and Kohut.
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The treatment length is usually about 12 to 40 sessions, with several time-limited
approaches specifying limits of 12 to 16 sessions. To work in such a short time
frame, it is necessary to have focused goals to address. Although short-term
therapists use diagnostic or conceptual approaches that are similar to those of
long-term therapists, their techniques are not. Where psychoanalysts and psycho-
analytic therapists make use of free association, short-term therapists rarely use
this technique; rather, they prefer to ask questions, to restate, to confront, and to
deal quickly with transference issues. To further describe approaches to brief
therapy, I discuss Lester Luborsky’s Core Conflictual Relationship Theme
Method, based on understanding the transference relationship.

Since 1975, Lester Luborsky and his colleagues have authored more than
70 articles that describe and validate aspects of the Core Conflictual Relationship
Theme method. This is a specific method for understanding transference and can
be used for short-term psychotherapy (Luborsky & Crits-Christoph, 1998), as
well as for difficult issues such as borderline disorder (Drapeau & Perry, 2009)
and chronic fatigue (Vandenbergen, Vanheule, Rosseel, Desmet, & Verhaeghe,
2009). Research such as the study of rupture in the working alliance in relation
to Core Conflictual Relationship Themes helps to provide more knowledge
about how this approach to brief psychoanalytic therapy works (Sommerfeld,
Orbach, Zim, & Mikulincer, 2008). Luborsky (1984) and Book (1998) describe the
Core Conflictual Relationship Theme method to brief psychotherapy in detail.
This method has three phases, all of which deal with the therapist’s understand-
ing of the Core Conflictual Relationship Theme.

To determine a patient’s Core Conflictual Relationship Theme, a therapist
must listen to the patient’s discussion or story of Relationship Episodes. Often,
the therapist writes down the three important components of a Relationships
Episode. These include a Wish, a Response from the Other, and the Response
from the Self (Luborsky, 1984). A patient’s wish refers to a desire that is
expressed in a Relationship Episode. This is determined by listening to what the
patient’s actual response from the Other person will be (or an anticipated
response). The therapist also listens to what the response to the relationship situ-
ation will be from the individual (Response from the Self). Sometimes the rela-
tionship discussed is a daydream, or it can be an actual situation. A Core
Conflictual Relationship Theme is communicated to the patient when the thera-
pist has discussed five to seven Relationship Episodes with the patient. In doing
so, the therapist may say to the client, “It seems to me that you want to be in a
relationship where ...” (Book, 1998, p. 22).

Book (1998) uses the case of Mrs. Brown to describe the three phases of the
Core Conflictual Relationship Theme method. This case is summarized here,
focusing on the first phase.

The goal of the first phase, usually the first four sessions, is to help the
patient become aware of how the Core Conflictual Relationship Theme plays a
role in the patient’s relationships. The patient becomes curious about why she
may expect others to respond to her in a certain way or why others tend to
respond to her in a certain way. For example, Mrs. Brown often kept her accom-
plishments to herself, believing that others might find them silly or unimportant.
Because of this, she tended to distance herself from others in relationships and
often felt overlooked and disappointed in her relationships with others. The fol-
lowing excerpt from the second session of therapy shows how the therapist
focuses on the Core Conflictual Relationship Theme. In this dialogue, Mrs.
Brown discusses her relationship with a coworker, Beth.
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[Patient:] So Beth and I were discussing who should make the presentations.
I said that she should.

[Therapist:] Why?

[Patient:] She had more experience.

[Therapist:] So?

[Patient:] She would stand a better chance of getting it through.
[Therapist:] If she did the presenting?

[Patient:] Yeah. Others would be taken by the way she presents.
[Therapist:] And, if you presented?

[Patient:] What do you mean?

[Therapist:] If you presented, how might others respond (Exploring the
Response from the Other)?

[Patient:] I don’t think I would do such a good job.
[Therapist:] In their eyes?

[Patient:] Yeah. I figure they would think ... it was stupid.
[Therapist:] Do you see what you are saying?

[Patient:] What? (Perplexed.)

[Therapist:] Isn’t this exactly what we have been talking about? Isn’t it another
example of your fear that if you put your best foot forward, that if you
attempt to promote yourself and your ideas (her Wish), others will see
you and your ideas as stupid and worthless (Response from the Other)?

[Patient:] Aha! So I shut up (Response from the Self)? Oh, my goodness. There
it is again! I didn’t even realize it!
[Therapist:] Yes. It is interesting how you rule yourself in this way without

even realizing it and short change yourself in the process (Book, 1998,
pp. 66-67).

In the first phase of therapy, the therapist focuses on identifying the patient’s
Core Conflictual Relationship Theme as it relates to her everyday life. Thus, the
patient becomes consciously aware of relationship themes in her life that she was
not aware of previously. She now will be able to have control over previously
unconscious behavior.

During the second phase, usually the 5th through the 12th sessions, the
patient works through the Response from Others. This is the major phase of
treatment, and during it, the childhood roots of the transference-driven Response
from Others are worked through. Here, the therapist interprets how the patient’s
expectations of Responses from Others are affected by attitudes, feelings, and
behaviors that were learned from others in the past. The patient learns how
unconscious attitudes from the past affect relationships in the present. In the
case of Mrs. Brown, the therapist helped her to understand how her current rela-
tionships were affected by her earlier relationship with her father. She had
wanted to be praised by her father but rarely received praise or recognition
from him. As she realized this, she more willingly shared her achievements
with coworkers and family.

Termination is the focus of the third phase, usually the 13th to 16th sessions.
This phase allows the therapist and patient to discuss universal themes such as
fears of abandonment, separation, and loss. The therapist may also discuss the
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patient’s worries that gains that were made in treatment will not continue. This
phase also gives the therapist an opportunity to work through the Core Conflic-
tual Relationship Theme again. Returning to Mrs. Brown, the therapist observed
that she was late for her 11th and 12th sessions and was less talkative. After dis-
cussing this, the patient and therapist found that Mrs. Brown was acting as if the
therapist was losing interest and more interested in the patient who would
replace her. This gave the therapist the opportunity to return to the Core Conflic-
tual Relationship Theme that could be related to her father’s dismissiveness of
her and similar early experiences. In this way, the therapist dealt with transfer-
ence issues so that Mrs. Brown would be freer to share her achievements with
others and be less distant in relationships.

As can be seen from this brief example, the Core Conflictual Relationship
Theme method is time limited and very specific in approach. The therapist
attends to relationships that the client discusses, listening for a Wish, a Response
from the Other, and a Response from the Self. Observations and interpretations
made to the patient allow the patient to understand previously unconscious feel-
ings, attitudes, or behaviors and make changes. Important in this method is the
understanding of the transference issues that reflect attitudes and behaviors of
early relationships as they influence later relationships, especially those with the
therapist.

Current Trends

The oldest of all major theories of psychotherapy, psychoanalysis, continues to
flourish and thrive. For economic and social reasons, the practice of psychoanal-
ysis is changing. Also, two psychoanalytical issues are receiving attention now:
treatment manuals and the two-person versus one-person model. All of these
issues are explained more fully.

It seems reasonable to assume that there are more books written about psy-
choanalysis than about all the other theories covered in this book combined. It
would not be unusual for large university libraries to have more than a thousand
books on psychoanalysis. Many books continue to be published in this area, with
a few publishers specializing in books on psychoanalysis. The vast majority of
these writings are not on research but on applying psychoanalytic concepts to
treatment issues. Implicit in this work are the discussion and disputation of pre-
vious psychoanalytic writers. An issue of debate relates to how far a theorist can
revise Freud or diverge from him and still be considered to be within the frame-
work of psychoanalysis. For example, some writers would state that Kohut’s self
psychology has overstepped the boundaries of psychoanalysis. Due in part to the
large number of psychoanalytic therapists and to the emphasis on writing about
ideas rather than doing research, there are many divergent perspectives. These
appear not only in books but also in many of the psychoanalytic publications:
Contemporary Psychoanalysis, Journal of Applied Psychoanalytic Studies, Journal of
the American Psychoanalytic Association, Journal of Psychoanalytic Inquiry, Interna-
tional Journal of Psychoanalysis, Psychoanalytic Dialogues, Psychoanalytic Quarterly,
Neuro-Psychoanalysis, Psychoanalytic Study of the Child, Psychoanalytic Review, and
Psychoanalytic Psychology.

The introduction of treatment manuals provides a way to make psychoanal-
ysis more popular and comprehensible to those not directly familiar with it.
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Treatment manuals allow psychoanalysts to specify what they do and how they
do it. Luborsky (1984) and Book (1998) have specified a 16-session model for the
brief psychodynamic therapy described on pages 62-65. Luborsky and Crits-
Christoph (1998) spell out in clear detail to students and therapists how the
Core Conflictual Relationship method can be used by describing interview strate-
gies along with case illustrations. As treatment manuals become more available
to mental health professionals, access to what many consider to be a complex
and sometimes arcane model will become more readily available. Psychoanalytic
training of new mental health professionals will become easier when they have
treatment manuals such as those describing the Core Conflictual Relationship
Theme method. Because treatment manuals specify the procedures the therapist
must follow in order to practice a particular method, they provide a way for
researchers to be more certain that the therapist variable is being controlled in
their research. Psychodynamic treatment manuals also make possible compari-
sons between therapies with more easily definable concepts, such as behavioral
and cognitive therapies.

A very different trend has been the interest in a relational model (explained
previously) or two-person psychology as contrasted with a one-person psychol-
ogy. Two-person psychology focuses on how the patient and therapist influence
each other. In contrast, one-person psychology emphasizes the psychology of the
patient. Two-person psychology is based on the work of postmodern and rela-
tional writers such as Mitchell (1997, 1999, 2000). In Relational Theory and the Prac-
tice of Psychotherapy, Wachtel (2008) describes the current application of the
relational model. The two-person approach is a constructivist one in which the
analyst pays close attention to his contributions to the patient’s reactions. This
approach is present in integrative descriptions of psychoanalytic therapy such
as The Psychodynamic Approach to Therapeutic Change (Leiper & Maltby, 2004).
This approach may be helpful as more patients enter psychoanalysis with little
knowledge of what psychoanalysis is (Quinodoz, 2001) and from varied socio-
economic and cultural backgrounds. But Chessick (2007) in The Future of Psycho-
analysis cautions that the focus on the patient-therapist relationship may have
been overemphasized and therapists may not focus sufficiently on psychoana-
lytic principles.

Using Psychoanalysis with Other Theories

Many mental health professionals with a wide variety of theoretical orientations
make use of psychoanalytic concepts in understanding their patients. To describe
such practitioners, the term psychodynamic is used. It generally refers to the idea
that feelings, unconscious motives, or drives unconsciously influence people’s
behavior and that defense mechanisms are used to reduce tension (Leiper &
Maltby, 2004). The term psychoanalytic also includes the belief that there are sig-
nificant stages of development as well as important mental functions or struc-
tures such as ego, id, and superego (Robbins, 1989). Often the distinction
between the two terms is not clear, and they are sometimes used interchange-
ably. Gelso and Fretz (1992) use the term analytically informed therapy or counseling
in referring to those practitioners who make use of many of the concepts pre-
sented in this chapter but do not rely on analytic treatment methods such as
free association and interpretation. Some practitioners use behavioral, cognitive,
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and/or person-centered techniques while understanding their patients through
the use of a psychoanalytic model. Their approach differs from brief analytic psy-
chotherapy in that they use a broader range of techniques.

Just as nonpsychoanalytic practitioners borrow conceptual approaches from
psychoanalysis, psychoanalytic practitioners borrow intervention techniques
from other theories. In their writings, psychoanalysts tend to focus more on
personality-theory issues such as child development, interplay of conscious and
unconscious processes, and the psychological constructs of the id, ego, and
superego than on specific techniques. In the practice of psychoanalytic therapy
or counseling, therapists may make use of existential concepts or gestalt therapy
techniques to the extent that they are consistent with understanding the patient’s
psychological functioning. Blending cognitive therapy and psychoanalysis is an
increasing trend (Luyten, Corveleyn, & Blatt, 2005). Owen (2009) has developed
an intentionality model of psychotherapy that combines psychoanalysis with
cognitive-behavioral techniques that looks for patterns of maladaptive relating
and persistent negative moods. Also, person-centered statements that indicate
that the therapist understands and empathizes with the patient’s experience
may be used. In general, the closer the approach to psychoanalysis, where the
couch is used, the less likely are psychoanalytic practitioners to use techniques
from other theories.

Research

Because psychoanalysis and psychoanalytic therapy are so lengthy and psycho-
analytic concepts are so complex and are based on hard-to-define concepts deal-
ing with the unconscious and early childhood development, it has been very
difficult to design experiments to test their effectiveness. Moreover, Freud
believed that research on psychoanalytic concepts was not necessary because of
his confidence in the variety of clinical observations that he and his colleagues
had made in their work with patients (Schultz & Schultz, 2009). Another objec-
tion to research on psychoanalytic concepts is that when they are taken out of
the patient-therapist relationship and subject to laboratory experiments, the
same phenomena are not being measured because the artificial experimental situ-
ation changes the behavior being measured. Related to this objection is the diffi-
culty in clearly defining theoretical concepts. If psychoanalytic writers cannot
agree on the meaning of certain concepts, it is going to be very difficult for
researchers to define a concept adequately. Despite these difficulties, many inves-
tigators have attempted to measure the effectiveness of psychoanalytic therapy
and psychoanalytic constructs. In this section are examples of two long-term,
continuing investigations of psychoanalysis and/or psychoanalytic therapy that
have assessed their effectiveness in as natural a setting as possible. Specific
research relating to the effectiveness of psychodynamic therapy with substance
abuse and general anxiety disorder is presented. Additionally, I include a brief
overview of the concepts that have been studied as they relate to Freudian drive
theory and object relations theory.

Does Psychoanalysis Work? (Galatzer-Levy, Bachrach, Skolnikoff, & Waldron,
2000) answers the question by reviewing seven studies of 1,700 patients receiving
psychoanalysis. Most patients received training from graduate students or ana-
lysts in training with a background in ego psychology. The authors conclude
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that “patients suitable for psychoanalysis derive substantial benefits from treat-
ment” (p. 129). They caution that findings made during treatment regarding
patient improvement are not always confirmed at the conclusion of treatment.
These conclusions appear to be supported by other research (Luborsky et al.,
2003). A meta-analysis of 17 studies of brief psychodynamic therapies showed
significant improvement across a variety of psychotic disorders when compared
to control treatments (Leichsenring, Rabung, & Leibing, 2004). Furthermore, a
review of the efficacy of psychoanalytic psychotherapy, primarily focusing on
studies that met rigorous criteria that were done in the last 10 years, showed
that psychoanalytic psychotherapy could be classified as a possibly efficacious
treatment for panic disorder and borderline disorder, as well as drug dependence
(Gibbons, Crits-Christoph, & Hearon, 2008). Several studies have shown that
short-term psychodynamic treatment of depression can be considered a research-
supported psychological treatment (RSPT) (Hilsenroth et al., 2003; Leichsenring &
Leibing, 2007).

In a research study extending over 30 years and yielding more than 70 pub-
lications, Wallerstein (1986, 1989, 1996, 2001, 2005, 2009) followed 42 patients
over the course of treatment, with half assigned to psychoanalysis and half to
psychoanalytic psychotherapy. The purpose of this study, conducted at the Men-
ninger Clinic in Topeka, Kansas, was to ask what changes take place in psycho-
therapy and what patient and therapist factors account for the changes. An
unusual aspect of the sample was that the patients came from all over the United
States and abroad to receive treatment at the Menninger Foundation. For each
patient, most with severe psychological problems, case histories and clinical rat-
ings of patient and therapist behavior and interaction were gathered. Follow-up
assessments were made 3 years after treatment and, when possible, 8 years after
treatment. The investigators wished to contrast expressive techniques and inter-
pretations designed to produce insight and to analyze resistance and transfer-
ence—with supportive techniques—designed to strengthen defenses and repress
inner conflict. Surprisingly, the investigators found that the distinction between
these two approaches became blurred. A major explanation for positive change
was the “transference cure,” that is, the willingness to change to please the thera-
pist. As Wallerstein (1989) states, the patient is, in essence, saying, “I make the
agreed upon and desired changes for you, the therapist, in order to earn and
maintain your support, your esteem and your love” (p. 200). In general, the
investigators found that change resulted from supportive techniques without
patients having always resolved internal conflicts or achieved insights into their
problems. Changes resulting from psychoanalysis and psychoanalytic therapy
were proportionately similar and in both, supportive approaches were particu-
larly effective.

In another series of studies on psychoanalytic psychotherapy, Luborsky,
Crits-Christoph, and their colleagues studied variables that predicted treatment
success before treatment and then followed up patients for 7 years after treat-
ment had ceased. In this study (Luborsky, Crits-Christoph, Mintz, & Auberach,
1988), 42 different therapists worked with a total of 111 patients. When differen-
tiating between poorer and better therapy hours, Luborsky et al. (1988) found
that in the poorer hours, therapists tended to be inactive, impatient, or hostile,
whereas in better hours therapists were more interested, energetic, and involved
in the patient’s therapeutic work. In describing curative factors, they highlight
the importance of a patient’s feeling understood by the therapist, which contrib-
uted to patients’ increasing their level of self-understanding and decreasing
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conflicts within themselves. They also noted that an increase in physical health
accompanied the positive changes in psychotherapy. Another important factor
in achieving therapeutic success was the ability of the therapist to help the
patient realize and make use of therapeutic gains.

Studying 90 individuals diagnosed with borderline disorder who received a
year of treatment, a comparison was made of transference-focused psychother-
apy, dynamic supportive treatment, and dialectical behavior therapy (Clarkin,
Levy, Lenzenweger, & Kernberg, 2007). Patients in all groups made positive
improvements in depression, anxiety, and social functioning. Only transference-
focused psychotherapy reduced significant levels of irritability and verbal and direct
assault. Transference-focused psychotherapy and dynamic supportive treatment
brought about changes in aspects of impulsivity. This study is supportive of the posi-
tive effects of psychoanalytically based psychotherapy.

Several researchers have investigated treatments for cocaine dependence.
Using data from the National Institute on Drug Abuse Collaborative Cocaine
Treatment Study, Crits-Christoph et al. (2008) found psychodynamically oriented
psychotherapy was somewhat less effective than individual drug counseling
(both groups received group drug counseling). However, both treatments pro-
duced major improvements in the decrease of cocaine use. Supportive—expressive
psychotherapy was superior to individual drug counseling in changing family/
social problems at the 12-month follow-up assessment. In another study of 106
individuals who were dependent on cocaine, drug counseling techniques that
focused on decreasing cocaine use were more effective than techniques that
helped patients understand reasons for their use (Barber et al., 2008). However,
a strong working alliance with low levels of supportive—expressive therapy
adherence was associated with moderate to high outcome levels. Studying
patients with cocaine-abuse problems, Barber et al. (2001) found that those who
received psychoanalytic supportive—expressive therapy treatment and who had
strong working alliances with their therapists stayed in treatment longer than
did those who did not have strong working alliances. Interestingly, cognitive
therapy patients with stronger alliances with therapists did not stay in treatment
as long as those with weaker alliances. The findings of these studies are quite
complex and show the difficulties in drawing clear conclusions from some psy-
chotherapy research.

Three other investigations examined the effectiveness of psychodynamic
therapy for the treatment of generalized anxiety disorder. Crits-Christoph et al.
(2004) found that those with a generalized anxiety disorder significantly reduced
their symptoms of anxiety and their worrisome thoughts. Crits-Christoph, Connolly,
Azarian, Crits-Christoph, and Shappel (1996) found that brief Supportive-
Expressive Psychodynamic Therapy showed different patterns of improvement for
29 patients over 16 weeks. After a 1-year follow-up comparing cognitive therapy
with analytical therapy, Durham et al. (1999) concluded that cognitive therapy was
superior on several variables. Patients with general anxiety disorder made more
positive changes in symptoms, significantly reduced medication usage, and were
more positive about treatment when they received cognitive therapy than when
they received analytic therapy.

Just as measuring change in therapeutic treatment is difficult, so are mea-
surement and validation of a variety of concepts that make up Freud’s develop-
mental stages and his propositions concerning defense mechanisms. Schultz and
Schultz (2009) review studies on defense mechanisms such as denial, projection,
and repression. They also summarize research that attempts to validate the
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importance of the first 5 years of life in determining later personality characteris-
tics. Research on 4- to 6-year-old boys does not support Freud’s concept of the
Oedipus complex. Still other research has investigated the existence of oral,
anal, and phallic personality types with only limited support for these types,
especially the phallic type. More than 2,500 studies have been done to investigate
a variety of these and other concepts developed by Freud (Fisher & Greenberg,
1996).

Research related to object relations theory, known as attachment theory, has
studied the infant-mother bond and has been plentiful, as attested to by the
work of Ainsworth (1982) and Bowlby (1969, 1973, 1980). In research in Uganda
and in the United States, Ainsworth and others (for example, Main & Solomon,
1986) have observed four patterns of mother-infant attachment: secure, ambiva-
lent, avoidant, and disorganized. Secure attachment occurs when infants protest
when their mothers separate from them but then greet them with pleasure upon
return. If their mothers attempt to leave the room, ambivalently anxious babies
become insecure and tend to cling to their mothers, and they become agitated
when separated. Avoidant infants appear to be independent and may avoid
their mothers when they return to the room. Disorganized babies display disor-
iented or highly unusual patterns of behavior upon their mothers’ return.
Ainsworth and others have related these types of attachment to the mother to
later childhood and adolescent behavior, which may include solitary play,
emotional detachment, and problems in relating to others.

Recent psychoanalytic researchers have shown how attachment theory is rel-
evant to psychoanalysis. Target (2005) explains how attachment theory provides
an excellent means for understanding early and later emotional relationships of
patients as well as traumatic experiences. Viewing the therapist as a secure base
and relating this perspective to different attachment styles can help therapists in
their psychoanalytic sessions (Eagle & Wolitzky, 2009). In therapy, attachment
theory helps to explain the importance of the patients” sense of feeling under-
stood as a part of a secure attachment experience (Eagle, 2003). Rendon (2008)
demonstrates how new developments in neurobiology provide more areas for
research into attachment concepts. Applying attachment research to psychoana-
lytic therapy is explained more fully in Attachment Theory and Research in Clinical
Work with Adults (Obegi & Berant, 2009).

The challenges to researchers in working with psychoanalytic theory include
many complex issues and willingness to devote several years or more to a
research study (Eagle, 2007; Wallerstein, 2009). The research of Wallerstein,
Luborsky, Ainsworth, and Bowlby represents, in most cases, more than 30 years
of significant effort from each investigator. Although the work of Ainsworth and
Bowlby is not as directly related to psychoanalytic concepts, it can provide evi-
dence for understanding issues and concepts that inform the practice of
psychoanalysis.

Gender Issues

More than other theories of psychotherapy, Freud’s view of the psychological
development of women and his view of women in general have been subject to
criticism. As early as 1923, Horney (1967) criticized Freud’s concept of penis envy
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as it showed that women were inferior to men because, during the Oedipal stage,
they felt inferior to boys because they did not have penises. In reviewing Freud’s
writings on female sexuality, Chasseguet-Smirgel (1976) sees Freud’s view as a
series of lacks: The female lacks a penis, lacks complete Oedipal development,
and lacks a sufficient superego because of the lack of castration anxiety, which
in boys brings on internalization of society’s values. A number of writers (for
example, Chodorow, 1978; Sayers, 1986) have criticized Freud for believing that
women should be subordinate, in many ways, to men.

Chodorow (1996a, 1996b, 1999, 2004) expresses concern that psychoanalysts
will tend to make broad generalizations about women and not pay attention to
their individuality. She emphasizes the importance of being open to the varied
fantasies and transference and countertransference relationships that exist in
client-therapist relationships. This focus on not generalizing and not thinking in
universal concepts also reflects the view of Enns (2004) in her critique of Freudian
psychoanalysis and object relations psychology.

Object relations theorists have been criticized because of their emphasis on
the child-mother rather than the child—parent relationship. Chodorow (1978,
2004) argues that early relationships between mother and daughter and mother
and son provide different relational experiences for boys and girls. She compares
the mother—father—son triangle, in which the boy must assert himself and repress
feelings, to the mother—father-daughter triangle, in which daughters can see
themselves as substitutes for the mother and not develop a fully individuated
sense of self. Describing her view of how parent—child relationships should
change, she says:

Children could be dependent from the outset on people of both genders and establish
an individuated sense of self in relation to both. In this way, masculinity would not
become tied to denial of dependence and devaluation of women. Feminine personal-
ity would be less preoccupied with individuation, and children would not develop
fears of maternal omnipotence and expectations of women’s unique self-sacrificing
qualities. (Chodorow 1978, p. 218)

Gender issues arise not only in psychoanalytic personality theory but also
in the practice of psychoanalytic treatment. Examining why female and male
patients may seek therapists of the same or the other gender, Deutsch (1992)
and Person (1986) present several views. Female patients may be concerned
that male therapists are sexist and cannot understand them, they may want
female role models, and they previously may have been able to confide in
women. Some women may prefer a male therapist because of their interactions
with their fathers, societal beliefs in men as more powerful, and negative atti-
tudes toward their mothers. In a similar fashion, male patients may prefer
male or female therapists depending on their prior interaction with their
mothers or fathers. Some male patients, also, may have a societal expectation
that female therapists are more nurturing than male therapists. Sometimes
patients may also be afraid of an erotic feeling toward a therapist of the
other sex.

