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The theme at the annual online meeting, completely online

due to COVID-19, was Working with Emotion in

Psychotherapy: Clients, Diagnoses, Methods. What a great

meeting it ended up being! Thanks so much to all of you who

realized the amount of work that would go into organizing

our first totally online SEPI annual meeting ever. It was great

(emotionally warming) to get positive feedback, and to get

all the hosting help from colleagues who helped make the

meeting work smoothly. Thanks go to all of our wonderful

speakers. And it was also a profitable meeting in many

ways. Those folks who could not attend in person were able

to attend a virtual meeting. And the fact that attendants

had access for 3 months after the meeting to the online

videos also encouraged folks to view things in a more
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relaxed manner. We were also able to accept many

submissions! Presenters who did not speak English as a first

language were able to translate their slides because of the

recorded on-demand videos. Moreover, we were also able

to create a more balanced format due to mixed time zones

so that not all live sessions were always the best ones,

meaning that on-demand sessions were also very good.

The only problem we had was that APA, who also was our

awesome sponsor, was unable to provide CEs for all of our

sessions. We learned that APA Continuing Education Credits

are of two kinds. Experiential and Home Study. Our current

provider of CE credits were only allowed to provide CEs for

Experiential Live Stream Sessions not pre-recorded ones. We

will look for a provider of both experiential and demand

video formats for our future meetings. We hope to provide a

live, in-person conference next year in Lausanne and also a

virtual series as well. Stay tuned for that!

We had a wonderful series of pre-conference workshops

with great attendance for each. We presented Transference

Focused Therapy for Personality Disordered Clients with Dr.

Levy from Penn State; working with forgiveness in EFT for

couples with another past president Dr. Rhonda Goldman

and Dr. Woldorfsky and a 3rd transtheoretical workshop of

emotional change in various approaches to therapy with Dr.

Richard Lane and friends. We had a great series of plenaries

as well. Franz Caspar presented his plenary on responsive

treatment and why it is not so easy to provide. Another

plenary was again with Dr. Richard Lane on memory

reconsolidation with more friends and colleagues. These

were Hana Levenson, Lynne Angus, and Dr. D. Sander from

Geneva.We also had an opportunity to have a series of

casual discussions with many not usual speakers like our

editor of JPI, Dr. Jennifer Callahan, Dr. Antonio Pascual

Leone who chatted with folks after our wonderful Keynote

Speaker, Dr. Leslie Greenberg spoke, and our past president

Dr. Catherine Eubanks was joined by the plenary speakers

(Drs. Lane, Sander, Levenson) in a casual additional discuss-
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-ion for our plenary on memory reconsolidation. We also had a few memorable discussions on

converging agreement concerning what we know about therapy which included Marv Goldfried,

on how to train new therapists, and on the emotional life of the therapist as well. We hope to

continue our online presence in future meetings!

Our award winners were also discussed. This year we will be noting them on our SEPI webpage.

Andrew McCleavey is our 2020 Marv Goldfried new researcher for the year and our dissertation

award winner was Alice Coyne from The University of Massachusetts. Both of them briefly

presented their work at our annual meeting online and were well deserving of their awards. The

regional network of the year winner of the Arnkoff & Glass award went to Uruguay. Also well

deserving, this network is under the leadership of Dr. Margarita Dubourdieu. She received her

regional network award with grace. And how can we forget our Jeremy Safran Memorial Poster

Award Winner Galit Paysechov hailing from Haifa, who did a lovely job presenting her poster in

an on-demand video for the conference and was honoured by Division 29 of APA for her poster

concerning synchrony and alliance ruptures. Well done Galit Paysechov! Her poster and session

will be viewable soon on the SEPI website.

I would like to add some things that I didn’t have time to address in my presidential address

and awards plenary. I was briefly able to discuss some of my own research interests in the

presidential address and awards ceremony session but would like to add more here. My time

was of course cut short a bit due to COVID-19 issues. I will take a little space here instead.

Recently I have made a move towards teaching about emotion more explicitly. I believe that

this has made me more of an integrative psychotherapist who is able to integrate some of the

recommendations that were made by Critchfield & Benjamin (2006) from the APA task force on

the treatment of personality disorders. Emotion, it is clear to many, is a transtheoretical

variable. As such, the theme of the conference was a timely one. I also believe that as an

Emotion Focused therapist, I have been able to incorporate some of the educative strengths of

a cognitive approach to treatment by providing clients more psychoeducation. Moreover, I have

begun also to accept the importance of the dynamic idea and theory of individuation, first

introduced by Mahler, Pine, and Bergman in 1975. And once I integrated dynamic theory (in

particular an awareness of individuation issues), I realized that systemic emotional issues were

also rearing their heads and that I was going to have to consider the relationship between

emotion and systems realities as well (Greenberg & Goldman, 2008; Bowen, 1975). As a result

of all of this integration, not only comes a more sensitive approach to treatment, but also a

real SEPI representative.
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So let me say in closing that the annual meeting online was organizing and uplifting. We look

forward to more integrative principles and factors to enter the conversation on integration. And

as Goldfried told us recently in 2019, we as proponents of psychotherapy, in existence for well

over a century, lack consensus about what should be considered a core of psychotherapy.

Instead, a large and increasing number of different schools of thought have been proliferating.

Perhaps the recent focus on emotion as a transtheoretical factor has started to remedy this.

Let’s keep the conversation going.

All the best to you all, stay well.
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In June, the Deliberate Practice (DP) for Multicultural Orientation (MCO) Webinar (co-

sponsored by SEPI and the Ferkauf Graduate School of Psychology) was a great triumph with a

high turnout. Drs. Jesse Owen and Karen Tao led an engaging, interactive presentation, which

challenged attendees to self-reflect on their own identities, move beyond their own cultural

comfort, and be open and curious by leaning into cultural opportunities. Following the

presentation, one attendee shared “Thank you for organizing the webinar. I really appreciated

how organized and thoughtful the session was and also enjoyed reading comments from

students [from] other countries. I learned a lot from just 90 minutes.” Other feedback included: 
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“I thought it was great! I'm so glad you're offering this supervision opportunity, because I

would love to deliberately practice these skills more.”

“Fantastic. Great actionable tips. Loved the use of deliberate practice in the webinar.”

"Thank you for the training. I find the videos a very helpful component in my learning. I look

forward to the upcoming sessions.”

The webinar was the first phase of a research study, examining the efficacy of deliberate

practice coaching to facilitate greater MCO for trainees in psychotherapy. The second phase

included free, 4-week DP for MCO coaching groups for mental health trainees. One

participant from the coaching groups expressed, “Even as someone who is already quite

familiar with both DP and the MCO framework, I am SO glad I participated in this group. My

facilitator was great and I found it so, so helpful to have the opportunity to practice on a

weekly basis and to discuss these topics. I really hope you expand on this study and offer this

training to more people.”

Many thanks to SEPI and the Ferkauf Graduate School of Psychology for co-sponsoring this

webinar, our wonderful presenters Dr. Karen Tao and Dr. Jesse Owen for sharing their

knowledge and expertise, and the dedicated DP for MCO coaches, Dr. Emma Porter and Dr.

Sophia Hoffman. We look forward to sharing further results from the study and continuing to

provide deliberate practice coaching to facilitate greater MCO.

In addition to this webinar, SEPI’s 37th Annual Conference was a huge success. Our first-ever

virtual conference connected SEPI members remotely while continuing to fulfill our mission of

advancing the exploration of psychotherapy integration. Looking towards the future, we are

excited to announce that SEPI 38th Annual Conference will be in Lausanne, Switzerland, from

April 21-24, 2022. We look forward to seeing members of the SEPI community coming together

in person, so be sure to mark your calendars!
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My Approach to Psychotherapy

G R E G G  H E N R I Q U E S
P R O F E S S O R ,  J A M E S  M A D I S O N  U N I V E R S I T Y ,  H A R R I S O N B U R G ,  V A
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As part of the process for applying to doctoral internship sites, my students write essays

that articulate their theoretical orientation for doing psychotherapy. I recently decided to

do the same, and I have been invited to share my approach here.