Because gender issues have been discussed and written about widely and
psychoanalytic theory has emphasized attention to countertransference feelings,
many psychoanalytic practitioners are attuned to gender issues with their
patients. However, some writers continue to be concerned about gender bias
they believe is contained within psychoanalytic theory itself.
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Multicultural Issues

The formulations of psychoanalysis began in Vienna in the 1890s. How appropri-
ate are they then, more than 100 years later, for people in many different societies
throughout the world? Clearly, there is disagreement as to whether Freud’s view
of psychoanalysis can transcend time and geography. In a sense, the develop-
ments of ego psychology, object relations, and self psychology may reflect, in a
small way, responses to different cultural factors. For example, Freud was most
concerned with treating patients with neurosis, especially hysteria. Later theorists
such as Kernberg and Kohut addressed the more severe disorders—borderline
and narcissistic—that they frequently encountered. Freud’s concept of the
Oedipal complex may be particularly vulnerable to social and cultural factors.
In cultures where the father is available for only brief periods of time, the concept
of love for the mother and anger (for boys) toward the father may be different
than where the father plays a major role in the child’s life. To the extent that
object relations psychology deals with early maternal relations, it may be less cul-
ture bound. For example, in the first month of life, it is usually common for the
infant to be cared for by the mother. However, shortly thereafter, the major rela-
tionship the infant has can be with the mother or with a grandmother, aunt,
older sister, father, nursery school teacher, or foster parent. In general, cultural
and social factors have been less important to psychoanalytic theorists than inter-
nal psychological functioning (Chodorow, 1999).

A notable contribution to cultural concerns has been the early work of the
ego psychologist Erik Erikson. Many of Erikson’s writings (1950, 1968, 1969,
1982) show his interest in how social and cultural factors affect people of many
cultures throughout the life span. Of particular interest are his studies of the
child-raising practices of Native Americans (the Sioux in South Dakota and the
Yurok on the Pacific coast) that gave him a broad vantage point to view cultural
aspects of child development. Few other psychoanalytic writers have been as
devoted to cross-cultural concerns as Erikson. Although there are cultural differ-
ences in ways children separate from their parents in terms of going to school,
college, working, and leaving home, object relations theorists, relational theorists,
and self psychologists have concentrated on the similarity of developmental
issues rather than on cultural differences. Understanding how race and culture
interact with psychoanalytic principles in drive, ego psychology, object relations,
and relational psychology continues to be an area of study in psychoanalysis
(Mattei, 2008).

Reaching out to diverse populations has been a recent thrust of psychoana-
lytic therapists. Jackson and Greene (2000) show many ways that psychoanalytic
techniques, such as transference, can be applied to African American women.
Greene (2004) believes that psychodynamic approaches have become more sensi-
tive toward, and therefore more appropriate for, African American lesbians.
Thompson (1996) and Williams (1996) discuss how skin color is an important
issue to be dealt with in psychodynamic therapy. With African American and
Hispanic clients, they point out how client perceptions of self are related to issues
of not being sufficiently light or dark colored, particularly in comparison to other
family members. They also discuss how skin color can affect the transference
relationship with the therapist. When therapists are from a minority culture, this
can have an impact on transference relationships and on understanding resis-
tance in dealing with patients from a majority culture. Addressing the
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appropriateness of psychoanalysis in Arab-Islamic cultures, Chamoun (2005) sees
difficulty in the acceptance of psychoanalysis due to conflicts with religious and
other cultural values. In The Crescent and the Couch: Cross-currents Between Islam
and Psychoanalysis (Akhtar, 2008), 18 chapters describe various issues such as sex-
ual values, the structure of the family, and the formation of religious identity that
relate to the application of psychoanalysis to individuals who have Islamic
beliefs.

Another area of exploration has been the effect of bilingualism on psycho-
analysis. Javier (1996) and Perez Foster (1996) discuss how the age at which a
language is acquired can affect the reconstruction of early memories. Also,
when the therapist speaks only English and the patient speaks another lan-
guage as her primary language, a variety of transference or resistance issues
can result. Both authors describe how the formation of defense mechanisms
can be related to language acquisition and the way language can organize expe-
rience. In a case study where both therapist and patient shared a similar cul-
tural background (being Hispanic and speaking Spanish), cultural issues were
discussed such as the differences in reactions of therapist and patient when
therapy was conducted in English versus Spanish (Rodriguez, Cabaniss,
Arbuckle, & Oquendo, 2008).

Group Therapy

In trying to help their patients through group therapy, psychoanalytic practi-
tioners attend to unconscious determinants of behavior that are based on early
childhood experience. Although group psychoanalysis can be traced to the work
of Sandor Ferenczi, a student of Freud’s (Rutan, 2003), many of the conceptual
approaches to group therapy have taken a drive-ego psychology approach
(Rutan, Stone, & Shay, 2007; Wolf, 1975; Wolf & Kutash, 1986), attending to
repressed sexual and aggressive drives as they affect the individual’s psychologi-
cal processes in group behavior. Additionally, group leaders observe the use of
ego defenses and ways in which Oedipal conflicts affect the interactions of
group members and the group leader. As object relations theory has become
more influential, some group leaders have focused on issues of separation and
individuation as they affect individuals’ psychological processes in group interac-
tions. Such leaders may attend to how group participants deal with dependency
issues with the group leader and other participants by examining how they react
to group pressures and influences. Using the self psychology view of Kohut,
group leaders may focus on the ability of patients to be empathic to other
group members and to relate in a way that integrates self-concern with concern
about others.

A brief insight into the working of psychoanalytic groups is provided by
Wolf and Kutash (1986) in their description of different types of resistance
group leaders may encounter. Some group members may be “in love with” or
attach themselves first to the therapist and then to one and then perhaps another
group member. Others may take a parental approach to the group, trying to
dominate it; yet others may observe the group rather than participate. Still others
may analyze other members of the group but evade examination of themselves.
All of these examples divert attention away from the patient’s awareness of his
own mental processes and the issues he struggles with.
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As in individual psychoanalytic therapy, techniques such as free association
and interpreting observations based on dreams, resistances, transference, and the
working alliance (Corey, 2008; Rutan, Stone, & Shay, 2007) are used. Addition-
ally, group leaders encourage members to share insights and interpretations
about other group members. In group, members may be asked to free-associate
to their own fantasies or feelings, to free-associate to the material of others
(Wolf, 1963), or to free-associate to their own or others” dreams. When group lea-
ders interpret this material, they make hypotheses about the underlying meaning
of unconscious behavior (Corey, 2009). In a similar way, when members share
their insights about the behaviors of others, group members can learn from
these interpretations. If the insight is poorly timed or not accurate, the person
to whom it is directed is likely to reject it. Providing dream material, free-
associating, and interpreting are often very important aspects of group. When
members discuss and interpret someone else’s dreams, they may also be learning
about important aspects of themselves. As in individual therapy, the working
alliance is important. In a small study of psychodynamic group therapy, Lindg-
ren, Barber, and Sandahl (2008) showed how alliance to the group-as-a-whole at
the half-way point in therapy was related to the outcome of therapy. Although
the leader must attend to a multitude of transference reactions among the group
members, between the leader and each of the group members, and between the
leader and the group as a whole, group therapy can provide a broader opportu-
nity for individuals to understand how their unconscious processes affect them-
selves and others than does individual therapy.

Summary

Since the development of psychoanalysis in the late 1800s, psychoanalytic the-
ory has continued to be a powerful force in psychotherapy. Today, many
practicing psychoanalysts and psychoanalytic therapists not only make use
of Freud’s concepts but also incorporate later developments that make use of
Freud'’s constructs of conscious and unconscious. Many incorporate his person-
ality constructs of ego, id, and superego. However, relatively few rely only on
his conceptualization of psychosexual stages—oral, anal, phallic, latency, and
genital. Ego psychologists, including Anna Freud and Erik Erikson, have
stressed the need to adapt to social factors and to assist those with problems
throughout stages that encompass the entire life span. Adding to this rich
body of theory has been the work of object relations theorists, who have been
particularly concerned with childhood development before the age of 3, the
way infants relate to people around them, particularly their mothers, and how
the disruptions in early relationships affect later psychological disorder. The
perspective of self psychology has been on a natural development of narcissism
evolving from the self-absorption of infants and on how problems in early
child—parent relationships can lead to feelings of grandiosity and self-
absorption in later life. Relational psychoanalysts may consider issues raised
by all these theorists as well as attention to the existing patient—therapist rela-
tionship. In their work, psychoanalytic practitioners may make use of any one
or more of these ways of understanding child development.

Although there are a variety of conceptual approaches, most make use of
techniques that Freud developed to bring unconscious material into conscious
awareness. The technique of free association and the discussion of dreams
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provide unconscious material that can be interpreted to the patient to give insight
into psychological disorders. The relationship between patient and therapist
(transference and countertransference concerns) provides important material for
therapeutic work. Kernberg (borderline disorders), Kohut (narcissistic disorders),
and Mitchell (relational psychoanalysis) have discussed different ways that cer-
tain types of patients are likely to experience their relationship with the therapist.
Because much has been written about psychoanalytic treatment, there are many
ideas as well as disagreements about a variety of therapeutic issues and treat-
ment procedures with different disorders.

Because psychoanalysis and psychoanalytic psychotherapy can be very time
consuming, there have been efforts to devise methods other than traditional indi-
vidual treatment. For example, group therapy can incorporate ideas from drive
(Freudian), ego, object relations, self psychology, and relational psychoanalysis.
Brief individual psychotherapy also makes use of similar conceptual frameworks;
however, the techniques used are more direct and confrontive, and free associa-
tion is often not a part of this treatment. The various ways of viewing human
development and unconscious processes, combined with the development of
new approaches to psychotherapy, are indications of the creativity that continues
to be a hallmark of psychoanalysis.

Theories in Action DVD: Psychoanalysis

Basic Concepts Used in the Role-Play Questions about the Role-Play

¢ Dream exploration
¢ Interpretation
¢ Encouraging insight

1. Why is Jeanie’s dream a good source of material in psycho-
analysis? (p. 51)
2. What insight did Jeanie make about her problems from dis-

¢ Interpretation and wish fulfillment cussing her problem with Dr. Justice?

3. What did Jeanie discuss with Dr. Justice that makes her a
good candidate for psychoanalysis? (Hint: Family issues, see
object relations, p. 41)

4. The text discusses five different psychoanalytic personality
theories. Which ones would seem to fit Dr. Justice’s method
of conducting therapy?

Suggested Readings

As theorists create new psychoanalytic concepts, they  Freud, S. (1917). A general introduction to psychoanalysis.

often develop their own terms to describe them. For New York: Washington Square Press. These lec-
the reader who is not familiar with psychoanalytic con- tures, which make up volumes 15 and 16 of The
cepts, this can be confusing and overwhelming. In these Complete Psychological Works of Sigmund Freud,
suggestions for further reading, I have tried to include were given at the University of Vienna. Because
materials that are relatively easy to understand without he was addressing an audience that was not famil-
a broad background in psychoanalysis. iar with psychoanalysis, Freud presents a clear
Gay, P. (1988). Freud: A life for our time. New York: and readable presentation of the importance of

Anchor Books. This is a well-documented biogra-
phy of Freud. His family, the development of psy-
choanalysis, his work with patients, and his
interactions with his colleagues and followers are
described.

unconscious factors in understanding slips of the
tongue, errors, and dreams. Furthermore, he dis-
cusses the role of drives and sexuality in neurotic
disorders.
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Gabbard, G. O. (2004). Long-term psychodynamic psycho-
therapy: A basic text. Washington, DC: American
Psychiatric Association. This is a brief, clearly writ-
ten description of how long-term psychoanalysis is
conducted. Excerpts from cases illustrate the meth-
ods used in long-term psychodynamic therapy.

McWilliams, N. (2004). Psychoanalytic therapy. New
York: Guilford. Written for students studying to
become psychoanalytic therapists, this is a very
practical text that will instruct students about
issues they may encounter in practicing therapy.

Horner, A. ]J. (1991). Psychoanalytic object relations
therapy. Northvale, NJ: Aronson. In a clear manner,
Horner describes stages of object relations
development and object relations therapy. Impor-
tant therapeutic issues such as transference,
countertransference, neutrality, and resistance are

explained. Several case examples show the applica-
tion of object relations therapy.

Thorne, E., & Shaye, S. H. (1991). Psychoanalysis today: A
casebook. Springfield, IL: Charles C. Thomas. A vari-
ety of case studies featuring patients with a wide
range of disorders illustrate the application of psy-
choanalysis. Included in the 19 cases are dialogues
between patient and therapist.

Teyber, E. (2006). Interpersonal process in psychotherapy:
An integrative model (5th ed.). Belmont, CA:
Wadsworth. This textbook is used to help students
learn relational therapeutic skills. Many examples
of types of relational responses are given. The
book focuses on counselor responses to clients
rather than on object relations or relational
psychoanalysis.
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CHAPTER 3

ungian Analysis and Therapy

Outline of Jungian Analysis and Therapy
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J ung was interested in the spiritual side of indi-
viduals, which he felt developed at or after midlife.
His writings show a curiosity about patients’ con-
scious and unconscious processes and a caring for
the distress of his patients. His therapeutic approach
emphasizes ways of helping patients become aware
of their unconscious aspects through dreams and
fantasy material and thus bring the unconscious into
conscious awareness. Such an approach is designed
to help individuals realize their unique psychological
being. This emphasis on the unconscious can be
seen in the explanation of Jung's theory of person-
ality and psychotherapy.

Fascinated by dynamic and unconscious influ-
ences on human behavior, Jung believed that the
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unconscious contained more than repressed sexual
and aggressive urges, as Freud had theorized. For
Jung, the unconscious was not only personal but
also collective. Interpsychic forces and images that
come from a shared evolutionary history define
the collective unconscious. Jung was particularly
interested in symbols of universal patterns, called
archetypes, that all humans have in common. In
his study of human personality, Jung was able to
develop a typology that identified attitudes and
functions of the psyche that operate at all levels of
consciousness. The constructs that form the basis
of his theory came from observations that he
made of his own unconscious processes as well as
those of his patients.

History of Jungian Analysis and Therapy

Sl 1]

Theology and medicine, the vocations of Carl Jung’s ancestors, are important
aspects of Jung’s development of analytical psychology and psychotherapy
(Bain, 2004; Ellenberger, 1970; Hannah, 1976; Jung, 1961; Shamdasani, 2003). His
fll paternal grandfather was a well-known physician in Basel, Switzerland, and his

g maternal grandfather was a distinguished theologian with an important position
l in the Basel Swiss Reformed Church. Additionally, eight of his uncles were pas-
tors; thus, Jung was exposed to funerals and other rituals at an early age.
Although his family was not wealthy, his family name was well known in
Basel. Like his uncles, his father was a pastor; in later years he questioned his
own theological beliefs.

Born in the small village of Kesswil, Switzerland, in 1875, Jung had a rather
solitary and often unhappy childhood. During his early years, he was exposed to
the mountains, woods, lakes, and rivers of Switzerland. Nature was to be impor-
tant to him throughout his lifetime. After his first few years of school, Jung became
an excellent student. During his childhood Jung had dreams, daydreams, and
experiences he did not share with anyone. Seeking refuge in his attic, Jung (1961)
recalled making up ceremonies and rituals with secret pacts and miniature scrolls.

After he completed secondary school, Jung enrolled in medicine at the Uni-
versity of Basel in 1895, having secured a scholarship. While at medical school,
he continued to study philosophy and to read widely. He experienced a few
parapsychological phenomena, such as a table and a knife breaking for no appar-
ent reason, that fed his interest in the spiritual. His 1902 dissertation, On Psychol-
ogy and Pathology of So-Called Occult Phenomenon, dealt in part with the spiritistic
experiences of a 15-year-old cousin and readings on spiritism and parapsychol-
ogy. This interest in parapsychology was to continue throughout his work and
was reflected in his theoretical writings.

Throughout his life, Jung read widely in many fields, such as philosophy,
theology, anthropology, science, and mythology. He started to learn Latin at the
age of 6 and later learned Greek. Philosophically, he was influenced by
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Immanuel Kant’s view of a priori universal forms of perception. This concept
develops the idea that individuals never perceive reality for what it is but have
perceptual imperatives that affect what they believe they see, a precursor of the
collective unconscious. Another influence was Carl Gustav Carus’s idea that
there were three levels of the unconscious, including a universal one. Somewhat
similar to Carus’s work was the description of three levels of unconscious
functioning, one of which described a universal unconscious, as explained by
Eduard von Hartmann. Both von Hartmann’s and Carus’s concepts of a univer-
sal unconscious influenced Jung’s development of the collective unconscious. In
the 18th century, Gottfried Leibniz had written about the irrationality of the
unconscious, ideas that influenced Jung’s concept of the unconscious. Later, Arthur
Schopenhauer described irrational forces in individuals that were based on sexuality
and ways in which sexuality is repressed in individual behaviors. All of these phil-
osophical concepts can be recognized in Jung’s theory of personality.

Jung’s intellectual interests were broad and varied. The work of early cultural
anthropologists had an impact on many of his theoretical constructs. The cultural
anthropologist Johann Bachofen was interested in the social evolution of human-
ity and the role of symbolism across cultures. Also seeking universality across
cultures, Adolf Bastian believed that the similarity of the psychology of indivi-
duals could be understood by examining the rites, symbols, and mythology of
cultures. In attempting to understand the similarity of mythology and folktales
throughout the world, George Creuzer saw the importance of symbolism in stor-
ies and viewed the thinking underlying the story as analogical rather than primi-
tive or undeveloped. The emphasis these three writers gave to symbolism in
many cultures had a direct impact on Jung’s concept of archetypes.

On a more practical level, Jung’s training with two psychiatrists, Eugen
Bleuler and Pierre Janet, influenced his approach to psychiatry. Jung received
psychiatric training at the Burgholzli Psychiatric Hospital in Zurich under the
direction of Bleuler. While there, he and Franz Riklin used scientific methodology
to further develop and study the word association test, in which people respond
to specific words with the first word that comes to them. Finding that some
people responded much more quickly or slowly than average to some specific
words, Jung believed that these words would then carry special meaning for
that person. This finding was to lead to the development of the concept of the
complex. Jung believed that a complex, a group of emotionally charged words
or ideas, represented unconscious memories that influenced a person’s life. In 1902,
he took a leave of absence from the hospital to study hypnosis in Paris with Janet.
Much of Jung’s training was with schizophrenic patients, and he was extremely
curious about what “takes place inside the mentally ill” (Jung, 1961, p. 114).

In 1903 he married Emma Rauschenbach, who worked with him in the
development of his ideas, was an analyst, and wrote Animus and Anima (Jung,
E., 1957). Although he does not write very much about his family in his autobi-
ography, Memories, Dreams, Reflections (1961), he acknowledged the importance
of his family (he had four daughters and a son) in providing balance to his
study of his own inner world. This was particularly important during a 6-year
period when Jung did little writing or research but devoted time to exploring
his unconscious through analyzing his dreams and visions. He says:

It was most essential for me to have a normal life in the real world as a counterpoise
to the strange inner world. My family and my profession remain the base to which
I could return, assuring me that I was an actually existing, ordinary person. The
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unconscious contents could have driven me out of my wits. But my family, and the
knowledge: I have a medical diploma from a Swiss university, I must help my
patients, I have a wife and five children, I live at 228 Seestrasse in Kusnacht—these
were actualities which made demands upon me and proved to me again and again
that I really existed, that I was not a blank page whirling about in the winds of the
spirit, like Nietzsche. (Jung, 1961, p. 189)

One of the reasons for the 6 years of suffering (1913-1919) that Jung experi-
enced was the severing of his relationship with Sigmund Freud. Both Freud and
Jung had been aware of each other’s work through their writings (Aziz, 2007). In
March 1907 they talked together for almost 13 hours. During their 6-year rela-
tionship they corresponded frequently, and their correspondence has been
preserved (McGuire, 1974). Before meeting Freud, Jung had defended psycho-
analysis against attacks and was extremely interested in it, having sent a copy
of Psychology of Dementia Praecox (Jung, 1960d) to Freud, who was impressed by
it. Jung’s involvement in psychoanalysis is indicated by the fact that he was the
first president of the International Psychoanalytic Association. However, Jung
had reservations about Freud’s psychoanalysis from its inception, as he was to
write later: “Before Freud nothing was allowed to be sexual, now everything is
nothing but sexual” (Jung, 1954a, p. 84). Further, Jung was interested in the
occult and parapsychology, ideas that Freud did not approve of. In fact, Jung
was generally rejected by many psychoanalysts because of his interest in spiritu-
ality (Charet, 2000). In 1909 they traveled together to lecture at Clark University
in Worcester, Massachusetts. On the trip they analyzed each other’s dreams. At
that time, Jung realized that the theoretical differences between Freud and him-
self were large, as he found himself interpreting one of his own dreams in a way
that Freud would accept, rather than in a way that felt honest and accurate to
Jung. Freud saw Jung as his “crown prince,” as his successor. In 1910 he wrote to
Jung:

Just rest easy, dear son Alexander, I will leave you more to conquer than I myself

have managed, all psychiatry and the approval of the civilized world, which regards

me as a savage! That ought to lighten your heart. (McGuire, 1974, p. 300)

The reference to Alexander is a reference to Alexander the Great, with Freud
being Philip, Alexander’s father.

In 1911 Jung wrote Symbols of Transformation (1956), in which Jung described
the Oedipus complex not as sexual attraction to an other-sex parent and hostile
or aggressive feeling toward the same-sex parent (Freud’s view) but as an expres-
sion of spiritual or psychological needs and bonds. Jung sensed that this would
cost him Freud’s friendship, and it probably did. In January 1913 Freud wrote
Jung, stating, “I propose that we abandon our personal relations entirely”
(McGuire, 1974, p. 539). Jung then resigned his editorship of the Psychoanalytic
Yearbook and resigned as president of the International Psychoanalytical Associa-
tion. Although Jung was to credit Freud for many of his ideas, they never saw
each other again (Roazen, 2005). This break was difficult for Jung, as he states:
“When I parted from Freud, I knew that I was plunging into the unknown.
Beyond Freud, after all, I knew nothing; but I had taken the step into darkness”
(Jung, 1961, p. 199). Thus, Jung’s 6 years of exploration into his own unconscious
started.

Following this turbulent period, Jung was extremely productive in his writing,
his teaching, and his devotion to psychotherapy and his patients. Furthermore,
he traveled frequently. To increase his knowledge of the unconscious, Jung felt it
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would be valuable for him to meet with people in primitive societies. In 1924 he
visited the Pueblo of New Mexico; a year later he stayed with an African tribe in
Tanganyika and also traveled to Asia. During these visits he kept diaries of his dis-
cussions with people and their shamans. Further exploration of other cultures came
about through his friendship with Richard Wilhelm, an expert on Chinese writings
and folklore (Stein, 2005). Jung studied alchemy, astrology, divination, telepathy,
clairvoyance, fortune telling, and flying saucers to learn more about the
mind, particularly the collective unconscious. In the process of learning more
about a variety of myths, symbols, and folklore, Jung developed an excellent
collection of books on medieval alchemy. His interest in alchemy stemmed
from the symbolism that was used throughout the writings of the medieval
alchemists. All of these interests represent collective imagery that is related to
unconscious functioning. Jung used painting and stonework to express himself
symbolically. He built a tower at the end of Lake Zurich that was a private
retreat with symbolic meaning for him. Although he added to it in three later
renovations, he never installed modern conveniences, as he wanted it to
remain a place close to his unconscious.

Jung continued to be productive until his death on June 6, 1961. He had
received honorary degrees from Harvard and Oxford and many other honors
and awards. Also, he gave many interviews for television, magazines, and visi-
tors. His productivity was enormous, with most of his work published in
20 volumes by Princeton University.

Jungian therapy and ideas related to Jung’s theory continue to grow in pop-
ularity (Schultz & Schultz, 2009). Interest in Carl Jung’s ideas, as represented by
the popularity of Jungian associations, has been developing in the United States
and throughout the world (Kirsch, 2000). Seminars and educational forums are
presented both by local societies and by professional organizations.

Jungian training institutes can be found in the United States and throughout
the world. There are more than 2,000 qualified Jungian analysts who are members
of the International Association for Analytic Psychology. In the United States there
are several training institutes, with somewhat different entrance requirements.
Training requires usually more than 300 hours of personal analysis and at least
3 years of training beyond prior professional training. Coursework includes subjects
such as the history of religion, anthropology, mythology, fairy tales, and theories
of complexes. In addition, trainees are supervised in the analysis of patients. Work-
ing with dreams is emphasized in both coursework and therapy.

International meetings of Jungian analysts have been held every 3 years since
1958. Some of the journals that feature Jungian psychology and psychotherapy
are The Journal of Analytical Psychology, The Journal of Jungian Theory and Practice,
and Jung Journal: Culture and Psyche.

Theory of Personality

Essential to Jung’s conception of personality is the idea of unity or wholeness.
For Jung this wholeness is represented by the psyche, which includes all
thoughts, feelings, and behaviors, both conscious and unconscious. Throughout
their lives, individuals strive to develop their own wholeness. Jung viewed the
self as both the center and totality of the whole personality. Another aspect of
personality includes attitudes of individuals as well as ways they function
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psychologically. Jung also described the development of psyche in childhood,
adolescence, middle age, and old age. Information for this section is drawn
from Jung (1961), Harris (1996), Mattoon (1981), Schultz and Schultz (2009),
Whitmont (1991), and Jung’s collected works.

Levels of Consciousness

In explaining an individual’s personality, Jung identified three levels of con-
 © sciousness. The concepts of soul, mind, and spirit exist at all levels of conscious-
ness and include cognitions, emotions, and behaviors. The levels of consciousness
that are an expression of personality include the conscious, which has as its focus
the ego; the personal unconscious, which includes thoughts and memories that
can be recalled or brought to a conscious level; and the collective unconscious,
derived from themes and material that are universal to the human species. The
study of the unconscious and archetypes, images or thoughts that represent uni-
versal ways of being or perceiving (described further on page 92), is the focus of
much of Jung’s writings, as well as those of Jungian analysts. Thus, in this section
and in the rest of the chapter, the collective unconscious receives more attention
than the conscious.

Theories in Action

The conscious level. The conscious level is the only level that individuals can
know directly. Starting at birth, it continues to grow throughout life. As indivi-
duals grow, they become different from others. This process, referred to as indi-
viduation by Jung (1959b, p. 275), has as its purpose the goal of knowing oneself
as completely as possible. This can be achieved, in part, by bringing unconscious
contents into “relationship with consciousness” (Jung, 1961, p. 187). As indivi-
duals increase their consciousness, they also develop greater individuation. At
the center of the conscious processes is the ego.

The ego refers to the means of organizing the conscious mind. The ego
selects those perceptions, thoughts, memories, and feelings that will become con-
scious. The organizational structure of the ego provides a sense of identity and
day-to-day continuity so that individuals are not a mass of random conscious
and unconscious perceptions, thoughts, and feelings. By screening out great
amounts of unconscious material (memories, thoughts, and feelings), the ego
attempts to achieve a sense of coherence and consistency while at the same time
being an expression of individuality.

The personal unconscious. Experiences, thoughts, feelings, and perceptions that
are not admitted by the ego are stored in the personal unconscious. Materials
stored in the personal unconscious may be experiences that are trivial or unre-
lated to present functioning. However, personal conflicts, unresolved moral con-
cerns, and emotionally charged thoughts are an important part of the personal
unconscious that may be repressed or difficult to access. Often these elements
emerge in dreams, as the personal unconscious, and may play an active role in
the production of dreams. Sometimes thoughts, memories, and feelings are asso-
ciated with each other or represent a theme. This related material, when it has an
emotional impact on an individual, is called a complex.

It is the emotionality of a complex that distinguishes it from groups of
related thoughts that have little emotional impact on the individual. Jung's
work with Bleuler on word association led to his development of the concept of
complexes. Although Adler (inferiority complex) and Freud (Oedipus complex)
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developed the construct of the complex in their own theories, Jung integrated the
complex into his own thinking.

What distinguishes Jung’s writing on complexes from that of other theorists
in this book is his emphasis on the archetypal core. Thus, each complex has ele-
ments not only from the personal unconscious but also from the collective
unconscious. Examples of common complexes with archetypal roots are the
mother complex, the father complex, the savior complex, and the martyr com-
plex. Such complexes could be detected from a word association test. An atypi-
cal response style was an indication that the individual had an emotional
reaction to a word, which, grouped with other thematically related words,
may be indicative of a complex. Because individuals are not conscious of com-
plexes, it is the therapist’s goal to make complexes conscious. Not all complexes
are negative; some may be quite positive. For example, an individual who seeks
political office and power may be said to have a Napoleonic complex. Such a
complex may lead the individual to accomplish positive social goals for herself
and her community. If the search for power cannot be satisfied, the positive
complex turns into a negative one or evokes the transcendent function, which is
a confrontation of opposites, a conscious thought and an unconscious influence.
The transcendent function bridges these two opposing attitudes or conditions
and in the process becomes a third force usually expressed through an emerg-
ing symbol. In a sense, an individual can transcend or rise above a conflict and
see it from a different point of view. This is a core concept of Jungian theory
and is thoroughly explained by Miller (2004) in his book The Transcendent Func-
tion: Jung’s Model of Psychological Growth through Dialogues with the Unconscious.
Clinically, the transcendent function can provide an opportunity for therapeutic
growth in dealing with transference (Ulanov, 1997) and other issues. In their
therapeutic work, analysts encounter a variety of unconscious complexes that
are an important aspect of the therapeutic endeavor. Although attaching impor-
tance to complexes, Jungian analysts are particularly interested in the role of the
collective unconscious in complexes and in other aspects of an individual’s
functioning.

The collective unconscious. The concept that most distinguishes Jung’s theory
of psychotherapy from other theories is that of the collective unconscious,
which, in contrast to the personal unconscious, does not contain concepts or
thoughts related to a specific person. Images and concepts that make up the col-
lective unconscious are independent of consciousness (Harris, 1996; Whitmont,
1991). The term collective denotes materials that are common to all humans and
significant to them. The collective unconscious refers to “an inherited tendency of
the human mind to form representations of mythological motifs—representa-
tions that vary a great deal without losing their basic pattern” (Jung, 1970a,
p- 228). Because all human beings have similar physiology (brains, arms, and
legs) and share similar aspects of the environment (mothers, the sun, the
moon, and water), individuals have the ability to see the world in some univer-
sally common ways and to think, feel, and react to the differences and com-
monalities in their environment. Jung was quite clear in stating that he did not
believe that specific memories or conscious images were inherited. Rather, it is
the predisposition for certain thoughts and ideas that is inherited—archetypes.
Archetypes are ways of perceiving and structuring experiences (Jung, 1960b,
p- 137). The concept of archetypes is basic to understanding Jungian psychology
and is the focus of the next section.
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Archetypes

Although they do not have content, archetypes have form. They represent the
possibility of types of perceptions (Jung, 1959a, 1959c; Hollis, 2000). Basically,
they take a person’s reactions and put them into a pattern. Archetypes are path-
ways from the collective unconscious to the conscious, which may lead to an
action. Jung was interested in archetypes that have emotional content and
strength and that have endured for thousands of years. For example, the arche-
type of death carries strong emotions and is a universal experience. There are
many archetypes that Jung wrote about, including birth, death, power, the hero,
the child, the wise old man, the earth mother, the demon, the god, the snake, and
unity. These archetypes are expressed as archetypal images, the content of which
is described in the section on symbolism. Those archetypes that Jung considered
most important in the composition of the personality are the persona, the anima
and the animus, the shadow, and the Self (Shamdasani, 2003). Of these, the per-
sona is the archetype that is the most related to the everyday functioning of the
personality, and the Self archetype is the one that is most crucial to proper func-
tioning of the personality.

Persona, meaning mask in Latin, is the way individuals present themselves in
public. Individuals play various roles—parent, worker, friend. How individuals
play these roles depends on how they want to be seen by others and how they
believe others want them to act. People vary their personas depending on the sit-
uation, acting kindly with a child and defensively with a telemarketer. The per-
sona is helpful in that individuals learn to control feelings, thoughts, and
behaviors in specific situations. However, if the persona is valued too highly,
individuals become alienated from themselves and shallow; they have difficulty
experiencing genuine emotions.

Anima and animus represent qualities of the other sex, such as feelings, atti-
tudes, and values. For men, the anima represents the feminine part of the male
psyche, such as feelings and emotionality. Animus is the masculine part of the
female psyche, representing characteristics such as logic and rationality. The
idea that men and women have a part of the opposite sex within them has a
basis in biology. Both sexes produce varying degrees of male and female hor-
mones. Individuals vary as to the extent to which psychological characteristics
of the other gender are a part of their personality.

An assumption inherent in the concept of the anima and animus is that
women are traditionally emotional and nurturing and that men are traditionally
logical and powerful. The anima and animus do not need to be viewed so nar-
rowly. Harding (1970) described how the animus can function differently in differ-
ent types of women. Emma Jung (1957) described four major archetypes that
women may experience as their animus develops. Other writers have also sought
to develop the concepts of anima and animus further and modify Jung’s thinking
(Hillman, 1985). Jung believed that men must express their anima and women
their animus in order to have balanced personalities. If individuals do not do so,
they run the risk of being immature and stereotypically feminine or masculine. In
psychotherapy, exploration of the anima and animus may lead not only to expres-
sion of unconscious parts of an individual’s personality, but also to the exploration
of sexuality of the individual and sexuality in the transference relationship with the
therapist (Schaverien, 1996).

The shadow is potentially the most dangerous and powerful of the arche-
types, representing the part of our personalities that is most different from our
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conscious awareness of ourselves. Contained in the shadow are unacceptable sex-
ual, animalistic, and aggressive impulses (Shamdasani, 2003). The raw nature of
the impulsiveness of the shadow is somewhat similar to Freud’s id. Jung believed
that men tended to project their own shadow (negative and animalistic feelings)
onto other men, causing bad feelings between men. This may explain, in part, the
frequency of fights and wars between men. Although they are not manifested
physically, Jung believed that women projected shadow impulses onto other
women. The persona archetype, expressing itself through social expectations,
serves to moderate, or keep in check, the shadow. More broadly, the shadow
can be projected on many objects by both sexes.

Although this discussion presents the shadow as a negative archetype, it can
have positive aspects. Appropriate expression of the shadow can serve as a
source of creativity, vitality, and inspiration. However, if the shadow has been
repressed, individuals may feel inhibited, out of touch with themselves, and fear-
ful. For such individuals, the goal of therapy is to help bring their shadow into
consciousness.

The Self is energy that provides organization and integration of the personal-
ity. The Self is the center of the personality (conscious and unconscious) and
brings together conscious and unconscious processes. The Self can be seen as
similar to the concept of identity formation (Roesler, 2008). For children and indi-
viduals who are relatively unindividuated, the Self may be centered in the
unconscious, as they may be relatively unaware of their complexes and manifes-
tations of their archetypes. In contrast, the ego is the center of consciousness,
which has more limited functioning and is a part of the Self (Ekstrom & PDM
Task Force, 2007). As individuals become mature and individuated, a stronger
relationship develops between the ego and Self.

For Jung, the development and knowledge of the Self are the goals of human
life. When individuals have fully developed their personality functions, they are
in touch with the Self archetype and are able to bring more unconscious material
into consciousness. Because knowledge of the Self requires being in touch
with both conscious and unconscious thoughts, there is an emphasis in Jungian
analysis on dreams as a way to provide understanding of the unconscious
processes. Furthermore, spiritual and religious experiences can bring about fur-
ther understanding of the unconscious, which can then be brought into conscious
awareness. To develop one’s personality, therapists help patients move uncon-
scious thoughts and feelings to consciousness.

Symbols. Archetypes are images with form but not content. Symbols are the
content and thus the outward expression of archetypes. Archetypes can be
expressed only through symbols that occur in dreams, fantasies, visions, myths,
fairy tales, art, and so forth. Expressed in a variety of ways, symbols represent
the stored wisdom of humanity that can be applied to the future. Jung devoted
much effort to understanding the wide variety of symbols found as archetypal
representations in different cultures.

Jung’s broad knowledge of anthropology, archeology, literature, art, mythol-
ogy, and world religions provided him with an excellent knowledge of symbolic
representations of archetypes. For example, Jung’s interest in alchemy (Jung,
1954e, 1957) helped him find symbols that represented archetypes in his patients.
Alchemists, who were searching for the philosophers’ stone or ways to make
gold out of base metals, expressed themselves through abundant symbolic mate-
rial. Jung was also well versed in mythology and fairy tales, which provided him
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with more material for understanding symbols. Talking to people in a wide
variety of African, Asian, and Native American cultures about spirituality and
dreams also helped him to increase his knowledge of symbolism. Jung’s curiosity
was vast. He sought to understand why so many individuals believed they had
seen flying saucers. Through discussion of dreams, myths, and historical refer-
ences, Jung concluded that the flying saucer represents totality, coming to earth
from another planet (the unconscious), and containing strange creatures (arche-
types) (Hall & Nordby, 1973, p. 115). In reaching this conclusion, Jung used
what he called amplification, what he knew about the history and meaning of
symbols such as flying saucers. Jung applied amplification to his work with his
patients” dreams by learning as much as possible about a particular image within
a dream. To amplify the meaning of dreams or other unconscious material, the
Jungian analyst must have knowledge of the history and meaning of many sym-
bols for many different cultures.

In his research on myths, alchemy, anthropology, spirituality, and other
areas, Jung found that certain symbols tended to represent important archetypes.
For example, a common image of the persona is the mask used in drama and in
religious ceremonies. The Virgin Mary, Mona Lisa, and other well-known women
represent the anima in men. Likewise, the symbols of men as Christ or King
Arthur symbolize the animus in women. Evil characters such as the devil, Hitler,
and Jack the Ripper may represent the shadow.

A particularly important symbol is that of the mandala, which represents the
Self. The mandala is a circular form and usually has four sections. Symbolically it
represents an effort or need to achieve wholeness. For Jung, it was a symbol for
the center of the personality. Four elements can refer to fire, water, earth, and air,
the four directions of the winds, or the Trinity and the Holy Mother. These are
just some examples of archetypal representations that Jung and others have
described.

MaANDALA

Personality Attitudes and Functions

By making observations of himself and his patients, Jung was able to identify
dimensions of personality that are referred to as personality types. These dimen-
sions have both conscious and unconscious elements. The first dimensions that
Jung developed are the attitudes of extraversion and introversion. Later, he
developed the functions, those involved in making value judgments—thinking
and feeling—and those used for perceiving oneself and the world—sensing and
intuiting. Jung combined the attitudes and functions into psychological types,
which have been used in the construction of the Myers-Briggs Type Indicator
and similar inventories. However, he was careful to talk about these as approxi-
mations and tendencies rather than as dogmatic categories. For individuals, one
function is usually more developed than others. The least developed of the four
functions is likely to be unconscious and expressed in dreams and fantasies, hav-
ing implications for analytical treatment (Jung, 1971).

Attitudes. Introversion and extraversion are the two attitudes or orientations in
Jung’s view of personality. Briefly, extraverted individuals are more concerned
with their external world, other people, and other things, whereas introverted
people are more concerned with their own thoughts and ideas. Introversion and
extraversion are polarities, or opposite tendencies. Not only are individuals capa-
ble of being both introverted and extraverted, but they use both attitudes in their
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lives. As individuals develop, one of the attitudes becomes more dominant or
highly developed. The nondominant attitude is likely to be unconscious and
influence the person in subtle or unexpected ways. For example, introverts may
find themselves attracted to and drawn to extroverts, as extraversion represents
an unconscious aspect of themselves. A similar comparison could be made for
extroverts. When people who are normally active and outgoing, with an interest
in the world around them, become quiet and thoughtful, their introverted
attitude, which is unconscious, becomes more active. Although Jung found the
attitudes of introversion and extraversion to be useful dimensions of personality,
he found them too simple and inadequate to explain differences between
individuals (Jung, 1971).

Functions. After about 10 years of struggling with concepts that would add to
the personality dimensions of attitudes, Jung designated four functions: thinking,
feeling, sensing, and intuition. He explains the conceptualization of the rational
functions—thinking and feeling—in this way:

And so it came about that I simply took the concepts expressed in current speech as
designation for the corresponding psychic functions, and used them as my criteria in
judging the differences between persons of the same attitude-type. For instance,
I took thinking as it is generally understood, because I was struck by the fact that
many people habitually do more thinking than others, and accordingly give more
weight to thought when making important decisions. They also use their thinking in
order to understand the world and adapt to it, and whatever happens to them is sub-
jected to consideration and reflection or at least subordinated to some principle sanc-
tion by thought. Other people conspicuously neglect thinking in favor of emotional
factors, that is, a feeling. They invariably follow a policy dictated by feeling, and it
takes an extraordinary situation to make them reflect. They form an unmistakable
contrast to the other type, and the difference is most striking when the two are busi-
ness partners or are married to each other. It should be noted that a person may give
preference to thinking whether he be extraverted or introverted, but he will use it
only in the way that is characteristic of his attitude-type, and the same is true of feel-
ing. (Jung, 1971, pp. 537-538)

Thus, both thinking and feeling require making judgments. When individuals
usually use thinking, they are using their intellectual functioning to connect ideas
and to understand the world. When they use the feeling function, they are mak-
ing decisions on the basis of having positive or negative feelings or values about
subjective experiences.

Sensation and intuition can be considered irrational functions because they
relate to perceiving or responding to stimuli. These two functions are not related
to evaluation and decision making. Like thinking and feeling, sensing and intuit-
ing represent a polarity. Sensing includes seeing, hearing, touching, smelling,
tasting, and responding to sensations that are felt within one’s body. It is usually
physical, most often conscious, and shows an attention to detail. In contrast, intu-
ition refers to having a hunch or a guess about something that is hard to articu-
late, often looking at the big picture. Frequently vague or unclear, it is usually
unconscious, for example, “I have a bad impression of Joan. I don’t know why
but I do.”

Combination of attitudes and functions.. By combining each of the two atti-
tudes with each of the four functions, eight psychological types can be described
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(Schultz & Schultz, 2009). Jung was concerned that individuals would try to put
all people into the eight categories. His intent was to help in classifying informa-
tion. For Jung, each individual had a unique pattern of attitudes and functions
that make up his or her personality. The eight psychological types are described
briefly here, focusing only on the most important characteristics, with the four
functions combined with the introverted attitude in the left-hand column and
the four functions combined with the extraverted attitude in the right-hand col-

umn (Myers, McCaulley, Quenk, & Hammer, 1998).

Introverted-Thinking: Such individuals like to
pursue their own ideas and are not particularly
concerned about having these ideas accepted.
They may prefer abstract ideas to interaction
with others or to making plans.

Introverted-Feeling: Strong feelings may be kept
inside, erupting occasionally in forceful
expression. Creative artists are likely to
express their feelings through their works.

Introverted-Sensation: Such individuals may
focus on the perceptions of their world,
attending especially to their own psychological
sensations. They may prefer artistic and
creative expression to verbal communication.

Introverted-Intuition: People of this type may
have difficulty communicating their own
insights and intuitions because they may
themselves have difficulty in understanding

Extraverted-Thinking: Although concerned with
the outside world, such individuals may try
to impose their own view of the world on
others. People who work in science and
applied mathematics may use their thinking
function to help solve real problems.

Extraverted-Feeling: Interactions with other
people can often be emotional at times, but
also quite sociable and friendly at other times.

Extraverted-Sensation: Experiencing sensations
and participating in exciting activities, such as
mountain climbing, are characteristic of this
type. They often like to gather data and informa-
tion and are likely to be practical and realistic.

Extraverted-Intuition: Such people enjoy novelty
and promoting new ideas and concepts to
others. They may have difficulty sustaining
interest in one project.

their own thoughts and images.

Although there are many ways of assessing psychological type, the danger of
over-assessing or pigeonholing people into eight categories remains. These types
can best be seen as a way of understanding how Jung combines the attitudes and
functions of personality in explaining individuals’ characteristics.

Function strength. Because the four functions represent two polarities,
thinking-feeling and sensing-intuition, individuals experience all of the four.
However, all are not equally well developed in individuals. The most highly
developed function, referred to as the superior function, is dominant and
conscious. The second most developed function, the auxiliary function, takes
over when the superior is not operating. The function that is least well devel-
oped is referred to as the inferior function. Unlike the superior function, which
is conscious, the inferior function is repressed and unconscious, appearing in
dreams and fantasies. Usually when a rational function (thinking or feeling) is
superior, then a nonrational function (sensing-intuiting) will be auxiliary. The
reverse is also true.

The concept of function strength or dominance can be an elusive one.
Jungian analysts find it helpful to explore the inferior functions of their patients
that are expressed in dreams or creative work. The following example
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illustrates how the inferior function was explored with an individual who was
normally an introverted-thinking type. This case not only illustrates the use of
Jungian type terminology but also relates it to archetypal material, in this case,
the anima.

A case will illustrate such use of inferior functions. A young engineer who had
excelled in school and at college, under pressure from a demanding father, was moti-
vated by drug experiences and peers in the counterculture to drop out of his first job
after college for the purpose of exploring “varieties of religious experience.” He
drifted to the West Coast and lived in various communal situations, where he experi-
mented with his sexual as well as his religious feelings. He eventually tried to
exchange his dominant heterosexual adaptation for a homosexual one, but he became
a most absurd and unsuccessful homosexual, affecting a mincing, false feminine per-
sona and a whorish attitude that were in comic contrast to his normally reserved and
masculine presentation of Self. He became silly and disorganized under the pressure
of these experiments, and he was hospitalized for what appeared to be a psychosis.
When he asked to see a “Jungian,” he was referred from a day treatment center to an
analyst.

After some exploration, the analyst concluded that the patient, in his attempt to
undo his father’s excessive demands, had turned his psyche inside out. He had fled
to his inferior functions in an attempt to discover parts of himself that his father
could not organize for him. Normally an introverted thinking type with reliable
auxiliary extraverted sensation, he had turned first to his relatively inferior intro-
verted intuition, which he explored through drugs and through participation in a
religious cult. Then communal life had stimulated his inferior extraverted feeling,
which was normally carried by his anima. He became anima-identified, enacting
the part of an inferior extraverted feeling woman. To be sure, he was taking
revenge on his father by enacting an unconscious caricature of the “feminine” role
he had felt himself to have occupied in his original relation to his father. But the
entire compensation, witty though it was, was ruining his life and psychotically dis-
torting his personality. Sadly enough, he was really very like the compulsive engi-
neer his father had wanted him to be.

The analyst took the tack of gently supporting the patient’s return to adapt-
ation through his superior functions and quietly discouraged the patient from
further exploration of his inferior functions. He firmly refused the more floridly
“Jungian” feeling-intuitive approach the patient had at first demanded. With
this approach, the patient’s near-hebephrenic silliness disappeared. He resumed het-
erosexual functioning, recovered his dominant introverted personality, and sought
work in a less ambitious field related to engineering. (Sandner & Beebe, 1982,
pp- 315-316)

Although complex, this example illustrates how a Jungian analyst might
attend to inferior functions in understanding the client while supporting his
introverted attitude and thinking functions.

Personality Development

Because he was more concerned with understanding the unconscious and dimen-
sions of personality than he was with the development of personality, Jung’s
(1954d) stages of personality are less well developed than those of Freud or Erik-
son. He divided life into four basic stages: childhood, youth and young adult-
hood, middle age, and old age. The life stage that he was most interested in and
wrote most frequently about is that of middle age.
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Childhood. Jung (1954b) believed that psychic energy of children was primar-
ily instinctual—eating, sleeping, and so forth. The parental role is to direct
children’s energy so that they do not become chaotic and undisciplined. Jung
felt that most of the problems of childhood were due to problems at home.
If problems of either or both parents could be resolved, then children’s disobe-
dient behavior and other problems would be lessened. Fordham (1996) has
drawn upon object relations theory as described by Melanie Klein to develop a
Jungian approach to child development. Generally, childhood is a time to
separate from parents and to develop a sense of personal identity (Schultz &
Schultz, 2009).

Adolescence. Adolescents may develop a variety of problems as they are faced
with many life decisions, such as choice of schooling and career. Furthermore,
they may experience difficulties arising from the sexual instinct, including insecu-
rity while associating with the other sex. As they grow and develop, they may
wish that they were children again, with relatively few decisions to make. These
conflicts and decision points that adolescents encounter are handled differently,
depending on their propensity toward introversion or extraversion. To cope
with their problems, adolescents must develop an effective persona to deal with
the world based on their own dominant function rather than the one imposed by
parental expectations. As they enter the period of young adulthood, individuals
discover their own personality and develop an understanding of their own
persona.

Middle age. Jung’s interest in middle age is probably explained by the fact that
he experienced his own midlife crisis, in which he carefully reexamined his own
inner being and explored his unconscious life through his dreams and creative
work. Furthermore, many of Jung’s patients were of middle age, had been
successful, and were dealing with questions regarding the meaning of life. As
individuals become established in their careers, their families, and their commu-
nities, they may be aware of experiencing a feeling of meaninglessness or loss in
their lives (Jung, 1954f). In fact, many individuals who wish to become Jungian
analysts often do so at middle age rather than in their 20s, a typical age for
those seeking training in other psychotherapies. A variety of issues can be
encountered at middle age or in the transition from adolescence to middle age.
For example, Jung identifies the puer aeternus, the man who has difficulty grow-
ing out of adolescence and becoming self-responsible, as he is attached uncon-
sciously to his mother. The term puella aeterna, where the attachment is to the
father, is used for the woman who has difficulty accepting responsibilities of
adulthood. Nevertheless, such individuals may be creative and energetic
(Sharp, 1998).

Old age. Jung believed that in old age individuals spend more and more time
in their unconscious. However, Jung felt that older individuals should devote
time to understanding their life experiences and deriving meaning from them
(Jung, 1960e). For Jung, old age was a time to reflect and to develop wisdom.
Older individuals often thought about the topics of death and mortality, an
issue reflected in Jung’s writings and dreams (Yates, 1999). For example,
Goelitz (2007) describes how dream work with the terminally ill can benefit
these patients. A number of Jung’s patients were of retirement age (Mattoon,
1981), reflecting his belief that psychological development continues regardless
of age.
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In Jungian analysis, knowledge and understanding of levels of conscious-
ness and dimensions of personality, as well as changes in psychic energy, are
significant. In particular, familiarity in dealing with the unconscious through
archetypal material that is produced in dreams, fantasies, and by other means
is a central focus. The overview of these elements of Jungian personality theory
is related to the process of Jungian analysis and psychotherapy in the next
section.

Jungian Analysis and Therapy

Much of Jungian therapy is concerned with bringing unconscious material into
consciousness. To accomplish this, assessment is made through the use of projec-
tive techniques, objective instruments that measure type, and assessments of
dream and fantasy material. The therapeutic relationship is a flexible one, with
analysts using their information about their own psyches to guide their patients
in bringing the personal and collective unconscious into awareness. To do this,
much use is made of dreams, active imagination, and other methods of explora-
tion. Another area of inquiry is transference and countertransference, which refer
to an examination of relationship issues that affect the course of therapy. This
section provides only a brief discussion of the important aspects of Jungian anal-
ysis and psychotherapy.