I characterize my orientation as the “unified approach,” and the general frame was

recently described in an article in the Journal of Contemporary Psychotherapy that laid out

how unification can be framed as the “fifth pathway” in the field of psychotherapy

integration (Marquis, Henriques, et. al, 2021). The unified approach that grounds my work

starts with a big picture view of the scientific, philosophical, and practice landscapes and

orients me toward effectively assimilating and integrating the key insights from the major

approaches (e.g., CBT, humanistic, psychodynamic) into a more coherent whole (Henriques,

2011). The center of the unified approach that I operate from can be framed as the

“common core” of psychotherapy (Goldfried, Smith, Henriques, 2021). This refers to a

general conceptual architecture that frames psychotherapy in terms of: (a) the kind of

problems that bring people into psychotherapy (i.e., entrenched maladaptive patterns); (b)

the processes that engender healing and growth (i.e., fostering awareness, acceptance

and active change); (c) the mechanisms associated with how people change (e.g.,

corrective emotional experiences); and (d) the central principles that facilitate such

processes (e.g., an effective therapeutic alliance that cultivates hope, trust, and

understanding). 

Although some people enter therapy because of recent traumas and other psychological

injuries that require support and a caring ear, for many the problem that brings them in are

entrenched maladaptive patterns that can be characterized as what I call “neurotic loops” 
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(Henriques, 2018a). Neurotic loops largely consist of

negative, defensive secondary reactions to negative

feelings and events. Such reactions are highly

understandable, but they, unfortunately, create

intrapsychic and interpersonal problems. For example,

many who are prone to depressive reactions experience

a stressor and are inclined to withdraw, submit, or give

up. Unfortunately, this shutting down only affords a brief

escape and more generally results in decreases in

active, positive pathways of investment, thus resulting in

a vicious loop of more shutdown.

The work of psychotherapy can be framed as the

process of entering a professional relationship with a

clinician who is trained in applying the science and art

of professional psychology toward reducing such

maladaptive patterns and fostering psychological

growth and well-being. I consider one of the central

evidence-based principles the key role of the

therapeutic alliance. The therapeutic alliance is itself

formed by three related, but also somewhat separate

elements. The first element is the quality of the

relationship; its levels of warmth, trust, degree of mutual

respect, and the client’s general sense that the therapist

has the skills and capacity to help and thus results in an

early, hopeful attitude about the work. I see humans as

having a core need to be known and valued by

important others, and many individuals lack the basic

experience of being valued for who they are or have no

idea how to value themselves. As such, for some, the

experience of being valued by a respected other can

have healing properties. In addition, individuals filter

their thoughts and feelings, both publicly from others

and privately from themselves, especially if they are

feeling disconnected or judged. This means it is crucial

to have a working relationship that is intimate, open,

and honest and cultivates authentic communication

about what is really going on.  
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The second element of the therapeutic alliance involves the shared conceptualization of the

issues. I advocate for a period of therapeutic assessment and consider the initial stages of

therapy as “dumping out the pieces of the puzzle” to get a working formulation of the key

dynamics. To develop a holistic picture, I listen to my client’s narrative and difficulties based on

Character Adaptation Systems Theory (Henriques, 2017). This framework orients me toward

identifying key themes in the biological, learning and developmental, and sociocultural contexts

in which they have lived and are living, and it identifies five key systems of adaptation, which

are described as follows: 1) the Habit System, which refers to daily routines and patterns of

action, such as sleep, eating, sexual behavior, and substance use; 2) the Experiential System,

which refers to the perceptual-emotional core of consciousness; 3) the Relational System,

which refers to core relational needs, deep seated schema of self in relationship to other, and

the strategies that individual uses to manage the experience of relational value; 4) the

Defensive System, which refers to how the individual manages stress, stressful experiences,

engages in experiential avoidance, or rationalizes their actions; and 5) the Justification System,

which refers to the individual’s conscious self-narrative, the constellation of language based

beliefs and values, and the public and private domains of verbal thought. 

Crucially, these five domains of adaption correspond well with major traditions in individual

psychotherapy. The habit domain corresponds to the behavioral tradition, the experiential

domain corresponds to the gestalt and neo-humanistic emotion-focused tradition, the

relational and defensive domains correspond to the psychodynamic tradition, and the

justification domain corresponds to the cognitive and existential traditions. I also look to

develop a formulation of the individual’s personality functioning and, when useful, diagnostic

descriptors based on the standard psychiatric taxonomy as developed in the Diagnostic and

Statistical Manual of Mental Disorders.  
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I have systematized this assessment process via the “Well-Being Screen and Check Up System,”

which guides the process to enable the client and therapist to develop a rich understanding of

the client’s overall well-being, as well as key domains of psychological functioning, such as

their habits and lifestyles, emotions and emotional functioning, relationships and interpersonal

style, and identity and coping tendencies (Henriques, 2018b). It consists of an interview that

can be varied in terms of the degree of structure, and quantitative and written qualitative

questions that enable a clear picture of the psychological landscape. It results in a report that

is shared with the client and grounded in the philosophy of therapeutic assessment.

I frame the core processes of psychotherapy in terms of three broad tasks of awareness,

acceptance, and active change. Awareness refers to bringing into explicit consciousness

feelings, frames of understanding, or pieces of self that were previously hidden and narrating

them with the client in a way that clarifies and resonates. In short, a common task of therapy is

to know thyself. The WBCU is a systematic process that affords individuals a way to develop a

map of their character functioning and well-being. This sets the stage for the other two major

aspects of the work, acceptance and active change.

Individuals, perhaps especially in modern Western societies, often have problematic--

sometimes even phobic--attitudes toward negative feeling states. The problematic attitude

they have toward their feelings generates avoidance and much concomitant suffering. Learning

to accept situations, one’s thought and feelings, and others, and do so with compassion and

grace is one of the great principles of healthy, adaptive living.

Active change is the third class of therapeutic tasks. The essence of active change is to

examine the consequences of one’s actions relative to one’s long-term goals and develop more

effective strategies for adaptive living. This can take many forms. If someone is uncertain about

next steps, I might consider motivational interviewing techniques. If someone regularly

ruminates and catastrophizes about upcoming events, I might coach them in the use of

dysfunctional thought records. If someone over-regulates or denies certain feelings, I might

guide them in how to arrive at, narrate and leave strong emotions. If someone gets pulled into

vicious relational cycles because they tend to stonewall or get hyper defensive, then I might

coach them to be more empathetic or effective in their communication. The literature in

psychotherapy is rich with possibilities for effecting change, and my unified approach allows

me full access to the available toolbox. Such an orientation also requires clarity about one’s

core values, and exploration of this domain is often included in the work.

Consistent with the neurotic loop formulation, a central focus of much work in psychotherapy is

on becoming aware of how distressing emotions and events can trigger defensive, rigid,

blaming or avoidance reactions. This way of being creates a felt sense of tension, distress,
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anxiety, and inner conflict. I am often oriented toward helping my clients achieve new frames

for relating to their core emotional experience. I have consolidated this into what is called the

“CALM-MO” approach to psychological mindfulness. The goal of this approach is to help

develop the client’s capacity to shift perspective from being inside the stream of egoic

concerns into a vantage point of a meta-cognitive observer. The “MO” stands for this Meta-

cognitive Observer stance and the goal is to help cultivate the capacity for this shift as part of

the individual’s modus operandi for metabolizing stressful events and feelings. In addition, the

CALM stands for cultivating an attitude toward one’s experience that is Curious (instead of

closed), Accepting (instead of rejecting or controlling), Loving and compassionate (instead of

hostile and judgmental), and Motivated toward valued outcomes in the short and long term

(instead of helpless or hopeless).

Finally, I recognize the ultimate purpose of psychotherapy is not to conform to my philosophy or

to enact some empirically supported treatment per se, but, in accordance with an outcome

informed approach, the function of psychotherapy is to effectively move individuals toward

their goals of less (unnecessary) suffering, improved functioning, and greater psychological

well-being and overall fulfillment. As such, I think of the work I do in psychotherapy with my

clients as a project we embark on together involving an “N” of one. Feedback, then, from the

client regarding the therapeutic relationship, the conceptualization, the tasks, and ultimately

whether the therapy is effecting change in the desired way is a final, but crucial, principle of

my approach.
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Importance of Hope to Psychotherapy

Hope is key to coping with life’s challenges - an essential

contributor to client change in psychotherapy. Lynch (1965)

defined hope as, “the fundamental knowledge and feeling

that there is a way out of difficulty, that things can work

out, that we as human persons can somehow handle and

manage internal and external reality” (pg. 32). The

importance of hope to psychotherapeutic processes is

explicitly claimed across a broad spectrum of theories

including cognitive-behavioural, solution-focused,

narrative, systemic, and emotion-focused approaches.

Common factors theories reflect this reality estimating that

hope may account for as much as 15% of therapeutic

outcome, exerting an influence of approximately the same

magnitude as that of theoretical orientation.

Introducing the
Multidimensional Hope in
Counselling and
Psychotherapy Scale
D E N I S E  J .  L A R S E N
P R O F E S S O R ,  U N I V E R S I T Y  O F  A L B E R T A ,  C A N A D A
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Hope attracts diverse disciplinary interest from nursing, psychology, education, political

science, even business. While there are many well-validated hope scales, the most utilized

scales within psychology are those developed by Charles Snyder (1995) where hope is

understood as a positive psychological state derived from clear, conscious goals accompanied

by pathways thinking (i.e., plans of action for goals attainment) and agency thinking (i.e., belief

in one’s capacity to achieve one’s goals). Critique of Snyder’s hope scales balance respect for

Snyder’s pioneering cognitive behavioural approach alongside research evidence that the

important aspects of hope emotional, relational, spiritual, and contextual aspects of hope go

virtually unaddressed.

The Multidimensional Hope in Counseling and Psychotherapy Scale (MHCPS)

Since Snyder’s influential early framework, the study of hope across disciplines has developed

compelling evidence that hope is a multidimensional construct, the experience of which is often

impacted by context. Further, psychotherapeutic research suggests that an individuals’ hope is

not only goal/action oriented but can also reflect aspects of self and qualities of being. As a

result, processes for fostering client hope in therapy should be based on understandings of

client hope as it is experienced within psychotherapy. Indeed, research with clients in therapy

demonstrates that therapeutic tools focused on hope tend to reflect the multidimensionality of

hope in therapy.

The recently published Multidimensional Hope in Counseling and Psychotherapy Scale was

constructed to reflect current research on hope in psychotherapy and offer direction for

therapeutic hope interventions based on client responses to the scale. Developed via a

sequence of four phases, keeping the entire scale construction close to clients’ and therapists’

experience was a priority for valid scale construction.

Overview of Scale Construction

During Phase 1 the definitions of hope and eight initial dimensions were identified based on an

extensive review of cross-disciplinary research on individuals’ experiences of hope in therapy.

These definitions were then reviewed via a survey of psychologists with specialized knowledge

of hope in therapy. Based on survey feedback the definitions were refined and a ninth

dimension, spirituality, was added. During Phase 2, 200 items were developed based on the

research literature and addressed the nine dimensions. A larger survey of psychologists with

specialized knowledge of hope in therapy was conducted to determine the relevance of each

item to its dimension and to solicit any improvements to item wording. Based on this second

survey, of 200 original items 117 remained. During Phase 3, the remaining items were administe-
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-red to a diverse group of 245 (211 completed data packages) clients at 7 Canadian

psychotherapy sites (i.e., student counseling, community mental health, rehabilitation, and

sexual assault centers). Factor analysis yielded six dimensions: Future, Spirituality, Cognitive,

Therapeutic Relationship, Other Relationships, and Emotional. Frequency distributions of each

subscale revealed that clients’ responses tended to cluster around the mean scores. The

internal consistencies of the subscales and total scale were high. During Phase 4, MHCPS was

validated using the Revised Life Orientation Test (LOT-R), the Depression Anxiety Stress Scales

(DASS21), and the Adult Hope Scale (AHS). Correlations were as anticipated and revealed:

weak convergent evidence with optimism, strong convergent evidence with Snyder’s hope

scale, and strong divergent evidence with depression, anxiety, and stress.

Highlights of the MHCPS

Filling the need for a well-validated context sensitive measure that reflects the

multidimensionality of client hope in therapy, the MHCPS is 34 items in length. The scale is

intended for use in research and in practice. The scale responds to calls for deeper reflection

on the common factors of therapy, particularly the usual distinctions made by common factors

models regarding the contributions of hope and of therapeutic relationship to therapeutic

outcome. Research repeatedly indicates that the therapeutic relationship itself is a common

source of client hope suggesting that the usually distinct common factors of therapeutic

relationship and hope are deeply entwined in the clients’ experiences of therapy. Uniquely, the

MHCPS reflects this critical and nuanced understanding of hope offering a subscale score,

Therapeutic Relationship, specifically reflecting client hope as experienced within the

therapeutic relationship. Other Relationship is an additional subscale on the MHCPS, reflecting

client hope as experienced via client relationships held outside of psychotherapy. Finally, the

subscale, Spirituality, was initially unanticipated on the MHCPS and was added after Phase 1

feedback from hope-focused psychotherapists. The spirituality subscale reflects client

experiences of hope in therapy via an inclusive understanding of spirituality informed by

Worthington’s (2012) taxonomy of spirituality.

Using the MHCPS Clinically

Clients often define success in therapy as the achievement of a single hoped-for outcome,

e.g., the hope to repair a difficult relationship or the hope to gain access to a particular

academic program. Use of the MHCPS with clients can tangibly and explicitly demonstrate to

client and therapist alike (a) the presence of hope in the midst of client struggle, (b) a diverse

range of possible ‘locations’ of hope’ available to the client, (c) where hope is most readily

present and accessible in the client’s therapy and life, and (d) where the client and therapist
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might become curious about further building client hope. As such, the MHCPS has the potential

to be a therapeutic tool in and of itself helping clients see hope in aspects of life that may

have been unattended. Client responses to the MHCPS may also bolster therapist hope, deeply

needed at times as therapists sit with clients in the face of dark struggles. Interestingly, during

Phase 4 of scale development, several data collection sites (psychotherapy clinics) reported

that clients enjoyed completing the MHCPS, with its explicit focus on hope. Indeed, some

clients asked for more scales like the MHCPS that they - or even their friends – could complete,

suggesting that taking the MHCPS itself can have a clinically favorable and meaningful impact

on clients.

For permission to access and use the MCHPS, please contact Dr. Denise Larsen:

denise.larsen@ualberta.ca
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This discussion has two assumptions. One is that psychotherapy has yet to understand its

subject matter. The subject matter of any science is proposed as that which when acted upon

advances our understanding of that which is being studied.

I propose that the subject matter of psychotherapy be the client’s experiencing and that it has

these features: The typical presenting problem has a psychogenic origin; it is understood in an

atheoretical way as all human experience is unique; and, a conscious act is not likely to have a

significant effect on how it is manifested. These elements represent a psychological injury.

The second assumption is that there exists a natural healing process for such an experience.

That process is therapeutic catharsis (TC) (Von Glahn, 2018). TC is a fundamental

reconceptualization of how catharsis has been historically understood. It offers a heretofore

nonexistent criterion for when heightened emotional experiencing is therapeutic, and when it is

not.