Therapeutic Goals

From a Jungian point of view, the goal of life is individuation (Hall, 1986). As
mentioned, individuation refers to a conscious realization of psychological reality
that is unique to oneself. As individuals become aware of their strengths and lim-
itations and continually learn about themselves, they integrate conscious and
unconscious parts of themselves. In her brief description of the goals of analysis,
Mattoon (1986) describes the goal of Jungian analysis as the integration of
the conscious and unconscious to achieve a sense of fullness, leading to
individuation.

Goals of Jungian therapy can depend on the developmental stage of the
patient (Harris, 1996), whether childhood, adolescent, midlife, or old age. For
children, the goal may be to help them in problems that interfere with their
Self archetype (normal development). In adolescence and early adulthood
there is often a focus on identity and understanding more about one’s Self
than one’s persona. In midlife, goals can shift from pragmatic ones of earning
a living and being responsible for a family to less material and more spiritual
aspects of one’s life. For people 70 or older, seeing life as a whole process and
developing serenity are some of the goals of therapy. Of course, individuals
may have other goals as well, but these are common ones that are related to
stages in the life span.

Analysis, Therapy, and Counseling

Although writers disagree somewhat in their definitions of Jungian analysis, psy-
chotherapy, and counseling, the term Jungian analyst is reserved for those who
are officially trained at institutions certified by the International Association for
Analytical Psychology. In contrasting Jungian psychotherapy with Jungian
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analysis, Henderson (1982) believes analysis is more intensive than psychother-
apy, involving several sessions a week over a long period of time. For Henderson,
psychotherapy is briefer, allowing therapists to provide crisis intervention and to
meet immediate needs for psychological insight. In contrast, Mattoon (1981) sees
no clear distinction between psychotherapy and analysis in terms of method or
content. However, she acknowledges that many Jungian analysts believe that anal-
ysis deals more with unconscious material, especially dreams, than does therapy.
With regard to counseling, Mattoon sees counselors as usually working less with
unconscious material than therapists or analysts. Perhaps a reason for this varia-
tion in opinion is that Jungian analysts themselves have varied backgrounds
(psychology, social work, the ministry, or employment not associated with the
helping professions). Many become analysts in their 30s or 40s as a “second
career” (Hall, 1986). In general, the more exposure that counselors and psy-
chotherapists have had to Jungian emphasis on the unconscious through their
own analysis and specific training, the more likely they are to be comfortable
using unconscious materials in their work.

Assessment

The range of assessment methods used by Jungian analysts varies from objective
and projective personality tests to the use of their own dreams. Although Jung
had few standardized measures of personality available, he used a broad variety
of ways of understanding his patients. As diagnostic classification systems were
developed (Diagnostic and Statistical Manual [DSM] II, III, and IV-TR), there have
been some limited attempts to relate Jungian typology to diagnostic categories
and many criticisms of the DSM-IV (Ekstrom & PDM Task Force, 2007). When
projective tests were being developed, the test developers’ familiarity with Jung-
ian psychology had an impact on their design. Perhaps the greatest effort in
assessment of Jungian concepts has been that of objective inventories that
attempt to measure psychological type. All of these efforts can be traced to
Jung’s creative approach to assessment.

Jung’s description of four methods of understanding patients (word associa-
tion, symptom analysis, case history, and analysis of the unconscious) can best be
put in perspective through understanding his subjective and humane approach
to therapy.

Clinical diagnoses are important, since they give the doctor a certain orientation; but
they do not help the patient. The crucial thing is the story. For it alone shows the
human background and the human suffering, and only at that point can the doctor’s
therapy begin to operate. (Jung, 1961, p. 124)

Given this caution, Jung described four methods of learning about patients.
First, the word association method that he had developed in his work with Riklin
(Jung, 1973) provided a way of locating complexes that might disturb the indi-
vidual (p. 157) and allowed exploration of the unconscious. Second, hypnosis
was used to bring back painful memories. Called symptom analysis, Jung felt it
to be helpful only for posttraumatic stress disorders. Third, the case history was
used to trace the historical development of the psychological disorder. Jung
found that this method was often helpful to the patient in bringing about
changes of attitude (Jung, 1954a, p. 95). Although this method can bring certain
aspects of the unconscious into consciousness, the fourth method, analysis of the
unconscious, was the most significant for Jung. To be used only when the
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conscious contents are exhausted, approaches to its exploration varied, usually
including attention to the patient’s archetypal material as related in fantasies
and dreams. In the following case, Jung gives an example of how he used
his own dream about a patient (and thus his unconscious) to further the analysis
of the patient. Using and interpreting their own dreams is a method used
by some psychoanalytic and Jungian therapists (Spangler, Hill, Mettus, Guo, &
Heymsfield, 2009).

I once had a patient, a highly intelligent woman, who for various reasons aroused my
doubts. At first the analysis went very well, but after a while I began to feel that
I was no longer getting at the correct interpretation of her dreams, and I thought
I also noticed an increasing shallowness in our dialogue. I therefore decided to
talk with my patient about this, since it had of course not escaped her that something
was going wrong. The night before I was to speak with her, I had the following
dream.

I was walking down a highway through a valley in late-afternoon sunlight. To
my right was a steep hill. At its top stood a castle, and on the highest tower there
was a woman sitting on a kind of balustrade. In order to see her properly, I had to
bend my head far back. I awoke with a crick in the back of my neck. Even in the
dream I had recognized the woman as my patient.

The interpretation was immediately apparent to me. If in the dream I had
to look up at the patient in this fashion, in reality I had probably been looking
down on her. Dreams are, after all, compensations for the conscious attitude.
I told her of the dream and my interpretation. This produced an immediate change
in the situation, and the treatment once more began to move forward. (Jung,
1961, p. 133)

Although Jung used a highly personal approach to understanding clients, his
theory of personality has had an impact on the development of two significant
projective techniques: the Rorschach Test and the Thematic Apperception Test
(TAT). As Ellenberger (1970) states, Hermann Rorschach was interested in
Jung’s typology, particularly the introversion and extraversion functions as they
related to his development of the Rorschach Psychodiagnostic Inkblot Test. Of
the several methods that have been used to score the Rorschach, one of the better
known ones was developed by Bruno Klopfer, a Jungian analyst. Other Jungian
analysts have contributed to the development of the Rorschach, especially
McCully (1971). The originator of the TAT, Henry Murray, studied with Jung in
Zurich and was involved in starting the first Jungian training institute. With
regard to the use of the Rorschach and the TAT, there are wide variations
among Jungian analysts, with some preferring one projective test over the other,
no test, or objective tests of psychological types.

Three objective measures of types have been developed: the Gray-
Wheelwright Jungian Type Survey (GW; Wheelwright, Wheelwright, & Buehler,
1964), the Myers-Briggs Type Indicator (MBTL, Myers, McCaulley, Quenk,
& Hammer, 1998), and the Singer-Loomis Inventory of Personality (SLIP; Singer
& Loomis, 1984). All instruments give scores on a variety of combinations of the
functions and attitudes described on page 93. The GW has been used for more
than 50 years by some Jungian analysts, whereas the SLIP has been developed
within the last 20 years. By far the most widely known is the MBTI, used by
many counselors and helping professionals to assist individuals in understanding
how they make decisions, perceive data, and relate to their inner or outer world
(Sharf, 2010). The MBTI is often used without relating its concepts to broader
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Jungian theory. Both the GW and the MBTI use a bipolar assumption, whereas
the SLIP does not (Arnau, Rosen, & Thomson, 2000). For instance, thinking and
feeling are opposite ends of a bipolar scale, whereas in the SLIP each function is
paired with each attitude to develop eight separate scales. The data these instru-
ments have provided are discussed in the research section of this chapter.
Although these instruments are objective measures of Jung’s typology, his typol-
ogy does not relate directly to DSM-1IV categories.

The Therapeutic Relationship

Accepting the patient and his psychological disturbance and unconscious pro-
cesses were essential for Jung. In fact, he was often fascinated by severely dis-
turbed patients who had been hospitalized with psychoses for many years. His
colleagues, including Sigmund Freud, sometimes found this perplexing, as they
did not share his interest. Jung saw the role of the analyst as using personal expe-
rience to help the patient explore his own unconscious. Previous experience as an
analysand gives the analyst a respect for the difficult process of exploring the
human psyche. The importance of this can be seen by the following quotation:

The psychotherapist, however, must understand not only the patient; it is equally
important that he must understand himself. For that reason the sine qua non is the
analysis of the analyst which is called the training analysis. The patient’s treatment
begins with the doctor. Only if the doctor knows how to cope with himself, and his
own problems will he be able to teach the patient to do the same. Only then. In the
training analysis the doctor must learn to know his own psyche and to take it seri-
ously. If he cannot do that, the patient will not learn either. (Jung, 1961, p. 132)

Essential to Jung’s approach to therapy was his humanness. This can be seen
in the concept of the “wounded healer” (Samuels, 2000; Sharp, 1998). The analyst
is touched by the patients’ pain (angry and hurtful forces represented by the
shadow). The analyst’s awareness of changes in her own unconscious, as repre-
sented by her shadow (for example, through tightening in the stomach), can pro-
vide insight into a variety of patients’ problems. Such reactions can lead to many
choices of interventions by Jungian therapists as they did for Jung himself.

Naturally, a doctor must be familiar with the so-called “methods.” But he must guard
against falling into any specific routine approach. In general one must guard against
the theoretical assumptions. Today they may be valid, tomorrow it may be the turn
of other assumptions. In my analyses they play no part. I am unsystematic very
much by intention. To my mind, in dealing with individuals, only individual under-
standing will do. We need a different language for every patient. In one analysis
I can be heard talking the Adlerian dialect, in another the Freudian. (Jung, 1961, p. 131)

Although Jung took what might be called an individualistic and patient-
oriented approach to his psychiatric work, he and others have proposed stages
of the process of analysis to provide a clearer understanding of analytical work.

Stages of Therapy

To further describe analytic therapy, Jung outlined four stages (G. Adler, 1967,
p- 339; Jung, 1954c). These stages represent different aspects of therapy that are
not necessarily sequential and not represented in all analyses. The first stage is
that of catharsis, which includes both intellectual and emotional confession of
secrets. The second, elucidation, or interpretation, borrows from Freud and relies
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heavily on interpretation of the transference relationship. The third stage makes
use of some of the insights of Alfred Adler, who focused on the social needs of
individuals and their striving for superiority or power. At this point, there is a
need for social education or relating the patient’s issues to society. The fourth
stage, “transformation” or “individuation,” goes beyond the need to be fulfilled
socially to focus on individuals” understanding of their unique patterns and their
individual personalities.

Dreams and Analysis

. © For Jung, dream interpretation was the core of analysis. “Dreams are neither
mere reproductions of memories nor abstractions from experience. They are the
undisguised manifestation of unconscious creativity” (Jung, 1954a, p. 100). Also,
dreams are a symbolic representation of the state of the psyche (Hall, 1986, p. 93).
Although dreams were important for Jung, not all dreams were of equal value.
He distinguished between “little” and “big” dreams. More common than big
dreams, little dreams come from the personal unconscious and are often a reflec-
tion of day-to-day activity. “Significant dreams, on the other hand, are often
remembered for a lifetime, and not infrequently prove to be the richest jewel in
the treasure-house of psychic experience” (Jung, 1960c, p. 290). Images within big
dreams are symbols of still unknown or unconscious material. Before discussing
the interpretation of dreams, practical considerations in recovering dream mate-
rial, as well as the structure of dreams, are examined.

Theories in Action

Dream material. The sources of dream material are varied. They may include
memories of past experiences, important events in the past that were repressed,
unimportant daily or past events, and memories of deeply disturbing secrets.
Sometimes the dream comes from physical stimuli such as a cold room or a
need to urinate. Sources of the dream are not important; what is important is
the meaning that the images have for the dreamer (Mattoon, 1981).

To remember dreams and their images is not always easy. Most analysts
advise patients to record their dreams on a notepad as soon as possible, even if
the dreams are remembered during the middle of the night. A tape recorder may
also be used instead of a notepad. Although dreams often are forgotten soon
after a person wakes, sometimes they may come into memory shortly after one
awakens. As much information about the dream as can be remembered, includ-
ing small details, should be recorded, as details are often symbolically significant
and may turn an otherwise little dream into a significant dream (Harris, 1996).
When dreams are fully remembered, they usually follow a particular structure.

Structure of dreams. Although reported dream narratives vary widely in their
content, many have four basic elements (Jung, 1961, pp. 194-195). Dream narra-
tives begin with an exposition that describes the place of the dream, the major
characters in the dream, the relationship of the dreamer to the situation, and
sometimes the time: “I was in a barn with my sister, and a farmer was bringing
in a load of hay. It was early evening and we were tired.” The second part of
the dream is the plot development, an indication of the tension and conflicts
developing in the dream: “The farmer was angry at us and wanted us to unload
the hay quickly into the barn.” The third part is the decisive event, in which a
change takes place in the dream: “The farmer’s face turned wild and menacing.
He got off the tractor and came for us.” The last phase of the dream is the con-
clusion or solution: “My sister and I went out two different open barn doors.
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I ran as fast as I could, but the farmer was close on my heels with a hay fork.
I awoke breathing rapidly.” By learning the full structure of the dream, analysts
can make sure that details are not overlooked and that parts are not missing. Of
course, sometimes the dreamer can remember only parts or fragments of a
dream. Such fragmentary dreams require more caution in interpretation than
fully remembered dreams.

Dream interpretation. Jung’s goal in dream interpretation was to relate the
symbolic meaning of the dream to the conscious situation of the patient (Jung,
1960c). How he approached dream analysis depended on the nature of the
dream. Sometimes the images reflected personal associations and other times
archetypal associations. Furthermore, he looked for continuity among dream
images or patterns of dreams and attended to the subjective or objective meaning
of the images within the dream.

Dreams that reveal personal associations are those that relate to the drea-
mer’s own waking life. Such dreams may need to be interpreted not only in
terms of the daily events of an individual but also in terms of information about
her family, past, friends, and cultural background. Although dreams with per-
sonal associations occur much more frequently than those with archetypal asso-
ciations, the significance of both can be profound.

The following dream, which was related to Jung by an acquaintance, can
help illustrate the great significance that Jung attached to dreams. In this case,
the dreamer did not see the associations that Jung (1954b) did:

The dreamer was a man with an academic education, about fifty years of age. I knew
him only slightly, and our occasional meetings consisted mostly of humorous gibes
on his part at what we called the “game” of dream interpretation. On one of these
occasions he asked me laughingly if I was still at it. I replied that he obviously had
a very mistaken idea of the nature of dreams. He then remarked that he had just
had a dream which I must interpret for him. I said I would do so, and he told me
the following dream:

He was alone in the mountains, and wanted to climb a very high, steep mountain which
he could see towering in front of him. At first the ascent was laborious but then it seemed to
him that the higher he climbed the more he felt himself being drawn towards the summit. Fas-
ter and faster he climbed, and gradually a sort of ecstasy came over him. He felt he was actu-
ally soaring up on wings, and when he reached the top he seemed to weigh nothing at all, and
stepped lightly off into empty space. Here he awoke.

He wanted to know what I thought of his dream. I knew that he was not only
an experienced but an ardent mountain climber, so I was not surprised to see yet
another vindication of the rule that dreams speak the same language as the dreamer.
Knowing that mountaineering was such a passion with him, I got him to talk about
it. He seized on this eagerly and told me how he loved to go alone without a guide,
because the very danger of it had tremendous fascination for him. He also told me
about several dangerous tours, and the daring he displayed made a particular
impression on me. I asked myself what it could be that impelled him to seek out
such dangerous situations, apparently with an almost morbid enjoyment. Evidently
a similar thought occurred to him, for he added, becoming at the same time more
serious, that he had no fear of danger, since he thought that death in the mountains
would be something very beautiful. This remark threw a significant light on the
dream. Obviously he was looking for danger, possibly with the unavowed idea of
suicide. But why should he deliberately seek death? There must be some special rea-
son. I therefore threw in the remark that a man in his position ought not to expose
himself to such risks. To which he replied very emphatically that he would never
“give up his mountains,” that he had to go to them in order to get away from the
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city and his family. “This sticking at home does not suit me,” he said. Here was a
clue to the deeper reason for his passion. I gathered that his marriage was a failure,
and that there was nothing to keep him at home. Also he seemed disgusted with his
professional work. It occurred to me that his uncanny passion for the mountains
must be an avenue of escape from an existence that had become intolerable to him.
I therefore privately interpreted the dream as follows: Since he still clung on to life
in spite of himself, the ascent of the mountain was at first laborious. But the more he
surrendered himself to his passion, the more it lured him on and lent wings to his
feet. Finally it lured him completely out of himself: he lost all sense of bodily weight
and climbed even higher than the mountain, out into empty space. Obviously this
meant death in the mountains.

After a pause, he said suddenly, “Well, we’ve talked about all sorts of other
things. You were going to interpret my dream. What do you think about it?” I
told him quite frankly what I thought, namely that he was seeking death in the
mountains, and that with such an attitude he stood a remarkably good chance of
finding it.

“But that is absurd,” he replied, laughing. “On the contrary, I am seeking my
health in the mountains.”

Vainly I tried to make him see the gravity of the situation. (Jung, 1954b, pp.
60-63)

Six months later he “stepped off into the air.” A mountain guide watched him
and a young friend letting themselves down on a rope in a difficult place. The friend
had found a temporary foothold on a ledge, and the dreamer was following him
down. Suddenly he let go of the rope “as if he were jumping into the air,” as the
guide reported afterwards. He fell on his friend, and both went down and were
killed. (Jung, 1970a, p. 208)

In contrast with dream material that has many personal associations, dreams
that show archetypal associations contain material that reflects the collective
unconscious rather than the personal unconscious. Because archetypes have
form, but not content, analysts must use their knowledge of symbolism that is
present in mythology, folklore, and religion. With this knowledge, the analyst
can expand on the meaning of the material to the patient through the process of
amplification.

The following brief example of symbolic dream interpretation comes from a
theologian who related a recurring dream to Jung. Using biblical symbolism,
information that Jung knew the dreamer was familiar with, Jung relates the
dream to the dreamer, but the dreamer chooses not to accept it.

He had a certain dream which was frequently repeated. He dreamt that he was
standing on a slope from which he had a beautiful view of a low valley covered
with dense woods. In the dream he knew that in the middle of the woods there was
a lake, and he also knew that hitherto something had always prevented him from
going there. But this time he wanted to carry out his plan. As he approached the
lake, the atmosphere grew uncanny, and suddenly a light gust of wind passed over
the surface to the water which rippled darkly. He awoke with a cry of terror.

At first this dream seems incomprehensible. But as a theologian the dreamer
should have remembered the “pool” whose waters were stirred by a sudden wind,
and in which the sick were bathed—the pool of Bethesda. An angel descended and
touched the water, which thereby acquired curative powers. The light wind is the
pneuma which bloweth where it listeth. And that terrified the dreamer. An unseen
presence is suggested, an omen that lives its own life and in whose presence man
shudders. The dreamer was reluctant to accept the association with the pool of
Bethesda. He wanted nothing of it, for such things are met with only in the Bible, or
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at most on Sunday mornings as the subjects of sermons, and have nothing to do with
psychology. All very well to speak of the Holy Ghost on occasions—but it is not a
phenomenon to be experienced! (Jung, 1959a, pp. 17-18)

Another important feature in interpreting dreams is to determine whether
the images in the dream are to be treated objectively or subjectively. In an objec-
tive interpretation, the objects and people in the dream represent themselves. In a
subjective interpretation, each object or person represents a part of the dreamer.
For example, a woman who dreams of being in a restaurant and talking to a
strange man can view the man in the dream as representing her animus (Jung,
1960a). In general, Jung felt an objective interpretation was usually appropriate
when the people in the dream are important to the dreamer. A subjective inter-
pretation may be appropriate when the individuals are not important to the
dreamer. When making an objective interpretation, it is often helpful to see if
there is a theme among the elements of the dream. For example, a woman who
dreams of being in a park with young children and babies crying in the back-
ground may connect the young children and babies to the theme of birth. The
Jungian analyst may choose to amplify those symbols that are related to a
theme and relate them to the patient’s life.

Beebe (2005) has written about three different ways of dealing with night-
mares or other upsetting dreams. He believes that therapists approach these
upsetting dreams differently depending on the type of dream. Some nightmares,
often dramatic like movies, symbolize the dreamer’s next stage of life. A second
type deals with interaction with the shadow archetype of another person. The
third is almost the reverse of the second. It is one in which the dreamer experi-
ences the fears and worries of another person. The therapist should work with
these dreams differently depending on the category that they fit into.

Where possible, Jungian analysts find it helpful to work with a group or
series of dreams. When dreams are difficult to understand, relating them to ear-
lier or later dreams can be helpful. Of significance are dreams that recur or have
recurring themes with changing details (Mattoon, 1981). In such cases, archetypal
association can be very helpful. As analysts interpret dreams, they try to assess
the function of the dream for the dreamer.

Compensatory functions of dreams. Jung believed that most dreams are com-
pensatory and part of the process of regulating the individual’s personality
(Whitmont, 1991). The question is what the dream does for the dreamer. By
bringing unconscious material from the dream into consciousness, the dreamer
may be able to determine the purpose of the dream. Dreams may compensate
the conscious by confirming, opposing, exaggerating, or in some other way relat-
ing to conscious experience. However, not all dreams have a compensatory func-
tion. Some dreams may anticipate future events or actions, and others represent
traumatic events from the unconscious.

To summarize, the Jungian approach to dreams is quite difficult. There is a
vast amount of literature describing symbols in dreams, archetypal representa-
tions, and methods for dream interpretation. Although dreams are extremely
important in the interpretive process in Jungian analysis, sometimes analysts
encounter patients with few dreams. Analysts must be able to use a variety of
treatment methods.
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Active Imagination

4 Jungian analysts often seek a variety of ways to allow new unconscious contents
./ to emerge into consciousness. Active imagination is a way of helping this pro-
cess. The major purpose is to let complexes and their emotional components
emerge from the unconscious to the conscious (Mattoon, 1981, p. 238). Although
active imagination can be done verbally or nonverbally, it is often done by carry-
ing on an imaginary conversation with a human or nonhuman figure that may be
suggested by a dream or fantasy. This approach is different than passively fanta-
sizing about experiences or images, as it can deepen over time and cover several
patient issues. Active imagination is most often done with symbols that represent
archetypes such as one’s anima or animus or the “wise old man” archetype. To
use this approach, patients must have had much experience with analytic ther-
apy, but still it may be difficult to learn. This method is described more fully by
Watkins (2000) and Hannah (1981). An illustration of active imagination will help
show the dramatic and often emotional aspects of this method.

Theories in Action

A patient in his thirties had a recurrent fantasy in which he felt threatened by a
completely veiled dark figure. He had never been able to discover its identity.
I asked him to try to concentrate on this figure instead of suppressing it. He did so
and in the end could imagine how he took off veil after veil until he discovered that
it was a feminine figure. He had to summon up all his courage to undo the last veil
covering her face and found with a tremendous shock that the face was that of his
mother. It is just the courage needed to proceed with the unveiling and the final
shock of discovery that testify to the genuineness of the fantasy and to having con-
tacted a psychic reality. (G. Adler, 1967, p. 366)

Gerhard Adler mentions that other ways of dealing with this recurrent fan-
tasy would be to have a conversation with the figure or to ask for its name.
Thus, active imagination is a method in which the ego, the center of conscious-
ness, can relate to the collective unconscious.

In discussing countertransference, Schaverien (2007) describes how the thera-
pist can better understand issues related to countertransference by using active
imagery himself or herself. In this way the Jungian analyst allows her imagina-
tion to provide a visual or auditory image from her unconscious to her conscious,
which she then has an internal dialogue with. When appropriate, she discusses
this experience with the patient so that the patient may then use this discussion
to bring other material from the unconscious to the conscious.

Other Techniques

Jungian analysts may use a variety of creative techniques to help unconscious
processes enter into consciousness. Examples include dance and movement ther-
apy, poetry, and artwork. Patients can use artistic expression without being con-
scious of what they are creating and provide material with symbolic value. Using
the gestalt technique of talking to an imagined person in an empty chair may be
another way of accessing unconscious material. A method that is used with both
children and adults is the sandtray, a sandbox with small figures and forms that
individuals can assign meaning to. Castellana and Donfrancesco (2005) point out
that the figures and objects that individuals choose to place in the sandtray rep-
resent aspects of one’s personality, usually aspects from the patient’s uncon-
scious. The variety of approaches that Jungian analysts use depends on their
training and the needs of their patients.
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Up to this point, discussion of treatment has included methods of accessing
the unconscious through dream material, active imagination, and other methods.
This discussion has not included examination of the relationship of the analyst
and analysand. As in psychoanalysis, an important aspect of Jungian analysis is
transference and countertransference. In Jungian analysis, these relationships
have specific relevance to Jungian personality theory.

Transference and Countertransference

The source of transference and countertransference is projection, the process in
which characteristics of one person are reacted to as if they belong to another
object or person. When patients project aspects of themselves or significant others
toward the analyst, this is considered transference. When analysts project their
unconscious feelings or characteristics onto a patient, it is called countertransfer-
ence. Both transference and countertransference can be negative, such as when
either patient or analyst is frustrated with the course of therapy, and the source
of the frustration is characteristic of the individual’s experience, such as argu-
ments with parents. Likewise, transference and countertransference can be posi-
tive, such as when a warm relationship with the mother is projected onto the
other person. One aspect of transference and countertransference that is unique
to Jungian analysis is the emphasis on the projection of not only personal experi-
ence but also archetypal material from the collective unconscious (Perry, 2008).