That criterion is the unforced activation of the client’s emotional experiencing. The facilitative

condition is the client receiving sufficient support for their experiencing. This includes the

explicit, and in most cases also the implicit dimension as that is where unprocessed injurious

experiences are stored in a not yet verbalized state.

If TC is activated by clients receiving sufficient support for their experiencing, then the

therapist provides the necessary degree of support. (The forced activation of the client’s

emotional experiencing is not therapeutic, see below.)
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An important historical note: For several mainstream therapies it was necessary in the course of

their development for them to offer more support for the client’s experiencing to make the

therapy more effective: e.g., Imaginal Exposure (Hembree, Rauch, & Foa, 2003); Acceptance

and Commitment Therapy (Twohig, 2012); Dialectical Behavior Therapy (Neacsiu, Ward-

Ciesielski, & Linehan, 2012).

Support for the client’s experiencing

My view on the therapist providing sufficient support for the client’s experiencing starts with

Rogers’ (1959) – and seemingly universally ignored – statement that the therapist’s congruence

includes “the experience of unconditional positive regard and the experience of empathic

understanding….”. My preferred understanding of empathy is “an accurate… understanding of

the client's awareness of his own experience” (Rogers, 1957).

Following Rogers’ reformulation of his concept of congruence, I proposed (Von Glahn, 2018)

that it be thought of as the delivery system for empathy and unconditional positive regard.

Here, congruence is understood most generally as the therapist being “freely and deeply

himself [and which is] the opposite of presenting a façade” (Rogers, 1957).

I also proposed in that article that at therapeutically sensitive times; i.e., when unprocessed

details of an injurious experience are emerging into the client’s awareness, that the therapist’s

nonverbal behaviors; e.g., facial expression, eye contact, voice, body posture and gestures,

can dramatically increase the therapeutic effectiveness of such a therapist-client interaction

(Rogers, 1955).

In my 2018 article, I also proposed that support for the client’s experiencing be done in a way

that does not distract that person’s attention from their sense of their experiencing. This

endeavor necessitates the therapist’s most exacting attention as there is no place in this

conceptualization of psychotherapy for any theory about the nature of the client’s

experiencing. Perhaps the most essential aspect of the therapist’s support is for the client to 

Here, congruence is understood most
generally as the therapist being “freely

and deeply himself [and which is] the
opposite of presenting a façade”

(Rogers, 1957).
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 expect that what he/she says will not be inappropriately questioned or contested.

Skilled intuition

For therapists to rely on their fund of experience (given the assumption of a psychogenic origin

for the presenting problem), we have Kahneman and Klein’s (2009) concept of skilled intuition.

The use of skilled intuition requires (a) an environment that exhibits a stable relationship

between an action taken on a cue in the targeted setting and the resulting response, and (b)

prolonged practice in an environment in which feedback is “rapid an unequivocal”; e.g.,

firefighting and the practice of medicine. Any conceptualization of psychotherapy would seem

to have both features. Counter examples are the prediction of a prospective value of a stock

and a distant political event. See also Schore, 2012; Betan & Binder, 2010; and in particular,

Safran and Messer (1997): “The challenge for… psychotherapy and…researchers is to live with

the ‘irreducible ambiguity’ that characterizes our subject matter” [emphasis added].

Client motivation

The client is always assumed to be motivated, regardless of how that person may otherwise

appear. Clients who may seem “unmotivated” have more unresolved injurious stuff and need

more support for their experiencing. Such client behavior has been described as “treatment

resistant.” The actual problem may be a therapist who is not trying hard enough, or who is

being “motivationally resistant.”

My basic principle (modified from someone else’s thinking) is that the human being who is in

the role of the client is always doing the best he or she can do to show how they are hurting 
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despite how indirect it may seem. 

To question the client’s motivation contains the belief that if that person would only “try

harder” productive movement would or might occur. Such a belief assumes that a conscious

act on the client’s part would help to overcome the assumed impasse, which in my view is

unresolved injurious psychological experience. Such a belief seems to have the inference that

when a person is experiencing a new psychologically injurious event that he/she can

consciously decide to not be affected by it.

Therapeutic catharsis

TC is understood as a sympathetic-parasympathetic (S-P) autonomic nervous system (ANS)

sequence, where the S phase is the pre-therapeutic part and the P phase the therapeutic part

(The S and P terms were proposed by a neurologist). I have proposed (Von Glahn, 2018) that

the S phase is a delayed fight or flight reaction. That is, it is a manifestation of an unresolved

injurious event during which a lack of sufficient support for the person’s experiencing

prevented it from being a healing experience.

With sufficient support for the client's experiencing during the S phase, it reaches a

psychophysiological intensity, determined by the client’s ANS and which may range from mild to

intense. At that point, the S phase spontaneously transitions to the P phase.

There are two immediate reactions. The first is the elevated S phase vital signs dropping to

below the client’s baseline values, with a dramatic decrease in physical tension, emotional

upset, and an eagerness to continue with the experience.

The second is that the S phase fight-or-flight reactions are replaced by crying and/or

indignation (preferred over anger) for objectively unfair/unjust treatment, and clients arriving

at their own understanding of how they had been affected by the adverse event. The client’s

insight is typically more profound than any understanding the therapist could offer.

The most effective results of TC are the disappearance of any manifestation of the injurious

event and that person handling any remnant of it in a spontaneous and productive way. See my

2018 article for (a) examples of TC of mine and by other practitioners); and (b) Rogers (1946),

and p. 419 in particular.
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A common example of an S-P sequence is when a client arrives without any apparent sense of

how to start. I wait with a posture that, hopefully, says “take all the time you need.” Somewhat

hesitantly, that person starts talking about a recent event during which she/he was an observer

and in a way that is an objective overreaction to what occurred. The more the client talks, the

more emotional that person becomes and is soon focused on an unresolved adverse event from

their past that was triggered by the recent event.

Forced activation of emotional experiencing and re-traumatization

The most typical example of the forced activation of emotional experiencing is when a client

arrives in a heightened emotional state and immediately starts talking about an upsetting event

since the last session. With the therapist staying in a supportive role, the client’s heightened

emotional experiencing gradually dissipates on its own. Although clients may express feeling

better relative to their arrival, the experience is not therapeutic because the S phase did not

transition to a P phase.

The S phase fight-or-flight reaction to an injurious experience has been misunderstood,

understandably so, as re-traumatization. I suspect that this was the result of the United States

mental health system being faced with two new types of traumatic events at about the same

time; i.e., Vietnam veterans and survivors of childhood sexual abuse. At that time, there was no

reliable method of treatment for either experience. 
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Couples therapy is a complex and challenging activity

even for the most experienced therapists. There are

many models to choose from, and integrating them is

not easy. Not one framework works better than others

for sustained relationship improvement, according to a

large body of research. This can be very confusing to

novice therapists and disheartening to the experienced

ones.

One Size Does Not Fit All In
Couples Therapy

S A R A  S C H W A R Z B A U M
L C P C ,  L M F T ,  C H I C A G O ,  I L
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The advantages of a framework are clear: We get a road map, a structure to know where to

focus our attention, and it is supposed to make the work less overwhelming. No wonder we are

tempted to marry one theory!

The limitations of any one particular framework are also clear: We run the risk of attempting to

make the client fit into the theory and we have less freedom to adapt to the needs of a

particular couple. 

Most of us working in the trenches know that we need both a framework and the flexibility to

tailor the interventions to the clinical needs of each couple. Given that presenting dilemmas,

risk factors, levels of distress, and goals are so varied, how can only one model possibly be

helpful for all couples?