Jung’s view of transference and countertransference changed considerably
throughout his more than 50 years of writings. During the time he was heavily
influenced by Freud, he generally agreed with Freud that working with transfer-
ence issues was an important part of cure in analysis. When Jung devoted his
studies to archetypes and their symbols, he began to feel that personal transfer-
ence was not important in analysis and could be avoided. Later, however, he
began to believe that transference had archetypal dimensions and devoted much
effort (Jung, 1954e) to describing archetypal material that can be projected onto
the therapist.

To illustrate the role of transference and countertransference in Jungian anal-
ysis, the following example of a female analyst working with a woman who is
experiencing intense anxiety arising from being criticized and belittled by her
mother (Ulanov, 1982) demonstrates several important issues. Ulanov describes
her patient as lacking self-confidence and having much repressed anger, which
is gradually realized as analysis progresses. In the following paragraph, the first
sentence summarizes the transference relationship. The rest of the paragraph
describes Ulanov’s awareness of her own archetypal material and its role in the
countertransference process.

In the transference, she needed now to please me the way she used to try to please
mother. The whole mother issue was there with us and I could feel different parts of
the mother role in its archetypal form come alive in me at different times. Sometimes
I would find myself wanting to react as the good mother the woman never had.
Other times her frantic anxiety aroused in me the thought of brusque responses with
which to put a swift end to all her dithering. Other times, such as the day the patient
greeted me at the door with “I'm sorry” before she even said hello, I wanted to laugh
and just get out from under the whole mother constellation. (Ulanov, 1982, p. 71)

Now, Ulanov comments on the patient’s separation of the transference from
the therapist to better understand her mother’s criticism.
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The patient’s transference took her back into her actual relationship with her mother
in the past. Because the patient perceived me as different from her real mother, she
could risk facing her repressed angry reactions to her mother. In addition, she came
to see how her mother’s criticism continued to live in her own belittling attitude
toward herself. (Ulanov, 1982, pp. 71-72)

Here Ulanov discusses the role of archetypal material in the patient’s
transference.

The issue of relating to the mother archetype arose in the midst of all of her personal
struggles. For around associations and memories of her real mother, and mixed in
with transference feelings to me as a mother figure, appeared images and affects,
behavior patterns and fantasies, connected to relating to the archetypal mother. The
patient reached to feelings of happy dependence, and which she did not experience
with her real negative mother, but which can be an authentic response to the mother
image. She reached to a deep sadness that her mother was so anxiously distressed
herself that she could not be a secure refuge for her child. Thus she went beyond
her own bruises to perceive her mother’s damaged state and to feel genuine compas-
sion for her parent. The patient could wonder about where all this led, at moments
seeing her mother problem as an important thread in her own destiny, setting her
specific tasks to solve. She could accept the relationship now, with all its hurts, as an
essential part of her own way of life. (Ulanov, 1982, p. 72)

The patient’s transference makes the analyst aware of her own issues and
countertransference concerns.

On the countertransference side, I found my patient’s material touched issues of my
own, experienced with my own mother, some finished, and easy to keep from intrud-
ing upon the treatment, others needing more work and attention so that they did not
interfere. The life issues around “the mother,” good and bad, were posed for me as
well, to think about, to feel again, to work on. (Ulanov, 1982, p. 72)

This example shows the interrelationship between transference and counter-
transference on the part of the patient and therapist. Furthermore, the use of
archetypal imagery (the mother) is integrated into comments about the transfer-
ence and countertransference phenomena.

Taking cues from unconscious or dream materials is a common practice
among Jungian psychoanalysts when dealing with transference and countertrans-
ference issues. Furthermore, interpretations about archetypal material are fre-
quently used throughout the process of therapy. Jungian therapists may focus
more on nontransference-related content and the reality of the content of material
in their interpretation of transference than psychoanalysts (Astor, 2001).

Psychological Disorders

Mlustrating a Jungian approach to a variety of diagnostic psychopathological con-
cerns is difficult for many reasons. Much of Jungian psychotherapy and analysis
takes place over several years and deals with archetypal representations in the
unconscious rather than behaviors related to diagnostic classification. Further-
more, some Jungian analysts combine object relations theory or Kohut's self psy-
chology with a Jungian approach to the unconscious, making it difficult to
separate Jungian analysis from other approaches. Also, it is difficult to under-
stand a Jungian approach to analysis without knowledge of mythology and folk
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culture and a familiarity with the wide variety of archetypes referred to by
Jungian analysts. Such detailed information is beyond the scope of this text.

Thus, the information about four diagnostic categories that is presented here
does not show how all Jungian analysts would work with these disorders, but it
illustrates a variety of conceptual and therapeutic approaches.

In an example of depression, a young woman is grieving over the death of
her brother and the loss of romantic relationships. Working with dream material
and relationships with others is illustrated. The example of anxiety neurosis
disorder is used to illustrate how Jung conceptualized patient problems and
how he worked therapeutically. By examining unconscious archetypal material,
the conceptualization and treatment of borderline and psychotic disorders is
illustrated.

Depression: Young Woman

In Jungian therapy, depression is dealt with in unique ways depending on the
nature of the dream and other material the patient brings to the session. In this
case, a yong woman is grieving over the death of her brother 10 years earlier and
the loss of a romantic relationship. Linda Carter (Cambray & Carter, 2004)
describes how she views her client’s relationship with the “other” (the client’s
brother and the ex-boyfriend). Carter sees these “others” as possibly being help-
ful as guiding spirits or intrusive as ghosts. This view expresses the spiritual
nature of Jungian analysis. Carter’s explanation shows the nature of her relation-
ship with her patient and how she helps the client with her losses of important
relationships.

We come to know the feeling of significant others in our analysands’ lives through
their implicit conveyance of them. The presence of these “others” may be helpful as
guiding spirits or intrusive as ghosts in the analytic field. The memory of an inspiring
teacher, for example, may manifest in the analysand’s incorporation of mannerisms,
gestures or voice tone. On the other hand, the incarnation of a psychotic mother
may cause the analysand to experience inexplicable hyperaroused panic via the sym-
pathetic system manifesting as anxiety or hypoaroused dissociation via the parasym-
pathetic system causing shutdown and silence in the session. Through this implicit
communication in the analytic hour and in dreams we, too, become well acquainted
and respond, often preconsciously, to these embodied “others.”

An example of the presence of such an “other” occurred when a patient
attended analysis on her brother’s birthday. This brother had died 10 years before
at 24 and we had been talking a good deal about him in relation to my patient’s
current romantic interests as they emerged in dreams. During the previous session,
she had reported a dream in which a man for whom she had unrequited feelings
had fallen out of a tree and died. The centrality of the relationship with her brother
and the consequent loss that his death entailed powerfully affected relational, emo-
tional, and career choices. Now this new man had become the center of longing and
we discovered multiple resonances between his personality and that of her brother;
however, also like her brother, he was unavailable. Subsequently, we discussed the
tree as a world axis and the pivotal position that this man had symbolized in her
psychic life.

As my analysand reminisced fondly about her brother, his endearing qualities
and quirks, I (LC) found myself enjoying his presence through her implicit knowl-
edge of him. I knew much more than factual information, I had a “feel” for what
this man had been really like. I got hold of a sense of his charm and flirtatiousness
and found myself attracted to him. He was magnetic in personality and my patient
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had found it hard to ever say no, even though she was aware of his inclination
toward narcissistic manipulation. This pattern had replicated itself in my patient
with boyfriends who were charming but emotionally unavailable. To truly develop
an intimate relationship, the patient would have to face and grieve the unavailability
of her brother and the man in her life who was now the focus of her attention. This
process had begun as she was now letting in feelings of sadness and grief. Along
with the patient, I felt the excitement of her brother’s presence and subsequent gap-
ing loss over not having access to him due first to incest barriers and then to his
untimely death. I commented on the aliveness of his presence as she conveyed it
and how overwhelming the loss of that presence must be. This brought a watershed
of tears that gripped me as well. Implicitly her voice, facial expression, giggles over
his humor and tears over his death had fully positioned him between us in the
room, giving me the sense that I actually knew and recognized this complex young
man. She and I experienced intense togetherness typical of a moment of meeting.
We had managed to coordinate implicit knowing of her brother and of each other
with explicit factual information and direct interpretation of dream symbols. Letting
go of her brother as a core complex eventually opened the patient up to other crea-
tive aspects of herself and to other kinds of relational choices. In this sense, the
dream imagery predicted a much needed but painful change. (Cambray & Carter,
2004; pp. 136-137)

Anxiety Neurosis: Girl

Jungian analysts differ in the role that their unconscious plays in conceptualizing
and treating patients. This case shows how Jung’s unconscious was an important
part of his work with a woman with an anxiety disorder. Before Jung had heard
of the attractive young woman he was to see the next day, he had a dream in
which an unknown young girl came to him as a patient. He was perplexed by
the woman in the dream and did not understand what was behind her problems.
Suddenly he realized that she had an unusual complex about her father. Jung’s
description of the case shows the importance he attributes to therapists’ and
patients’ spirituality in psychological health.

The girl had been suffering for years from a severe anxiety neurosis.... I began with
an anamnesis (case history), but could discover nothing special. She was a well-
adapted, Westernized Jewess, enlightened down to her bones. At first I could not
understand what her trouble was. Suddenly my dream occurred to me, and I
thought, “Good Lord, so this is the little girl of my dream.” Since, however, I could
detect not a trace of a father complex in her, I asked her, as I am in the habit of
doing in such cases, about her grandfather. For a brief moment she closed her eyes,
and I realized at once that here lay the heart of the problem. I therefore asked her to
tell me about this grandfather, and learned that he had been a rabbi and had
belonged to a Jewish sect. “Do you mean the Chassidim?” I asked. She said yes. I
pursued my questioning. “If he was a rabbi, was he by any chance a zaddik?”
“Yes,” she replied, “it is said that he was a kind of saint and also possessed second
sight. But that is all nonsense. There is no such thing!”

With that I had concluded the anamnesis and understood the history of her neu-
rosis. I explained to her, “Now I am going to tell something that you may not be able
to accept. Your grandfather was a zaddik. Your father became an apostate to the Jew-
ish faith. He betrayed the secret and turned his back on God. And you have your
neurosis because the fear of God has got into you.” That struck her like a bolt of
lightning.

The following night I had another dream. A reception was taking place in my
house, and behold, this girl was there too. She came up to me and asked, “Haven't
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you got an umbrella? It is raining so hard.” I actually found an umbrella, fumbled
around with it to open it, and was on the point of giving it to her. But what hap-
pened instead? I handed it to her on my knees, as if she were a goddess.

I told this dream to her, and in a week the neurosis had vanished. The dream
had showed me that she was not just a superficial little girl, but that beneath the sur-
face were the makings of a saint. She had no mythological ideas, and therefore the
most essential feature of her nature could find no way to express itself. All her con-
scious activity was directed toward flirtation, clothes, and sex, because she knew of
nothing else. She knew only the intellect and lived a meaningless life. In reality she
was a child of God whose destiny was to fulfill His secret will. I had to awaken
mythological and religious ideas in her, for she belonged to that class of human
beings to whom spiritual activity is demanded. Thus her life took on a meaning,
and no trace of the neurosis was left. (Jung, 1961, pp. 138-140)

Jung’s reliance on his unconscious awareness of the patient’s anxiety allowed
him to get to the root of the matter. Having a dream about a patient or an event
before meeting the patient or before the event occurred was not unusual for Jung.
Such events contributed to his interest in parapsychology.

The occurrence of the first dream before Jung saw the patient can be consid-
ered a meaningful coincidence. Jung observed many such coincidences that had
no causal connection. He used the term synchronicity to describe events that were
related in their meaning but not in their cause (Hogenson, 2009; Main, 2007).

Borderline Disorders: Ed

In writing about the borderline process, Schwartz-Salant (1989, 1991) emphasizes
the importance of archetypal symbolism. He finds alchemical symbolism to be
particularly useful, specifically the notion of coniunctio, based on the concept of
unity in alchemy. For Schwartz-Salant, borderline patients may be difficult to
communicate with, as they may be expressing themselves not through personal
feelings but through archetypal themes. Often, the patient presents very concrete
associations to dreams that may yield very difficult unconscious material to bring
into conscious awareness.

For example, Schwartz-Salant (1991) presents the case of Ed, a bright 38-
year-old man who could spend hours contemplating why someone had treated
him in a particular way. He was often critical of the morality of his own behavior
and that of others. In helping Ed, Schwartz-Salant deals with the coniunctio
archetype as represented by Ed’s inner couple—two aspects of himself in union
with each other. The therapist also saw himself and Ed as a transference couple
that desired nonunion and acted at times at cross-purposes. Schwartz-Salant
(1991, p. 171) puts it more dramatically: “Whenever I would invoke disharmony
by being out of harmony with myself, Ed would become very nasty and have the
urge to hit me.” Ed improved when patient and therapist could examine the cou-
ple within Ed that was at war, but really desired no contact within itself. Ed’s
individuation increased as he became aware of important archetypal and trans-
ference themes.

Psychotic Disorders: Patient

In his early training with Bleuler, Jung had the opportunity to work with many
psychotic patients. He was particularly interested in the symbolism that was
inherent in their incoherent verbiage. He heard the expression of schizophrenic
patients as a verbalization of unconscious material. In his book The Self in
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Psychotic Process, Perry (1987) gives a case history of a schizophrenic patient who,
when most disturbed, was most involved in a quest for “a center.” Although not
familiar with symbolism, the patient described, over a period of time, a fourfold
center, a mandala symbol. In her psychotic processes, Perry saw the themes of
death and rebirth as they were related to dealing with parental domination in
developing individuation. For Perry, the verbalizations of the psychotic come
not from exposure to one’s culture but from the collective unconscious. He gives
as evidence the spontaneous occurrence of the mandala symbol, not only with
this patient but with others. For him, this provides support that the Self is the
center of the psyche for all people (Perry, 1987).

Brief Therapy

The length of Jungian analysis varies considerably, depending on the needs of
the patient and the approach of the analyst. Analysts who use a developmental
approach, combining Jungian theory with object relations theory, are likely to
meet two or more times per week, whereas those who follow a more classical
model of Jungian analysis may meet once or sometimes twice a week. The dura-
tion also varies considerably, sometimes less than a year and often many years. It
is not unusual for analysands to leave analysis for a period of time and return
later. However, there is not a brief or time-limited approach to Jungian analysis.
Harris (1996) suggests that a Jungian frame of reference can be used for brief
therapy if the problem is limited in scope.

At times, Jungian analysts may have relatively few contacts with their
patients, but that usually occurs when analysis may not be the appropriate treat-
ment. Jung was quite flexible, sometimes using methods that he associated with
Adler or Freud or a method that seemed appropriate and expedient to him. In
general, Jungian analysts vary as to their flexibility in using methods that are
not usually associated with Jungian exploration of the unconscious. Also, some
patient problems may indicate that they are not appropriate for Jungian analysis.
For example, Jung (1961, p. 135) gives the case of a doctor with whom he decided
to terminate therapy because the nature of the dream material revealed to Jung
that the patient had the potential of developing a psychosis. In cases such as
this, Jungian analysts recognize when exploration of the unconscious will lead
not to individuation but to fragmentation of the psyche.

Current Trends

Jung’s ideas have become increasingly popular with the public. One reason was
Joseph Campbell’s television series featuring the importance of myth in modern
life. In this series and the book published based on this series (Campbell &
Moyers, 1988), Jung’s collective unconscious and archetypes are discussed. A
best-selling book, Women Who Run with the Wolves (Estes, 1992), describes the
“wild woman” archetype. Bly’s (1990) book Iron John discusses the importance
of male archetypes. While these books have contributed to making Jungian
therapy more popular to the public, there have been two significant ongoing
issues affecting the development of Jungian therapy: post-Jungian views and
postmodernism.
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In describing post-Jungian thought, Samuels (1997) groups analytical writers
into three overlapping categories: developmental, classical, and archetypal. The
developmental school of Jungian analysis, based in England, combines Jungian
thought with that of many of the object relations theorists such as Klein and
Winnicott (Solomon, 2008). Fordham’s (1996) work is a good example of this the-
oretical thrust. The classical school makes use of Jung’s ideas as he wrote them; it
balances developmental issues with archetypal emphasis but tends to neglect
transference and countertransference issues (Hart, 2008). The archetypal school,
best exemplified by Hillman (1989, 1997, 2004), attends to a wide variety of
archetypes rather than emphasizing the persona, anima—animus, and the shadow
(Adams, 2008). In The Archetypal Imagination, Hollis (2000) shows how imagina-
tion can have a healing function that is based in universal (archetypal) roots.
The use of many archetypal images is increasingly common among analysts in
the United States, as can be seen in the section on gender issues later in this chap-
ter. Archetypal imagery and symbolism are often a subject of discussion at edu-
cational seminars for the public.

Postmodern thinking has been brought to Jungian theory by several writers.
Haucke (2000) shows how Jungian psychology provides a new look at modern
culture in areas as diverse as architecture, hysteria, and psychosis. Other Jungian
writers take a postmodern approach to science that is broad and inclusive of
Jung’s ideas. Beebe (2004) argues that the dialogue between patient and Jungian
therapist is an opportunity to test a view of the world and to enlarge that view.
Beebe sees the therapeutic dialogue as one in which a world view can be repli-
cated by experience. Wilkinson (2004) takes a more biological point of view, see-
ing Jungian theory as a valid perspective on the mind-brain—self relationship.
These broad views of science find a place for Jungian personality theory and
psychotherapy.

Using Jungian Concepts with Other Theories

Jungian therapists often make use of concepts from other theories. Because of
Jung’s close association with Freud during the early part of his professional life,
many similarities between the two theories exist. Jungian analysts often find it
helpful to make use of Freud’s concepts of child development. Although Jung
wrote on this topic, he devoted more effort to other areas. Many Jungians, often
referred to as the developmental or British school of Jungian analysis, have been
attracted to the work of attachment theory (Knox, 2009) and object relations the-
orists who further examine childhood development. Although psychodynamic
theories of therapy are most closely related to Jungian analysis, Jungians have
also made use of gestalt enactment techniques such as the empty chair, which
can bring unconscious material into conscious awareness.

Those who are not Jungian analysts but use object relations or other psycho-
analytic theories may find Jung’s concept of archetypal forms to be useful and to
provide new insights into unconscious behavior. Although the Jungian concept
of the personal unconscious corresponds to the psychoanalytic concept of the
unconscious, there is no corresponding concept to the collective unconscious.
Use of this concept does require knowledge of the archetypal formation of the
collective unconscious and archetypal symbols. Morey (2005) warns of the diffi-
culties in trying to integrate object relations and Jungian theory. Easier to
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integrate are Jung’s notions of complexes, which are broader and more compre-
hensive than the Freudian. Additionally, Jung’s emphasis on the second half of
life may be of much value to psychodynamic therapists working with older
patients. Donahue (2003) uses case examples to show how ego development
and human relationship theory can be combined with Jungian therapy.

For mental health professionals who do not make use of psychodynamic con-
cepts in their work, the application of Jung’s typology of attitudes and functions
may be helpful in providing a means of understanding an individual’s personal-
ity. The attitudes of introversion and extraversion alert the therapist to attend to
the patient’s inner and outer world. The Jungian typology also provides insight
into how individuals view their world (sensing or intuiting) and how they make
judgments or decisions (thinking or feeling). These concepts can be measured
through several instruments, including the Myers-Briggs Type Indicator (MBTTI)
and other inventories, but they do not provide in-depth information obtained in
therapy sessions. The MBTI and the attitudes and functions of personality are
used widely by many helping professionals. These concepts are relatively easy
to understand and do not require the specific training and supervision (usually
including personal analysis) that is necessary in working with unconscious
material.

Research

Although Jung used word-association tests to study his concept of complexes, he
used evidence from myths, folklore, and dreams of patients to confirm his
hypotheses about most of his concepts. Perhaps the most thorough review of
research on a variety of Jungian concepts and hypotheses was done by Mattoon
(1981), who described evidence relevant to many of his constructs. Most of the
research related to Jungian thought has been on his typological system—attitudes
and functions. There is scattered research but no coherent research efforts on
other concepts. An example of research on differences between the dreams of
normal and eating-disordered women illustrates research on Jungian concepts.
Research on the comparative effectiveness of Jungian analysis and other forms
of therapy is not available. Jungian analysis may be the most difficult type of
treatment to assess in terms of effectiveness because the therapeutic process is
long, outcome and process measures need to deal with concepts related to the
personal and collective unconscious, and approaches of Jungian analysts differ
widely in terms of style and the integration of other theories. Most of this section
concentrates on studies related to Jung’s concepts of personality, specifically, atti-
tudes and functions.

Three inventories have been developed to measure not only introversion-
extraversion but also the functions of thinking, feeling, sensing, and intuiting: the
Gray-Wheelwright Jungian Type Survey (Wheelwright, Wheelwright, & Buehler,
1964), the Myers-Briggs Type Indicator (Myers, McCaulley, Quenk, & Hammer,
1998), and the Singer-Loomis Inventory of Personality (SLIP; Singer &
Loomis, 1984; Arnau, Rosen, & Thompson, 2000). In terms of use as a research
instrument, the MBTI has received more attention than the other two. For example,
the MBTI has sample sizes ranging between 15,000 and 25,000 from which estimates
are made about the percentage of women (75%) in the United States who
prefer feeling to thinking, and the percentage of men in the United States (56%)
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who prefer thinking to feeling. Among Native American and African American
high school students, there appears to be a preference for extraversion, sens-
ing, and thinking (Nuby & Oxford, 1998). In a study of 200 Australian and
Canadian adults, a motivating feature for extraverts was the social attention
that they received as a result of their behavior (Ashton, Lee, & Paunonen,
2002). The MBTI has also been the subject of a study with identical and frater-
nal twins reared apart (Bouchard, Hur, & Horn, 1998) showing that extraver-
sion, introversion, and thinking-feeling, in particular, are found to be similar
in twins reared apart. Relating MBTI typology to Jungian theory, Cann
and Donderi (1986) found a correlation between type and recall of “little”
and archetypal dreams, with intuitive types recalling more archetypal dreams
and introverts recalling more everyday dreams. Regarding dream experiences,
Jacka (1991) found that intuitive students view their dreams as more emotion-
ally intense and disturbing than did students who scored high on sensing.
Such studies illustrate the wide variety of physical and psychological charac-
teristics that have been related to MBTI type.

Compared to studies relating type to various factors in normal populations,
the research on patients is quite sparse. Studying the dreams of 12 anorectic and
bulimic patients, Brink and Allan (1992) compared dream content with 11 normal
women using a 9l-item scale. They found that eating-disordered women
had more dream scenarios depicting doom at the end of the dream, attitudes of
not being able to succeed, and images of being attacked and watched. Eating-
disordered women scored significantly higher than normal women on psycho-
logical traits of feelings of ineffectiveness, self-hate, inability to care for
themselves, obsession with weight, and anger. The writers suggest that analysts
working with eating-disordered women address the mother-daughter wound as
a way of moving toward development of the Self. They warned against blaming
the patient’'s mother while exploring the archetypes of the Good Mother and
Good Father. In a study of six women diagnosed with anorexia, Austin (2009)
suggests that for these women to get better, they needed to deal with their
aggressive and self-hating energy that is at the core of anorexia. By becoming
more aware of these feelings and by developing life skills, these women could
work toward recovery.

Gender Issues

Not only for Jung, but for many Jungian writers and analysts, conceptual issues
related to gender have been extremely important. The anima-animus archetypes,
which represent other-sex sides of the individual, have been the basis of further
inquiry for Jungian writers. Part of the interest, historically, has been due to the
fact that many of the early analysts were women. Their writings have been
important, as have those of more recent writers who have dealt with feminist
and developmental issues related to the animus. Also, leaders of the men’s move-
ment have made use of Jungian archetypes in helping men become more aware
of themselves. Many of the writings on gender issues reflect not only the desire
to help men and women in their search for individuation but also the tension
between men and women.

In reviewing the history of Jungian analysis, Henderson (1982) described
how various female analysts have made contributions through writing and
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speaking in areas related to Jungian analysis. Henderson believed that one of the
attractions that Jung held for female analysts was “the principal of relationship in
which neither sex is limited to playing a stereotyped role” (p. 13). The archetypes
of the anima and animus spoke to issues important for both men and women
that were not addressed in Freudian theory or in other psychological writings of
the 1920s and 1930s. These archetypal concepts can be viewed as supporting the
notion of men and women looking at their feminine and masculine sides, respec-
tively. In a narrower sense, however, the concepts of anima and animus have
been criticized as reinforcing gender-role stereotypes. In fact, Jung had made
statements showing that he viewed men’s and women’s roles differently: “No
one can get around the fact that by taking up a masculine profession, studying
and working like a man, woman is doing something not wholly in accord with,
if not directly injurious to, her feminine nature” (Jung, 1970b, p. 117). In contrast
to this statement was Jung’s high regard for female analysts. In describing the
need for therapists to have someone to talk to who could give another point of
view, Jung says that “women are particularly gifted for playing such a part.
They often have excellent intuition and a trenchant clinical insight and can see
what men have up their sleeves, at times see also into men’s anima intrigues”
(Jung, 1961, p. 134). The disparities within his own views and the awareness of
discrimination issues affecting women have prompted creative reactions of Jung-
ian therapists.

Addressing male and female aspects of Jungian theory has been a task
for several Jungian analysts. In bringing together feminist and archetypal
theory, Lauter and Rupprecht (1985) see positive ways in which Jung’s
ideas can be applied to women. In their Feminist Archetypal Theory (1985),
they present essays that bring together ideas about the female psyche and
concepts from myth, dreams, the unconscious, and therapy. They feel it is
important to do not only consciousness-raising about women'’s issues but also
unconsciousness-raising to focus on issues related to women’s images and
dreams, art, literature, religion, and analysis. In Jung: A Feminist Revision
(2002), Rowland applies a feminist view to many of Jung’'s ideas. Her work
has helped to develop the influence of feminism in Jungian analysis (Kirsch,
2007). In Androgyny: The Opposites Within, Singer (2000) shows how indivi-
duals can integrate masculine and feminine aspects of themselves through a
discussion of symbols from many cultures.

Pandora, the first mortal woman according to Greek legend, is used by
Young-Eisendrath (1997) as a symbol of male—female issues that is a current
struggle for North American society. Pandora was created by Zeus as a punish-
ment to men for having stolen fire from Zeus and the other gods. Very beautiful,
Pandora is deceitful, manipulating men with her sexual desirability. Young-
Eisendrath uses the myth of Pandora to address men’s focus on women as sexual
objects. She also uses this myth to draw attention to women’s focus on beauty
that can lead to eating disorders. How to be free of Pandora’s curse is the
theme of Gender and Desire: Uncursing Pandora, which takes a creative approach
to understanding gender roles and issues.

Jungian archetypal concepts have also been used to explain men and their
issues and development. Bly (1990) and Moore and Gillette (1991, 1992) discuss
the needs for ritual and awareness of male archetypes, such as King, Warrior,
Magician, and Lover. These writers have led groups to help men get in touch
with their own power through myths and stories that present these archetypal
forms. As Collins (1993) points out, these writings emphasize male issues at the
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expense of the feminine side (the anima) that can make men more whole and
generally masculine. Collins (1993) feels that male awareness requires apprecia-
tion and integration of the Father, Son, and feminine archetypal elements. It is
likely writing on gender issues within Jungian theory will continue.

Multicultural Issues

During their training, Jungian analysts are often told, “when you treat the
patient, you treat the culture” (Samuels, 1991, p. 18). By this statement, Samuels
is referring to the fact that analysts should have knowledge of the culture of the
analysand, including myths and folklore. He is also interpreting the statement to
mean that by treating the patient, analysts help the patient in some way to posi-
tively influence his or her culture. Jung was interested in cultures of all types, as
evidenced by his interests in anthropology, mythology, alchemy, religion, and
folklore. Because of his interest in the universality of archetypal imagery, he trav-
eled to many countries and continents (the United States, Egypt, and parts of
Asia and Africa) to talk to people in nonliterate cultures about their dreams and
folklore. However, generalizations that he made about the psychology of various
cultures have contributed to criticism of his views as racist.

Jung’s interest in religion and spirituality was wide and varied. He learned
languages in order to read about religious symbolism as it related to his con-
cept of the collective unconscious. His travels and talk with people of other cul-
tures provided him with material to integrate into his knowledge of mythology,
folklore, and religion to relate to his concept of archetypal memory. The type of
anthropological investigation that Jung did continues, with analysts and
researchers studying dreams and folklore across a wide variety of cultures. For
example, Petchkovsky (2000) studied how central Australian aborigines attri-
bute a type of subjectivity to animals and inanimate elements. Petchkovsky,
San Roque, and Beskow (2003) report that some indigenous people found the
Jungian view of the world to be similar to their own. After investigating a
high suicide rate in central Australia, Petchkovsky, Cord-Udy, and Grant
(2007) use Jungian theory to attribute the suicide rate to the larger Euro-
Australian community as a failed nurturer, especially in relationship to mental
health services. Working with a traditional African healer, Maiello (2008)
learned of the importance of ancestor reverence in African culture and related
this to Jungian views. Michan (2003) traces unresolved conflicts in Mexican per-
sonality and culture to themes in ancient Aztec mythology. Krippner and
Thompson (1996) show how 16 different Native American societies do not
have a distinct separation between the dreamed world and the waking world
that Western societies have. In studies like these, cultural experience, whether
conscious or unconscious, has been related to Jungian archetypal material and
therapy.

Although Jung’s intellectual curiosity was vast, his views of cultures could be
narrow. In the 1930s and 1940s, Jung often referred to the psychology of races or
nations (Martin, 1991). He ascribes psychological characteristics to Protestants,
Jews, Swiss, “primitive Africans,” and many other groups. During the rise of
Nazism, he was attacked by some as being anti-Semitic, partly because of his
remarks about the psychology of the Jews. The issues surrounding charges of
anti-Semitism are fully explored in a book of essays by Maidenbaum and Martin
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(1991). Drob (2005) discusses Jung’s view of dream theory in the Kabbala, a book
of Jewish mysticism. Joseph (2007) describes how Jung understood material from
the Kabbala and how that understanding is different than a religious understand-
ing. Because of the charges against Jung of being racist, Jungian analysts have
been careful to point out the full complexity of Jung’s thought and not to make
generalizations about national or racial characteristics.

The use that Jungian analysts make of knowledge of other cultures can be
illustrated by Sullwold’s (1971) work with a 6-year-old boy who was often
physically destructive with objects and other children and in fact, had just shat-
tered a glass partition in the office of a referring colleague. In her work, Sull-
wold used a sandtray with a large collection of figures, small buildings, and
various other objects. The boy was of Mexican and Native American extraction
but had been adopted by Orthodox Jewish parents. Although not aware of his
Indian tradition, he had a Native American name, Eagle Eye, which was a
name he had given himself at Indian Guides, a boys” organization. In his initial
work with the sandtray he used the cowboy and Native American figures,
identifying with the Native Americans. In understanding this boy, Sullwold
made use of her knowledge of Hopi and Zuni rituals and religion. In her
work with the sandtray, Sullwold made observations about archetypal imag-
ery, such as the Great Mother, which were expressed in his playing with ani-
mals in the sandtray. Assessing the future of the boy, Sullwold stated the
following:

The continued health of this boy depends on his ability to maintain the strength of
his ego and develop ways of using his energies creatively so that the tremendous
spiritual and psychic forces in him do not overwhelm him and throw him back into
the dark cage of the monsters. (Sullwold, 1971, p. 252)

Thus, Sullwold emphasizes spiritual forces and the importance of the collec-
tive unconscious that contribute to the boy’s problems. Creative expression is a
positive outlet for forces that are out of reach of his conscious processes.

Group Therapy

Group therapy is practiced by only a relatively few Jungian analysts. Those who
do so see it as an adjunct to, not as a replacement for, individual analysis.
Because of the importance he placed on the individual and the pressures on
individuals for conformity from a group, Jung had reservations about group psy-
chotherapy (Sharp, 1998). However, some Jungians see positive values in group
therapy. Dream groups, with or without a leader, have been started, some
of them online (Harris, 1996). When a group member brings a dream into a
group, that can be a focus of discussion, and group members with similar
dreams may relate to the presented dream. Also, a dream can be enacted in the
group through the use of psychodrama. Some Jungian analysts may make use of
active imagination in therapy groups, having participants focus their attention on
the imaginal journey of the group member. Additionally, Jungian analysts may
wish to use gestalt awareness or other group techniques. Because of the emphasis
on individuation, group therapy continues to be an adjunct to, rather than a sub-
stitute for, individual analysis.
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Summary

Jung paralleled Freud’s emphasis on unconscious processes, the use and interpreta-
tion of dreams in therapy, and his developmental approach to personality. Perhaps
Jung’s most original contribution is that of the collective unconscious and archetypal
patterns and images that arise from it. Archetypal images are universal; they can be
found in the religions, mythologies, and fairy tales of many cultures. Jung, in partic-
ular, emphasized the persona (the individual’s social role), the anima-animus (the
unconscious other-sex side of a man or woman’s personality), the shadow (uncon-
scious aspects of the personality that are rejected or ignored by the conscious ego),
and the Self (regulating center of the personality). Many other archetypes exist,
such as the Wise Old Man, the Great Mother, the lion, and so forth.

The contribution of personality types (introversion-extraversion, thinking-
feeling, and sensing-intuiting) is widely known, although their use in analysis varies
greatly from analyst to analyst. Although Jung wrote about developmental issues
across the life span, he was particularly interested in midlife issues and the role of
spirituality in the life of his patients. He often worked with complexes (emotionally
charged ideas related to an archetypal image) as they occurred at any time in the per-
son’s lifetime, but especially at midlife. Underlying all of Jung’s personality con-
structs and central to his theory is his concern with unconscious processes.

The focus of analysis is that of working with unconscious processes to pro-
vide more conscious awareness about them. Although this is done mainly by
using dream material, active imagination and fantasy approaches are also used.
By recognizing archetypal themes in dreams and other material, analysts help
analysands become aware of previously unconscious material. In dealing with
issues between the analyst and analysand (transference and countertransference),
analysts often use material from the patients” dreams. As therapy progresses, the
analysand develops a stronger and more integrated Self.

To be a Jungian analyst, one must receive training at a Jungian institute,
which includes information about psychological and psychotherapeutic processes
as well as information from the fields of anthropology, mythology, folklore, and
other areas of knowledge that would help the analyst work with archetypal sym-
bolism. This training prepares analysts to help their patients individuate and
become conscious of their unique psychological reality. Because of the emphasis
on individuation, individual treatment is preferred to group therapy. Interest in
the concept of unconscious processes continues to grow, as does interest in Jung’s
approach to psychotherapy.

Theories in Action DVD: Jungian Analysis

Basic Concepts Used in the Role-Play Questions About the Role-Play

® Dreams as compensation for waking life issues 1. Why are Carin’s dream so important in Jungian analysis?

* Relating past and family issues to dreams (pp. 100-103)

® The shadow archetype 2. Why is Carin’s dream about obese women an example of the

¢ Integration of shadow-self personal unconscious rather than the collective unconscious?
(p. 100)

3. What is the content of Carin’s shadow archetype? Why is it
important in Jungian analysis? (pp. 89-90)

4. What ways do Jungians use to access the unconscious that are
not used in this role-play? (p. 104)
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Suggested Readings

Jung, C. G. (1956). Two essays on analytical psychology.
New York: Meridian Books. These essays present
core Jungian ideas on the personal and collective
unconscious. Included also is information on
Jung’s view of Freud and Adler and three key
archetypes (persona and anima and animus), as
well as Jung’s approach to psychotherapy.

Jung, C. G. (1963). Memories, dreams, reflections. New
York: Pantheon Books. Written near the end of his
life, these autobiographical recollections describe
the development of his ideas and his struggles
with his unconscious processes. He also discusses
his relationship with Freud and his approaches to
psychotherapy.

De Laszlo, V. (1990). The basic writings of C. G. Jung.
Princeton, NJ: Princeton University. Originally

published by Random House in 1959, this collec-
tion of selected works from Jung includes writings
on the psyche, the unconscious, typology, therapy,
and human development.

Harris, A. S. (1996). Living with paradox: An introduction
to Jungian psychology. Pacific Grove, CA: Brooks/
Cole. This short book describes the major features
of Jungian personality theory and treatment techni-
ques. Current issues in Jungian psychology and its
practice are discussed.

Whitmont, E. C. (1991). The symbolic quest. New York:
Putnam. In this overview, Jung’s major ideas are
presented, along with clinical material that illus-
trates them. This is a good introduction to Jungian
thought.
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CHAPTER 4

dlerian Therapy

Outline of Adlerian Therapy

ADLER’S THEORY OF PERSONALITY Insight and Interpretation

Style of Life Reorientation

Social Interest IEmmedlacy

In.feriority and Superiority Ar;fﬁ;rzge?em

Birth Order Catching oneself
ADLERIAN THEORY OF THERAPY AND Creating images
COUNSELING Spitting in the client’s soup

Avoiding the tar baby

Goals of Thera_py and _Coun;ellng Push-button technique
The Therapeutic Relationship Paradoxical intention
Assessment and Analysis Task setting and commitment
Family dynamics and constellation Homework
Early recollections Life tasks and therapy
Dreams Terminating and summarizing the interview
Basic mistakes
Assets
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Although Adler is considered by some to be a
neo-Freudian, his views are very different from
Freud's. Their similarity is mainly in their belief that
the personalities of individuals are formed in their
early years, before the age of 6. Beyond that, their
views are different in many ways. Adler emphasized
the social nature of the individual—that psychological
health can be measured by the contribution that
individuals make to their community and to society.
Adler believed that lifestyle, the way individuals
approach living, and their long-term goals can be
determined by examining the family constellation,
early recollections (memories of incidents from

them a false sense of superiority or a sense of infer-
iority. Adlerians help their patients develop insight
into these beliefs and assist them in achieving goals.
Creative strategies for meeting therapeutic goals
and helping individuals change their cognitions,
behaviors, and feelings are a hallmark of Adlerian
psychotherapy and counseling.

Education is important to Adlerians as a part of
their approach not only to psychotherapy and coun-
seling but also to child raising, school problems,
and marriage and family issues. Adlerians have
developed clinics and centers to assist individuals
with problems of living in their communities and

society. This educational approach is not a new
one, as Adler was involved in child guidance clinics
in his work in Vienna.

childhood), and dreams. Individuals attempt to
achieve competence or a place in the world, but in
doing so, they may develop mistaken beliefs that give

History of Adlerian Theory

1

Born on February 7, 1870, Alfred Adler was the second son and third child of six
children of middle-class Hungarian-Jewish parents. He was born in Rudolfsheim,
Austria, a small village near Vienna. Whereas Freud grew up in a district that
was mostly Jewish, Adler’s neighborhood was ethnically mixed. He identified
more with Viennese than with Jewish culture. He did not concern himself in his
writings with anti-Semitism and later as an adult converted to Protestantism
(Bottome, 1939; Ellenberger, 1970; Oberst & Stewart, 2003).

Adler’s early life was marked by some severe illnesses and traumatic events.
Developing rickets, a deficiency of vitamin D, may have affected his self-image.
He also suffered from spasms of the glottis that affected his breathing and put
him in danger of suffocation if he cried. A severe case of pneumonia when he
was 5 was almost fatal. In addition to these illnesses, Adler experienced the death

of the Adler School of
ssional Psychology

fe
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of his younger brother, who died in the bed next to him when Adler was 3. Also,
he was almost killed twice in two different accidents outside his home. Although
the accuracy of this information may be subject to question, it does suggest
an early exposure both to feelings of inferiority—in this case mostly physical
inferiority—and a view of life that may have influenced the development of
Adler’s important concept of social interest.

During his early school years Adler was an average student, having to repeat
a mathematics course. Adler’s father encouraged him to continue his studies de-
spite his teacher’s suggestion to his father that Adler should leave school and
learn a trade. Later, Adler became both an excellent mathematics student and a
good student overall. Although he improved his academic abilities, he had al-
ways had a love for music and had memorized operettas when he was young.

When Adler completed secondary school, he attended the Faculty of Medicine
in Vienna in 1888, left for a year of military service, and graduated in 1895. During
this time he continued his interest in music and attended political meetings that
dealt with the development of socialism. In 1897 Adler married Raissa Epstein, a
student from Russia, who had a strong interest in and dedication to socialism.
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Adler entered private practice as an ophthalmologist in 1898, later becoming a
general practitioner. After a few years in general practice, he became a psychia-
trist, believing that he needed to learn about his patients’ psychological and social
situations as well as their physical processes. This interest in the whole person was
to typify his writings and attitude toward psychiatry in his later years.

In 1902 Sigmund Freud invited Adler to join the psychoanalytic circle that
Freud was developing. Adler was one of the first four members to do so and re-
mained a member of the Vienna Psychoanalytic Society until 1911. Starting in
1905, he wrote psychoanalytically oriented articles for medical and educational
journals, making a particularly important contribution to psychoanalysis at that
time through Studies of Organ Inferiority and Its Psychical Compensation, published
in 1907 (Adler, 1917). Adler’s views diverged more and more from psychoana-
lytic theory, emphasizing the subjectivity of perception and the importance of
social factors as opposed to biological drives. In 1911 Adler was president of the
Vienna Psychoanalytic Society but left the society with 9 of the 23 members.
Although some members of the society attempted reconciliation with Freud, it
failed. Adler then formed the Society for Free Psychoanalytic Research or Investi-
gation, which 1 year later was renamed the Society for Individual Psychology.
In 1914 Adler, along with Carl Fiirtmuller, began the Zeitschrift fiir Individual-
Psychologie (Journal for Individual Psychology).

Adler’s work was slowed by the advent of World War 1. During a portion of
that time, Adler was recalled for military service as a physician in military hospi-
tals. When Austria-Hungary lost the war, famine, epidemics, and other tragedies
wracked Vienna. These events seemed to confirm Adler’s socialist views. The de-
feat of Austria, however, did give Adler an opportunity to implement his educa-
tional views, as schools and teacher training institutions were overhauled.

In 1926 Adler was very active in publishing papers and giving lectures in
Europe and then in the United States. In October 1927 he participated in the
Wittenberg Symposium held at Wittenberg College in Springfield, Ohio. After
that time he spent more and more time in the United States as a lecturer. In
1935, having foreseen the outbreak of Nazism in Europe, Adler and his wife
moved to New York City. Having been appointed to the chair of medical psy-
chology at the Long Island College of Medicine in 1932, Adler maintained his
association with this institution. He continued his private practice in the United
States and his worldwide lectures. While on a lecture tour in Europe, Adler died
of a heart attack in Aberdeen, Scotland, in 1937. Two of his children, Kurt and
Alexandra, continued his work as practicing psychotherapists. Adler left a theory
of personality and psychotherapy that has had an impressive impact on psychol-
ogy and psychiatry.

Influences on Adlerian Psychology and Therapy

Before examining Adler’s theories of personality and psychotherapy, it will be
helpful to explore some of the influences on Adler. Ellenberger (1970, p. 608)
shows how Adler was influenced by Kant’s desire to find ways to help indivi-
duals acquire practical knowledge of themselves and of others, as well as make
use of reason in their lives (Stone, 2008). Both Adler and Nietzsche made use of
the concept of will to power. For Adler, this concept meant attempts to attain
competence, but for Nietzsche it referred to power over others, vastly different
from Adler’s emphasis on equality. As indicated earlier, Adler was influenced
by socialism, more specifically by the ideas of Karl Marx. Adler was appreciative
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of and in sympathy with the ideas of social equality but objected vigorously to
the “enforcement of socialism by violence” by the Bolsheviks (Ansbacher & An-
sbacher, 1956). Although others’ philosophical writings had an impact on Adler’s
work, he was also affected by his immediate contemporaries.

In particular, Hans Vaihinger’s The Philosophy of “As If 7 (1965) influenced sev-
eral of Adler’s theoretical constructions. His concept of “fictionalism” was to have
an impact on Adler’s concept of the “fictional goal” (Ansbacher & Ansbacher,
1956). “Fictions” are ideas that do not exist in reality, yet they are useful in help-
ing us deal more effectively with reality, an idea that Kant had written about
many years earlier (Stone, 2008). Ansbacher and Ansbacher (1956) give the exam-
ple of “all men are created equal” as a “fiction.” Although this is a statement that
can provide guidance in everyday life, it is not a reality. It is a useful fiction for
interactions with others, although it may not be “objectively” true. This “philos-
ophy of ‘as if”” refers to treating attitudes and values as if they were true
(Watts, 1999).

Adler’s early association with Freud provided him with the opportunity to
have a framework from which to specify and develop his own theory. Between
1902, when Adler joined Freud’s society, and 1911, when he left the society, his
views had become increasingly different from Freud’s. They disagreed on many
things: the role of the unconscious, the importance of social issues, and the role of
drive theory and biology, to name but a few. The differences of opinion between
Freud and Adler were never reconciled (Ansbacher & Huber, 2004). Although
Adler would often demonstrate differences between his work and Freud’s, he
did give credit to Freud for his emphasis on dreams and on unconscious factors.
He also credited Freud with having significantly emphasized the importance of
early childhood in the development of neurotic and other conflicts that occurred
in later life. However, Freud’s dislike for Adler’s concepts hindered the develop-
ment of Adlerian thought both in Europe and in the United States.

When he arrived in New York from Vienna, Rudolf Dreikurs, perhaps the
most notable adherent of Adlerian theory, had a great deal of difficulty being
accepted by psychologists and psychiatrists whose theoretical orientations were
Freudian (Griffith & Graham, 2004; Mosak & Maniacci, 2008; Oberst & Stewart,
2003). Dreikurs and his colleagues were creative in their innovations in the appli-
cation of Adlerian theory. For example, Dreikurs is responsible for the concept of
multiple therapy (Dreikurs, 1950), the use of more than one therapist; systematic
analysis of early recollections; and creative approaches to psychotherapy. Many
Adlerian therapists have worked on novel approaches to group psychotherapy,
systems for teaching elementary and high school students, and programs for
dealing with delinquency, criminal behavior, drug and alcohol abuse, and pov-
erty. The emphasis that Adler put on the need to improve society has been car-
ried on by his adherents.

Adler’'s Theory of Personality

Adler’s view of personality was broad and open and not only considered the in-
dividual as a whole, unified organism but also emphasized the importance of the
individual’s interaction with the rest of society. This emphasis on the individual
as a whole organism was consistent with Adler’s view of the individual as a cre-
ative and goal-directed individual who was responsible for her own fate (Griffith
& Graham, 2004; Sweeney, 2009). In his writings (Ansbacher & Ansbacher, 1970;
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Mosak & Maniacci, 2008), Adler examined closely the striving for perfection or
superiority of individuals as it conflicted with and complemented the social na-
ture of the individual and society as a whole. This emphasis on the individual
and society is in direct contrast to Freud’s emphasis on biological needs as a basis
for personality theory. By examining the basic concepts underlying Adler’s indi-
vidual psychology, it will be easier to understand the more specific Adlerian con-
cepts such as style of life, social interest, inferiority, and birth order.

Style of Life

The style of life determines how a person adapts to obstacles in his life and ways
in which he creates solutions and means of achieving goals. Adler believed that
the style of life was developed in early childhood (Ansbacher & Ansbacher, 1956,
p- 186), allowing children to strive, in individual ways, for perfection or superior-
ity. For example, the child who has been picked on by other children in the
neighborhood may develop a style of verbally manipulating other children. This
behavior would then compensate for the inferiority that the child had experi-
enced. Adler believed that lifestyle was based on overcoming a series of inferio-
rities. Most of these would be established by the age of 4 or 5, so that it would be
difficult to change one’s lifestyle after that time. For Adler, expressions of life-
styles throughout life were elaborations of earlier lifestyles. Using the previous
example, the child who develops a style of manipulating other children to get
his way may as an adolescent create excellent excuses for late or poorly done
work or reasons for missed meetings with friends. As an adult, this individual
may find ways to persuade others to buy products or to excuse him for poorly
done work. These adult behaviors are the result not of reactions to other adults
at a particular point in time but rather of a lifestyle developed at an early age.

Adlerians note that the lifestyle can be understood by observing how indivi-
duals approach five major interrelated tasks: self-development, spiritual develop-
ment, occupation, society, and love (Mosak & Maniacci, 1999; Sweeney, 2009).
Adler stated, “The person who performs useful work lives in the midst of the de-
veloping human society and helps to advance it” (Ansbacher & Ansbacher, 1956,
p- 132). Choice of occupation can be seen as a way of expressing one’s lifestyle
(Sharf, 2010). For example, the individual who felt bullied as a child may express
her lifestyle as an insurance salesperson, persuading and convincing others yet
providing a service that helps others in a catastrophe. Lifestyle also has its ex-
pression in how individuals deal with friends and acquaintances as well as love.
Occupation, society, love, self-development, and spiritual development are not
discrete categories, but overlap.

Adlerians have examined lifestyles of different individuals and groups, find-
ing a variety of themes. For example, Mwita (2004) shows how early memories
affected Martin Luther King’s personality and leadership style as he sought racial
and social justice in the civil rights movement. Three memories are discussed, all
having to do with racial discrimination. For example, when he was very young
he remembered his father being angry and refusing to buy Martin shoes in a shoe
store when the clerk asked him and his father to sit in the seats for “colored
people.” Examining the lifestyles of 30 Jewish Holocaust survivors who attended
German universities, White, Newbauer, Sutherland, and Cox (2005) found that
many had lifestyle narratives that included valuing education and the arts. The
narratives also revealed an emphasis on setting goals and concern about the
future. Studying binge drinking, Lewis and Watts (2004) found that college
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students who drank heavily had lifestyle themes that included being sociable and
wanting recognition, yet also resisting rules and regulations. Lifestyle themes
vary greatly and there is no universal list that therapists can select from. They
must determine themes by listening to the client.

Social Interest

Social interest was discussed extensively in Adler’s later work (Ansbacher &
Ansbacher, 1970), in his writings on occupation, society, and love. Social inter-
est evolves in three stages: aptitude, ability, and secondary dynamic character-
istics (Ansbacher, 1977). An individual has an innate ability or aptitude for
cooperation and social living. After the aptitude has been developed, the indi-
vidual develops abilities to express social cooperation in various activities. As
these abilities are developed, secondary dynamic characteristics express them-
selves as attitudes and interests in a variety of activities that then become a
means of expressing social interest. Although Adler viewed social interest as
an innate concept, he believed that the parent—child relationship was highly in-
strumental in developing it.