The therapeutic alliance

Couples get better when I can help create a context for change and a strong alliance. At the

start of the work, each partner needs to feel that I have their back, that I know how to help

them and they trust me to be their guide. This is achieved in part by having an agreement on 
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what getting better means to them. If what I

think is the problem and how to fix it is similar to

what they think is the problem and how to fix it,

then we can get some work done. If there is a lot

of discrepancy between what I want from them

and what they want for themselves, we need an

adjustment. Once the atmosphere of trust is

created, the couple may be able to tolerate

some degree of discrepancy and the

confrontation necessary for development, growth

and change to occur. The adherence to only one

framework risks affecting the therapeutic

alliance. If I believe that expression of feelings is

at the core of healing, for example, and one

partner thinks expression of feelings “make you

weak”, the alliance may suffer. We need to find

the point of entry so the couple can buy into the

change process. 
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If I believe that
expression of

feelings is at the
core of healing,

for example, and
one partner

thinks expression
of feelings “make

you weak”, the
alliance may

suffer.

What is my contribution to the relationship problems? This means that they are motivated

to increase their awareness of the impact of their behavior on their partner. It also means

they are willing to figure out how they get triggered by their partner to react and engage

in those coping or defensive behavior they learned long ago and in the relationship. 

What kind of relationship do I want and what do I need to do/think differently to make

that happen? This means that they have the motivation and the capacity to identify their

individual change goals and make the effort it takes to get there.

To what extent I am willing to become vulnerable and authentic in the presence of my

partner? This means that they are open to exploring their own developmental challenges

in growing up and stretching out of their comfort zone.

The Core Beliefs 

To integrate frameworks, I’ve had to figure out a way to articulate what my core beliefs are

about how couples get better, so I can return to them when I lose my way. I have developed

certain ideas over time to help me stay the course. I think couples get better when partners

are, or become, willing to figure out the answer to these questions:
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How can I handle disappointments and disagreements without falling apart or use

coercion? This is about achieving the ability able to differentiate and become emotionally

attuned to themselves and each other simultaneously.

To what extent I am not helping my partner to give me what I want? This is about doing

things (or not doing things) that disrupts the partner’s emotional well-being or lowers the

partner’s self-esteem. It’s also about understanding the role they each play in getting to

what’s important. Do they try to coerce their partner? Do they try to avoid conflicts at all

costs?

Not all couples are interested, motivated, or capable of doing all that.

Couples therapy can be easy

Some integrative couples therapists contend that we need to do the minimum that works, like

taking the lowest dose of a medicine that has the desired effect (Pinsof, 1995; Nielsen, 2016).

If the here and now works, why go to the then and there? Sometimes, couples’ therapy is not

difficult and I can stabilize a highly motivated couple with basic couple maintenance tasks,

provided there are not too many risk factors. Also, I don’t know when I first meet a couple for

how long they are going to be engaged. The more I get to know them, the deeper I can go.

When I first met Roy and Beatrice, a heterosexual couple in their late thirties, married more

than a decade with two children under five years old, Roy reported that that their issues were

never resolved, and that he didn’t feel appreciated. Beatrice said that there was a lot of

tension, very little affection and sex and that she did not know how to deal with his intensity

and anger. When I asked them how they would know that therapy had been successful, they

agreed that they both wanted to have more fun; they wanted to take things more lightly and

less seriously. They also agreed that they would have better communication, fewer fights, and

more sex.

With R. and B., the work was relatively easy. I started by assessing to what extent they were

each motivated to do the work, and it turned out that they were both highly motivated and

committed to the work. B wanted to learn to react differently to R’s anger and differences of

opinion. She wanted to stand her ground and not shut down when disagreeing with him. She

also wanted to deal differently with the stress of having young children and she wanted to

begin to take better care of herself. He wanted to spend more time with her and the children,

and less time watching TV. He also said he wanted to become more patient, and more prone

to compromising. I also assessed that there were hidden gender assumptions that were

getting in the way and that they didn’t know how to talk to each other when they disagreed.
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It wasn’t always that easy: During the course of

therapy, they said some harsh things to each

other: “You need to be on medication!” or “I’m

not attracted to you anymore”. However, R and B

made it easy for me to act as an educator,

coach, cheerleader, and collaborator. They were

able to focus on what kind of partner they want

to be or could be, rather than focusing on the

partner they wanted to have (Solution

Focused/Narrative). They quickly learned to

identify their triggers and their interactional

patterns (Systemic): The more impatient he

became, the more she shut down and the more

she shut down, the more impatient he became.

They also figured out how to shift the focus to

the positives by creating the habit of daily

appreciation (Gottman). In a short time, they

increased their awareness of the impact of their

behaviors on each other. They became less

anxious about their differences (Developmental).

And they became aware that one of the big

reasons for the deterioration of their relationship

was the lack of attention they paid to it after the

children were born.

I taught them basic couple maintenance

protocol that includes daily appreciations,

business meetings, relationship meetings, and

how to use a constructive dialogue protocol

(Psychoeducation). Not everything was easy for

them. He struggled with impatience when

triggered; she struggled with shutting down

when he became impatient (EFT). 

We discussed gender and cultural issues,

challenges to adapting to the parenting role; we

talked about how to deal with, and express their

disappointments with themselves and each other, 
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and how to regulate their anxiety when they got triggered, were tired, or hungry. 

A turning point in the relationship occurred when Roy started to understand the gendered

imbalance in household maintenance and caretaking and the toll it took on Beatrice, with

negative implications for both. When he understood that if he wanted to improve the

relationship, he needed to take the lead in maintaining the emotional life of the relationship,

things started to shift. At the same time, she learned to let go of the notion that she was the

“better parent”.

They managed to create a vision of their relationship: what they wanted their children to think

of them as a couple when they grew up. They slowly learned to ask for what made them each

feel connected. They learned to listen to each other and to recognize quicker when they got

flooded, so they could stop talking.

After 20 sessions, there said there were much better, had achieved their individual and

relationship goals, and had acquired tools to deal with their problems. We started to wind

down and they terminated after 25 sessions. I did a few booster sessions when they faced a

new transition or needed a refresher on the tools.

Then and there

Sometimes couples’ therapy is difficult. When Lee and Carla made their appointment, they

had been locked in a cycle of blame and attack for a long time. They reported severe

attachment injuries, they didn’t feel cared for, supported or comforted by each other, and

they could not influence each other. They had infrequent but ferocious fights in front of their

children, where they cursed at each other and threatened to sever the relationship, after

which they retreated to their individual corners, feeling alone, discouraged and with little

hope. They fought about finances, sex, in laws and parenting. When I first saw them, I kept

thinking “What took you so long?” “What do think I can do for you now?”, mirroring their low

level of hope. As we started working together, I found out that they had had a very strong

initial bonding experience and the troubles begun when they started living together, an

indication that they had difficulties transitioning from the romantic to the second stage of

their relationship, when the illusion of sameness wanes and the differences and

disappointments appear. 

When therapy started, I had to let go of my usual basic maintenance interventions because

they wouldn’t do their homework, their motivation to change was low, and they were more

interested in blaming each other for their problems that looking at their own contributions. 
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But I did manage to get them to agree to postpone thinking about whether or not the

relationship would survive for at least 6 months, while we worked together. 

Many therapists who work with couples know that the client is the relationship. That’s true, but

it doesn’t tell the whole story. In couples’ therapy, there are at least three clients in the room:

each partner in the relationship plus the relationship and the challenge is to figure out when

to do intrapsychic work, and when to do interpersonal work. I started seeing them individually

to understand their longings, fears and anxieties and strengthen the alliance

(Psychodynamic). 

As time went on and their level of trust in the process and in me increased, I started

interviewing them individually, but in the presence of their partner. I wanted to understand

their protective and defensive positions better and I wanted the partners to witness each

other’s work. I empathized with each of them we began to put words around their reactions.

They were used to triggering each other’s childhood attachment injuries and shame-based

reactions (Psychodynamic). They started to understand their defenses and regressive

positions. We worked on their family of origin history and connected their childhood

attachment histories to the ways in which they got triggered. In time, they accessed their

shame, vulnerability and the emotions that were under the anger (EFT, Intergenerational).

With Lee and Carla, it was important to pay attention to the three realms: The realm of

esteem, the realm of differentiation, and the realm of attachment. Couples therapy models

often emphasize the realm of attachment or don’t emphasize enough the realm of

differentiation or the realm of esteem. The three are interconnected. Partners do have the

responsibility to convey messages that activate pride, not shame. Very often, partners

undermine each other self-esteem, and it is my job to help couples become, if not solely

responsible for the wellbeing of their partners, at least to help them see that they have the

power to influence their partner’s self-esteem. 

They were courageous and stuck with it, but their progress was marred by repeated cycles of

progression and regression. They would move toward greater openness and flexibility only to

return to the old familiar negative cycles. As time went on, and with great effort and

practice, the negative cycles became less long and less severe.
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It took over three years during which they achieved a measure of stability in their relationship,

with increased capacity for self-soothing and differentiation. They became aware of and

changed their reactions to the partner. They also accepted that though they could not undo

their childhood wounds, they could soften the armor they had constructed to survive them.

Other Outcomes

Sometimes couples don’t know whether they want to work on staying together or to separate.

In those cases, discernment counseling (Doherty, 2017) can be helpful. In other cases, couples

want to separate and/or divorce, and we can help them navigate the process of uncoupling

with dignity (Lebow, 2018).

The application of a pure form of a framework or the temptation to use the same framework

with all couples may lead to errors in therapy (Pinsof, 1995), such as ruptures in the

therapeutic alliance.

The world needs effective couples therapists now more than ever! There are many excellent

models for doing couples therapy. The frameworks I chose are based, in part, on my own

beliefs about the reasons for couples distress and my own views about how couples improve.

Therapists who can articulate their own beliefs about such matters will find choosing and

integrating frameworks easier to achieve.
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Hi All!

We were recently contacted by the wonderful Dr. Paul Wachtel about a new idea for the

newsletter: seeing as The Integrative Therapist is entirely online, it follows that additional

articles included in the newsletter are of no additional cost. This led to thinking about adding a

new section for students - young clinicians' evolving perspectives. This section would be useful

Introducing "Student Voices"
A L A N  K I A N  &  J E R E M Y  F O R S Y T H E
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in drawing in and involving the younger members of SEPI as well.

The first submission for this section follows. It is slightly longer, as

per course requirements in Dr. Wachtel's class at the City College of

CUNY. Moving forward, they do not have to meet a specific length

for submission. Members of SEPI are encouraged to discuss

potential submissions with their supervisees, as this could be a great

opportunity to begin to explore issues as a clinician.

Please send any future submissions to:

akian@yorku.ca

jeremy08@yorku.ca
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Preface

The following paper was written for an introductory course in integrative perspectives on

psychotherapy. The primary instruction for the paper was to articulate one’s assumptions

about therapy as a beginning therapist (largely meaning the presumptions that precede

having experience as a therapist and that likely contribute to shaping that experience).An

additional crucial instruction was to critique one’s own assumptions. It is this critiquing that

enables therapists to be open to integration with other points of view as they searche for

answers to important questions regarding and limitations of their assumptions. Thus,

although the point of view described below is primarily a relational psychoanalytic one, it is

an examination of a relational point of view that is intended to be a foundation for a

broader integration as my learning about the therapeutic process expands over my training

and over my career.

Student Voices
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The Therapeutic Relationship: A Young
Clinician’s Perspective
O D E D  H A D A R
P H D  S T U D E N T ,  C I T Y  C O L L E G E  O F  N E W  Y O R K ,  N Y
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Part I: My Approach

Research has shown that patients value the

therapeutic relationship as a key component to

their development and growth in therapy (Eugster

& Wampold, 1996). As a person who has

experienced psychotherapy from both sides of the

dyadic relationship (although I am only at the very

beginning of my clinical training), I tend to agree

with the findings above. However, much more

needs to be explored and discussed in relation to

the therapeutic relationship.

It is important to be clear that by supporting the

claim that the strength and quality of the

relationship are the most important elements of

psychotherapy, it is not my intention to dismiss the

value of any particular psychotherapeutic

modality or technique. If I had believed that the

mere existence of a relationship per se would be

enough to facilitate change and fulfillment in a

person’s life, I would not have pursued a career in

clinical psychology, nor would I have sought

psychotherapy myself, since I live in a social world

where relationships with others are an

inseparable part of any person’s life. It is

therefore worth examining more closely what are

the unique qualities of the therapeutic

relationship that allow for someone to better

cope with his or her own life struggles and

traumas.

One of the main components that separate the

therapeutic relationship from any other

relationship is its clear and well-defined purpose.

The interaction between the therapist and patient

is for the sole purpose of facilitating some

change in the latter, usually towards greater

fulfillment and joy in life.
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Therefore, the relationship is demarcated by clear and (hopefully) mutual intention that puts

the focus on the improvement and growth of one of the two persons in the relationship. It is

due, in part, to this reason that many psychotherapists feel guilty or ashamed when either

they enjoy the therapeutic process with the patient or gain useful insight into their own

unconscious processes while doing therapy (Bonovitz, 2009). These negative and often

dreaded feelings (especially for inexperienced therapists) could also be understood as

reasons for the insistence of many psychotherapists on the value and importance of a one-

person approach to psychotherapy, an approach that aims to exclude the therapist as a part

of the equation and focus attention exclusively on what the patient is feeling or doing.

However, despite the asymmetrical purpose and goal of the relationship, it is far from my

intention to claim that therapists should keep their thoughts, reactions, and feelings (whether

conscious or unconscious) away from the therapeutic process and guard the patient from

their own individuality. In contrast, it is my strong belief that only through the exploration of

the uniqueness of each person in the dyadic relationship, as well as the unique interaction

that is formed between the two persons, could the clear goal of the relationship be achieved.

In other words, despite the goal of the relationship being asymmetrical, the therapeutic

process should be mutual. It is therefore not enough to explore patients’ past, their

relationship to their parents, or their repressed desires. This kind of exploration would indeed

help patients develop greater insight into their intrapsychic mechanisms and would help them

understand what might have happened to them in the past that dramatically affects them in

their present.

However, greater awareness (as valuable and important as it is) seldom is enough for a

person to experience change. Another key component is the opportunity for patients to

understand (in vivo) how their past is played out in the therapeutic space and how their

behaviors and reactions as well as their feelings are all valuable pieces in the reinforcement

of their past and hindrances to their potential growth. By connecting the past with the

present, the therapist and patient could both explore ways in which each of them contributes

to the reinforcement of the patient’s sufferings, but also use the therapeutic relationship as

an opportunity to practice change in both the patient’s reactions to his or her environment

and the environment’s reactions to the patient. It is through both greater insight (facilitated

by free association, interpretation, freedom to explore, safe therapeutic space etc.) and the

opportunity to “practice” other ways to react and interact, that the therapeutic relationship

could be used to its fullest potential and that success in therapy could be achieved. Hence,

by engaging as an active individual in the dyadic relationship the therapist has a particularly

good opportunity to understand how the patient might be influencing his environment and,

not less important, how the environment (as manifested in the therapist’s countertransference
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reactions to the patient) might be playing a key role in sustaining some of the patient’s

struggles. It is through this valuable understanding that the therapist can guide the patient

towards exploring other ways of interacting and breaking the reinforcement cycle that has

been preventing the patient from achieving greater satisfaction and fulfillment.