The first relationship in which social interest arises and is taught is in the
mother—child bond. Adler sees the mother’s task as developing a sense of coop-
eration and friendship in her child. By caring deeply for her child, the mother
communicates a model of caring to the child. Furthermore, her care for her hus-
band, the child’s siblings, and other friends and relatives becomes a model of so-
cial interest. If the mother concentrates only on friends and relatives but not her
children, or only on her husband but not friends and relatives, then the child’s
potential for developing social interest may be thwarted. If social interest is truly
thwarted, then children may develop an attitude toward others in which they
may want to dominate others, use others for their personal gain, or avoid inter-
actions with others. Although the mother—child relationship is the earliest and
most significant relationship in the development of social interest, the father—
child relationship is also important, and the father should have favorable atti-
tudes toward his family, his occupation, and social institutions. Watts (2003) de-
scribes the importance of bonding within the family and attachment to parents in
Adlerian theory. According to Adler, the emotional or social detachment or
authoritarianism of a parent can bring about a lack of social interest in the child.
The relationship between father and mother is an important model for the child.
If the marriage is unhappy and the parents actively disagree, an opportunity to
develop social interest in the child is missed. Forgiveness between husband and
wife is an act of social interest that can lead to improved relationships (McBrien,
2004). The parental relationship can have an impact on the lifestyle of a child by
affecting romantic relationships and overall adaptation in later life.

The concept of social interest is so important that Adler used it as a means of
measuring psychological health. If a person has little social interest, then that per-
son is self-centered, tends to put down others, and lacks constructive goals. Social
interest is important throughout one’s entire life. In old age, discouragement and
promoting social interest can help in developing meaningful lives even though
individuals may no longer be working or raising families (Penick, 2004). Adler,
more so than other personality theorists and psychotherapists of his time, had
an interest in the problematic development of social interest in criminal and anti-
social populations, which he hoped to help through development of social inter-
est (Ansbacher, 1977; Ansbacher & Ansbacher, 1956, pp. 411-417).
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Inferiority and Superiority

, While still a member of the Vienna Psychoanalytic Society, Adler tried to explain

® why a person develops one illness rather than another. He suggested that within
individuals, some organs or part of the body are stronger or weaker than others
(Oberst & Stewart, 2003). The weaker ones make an individual susceptible to ill-
ness or disease. Such organs or parts of the body were inferior at birth, causing
an individual to compensate for this inferiority by participating in activities to
overcome this inferiority. A classical example is Demosthenes, a stutterer in his
youth who became a great orator by practicing speech with pebbles in his mouth.
A more common example would be that of an individual who compensates for
childhood illness by developing her intellect. Adler suggested that individuals
tried to overcome physical inferiorities by psychological adjustments. Adler de-
veloped this concept early in his work and largely ignored it in later years. In-
stead, he focused on how people perceived their social inferiority rather than on
their perceptions of physical inferiority.

In a sense, the infant is exposed to inferiority at birth. For Adler, feelings of
inferiority were the motivation to achieve and attain in life. Inferiority is not a
human weakness unless it develops into an inferiority complex. Children’s par-
ents and older siblings are bigger, more powerful, and more independent than
the child. Throughout life, individuals struggle to achieve their places in life,
striving for perfection and completion. As the child moves from inferiority to-
ward superiority or excellence, three factors may threaten the development of
self-confidence and social interest (Ansbacher, 1977): physical disabilities, pam-
pering, and neglect. Physical disabilities may include organ inferiority as de-
scribed previously, as well as childhood diseases. Pampered children may
expect to have things given to them and may not develop an urge to be indepen-
dent and to overcome inferiorities. Capron’s (2004) study of four pampering
types (overindulgent, overdomineering, overpermissive, and overprotective) con-
tributes to a more detailed understanding of pampering. Neglected children or
those who feel unwanted may try to avoid or escape others rather than overcome
their inferiorities. Adler believed that the pampered or spoiled child could, in
later life, fail to strive for superiority or to develop social interests.

Theories in Action

Extreme discouragement, continuous hesitation, over sensitivity, impatience, exagger-
ated emotion, and phenomena of retreat, physical and psychological disturbances
showing the signs of weakness and need for support as found in the neurotic, are al-
ways evidence that a patient has not yet abandoned his early-acquired pampered
style of life. (Ansbacher & Ansbacher, 1956, p. 242)

Although the desire to overcome inferiority and achieve superiority or mas-
tery is normal in individuals and a major goal of life, some inferiority complexes
and superiority complexes are not normal. Although the term inferiority complex
has had several meanings in the development of Adlerian psychology, Adler in
his latest writings stated that it is “the presentation of the person to himself and
others that he is not strong enough to solve a given problem in a socially useful
way” (Ansbacher & Ansbacher, 1956, p. 258). The pervasive feeling that one’s abil-
ities and characteristics are inferior to those of other people can take many forms.
Individuals may feel less intelligent than others, less attractive, less athletic, or in-
ferior in many other ways. Adler found that neurotic individuals who came to
him for psychotherapy often presented an inferiority complex or superiority com-
plex. For Adler, superiority was a means of inflating one’s self-importance in order
to overcome inferiority feelings. People may try to present themselves as strong
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and capable to maintain their mistaken feelings of superiority, when actually they
are feeling less capable than others. An arrogant person expresses an inferiority
complex when he states, “Other people are apt to overlook me. I must show that
I am somebody” (Ansbacher & Ansbacher, 1956, p. 260).

Behind everyone who behaves as if he were superior to others, we can suspect a feel-
ing of inferiority which calls for very special efforts of concealment. It is as if a man
feared that he was too small and walked on his toes to make himself seem taller.
Sometimes we can see this very behavior if two children are comparing their height.
The one who is afraid that he is smaller will stretch up and hold himself very tensely;
he will try to seem bigger than he is. If we ask such a child, “Do you think you are
too small?” we should hardly expect him to acknowledge the fact. (Ansbacher & An-
sbacher, 1956, p. 260)

The superiority complex may be more obvious in children, but neither adults
nor children are likely to easily acknowledge their superiority complex. A normal
person strives for superiority but does not develop a superiority complex to mask
feelings of inferiority. People who demonstrate a superiority complex may often
be boastful, self-centered, arrogant, or sarcastic. Such people are likely to feel im-
portant by making fun of or demeaning others.

The striving for superiority or competence is a natural and fundamental
motivation of individuals, whereas the superiority complex is not. However, in
striving for superiority or competence, an individual can do so in a negative or
positive direction. Trying to achieve superiority in a negative direction might
include trying to achieve wealth or fame through unethical business or political
practices. Seeking the goal of superiority in a positive sense might mean helping
others through business, social dealings, education, or similar methods. A posi-
tive striving for superiority implies a strong social interest. It also requires con-
siderable energy or activity to achieve these goals. In a sense, it is a healthy
striving for perfection (Schultz & Schultz, 2009).

Birth Order

In many ways the family is a microcosm of society. For Adler, birth order could
have an impact on how a child relates to society and the development of her
style of life (Mosak & Maniacci, 2008). Perceived role in the family was more im-
portant to Adler than actual birth order itself. Adlerians are often critical of birth-
order research that looks only at position in the family. For example, in a family
of three children in which the oldest child is 1 year older than the middle child
and the middle child is 12 years older than the youngest child, Adlerian thera-
pists might view this family constellation as being more like a family with a
younger and older sibling (the first two children) and see the youngest child as
being more like the only child in a one-child family. More important is the sub-
jective approach of Adler, which emphasizes the context of a family situation.

Adlerian Theory of Therapy and Counseling

Adlerians tend to vary widely on how they do therapy and counseling (Carlson,
Watts, & Maniacci, 2006; Sweeney, 2009; Watts, 2003), and Adlerians make use of
many concepts and techniques in their treatment of individuals. In this chapter, I
first discuss the goals of counseling versus the goals of psychotherapy, which are
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seen differently by some Adlerians. Then I use Dreikurs’s (1967) four processes of
psychotherapy to explain Adlerian psychotherapy and counseling. The first pro-
cess is the relationship; a cooperative relationship must be maintained throughout
therapy. Second, assessment and analysis of client problems include consideration
of analysis of early recollections, family constellation, and dreams. Third, interpre-
tation of the comments of clients is an important aspect of Adlerian therapy, par-
ticularly as it relates to the goals of therapy. The fourth process, reorientation,
takes the insights and interpretations that come from the client-therapist work
and helps individuals find alternatives to previously ineffective beliefs and beha-
viors. Adlerians make use of a large variety of reorienting techniques, and a large
sampling of these techniques is presented. These phases often overlap and may not
always be used in the order in which they are presented here, but they provide a
way of understanding the Adlerian psychotherapy and counseling process.

Goals of Therapy and Counseling

The conceptualization of differences between psychotherapy and counseling has a
direct impact on the goals of treatment for Adlerians. Dreikurs (1967) believed that
psychotherapy was required if changes in lifestyle were necessary but that counsel-
ing was appropriate if changes could be made within a lifestyle. Dreikurs also felt
that significant changes should occur in early recollections that were reported in
the beginning and end of psychotherapy, reflecting lifestyle changes (Mosak,
1958). In contrast, Dinkmeyer and Sperry (2000) view counseling as concerned
with helping individuals change self-defeating behaviors and solve problems
more efficiently. Sweeney (2009) believes that if the problem has an immediate na-
ture dealing with relationships, counseling will be appropriate and have an educa-
tive or preventative rather than psychological orientation. Generally, if the problem
is in only one life task, rather than pervasive throughout the client’s life, counseling
is sufficient (Manaster & Corsini, 1982). In actual practice, the differentiation be-
tween counseling and psychotherapy is rather minor. In general, Adlerians do
both counseling and psychotherapy; which they do depends less on their view of
the particular issue than on the presenting problem of the client. Implicit in the
goals of psychotherapy and counseling is an increase in the client’s social interest.
Because counseling and psychotherapy overlap and are not clearly distinguished,
the following discussion applies to both counseling and psychotherapy.

The Therapeutic Relationship

In trying to achieve a good therapeutic relationship, Adlerians attempt to estab-
lish a relationship of respect and mutual trust (Dreikurs, 1967). In order for this
relationship to develop, the goals of the patient and the therapist must be similar.
If the goals are different, the therapist is likely to experience the patient as resist-
ing progress in therapy. In many cases the therapist educates the patient about
appropriate goals for therapy. For example, if the patient does not feel that he
can make progress, the therapist must work to encourage the patient that prog-
ress is possible and that symptoms, feelings, and attitudes can change. For Drei-
kurs (1967), anticipation of success in therapy is particularly important in a
therapeutic relationship. The encouragement process is an important one, con-
tinuing throughout the entire process of therapy, and can be helpful in applying
a solution-focused approach (Watts, 2000, 2003). As the patient is encouraged to
develop goals, it is important to make them explicit. In developing the
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relationship, the therapist must not only plan goals but also listen and observe as
patients present themselves and their goals.

Because the individual is unique, most actions can be considered meaningful
(Manaster & Corsini, 1982). How the patient enters the office, sits, phrases ques-
tions, and moves his eyes can all be important material. As the therapist stores
this information, she is able to decide on later strategies. Often the patient may
sabotage therapy by playing games or presenting situations that make therapeu-
tic progress difficult (Manaster & Corsini, 1982). Because patients have had con-
cerns or interpersonal difficulties that bring them to therapy, these problems are
likely to occur in the therapeutic relationship. The therapist need not confront the
patient with sabotaging therapy but may choose to ignore it or to bring it to the
patient’s attention in an educational way. In doing the latter, the therapist may
help the patient develop insight into self-defeating behaviors.

Sabotaging or resisting therapy should not prevent the therapist from being
empathic with the patient. Empathy involves attention not only to feelings but
also to beliefs. As the patient gradually produces material, the Adlerian develops
an understanding of the patient’s lifestyle. Empathic responses often reflect
the acknowledgment of the lifestyle. For Adlerians, beliefs result in feelings
(Dinkmeyer & Sperry, 2000). Statements such as “I must help others,” “I need to
be the best,” “No one else understands me,” and “I try hard, but nothing ever
works” are examples of beliefs that are often reflective of lifestyles that indicate
discouragement with self or others. In response to clients” statements that express
these beliefs, Adlerians may respond not only to the feeling but also to the belief
itself. For example, Dinkmeyer and Sperry (2000, p. 63) describe how they would
respond to a client who has the belief “I must please.”

Michelle: T do everything I can to please the boss, but he’s never satisfied.
I can’t figure him out.

Counselor: Perhaps what you're feeling is that, if you can’t please, there’s no
point in trying.

The counselor is helping the client identify not only the feeling but the belief—
I must please—behind the feeling. To respond only “You're confused” would be
to respond only to the feeling and not help Michelle become aware of how her
belief that she must please influences the feeling of confusion. If the counselor be-
lieves that she has a clear understanding of the client’s feelings and beliefs, then an
even stronger response to Michelle’s comment may be appropriate.

Counselor: Is it possible that you believe that, if you can’t please, there is no
point in trying? Your boss’s failure to recognize your efforts justifies your
becoming less cooperative or even quitting.

The statement helps the client become more aware of her intentions. Also, the
counselor shows that the client has the power to change the situation by being
less cooperative or by quitting. The tentative nature of the counselor’s response,
“Is it possible ...” allows the client to determine if the counselor’s response seems
accurate and appropriate. The counselor does not impose her understanding of
the client’s belief on the client.

Assessment and Analysis

Assessment starts as the relationship builds. Adlerians are often likely to be mak-
ing many observations about the patient in the first session. These observations
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may become material to be used for comparison for later assessment. Some Ad-
lerians may use informal assessment, whereas others may use projective techni-
ques, lifestyle questionnaires, or standardized interviews. Many of the more
formal or detailed methods for collecting information about lifestyle originated
with Dreikurs. Other Adlerians have developed a variety of protocols and ques-
tionnaires (for example, Clark, 2002; Kern, 1997). Most of these procedures in-
clude information about family dynamics and early recollections. Other
information, which may come from less formal assessment, includes data from
dreams. Additionally, Adlerians often wish to assess not only the problems that
the person may be experiencing but also assets, those things in a patient’s life
that work well for him. These aspects can be considered strengths and can be ac-
cessed to bring about a successful outcome in therapy.

Family dynamics and constellation. In assessing the lifestyle of an individual, it
is very important to attend to early family relationships—relationships among
siblings and parents as well as with friends or teachers (Oberst & Stewart, 2003;
Sweeney, 2009). The family represents a microcosm of society; thus, it is here
where social interest is developed, frustrated, or thwarted. Although Adlerians
may be known for their emphasis on birth order, they are more interested in the
dynamics of the siblings with the patient, the dynamics of child—parent interac-
tion within the family, and changes in the family over time. It is the patients’ per-
ceptions of their childhood development that form the basis for therapeutic
interpretations and interventions that occur in the process of helping the patients
reach their goals.

Regarding birth order, several different types of questions are asked (Mana-
ster & Corsini, 1982). The patients are asked to describe their siblings as they re-
member them. Then the therapist may learn the view that the client has toward
others in the family and how the client’s lifestyle developed in the family. If a
male patient says that his older brother was both brighter and more athletically
inclined, it leads the Adlerian to look for what the client felt were his particular
strengths and how he dealt with possible feelings of inferiority.

Information about the siblings as an interactive group is also obtained. Ages
of the siblings and the number of years separating the siblings are noted. For ex-
ample, in a family with four children, many possible interactions could be ob-
served. The oldest may protect the youngest, the oldest and next oldest may
gang up on the youngest two, or three children may gang up on a fourth. As
children go to school and leave home, these interactions may change. Adlerians
(Dinkmeyer & Sperry, 2000) have observed that when clients describe themselves
as children and as adults, they do so in similar ways. In collecting this data, Ad-
lerians may proceed from one question to the next, or they may test out hypoth-
eses as they move through the data collection. For some, this process may be an
hour, for others, 3 or 4 hours.

Comparative ratings of siblings on a number of characteristics are often use-
ful material. For example, Shulman and Mosak (1988) and Sweeney (2009) sug-
gest rating siblings on characteristics such as the hardest worker, the worst
temper, the bossiest, the most athletic, the prettiest, the most punished, the most
selfish, and the most unselfish. Also, Adlerians may ask about significant events
such as serious illness or injury, disciplinary problems in school or in the commu-
nity, or special accomplishments or achievements. In large families, therapists
must decide which siblings or groups of siblings to concentrate on. For example,
in a family of nine children, the therapist needs to organize the information so
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that a lifestyle analysis can be made. Focus may be on relatively few siblings or
on groups of siblings.

Parental values, interactions, and relationships with children are important
information for Adlerians. Questions about each parent, such as the type of per-
sons the father and mother are or how each separately disciplined the child or
other siblings, are asked. Also, information about how the parents got along
with each other and how this relationship may have changed at various points
in time may be valuable information. If parents divorced, or one parent died, or
grandparents lived in the home, adjustments need to be made to assimilate this
information in developing a sense of the patient’s lifestyle. This provides a view
of the patient’s perception of himself and how interactions with siblings and fam-
ily affected his perceptions.

Early recollections. Information from early recollections is essential in helping to
determine an individual’s lifestyle. Early recollections are the memories of the ac-
tual incidents that patients recall.

It is not important whether the incidents did occur in this way; but it is all important
that the patient thinks that it did happen. Members of the same family may remem-
ber the same incident; but what they remember of it generally differs greatly, in ac-
cordance with their basic outlook on life. (Dreikurs, 1967, p. 93)

In gathering information about early recollections, it is important for Adler-
ians to get as much detail as possible, and they may ask several questions to do
this. According to Adler (1958), memories do not occur by chance. People re-
member those incidents that have a bearing on their lives. It is not a coincidence
that the very few memories that we may have out of thousands of incidents in
childhood are related to how we will live our lives. They reinforce and reflect
our basic life views. Early recollections are different from reports, which are not
valid early recollections. A report would be: “My mother always told me that
when I was 3 I liked to play with the neighbor’s poodle, which was very friendly
and would tolerate my abuse.” Obtaining early memories is relatively straight-
forward: “Would you try to recall your earliest memories for me? Start with
your earliest specific memory, something that happened to you that you can re-
member, not something that was told to you.” After that memory is recalled and
the patient seems to be doing it well, it may be sufficient to say, “Try to recall
another specific memory, something that happened when you were very
young.” Adlerians vary as to how many early recollections they use. Adler may
have used only one or two with a patient; Dreikurs often obtained 10 or more
early recollections from his patients. Usually Adlerian therapists ask for early re-
collections throughout therapy rather than just at the beginning.

Although Adler believed that more recent remembrances could be useful, he
stated that older remembrances, such as those occurring at the age of 4 or 5, were
most helpful, as they occur near the beginning of the time when the style of life is
crystallized. Examining Adler’s analysis of one of his patient’s earliest memories
is instructive. The patient is a 32-year-old man who experiences anxiety attacks
when he starts to work. The anxiety that interferes with his keeping a job also
had occurred before examinations at school, as he often tried to stay home from
school because he felt tired. Adler (Ansbacher & Ansbacher, 1956, p. 355) de-
scribed him as “the eldest, spoiled son of a widow.” The earliest recollection
that the man recalled was the following: “When I was about 4 years old I sat at
the window and watched some workmen building a house on the opposite side
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of the street while my mother knitted stockings.” Adler’s analysis is as follows:
“The pampered child is revealed by the fact that the memory recalls a situation
that includes the solicitous mother. But a still more important fact is disclosed: he
looks on while people work. His preparation for life is that of an onlooker. He is
scarcely anything more than that.” Adler concludes by saying, “If he wants to
make the best use of his preparation, he should seek some work in which obser-
vation chiefly is needed. This patient took up successfully dealing with the ob-
jects of arts” (Ansbacher & Ansbacher, 1956, p. 356).

It is helpful when analyzing memories to consider such issues as what the
dominant themes for several memories are. Also, the person’s situation in the
memory can be important. Are individuals participating in the event they de-
scribe, or are they observing it, like the man in the situation just mentioned?
Also, being aware of the feelings expressed in the memories and their consistency
can be useful.

Dreams. In doing an assessment of lifestyle, Adlerians may respond to child-
hood dreams and to more recent recurrent dreams. Throughout the course of
therapy, clients are encouraged to relate dreams to the therapist. Adler believed
that dreams were purposeful and that they were often indications of an indivi-
dual’s lifestyle. Also, they could be useful in determining what the individual
may like or fear for his future. In Adlerian therapy, symbols do not have fixed
meanings in dreams. To understand a dream, one must know the individual
dreamer (Mosak & Maniacci, 2008).

Dreikurs’s discussion of dreams, along with examples, is quite helpful in un-
derstanding how Adlerians understand dreams and interpret them. In one exam-
ple, Dreikurs explains how dreams can show the patient’s attitude toward
psychotherapy.

A patient relates the following dream. He is in a lifeboat with a man looking for res-
cue. They see a merchant ship and they steer toward it. Then they see a Japanese
warship coming from behind the horizon to capture the merchant ship. They decide
to steer away from the merchant ship to avoid being captured.

It is obvious that the patient sees some danger in being rescued. The discussion
of the dream and the present life situation brings an admission from the patient that
he is afraid of getting well. Then he would have to face the danger of life. Losing his
symptoms would deprive him of an alibi to withdraw as soon as he felt exposed to
situations where his prestige or superiority was threatened. (Dreikurs, 1967, p. 223)

In another example, Dreikurs shows how dreams often can show change or
movement in therapy.

One of my patients had a very peculiar type of dream. All his dreams were rather
short and without any action. He did in his dreams what he did in life; he continu-
ously figured out the best way of getting out of a problem, mostly without actually
doing anything. He dreamed about difficult situations, figuring out what would hap-
pen if he acted in one or the other way, but even in his dreams nothing actually hap-
pened. When his dreams started to move and to be active, he started to move in his
life, too. (Dreikurs, 1967, p. 226)

Dreikers’s emphasis on the temporary nature of dreams is consistent with that
of other Adlerians, such as Mosak and Maniacci (2008). Dreams can be used as an
assessment of current change and progress. In terms of an assessment of lifestyle,
dreams may be used as an adjunct to family constellation and early memories.
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Basic mistakes. Derived from early recollections, basic mistakes refer to the self-
defeating aspects of an individual’s lifestyle. They often reflect avoidance or
withdrawal from others, self-interest, or desire for power. All of these are in op-
position to Adler’s concept of social interest (Dinkmeyer & Sperry, 2000, p. 95).

Although basic mistakes vary for each individual, Mosak and Maniacci
(2008, p. 82) provide a useful categorization of mistakes:

v

1. Owvergeneralizations. This includes words such as “all,” “never,” “everyone,”
and “anything.” Examples of overgeneralizations are: “Everyone should like
me,” “I never can do anything right,” or “Everyone is out to hurt me.”

2. False or impossible goals of security. The individual sees the society as working
against him or her and is likely to experience anxiety. Examples are “People
want to take advantage of me” and “I'll never succeed.”

3. Misperceptions of life and life’s demands. Examples are “Life is too hard” and “I
never get a break.”

4. Minimization or denial of one’s worth. These include expressions of worthless-
ness such as “I am stupid” or “No one can ever like me.”

5. Faulty values. This has to do primarily with behavior. Examples are “You
have to cheat to get your way” or “Take advantage of others before they
take advantage of you.”

Although it is helpful to identify basic mistakes, correcting the mistakes can
be quite difficult because individuals may have many safeguarding processes
that interfere with their correction of mistakes. Manaster and Corsini (1982) give
some examples of patients” basic mistakes that show incorrect views of life:

A man who married four times unsuccessfully

1. He does not trust women.
2. He feels alone in life.

3. He is unsure of his success, but won't admit it; he is a smiling pessimist.
An alcoholic nurse

1. She feels she does not belong to the human race.
2. She rejects people, but thinks they reject her.
3. She trusts things more than she does people. (Manaster & Corsini, 1982, p. 102)

According to Manaster and Corsini (1982), people are completely unaware of
having these basic views of themselves. Although people may come to therapy
for one basic mistake, they may have several interrelated mistakes. In therapy,
the therapist attempts to present basic mistakes clearly so that they may be un-
derstood and the patient can become aware in future situations when he is about
to make a basic mistake.

Assets. Because family constellation, early recollections, dreams, and basic mis-
takes often lead to finding out what is wrong with the person, it is helpful to
look at what is right (Watts & Pietrzak, 2000). Because an analysis of an indivi-
dual’s lifestyle can take several hours, countering discouragement with discus-
sion of the patient’s assets can be useful. In some cases, the assets are obvious;
in others, the patient is not aware of his assets. Assets can include a number of
characteristics: honesty, academic or vocational skills, relationship skills, or
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attention to family. For example, the sensitive writer who can write about the so-
cial injustices of others may have difficulty in social relationships. Applying the
asset of sensitivity to others that is present in his writings may be helpful to the
patient.

Insight and Interpretation

During the process of analyzing and assessing an individual’s family dynamics,
early recollections, dreams, and basic mistakes, the therapist interprets the mate-
rial so that patients can develop insights into their actions. The timing of the in-
terpretations depends on progress toward the patient’s goals. Dreikurs (1967, p.
60) emphasizes that interpretations are made in regard to goals and purposes;
therapists do not interpret psychological conditions. For Dreikurs, telling patients
that they feel insecure or inferior is not useful because these statements do not
help patients change their goals and intentions. Adlerians help their patients de-
velop insights into mistaken goals and behaviors that interfere with achieving
these goals. When patients develop insights into their behavior, it is helpful to
act on these insights. The therapist often expresses interpretations to patients ten-
tatively, because no one can know a patient’s inner world or private logic. Sug-
gestions are often in the form of questions or statements that are made tentative
with phrases such as “is it possible that,” “it seems to me that,” and “I wonder
if.” Patients are less defensive and less likely to argue with the therapist when
interpretations are presented this way, and there are fewer obstacles in making
insights from the therapist’s interpretations.