By claiming to be a proponent of the two-person model, I do not mean that therapists need to

view themselves as equal participants in the relationship and constantly disclose their

reactions and feelings to the patient. On the contrary, as patients usually enter the

therapeutic space from a place of great distress and vulnerability, it would be unwise and

often unethical to openly share one’s thoughts and reactions with the patient. Doing so has

the potential to tilt the relationship from being asymmetrical to being symmetrical and could

exploit the patient’s vulnerabilities for the aim of the therapist’s own egocentricity and

narcissism. What I mean by the importance of mutuality in the context of the therapeutic

relationship is the necessity for the therapist to be attuned to his or her reactions and

feelings and their potential impact on the patient. The process should be an ongoing one,

where the therapist constantly evaluates the state of the relationship and chooses when and

how much to disclose to the patient with the purpose of facilitating positive change in the

patient’s well-being as well as increasing the patient’s awareness of what is at play between

them in the moment.
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In relation to the above, it is important to address another distinctive feature of the

therapeutic relationship, namely the imbalance of power between the help seeking patient

and the help providing therapist. Similar to the dynamic between a patient and a physician,

the former seeks the help and advice of an expert and expects the expert to use his or her

knowledge and skills in an attempt to improve the patient’s condition. However, the level of

vulnerability and

self-disclosure that usually defines the state of mind of the psychotherapy patient makes the

psychotherapeutic relationship distinctive from almost any other relationship, including that

between a patient and a physician. Also different from the latter relationship is the level of

ambiguity and speculation which all therapists need to face and inevitably encounter,

regardless of their orientation or level of expertise. What I mean by ambiguity and speculation

is the idea that psychology (and psychiatry for that matter) has yet to provide definitive and

conclusive answers to many of the questions pertaining to our psyche. Despite a great body

of theoretical and empirical literature, no therapist can promise patients that if they follow a

certain path or process, or take a certain drug, they will in return be “cured” from their

depression or anxiety. The process of psychotherapy is therefore to some extent exploratory

and provisional almost by its very nature, despite many attempts by prominent analysts and

psychotherapists to claim otherwise (e.g. Freud, 1912).

With that in mind, another important tenet of psychotherapy, as I view it, is the creation of an

explorative and flexible therapeutic space, one that is neither dictated by the patient’s

explicit behavior nor by the therapist’s interpretations regarding the patient’s unconscious

mechanisms. Moreover, interpretations themselves should be considered as educated

suggestions. What I mean by this is that on the one hand, the therapist is an experienced

knowledgeable professional who (in most cases) knows more than the patient about the

different ways that conscious and unconscious processes might interact and influence the

patient’s well-being. In that regard, the therapist’s interpretation of the patient’s intrapsychic

and interpersonal phenomena is not arbitrary or a mere guess but has merit and should be

discussed and considered with all seriousness. However, interpretations should also be

acknowledged as having the potential to miss the target and therefore be to some degree

erroneous. It is only by holding those two perspectives in mind simultaneously that both the

therapist and the patient can “dig” deeper into not what is empirically true for all people, but

what resonates as true for the patient. Through this mutual process, phenomena that were

outside the patient’s awareness could be discussed in a way that is ego-syntonic to the

patient. It is only when unconscious processes are recognized by the patient as belonging to

his or her psyche that one could either give-up repressed desires or change some of his or her

attitudes and/or beliefs.
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By now, my hope is that the reader would find it easy to locate my view of the

psychotherapeutic process as one that is strongly grounded within the relational theory and

mode of therapy. It is then useful and necessary to discuss some of the main challenges to

the relational model in order to both deepen my view of psychotherapy and explore how

these might affect the therapeutic process. It is also my intention to try and articulate the

challenges to the best of my ability in order for the task of overcoming these challenges to be

more easily attainable.

Part Two: The Hidden Force

As I mentioned above, one of the strongest and most useful benefits of the therapeutic

relationship is the ability to form an exploratory alliance between the patient and the

therapist with the aim of bringing to the foreground some aspects of the patient’s psyche that

until then operated out of his or her awareness. However, what I mean by this exploration

process is significantly different from what Wachtel (2008) refers to as the “archeological

model”. In his book, Wachtel posits that proponents of the archeological model, though they

might hold a range of opinions as to some important intrapsychic phenomena, share the

belief that there is a closed- off entity within the psyche that was formed during the early

years (sometimes months) of the patient’s life and that is both shielded from the environment

and at the same time “holds the steering wheel” of the patient’s psyche. Therefore, according

to this model, a fully formed person is actually a “marionette” whose “strings” are controlled

by a part of his or her psyche. Furthermore, the part that is in control of the psyche

completed its development when the person was very young and since then did not change

but nevertheless has been exerting its dominance on the patient’s development and

personality.

It is useful to note that similar to the archeological model’s view, I too believe that the main

reason for our psychopathologies and emotional sufferings is rooted in some kind of “hidden

force” that is within us but works outside of our awareness (close to Freud’s conceptualization

of the id). Also, my belief that it is during the early years of life that this hidden force is most

malleable to change could be another point of convergence between my views and those of

the archeological model. Where the point of diversion between the two views above seems to

be most significant is in regard to the interaction between the hidden force and the

environment. Whereas classical analysts mostly view the interaction as a “one-way street”,

where the flow of impact moves solely from the hidden force outside to the environment, I

view the interaction as a “two-way street”, where both the unconscious mechanisms and the

environment influence each other. This, most importantly, changes the hidden force from

being stuck in its infantile (or early years) development and opens the possibility for an

integration of ever-evolving aspects of the psyche, whether conscious or unconscious.
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Furthermore, since the unconscious mechanisms could

change and be shaped by the environment to some

degree throughout the entire lifespan of the patient,

the therapist, as the object who represents the

patient’s environment, is therefore not a passive figure

on which the patient can transfer his or her

unconscious feelings/desires, but instead an active

participant who (whether one is a classical or

relational psychoanalyst) constantly influences the

patient’s conscious as well as unconscious processes.

The danger of embarking upon this journey of

exploration with the patient from my vantage point is

that therapists might exploit this mutual process

(whether consciously or unconsciously) for their own

narcissistic or neurotic gratification. By encouraging a

mutual process of exploration, an inexperienced

therapist, or anyone that fails to hold what Celenza

(2010) referred to as the “as if” aspect of therapy,

might bring his or her own hidden forces into the

process of exploration in ways that could be harmful to

the patient. Therefore, the mere fact that the patient’s

entire psyche is susceptible to influences from the

environment makes the patient more vulnerable if one

looks at the therapeutic process from this point of view

rather than the archeological model’s point of view.

Greater risk then, calls for greater responsibility. The

therapist needs to constantly be attuned and explore

not only the patient’s reactions and feelings but also
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his or her own reactions and feelings that come up during sessions and beyond. It is through

these careful processes that one can ensure that the therapeutic relationship is on the right

track for maximizing its potential as a vehicle for growth and development within the

patient.

By emphasizing the importance of understanding the great impact that a therapist has on a

patient and the risks involved with embarking on the kind of therapeutic work I believe could

lead to a significant positive outcome, it is not my intention to claim that therapists should

shy away from discussing, revealing, or exploring any topic that might elicit negative
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reactions/feelings in the patient. Much the opposite, I believe that therapists would not be

able to fully understand their patients’ experience (both conscious and unconscious) if not

through reaching towards and bringing to the foreground some of the negative aspects that

drew patients into treatment to begin with.