Interpretations are made throughout the therapeutic process. To illustrate in-
terpretation, it may be helpful to examine a brief case that Adler presents about a
young woman suffering from headaches. The case illustrates Adler’s attention to
family dynamics and to social interest.

A girl who had been very pretty, spoiled by her mother and ill-used by a drunkard
father became an actress and had many love affairs which culminated in her be-
coming the mistress of an elderly man. Such an obvious exploitation of an advantage
indicates deep feelings of insecurity and cowardice. This relationship, however,
brought her trouble; her mother reproached her, and although the man loved her, he
could not get a divorce. During this time her younger sister became engaged. In the
face of this competition, she began to suffer from headaches and palpitations and be-
came very irritable towards the man. (Ansbacher & Ansbacher, 1956, p. 310)

Adler goes on to explain that headaches are produced by feelings of anger.
He says that tensions are held in for some time, and they may erupt in a variety
of physiological responses. He shows that children and people like the patient
who are unsocial in their nature are likely to display their temper. He interprets
the girl’s behavior in this way:

The girl’s condition was the result of a neurotic method of striving to hasten her mar-
riage, and was not at all ineffective. The married man was greatly worried by her
continuous headaches, coming to see me about my patient, and said that he would
hurry the divorce and marry her. Treatment of the immediate illness was easy—in
fact, it would have cleared up without me, for the girl was powerful enough to suc-
ceed with the help of her headaches.

I explained to her the connection between her headaches and the competitive at-
titude toward her sister: it was the goal of her childhood not to be surpassed by her
younger sister. She felt incapable of attaining her goal of superiority by normal
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means, for she was one of those children whose interest has become absorbed
in themselves, and who tremble for fear that they will not succeed. She admitted
that she cared only for herself and did not like the man she was about to marry.
(Ansbacher & Ansbacher, 1956, pp. 310-311)

Adler’s explanation of the patient’s behavior demonstrates the consistency of
Adler’s interpretations and his emphasis on family constellation and social interest
(or lack of it). How to make use of interpretations is the subject of the next section.

Reorientation

, It is in the reorientation phase that patients make changes in beliefs and behaviors
L © to accomplish goals (Dreikurs, 1967). Insights derived from early recollections, fam-
ily dynamics, and dreams are used to help the patient accomplish therapeutic goals,
which may have altered as patient and therapist explored the patient’s lifestyle.
To do this, patients may have to take risks, making changes in actions that will be
unlike any that they have made in earlier times in their lives. Adlerians have been
imaginative in developing action-oriented techniques that lead to new patterns of
behavior (Carlson, Watts, & Maniacci, 2006; Dinkmeyer & Sperry, 2000).

Theories in Action

Immediacy. Expressing your experience of what is happening at this very mo-
ment in therapy defines immediacy. The patient communicates, either verbally or
nonverbally, something related to the goals of therapy. It may be helpful for the
therapist to respond to this. Because it may appear abrupt to the patient, or out
of nowhere, it is often helpful to be tentative about this communication. The fol-
lowing is an example of immediacy:

Joan: (is looking at her hands in her lap and softly says to the therapist) I want
to tell Harry to listen to me, to pay attention to what I have to say, but he
never listens.

[Therapist:] Although you say that you want to have Harry listen to you, your
soft voice and downcast glance seem to communicate that you believe
you won't be listened to. Is that right?

In this example, the therapist contrasts the verbal and nonverbal behavior,
showing that Joan may be preventing herself from improving her relationship
with Harry. By adding a question at the end of the therapeutic statement, the
therapist allows Joan to respond to the observation.

Encouragement. Encouragement, used throughout the process of Adlerian psy-
chotherapy, is useful in building a relationship and in assessing client lifestyle
(Carlson, Watts, & Maniacci, 2006). Emphasizing its importance, Kelly and Lee
(2007) see encouragement by the therapist as the primary ingredient in Adlerian
counseling. In the reorientation stage, it is helpful to bring about action and
change. By focusing on beliefs and self-perceptions, the therapist can help the pa-
tient overcome feelings of inferiority and a low self-concept. In the reorientation
phase, the individual’s willingness to take risks and to try new things is sup-
ported. For example:

[Patient:] My work has been frustrating for me. I think I know how I could do it
better, but the instructions that my boss gave me make me feel so awkward.

[Therapist:] You seem to have devised a strategy that will be productive and
effective. I'd like to hear about it.
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In this example, the patient is discouraged at work; the therapist encourages
her by referring to her assets and asking for her ideas.

For Adler, encouragement was much more than “Just try harder. I'm sure
you can do it.” His creativity and humanity are seen in this dramatic example
of being encouraging with a young woman with schizophrenia.

Once I was called in to do what I could for a girl with dementia praecox. She had
suffered from this condition for eight years, and for the last two years had been in
an asylum. She barked like a dog, spat, tore her clothes, and tried to eat her handker-
chief. We can see how far she had turned away from interest in human beings. She
wanted to play the role of a dog, and we can understand this. She felt that her
mother had treated her as a dog; and perhaps she was saying, “The more I see of
human beings, the more I should like to be a dog.” When I first spoke to her, on eight
successive days, she did not answer a word. I continued to speak to her, and after
thirty days she began to talk in a confused and unintelligible way. I was a friend to
her and she was encouraged.... When I next spoke to this girl, she hit me. I had to
consider what I should do. The only answer that would surprise her was to put up
no resistance. You can imagine the girl—she was not a girl of great physical strength.
I let her hit me and looked friendly. This she did not expect, and it took away every
challenge from her. She still did not know what to do with her reawakened courage.
She broke my window and cut her hand on the glass. I did not reproach her, but ban-
daged her hand. The usual way of meeting such violence, to confine her and lock her
in a room, was the wrong way. We must act differently if we wish to win this girl....
I still see this girl from time to time, and she has remained in good health for ten
years. She earns her own living, is reconciled to her fellows, and no one who saw
her would believe that she had ever suffered from insanity. (Ansbacher & Ansbacher,
1956, pp. 316-317)

As this example shows, encouragement can take courage and creativity on
the part of the therapist.

4 Acting as if. This technique helps the patient take an action she may be afraid of,
L ©® often because the patient believes that the action may fail. The patient is asked to
“act as if” the action will work (Mosak & Maniacci, 2008). If patients do not want
to try a new behavior, Mosak and Dreikurs (1973, p. 60) suggest that they try on
a new role the way they might try on a new suit. An attractive suit does not
make a person become a new person, but it may give a person a new feeling,
perhaps a confident feeling. When working with children, the “as if” technique
can be modified by using play, toys, or art materials to encourage children to
act as if they are in a pretend situation (Watts & Garza, 2008).

Theories in Action

[Patient:] It’s hard for me to talk to professors. I need to talk to my math pro-
fessor; there was a mistake in grading my last exam; but I'm afraid to.

[Therapist:] It is hard for you to speak to your professors; but next week I'd
like you to talk to your math professor. Act as if you are confident of the
discovery of the error and casually explain it to him.

In this situation the patient is given a relatively straightforward task on
which to follow through. If the patient is unsuccessful, the therapist will explore
what interfered with the “acting as if” experience.

Catching oneself. As patients try to change and implement their goals, they may
need to “catch themselves” doing behaviors they desire to change. Because the
behavior has been repeated many times in their lifetime, they may need to
make an extra effort to “catch themselves.” Although they may be initially
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unsuccessful and catch themselves after they have completed the behavior they
wish to change, with practice they are able to catch themselves before they initi-
ate the behavior. As they do this, they learn to make effective changes and see
that they are more easily accomplishing their goals. In doing so, they may have
an “Aha” response: “Oh, now I see it; now it’s clear!” (Sweeney, 2009)

Sylvia: When Alex starts to get angry, I just know that I'm going to walk away
into the bedroom and close the door.

[Therapist:] You're aware that you start to feel scared and that you want to
leave.

Sylvia: It seems whenever he gets angry I lock myself in my room.

[Therapist:] You might want to try this. When you sense Alex is getting angry,
you may catch yourself and say something like, “Alex, I sense you start-
ing to get angry and I'm getting scared. Maybe we can talk this out and I
won’t go into the bedroom.”

Later, when Sylvia experiences an urge to leave the room, she “catches her-
self,” having an insight that she is about to leave the room. She stops herself and
then talks to Alex, thus using awareness of her belief to change her behavior.

Creating images. Sometimes therapists might suggest an image to patients that
can be used to help them accomplish something. Adler believed that a mental
picture of doing something could have much more impact than reminding one-
self mentally. For example, if a client wishes to be assertive in getting a room-
mate to stop smoking in their room, he might picture himself as suave and cool
as the roommate submits to his request meekly (Mosak & Maniacci, 2008).

Extending this concept, images can be more than one mental image, but a se-
ries of images. Kaufman (2007) suggests that guided visual imagery can be useful
in dealing with chronic stress. Visual imagery can be taught to clients to help them
cope with different problems that arise. Using the situation of the client who
wishes his roommate to stop smoking in the room, the client can be asked to imag-
ine a successful dialogue in which the roommate can be asked to stop smoking in
the room. The therapist might model what to say to the roommate first. Then, the
client would be asked to imagine what the room looks like, what the roommate
looks like, and use the therapist’s modeling to cope with the roommate.

Spitting in the client’s soup. This phrase comes from the method that children
used at boarding schools to get someone else’s food by spitting on it. As a tech-
nique, the counselor assesses the purpose of a client’s behavior and then makes
comments that make the behavior less attractive. For example, if a well-to-do
mother describes how much she sacrifices in terms of her time and money for
her children, the therapist may point out how unfortunate it is that she has no
time for her personal life and her need for self-expression. The therapist does
not say that the mother cannot continue with her behavior but makes the behav-
ior seem less attractive to the woman.

Avoiding the tar baby. Although the term far baby has come to have racial and
other meanings, Adler used tar baby to refer to the therapist being careful when
discussing a sticky (tar) issue that is both significant for the patient and causes
problems for the patient. Some self-defeating behaviors are very difficult to
change and may be particularly important to a patient. Although the pattern
may be based on faulty assumptions and may not result in meeting goals, the
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patient may hang on to old perceptions. Further, the patient may try to get the
therapist to behave as others do in order to maintain the patient’s self-
perceptions. For example, a patient who feels worthless may act in annoying
ways so that the therapist may be annoyed and thus confirm her perception
that she is worthless. The therapist must avoid falling into this trap and thus
avoid touching the tar baby. Rather, therapists should encourage behaviors that
will lead to greater psychological health instead of commenting on the patient’s
ineffective perceptions or behavior.

[Patient:] When new coworkers arrive at our store I try to help them, but they
tend to ignore me. I notice that you ignore me and don’t really listen to
me when I talk about my problems.

[Therapist:] You might like me to ignore you, but I'm not. I want to hear more
about things that are happening to you at work.

The counselor wants to avoid having the patient see that he is ignoring her.
He says that he is not and then goes on to work on patient goals.

Push-button technique. In this technique, developed by Mosak (1985), patients
are asked to close their eyes and remember a pleasant incident they have experi-
enced. They are then instructed to attend to the feelings that accompany the
pleasant images. Next they are asked to re-create an unpleasant image—it may
be of hurt, anger, or failure—and then are asked to create the pleasant scene. By
doing this, Adlerians show that patients can create whatever feeling they want
just by deciding the subject of their thinking. This technique shows patients that
they have the power to change their own feelings.

Paradoxical intention. This strategy has been variously described as “prescribing
the symptom” by Adler and as “anti-suggestion” by Dreikurs. In this technique,
patients are encouraged to develop their symptoms even more. For example, a
young child who sucks his thumb may be told to do it more often. The person
who compulsively washes her hands may be told to do it much more frequently.
By prescribing the symptom, the therapist makes the patient more aware of the
real nature of the situation. Patients then must accept the consequences of their be-
havior. By accepting the patient’s behavior, Adlerians believe that the inappropri-
ate then becomes less attractive to the client. To use this procedure, the therapist
should have confidence that when the symptom is prescribed, the patient will
have a different perception of the behavior and then choose to change it.

Task setting and commitment. Sometimes patient and therapist plan to take
specific actions about problems. When a choice is made, the therapist and patient
then determine the best way to implement the choice. It is best if the task is rela-
tively brief and the likelihood of success is high. This would make it easier for
the therapist to provide encouragement to the patient. If the patient is not suc-
cessful, patient and therapist evaluate what about the plan needs to be changed
to be more effective.

For example, a patient who is recovering from a back injury may decide to
get a job. If she plans to look into want ads, respond to the ads, and then get a
job, the therapist may wish to discuss how she will determine which ads to fol-
low up on, what to do if the ads are not sufficient in producing job leads, and
how to develop sources. The therapist is likely to focus on the job-search behav-
ior as the task, not the getting of the job. By doing this, the therapist assures that
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success is more easily obtained by following up on job leads rather than obtain-
ing the actual job, which may take months.

Homework. To help patients in accomplishing tasks, Adlerians often find it help-
ful to assign homework. The homework is usually something that is relatively
easy to accomplish between therapy sessions. Assigning homework is often done
carefully so that the therapist is not directing the patient’s life. In the previous ex-
ample, the therapist may suggest that the patient call her hospital social worker
about job leads before Tuesday or make three phone calls to prospective employ-
ers before the next session. Some homework may be assigned on a week-to-week
basis. A child may be told to make her bed just for a week; try it and see what
happens. Then the child and the therapist can discuss what to do next.

Life tasks and therapy. As mentioned earlier, Adlerians have identified five main
tasks in life: love, occupation, society, self-development, and spiritual development.
Manaster and Corsini (1982) suggest testing clients” satisfaction with some of these
areas. For example, they ask clients to rate their happiness with their family (hus-
band, wife, or children), satisfaction with work, and satisfaction with friends and
community (society). This may identify some issues to work on in therapy that the
patient has some difficulty in recognizing. This method can be used throughout
therapy to measure change and progress in achieving therapeutic goals.

Terminating and summarizing the interview. Adlerians believe that it is helpful
to set clear time limits. With children, sessions may be 30 minutes, and with adults,
45 to 50 minutes. At the end of the session, the therapist does not bring up new
material, but, along with the patient, may summarize the interview to provide a
clear picture of the counselee’s perception of the session. At this point, homework
assignments may be discussed, and the client may be encouraged to apply the ma-
terials that were discussed in the session to situations as they arise during the week.

These action-oriented approaches are often associated with Adlerian techni-
ques. Although they may be used by other therapists using other theories, they
are not often conceptualized in the same way. Adlerians are likely to borrow tech-
niques from other therapies when they feel they will be effective and consistent
with Adlerian principles (Carlson, Watts, & Maniacci, 2006; Watts, 2003). Like
many other therapists, they may clarify, confront, give emotional support, ask
questions, or reassure the patient when they feel that the response is effective.
Also, they may give advice if they feel a patient is ready to accept it. Often they
find humor is an effective way of making goal-directed changes more palatable
(Mosak, 1987). In general, these techniques are illustrative of the action-oriented
approach that Adlerians take to assist clients in meeting their therapeutic goals.

Psychological Disorders

Adlerians take a pragmatic approach to psychotherapy and counseling. This can
be seen in the four examples described in this section. The use of family constel-
lation and early recollections, along with active interventions, is illustrated in the
complex case of a young woman diagnosed with depression. A brief example of
an adolescent illustrates an Adlerian approach to general anxiety. An overview of
Adlerian conceptualization of borderline and eating disorders is also provided.
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Depression: Sheri

Adlerians view people with depression as trying to “overcome inferiority feelings
and gain superiority” (Sperry & Carlson, 1993, p. 141), trying very hard to be-
come more effective but failing. In doing so, they lose social interest and become
self-absorbed. Dinkmeyer and Sperry (2000) note that depressed individuals of-
ten are angry about not getting their own way. Depressed people do not often
use the word angry in describing themselves. They do not wish to acknowledge
anger because then they may have to remedy the situation or confront the indi-
vidual who is making them angry. Depressed individuals also gain a sense of su-
periority over others through the way their family and loved ones respond to
them—with compassion and concern. This puts the depressed person in the cen-
ter, experiencing the attention of others and showing little social interest.

Adlerians often help depressed patients develop insight into their distorted
and pessimistic perceptions, which were formed in childhood. Further, they
work toward helping patients become less self-absorbed and develop social inter-
est by changing beliefs and behaviors. As they move into the reorientation phase
of therapy, depressed patients learn to catch themselves when they are about to
repeat a depressed pattern of behavior. When they catch themselves, they then
decide whether to do things differently than they have in the past. The therapist
encourages the patient in new beliefs, behaviors, and perceptions. In doing this,
the therapist may show the patient how others have a high regard for the patient
and that the patient’s negative perceptions were based on misperceptions of
childhood experiences. Mosak and Maniacci (2008) use the push-button technique
to show depressed patients that to be depressed means one must choose to
be depressed. In this way, depressed patients learn to alter their feelings. These
examples illustrate a few approaches Adlerians may take to assist depressed
patients in understanding and changing their depressed feelings and beliefs.

To describe an Adlerian approach to depression in more detail, I am summa-
rizing a thorough case study of Sheri by Peven and Shulman (1986, pp. 101-123).
In this synopsis, I focus particularly on the use of early recollections and family
dynamics in Adlerian psychotherapy. Sheri is a 33-year-old single woman who
showed symptoms of neurotic depression. Although she had had psychothera-
peutic treatment before, she was in treatment with Peven for 21/2 years. She re-
ported feeling “flawed” by an incestuous relationship that she had had with her
father before she was an adolescent. Additional symptoms included feelings of
inferiority, difficulty sleeping, diarrhea, and weight loss. Her parents were di-
vorced, and both had remarried. Sheri had an older brother who was married
and in business with their father.

The therapist used a number of Adlerian techniques in the first session. For
example, she asked what Adler called “The Question”—that is, what Sheri
would do with herself if she were symptom-free. Sheri’s answers were to
“change careers, study something interesting, spend more time with friends,
marry, and ‘develop myself as a person like taking up painting, reading, and
sports’” (p. 102). The therapist listened to Sheri’s concern about her incestuous
experience with her father and her strong anger toward him. Because she was
so angry, the therapist suggested a way in which she could get revenge on her
father by taking steps to get more money from him. As Peven says, “Sometimes
in the initial interview, I seek to impress new patients, saying or suggesting
something novel. I would like them to leave the first interview with something
to think about” (p. 103).
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After 4 months of therapy, Sheri’s depression worsened, and she was re-
ferred for medication. She had discussed suicide and had reported uncontrollable
crying spells, being very concerned about her symptoms but not ready to exam-
ine her issues that were causing depression.

Around this time Peven conducted a formal lifestyle analysis. She interpreted
Sheri’s lifestyle and presented it to her, along with another therapist, Shulman, in
the form of the following summary:

The younger of two and only girl in a family with a dictatorial czar for a father who
was not able to relate to the family except as a dictator. Each family member re-
sponded to father’s exercise of power in different ways: Mother played the role of
an inferior female in order to be less threatening to father and used techniques that
caricature femininity in order to establish the territory. Brother imitated father and
thus came into conflict with him (“junior czar”), but he was supported by Mother,
who indulged him. Sheri imitated Mother both in outward compliance and in an in-
ner resentment. Power over others was the highest value and was achieved by hook
or by crook, and females were devalued.

Sheri found herself in an inferior position because of her gender, because of her
position as the second-born, and because the family dynamics did not automatically
grant family members a worthwhile place. One had to fight or finagle for one’s place.
Being the youngest and weakest, Sheri discovered that if she submitted to Father, she
could be his favorite and thereby achieve some vicarious power.

This was a family in which no human being could trust another and all relation-
ships were competitive. (p. 105)

In addition to this analysis of the family dynamics, early recollections were
obtained in the first few months of therapy.

Age four. I'm standing up in my crib. Brother’s bed is on another wall. I want a doll
that I see across the room, and I can’t get it. I cry. I feel frustrated. I am alone in
the room.

Age two. 1 was crawling around on the floor in the living-room. People are there and
the TV is going. I am crawling around, stopping, looking around. Everybody else
is watching television. I have a feeling of solitude.

Age five. In the house. My parents had gone out of town and were returning. They
came in with a dog. I felt real happy. It was exciting and nice to have them
back.

Age six. First grade. I beat a neighborhood kid, a boy. He pissed me off, so I grabbed
him by the arm and was twirling him around; then I let him go and he bumped
his head on a pole. Somebody came and helped him. I stood there feeling very
bad, like a criminal. I said to myself, “How could you” (p. 106).

These recollections, according to Peven and Shulman, illustrate Sheri’s feel-
ings of alienation from others, along with her frustration in achieving desired
goals. She is outside the mainstream of her social network, and her actions
lead to little that is useful. In the incident at age 6, she feels bad for hurting
someone else. The single happy memory that is reported is one in which she
depends on the behaviors of others (when her parents came back with a dog).
The therapist presented the following analysis of the early recollections to
Sheri:

I am too small, too hemmed in, to achieve my goals, and there is no one to help me.
Surrounded by others, I am still really alone. In my relationship with others, I, at
least, want to be the person who acts justly and with consideration so that I can
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have some positive feelings about myself. I do not get much positive feeling from
others. (p. 106)

From the preceding family dynamics and early recollections, Shulman and
Peven determine that Sheri’s basic mistakes were the following:

She has been trained to feel negative about herself.

She experiences her goals as impossible to attain and herself as impotent to
do anything about it.

The only thing she feels able to do is to suffer and rage at heaven (p. 107).

In receiving the analysis of her lifestyle, Sheri agreed with, or added to,
everything that the therapist presented. However, at this time she was not
willing to deal with the therapeutic observations.

During much of the first year of therapy, Sheri complained about herself and
others. Gradually she began to look at herself. After 2 years of therapy, she began
to write to her father and to see him again. At about this time, Sheri decided that
she could choose to act and be less depressed.

About a year into therapy, the therapist asked for more early recollections
from Sheri. They were different from her earlier recollections. Although they still
showed that Sheri found fault with herself, the incidents did not show the rejec-
tion that the earlier recollections did.

An example of insight that Sheri developed in the later stages of therapy can
be seen in this brief interchange:

[Patient:] I'm sitting with three other people, we are all on vacation, and I get so
insecure that other people are getting around me. You know, it’s terrible.

[Therapist:] It is neurotic if you want to be the center of attention all the time.
[Patient:] Yes.

[Therapist:] Well, all right, but it isn’t that you want to be the center of atten-
tion all the time. What's the smile? [Apparently Sheri had a recognition
reflex; that is, she had an unconscious, uncontrollable grin on her face.
Adlerians consider the recognition reflex a sign of sudden, not quite con-
scious awareness that an interpretation is correct (Dreikurs, 1967).]

[Patient:] T don’t know.

[Therapist:] Dr. Dreikurs used to put it this way: It’s a basic mistake if you add
the words only if so that it comes out “Only if I'm the center of attention
do I feel good.” If I tell you I like to be the center of attention, that’s fine.
So what? But I am only happy if I'm the center. That’s a neurotic shtick
(p. 116; italics in original).

During the latter part of therapy, Sheri is more accepting of the therapist’s
interpretations, clarifications, and support.

Throughout therapy, Sheri had had several relationships with men, some
quite difficult. Toward the end of therapy, she began a longer-lasting relation-
ship. Her depression lifted, and she developed an improved relationship with
her father. Although not forgiving him, she no longer dwelled on her feelings of
being abused.

Only highlights of this difficult and complex case have been given. However,
they illustrate the application of early recollections and family constellation to
making therapeutic insights. In addition, a few Adlerian techniques that bring
about action have been illustrated.
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Generalized Anxiety: Robert

Adlerians view generalized anxiety, tension, sweating, palpitations, and similar
bodily symptoms as being indicative of an individual’s inability to cope. Often
such individuals have experienced failure in their lives. Dealing with difficult deci-
sions is done very hesitantly, if at all. Physiological stress symptoms arise out of the
need to avoid defeat or to avoid making poor decisions. Inside, the patient feels in-
ferior and unable to make decisions or to be interested in others. On the outside, the
individual may make others aware of the anxiety and may dominate others through
the concern that he has for the symptoms of anxiety (Dinkmeyer & Sperry, 2000).

In treatment, encouraging the client becomes very important. The therapist
looks for ways to help the individual develop social interest and increase his
self-esteem. For the therapist, the symptoms of anxiety are the underlying tar
baby that the therapist must avoid sympathizing with or patronizing. Helping
the patient develop effective coping strategies and educating the patient in be-
coming interested in activities around him are important.

A brief example of an adolescent experiencing anxiety and school phobia can
help illustrate Adlerian treatment (Thoma, 1959, pp. 423—434). In treating Robert,
who had run away from home and left a suicide note, Thoma describes several
Adlerian strategies. Robert reported several physical symptoms, including sto-
machaches. He tried to avoid school, was a poor student, and rarely talked in
class because he felt stupid.

He felt distant from his father and saw both of his parents as sick and weak.
Emotional feelings were those of hopeless frustration and a resigned weariness.
In treating Robert, a school psychologist saw him weekly, but a team of teachers,
a counselor, a nurse, and a consulting psychiatrist worked to formulate an ap-
proach that would involve professionals in a very significant part of Robert’s
society-school. Teachers made efforts to involve him in schoolwork and encour-
age his learning experience. Members of the team helped him assert himself. The
psychologist encouraged Robert to disagree with her and to express his opinions.
He identified with and was encouraged by male teachers. With this combined
encouragement from the entire team, Robert’s social interest grew, as evidenced
by improved participation in sports events, better relationships with teachers and
peers, and improved school attendance.

Eating Disorders: Judy

Adlerians tend to conceptualize