Part Three: The “Developmental Tilt”

As stated above, a point of agreement among most analysts, as I come to understand it, is a

person’s early years of development as being a crucial period in shaping one’s internal

structure and personality. What perhaps separates psychodynamic modalities from other

modalities is the emphasis on one’s past as a dynamic force that exerts its impact on the

patient’s current functioning. With that in mind, one area of debate within psychoanalytic and

psychodynamic circles focuses on the factors that determine one’s development during the

early years of life. Freud and his followers have argued that those factors are mostly internal,

consisting of drives and biological impulses that pass through different stages of

development and culminate in the oedipal complex (where the crux of all psychopathology

lies). This line of thought views the external world of the object as a mere source for impulse

gratification during the early years of life. It is the child’s inner conflicts that would dictate

much of the person’s mental health in later years. In contrast, those who associate with the

broad spectrum of the relational movement view the external world, particularly the child’s

interaction with his or her environment, as contributing importantly to the child’s inner

structure and personality. However, whether or not the person continues to be shaped by the

interaction between internal and external forces beyond the initial stages of his or her

development is a matter of great debate not only between the classical and relational

movements, but also within the relational movement itself. It is therefore worth clarifying one

of the most important obstacles in the relational movement, namely what Mitchell (1984)

referred to as the “developmental tilt”. 

According to Mitchell, one way in which proponents of the relational movement who were not

ready to fully depart from Freud’s drive theory solved their conflict was to address both

relational and drive elements temporally as occurring one after another within every

individual. According to this solution, relationship with an object (whether external or internal

object) preceded the formation of the id and therefore precipitated the construction of the

person’s psyche. However, once the psyche began to crystalize, conflicts among drives were

the decisive factor in organizing one’s inner structure. A relational perspective, from that

point of view, is confined to a person’s early period, when one is fully dependent upon the

care of his or her caregiver. Thus, Winnicott’s distinction between an infant’s relational

“needs” and a child or adult’s instinctual “wishes” (Feinsilver, 1983) clearly explains the

separation in the process of development that defines the theoretical model of many who 
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belong to the broad relational spectrum.

If the emphasis on relational aspects is directed towards a person’s initial process of

development, then much of the focus in therapy from this perspective is on examining the

therapeutic relationship as one that mirrors the first relationship the patient experienced with

his or her caretaker. Patients are not viewed as authentically representing their current self

but rather as being stuck in an archaic way of interacting with their environment, a way that

has dictated their thoughts, behaviors and feelings throughout their life. This relational

perspective converges greatly with the classical analytic perspective in that both view the

patient as being “frozen” in time. Viewed from this lens, I suggest that therapists might miss

out on important information regarding how patients’ interpersonal world has evolved from

infancy and how their current environment plays an active role in sustaining some key

elements of the patients’ interpersonal world. A better way to view the relational aspects of

our development and personality is to examine them not as processes that are frozen in time

and maintained but rather as ever-evolving and continuous. Patients’ current mental health

and well-being should therefore be viewed as a result of their present relational matrix, one

that is greatly influenced by both object relations factors during their early years as well as

the present interaction between their intrapsychic and interpsychic mechanisms.

Part Four: “The Excluded Middle”

Winnicott’s famous quote “there is no such thing as a baby...a baby cannot exist alone but is

essentially part of a relationship” (Winnicott, 1964, p.88) speaks to what might be the greatest

point of agreement among relational analysts. Relational theory as a whole views the

newborn infant as an inseparable part of a dyadic relationship, specifically the infant-mother

(or more appropriately, caretaker) relationship. This means that one of the hallmarks of early

development is the mutual influence that a baby and its environment have on each other.

Babies are shaped by their caretakers’ attitudes, attentiveness, and overall care towards

them but simultaneously impact how those caretakers react and attend to them. To connect

to an earlier point in the paper, the baby is born into a “two-way street” mode of existence,

where he or she is both shaped by and constructs his or her environment.

Following the argument above, many relational therapists view the therapeutic relationship as

having similar qualities to that between the baby and his or her caretaker. The therapeutic

relationship is then utilized to explore early relational patterns in the patient, to “dig” deeper

into what in the relationship between the baby and its environment led to the development

and persistence of the patient’s presenting problems, and to correct some maladaptive

relational patterns both within the patient and the environment. Despite this important work,

much of the relational matrix within which the patient exists outside the therapy room is
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either viewed as a mere backdrop for observing the intrapsychic mechanisms of the patient

or, in other cases, ignored completely. 

This approach to relational psychoanalytic work misses out on an abundance of information,

namely on many important ways in which the patient and his or her environment join together

to reinforce important elements of the former’s psyche. If the underlying assumption is that

human beings are relational in nature and that people grow and develop mainly (if not

exclusively) as a result of the constant impact that they and their environment have on each

other, then it is fair to conclude that although extremely important, the early relationship with

the patient’s caretaker is only one of many relational patterns that should be examined and

experienced as part of the therapeutic relationship. Leaving the patient’s current relational

world outside of the therapeutic equation limits the process of exploration and prevents the

patient from experiencing different aspects of his or her relational world with the therapist.

Furthermore, another limitation of this view has to do with the roles that the therapist could

play as part of the process of transference. Limiting the therapeutic relationship to its role in

bringing to the surface old, early relational patterns excludes the therapist from representing

anything else but a caretaker to the patient. In contrast, broadening our understanding of the

resonances and meanings of the therapeutic relationship allows for a wider range of

possibilities in the transference. In addition to the relationship being an opportunity to

explore the patient’s experience with his or her caretaker, the therapist could now be used by

the patient as an object through which the latter could explore his or her relationship with

friends, romantic partners, family members, peers, colleagues etc. Thus, instead of excluding 
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all that is in the middle between the early relationship with the caretaker and that with the

therapist, I find it to be much more encompassing and useful for the patient’s potential for

growth if the therapeutic relationship to be used as a tool to explore any and all aspects of

the patient’s interpersonal world.-

Part Five: Parking the drive

A critique that is often directed towards the relational school of thought is that by replacing

drives with relationships as the component that stands at the center of mental life,

intrapsychic unconscious processes, such as what Freud referred to as impulses, are by

default marginalized and often omitted altogether from the endeavor to understand the

human psyche and psychopathology. In fact, this critique has merit, as evidenced by

Greenberg’s (1991) statement that the relational model is “based on the radical rejection of

drive in favor of a view that all motivation unfolds from our personal experience of exchanges

with others” (p.vii).

What I think might be the danger with holding-on to such an extreme relational view is that

this approach excludes the possibility to explore and examine important elements of mental

life, mainly all components of the psyche that exist due to biological, genetic, or

physiological factors, and are far less influenced by the environment. In other words, viewing

the psyche as deriving solely from persons’ relationships with other people around them

necessarily excludes the body itself as a force that could potentially have an important

impact on the psyche. Even as I stand among other relational thinkers in my opinion that

humans are imbedded in a relational matrix that constantly and reciprocally shapes both our

own psyche and our environment, I am concerned about the risk of omitting parts of the

psyche that are less the product of an interaction with the environment but nevertheless still

exert a significant impact on our mental life.

The either-or approach in favor of relationships compared to drives also creates a conflict

with much that is known to us about the natural attachment processes that occur between an

infant and its caretaker. It is this mother-infant attachment, which relational theorists

consider as one of the most important components (if not the most important one) to the

formation of a person’s personality and psyche, that is in itself biological (Beebe & Lechmann,

2003). Therefore, it is not only the interaction itself that allows for the development of the

psyche, but also the physiological need (impulse) for such interaction. With that in mind, it is

important to emphasize that in my opinion, despite my inclination towards the relational

approach, an important element that should be ingrained in the relational model is the

coexistence of both our drives and our relationships with others as two elements that

-
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together complete the puzzle that is called our psyche.

Part Six: Internal Objects – A Camouflage

Some of the early relational thinkers, mainly object relations analysts, revolutionized

psychoanalysis by shifting the theoretical “center of gravity” from the ingrained biological

mechanisms that require gratification and are therefore often repressed, to the relationship a

baby has with his or her object, namely the caretaker. This early relationship became the

focal point of explaining all mental processes and was the seed that allowed for a later

greater departure from the drive theory and the stronger emphasis on relational aspects.

As with many other evolutionary processes, the shift in thought within the psychoanalytic

circle was (and still is) defined by a slow yet gradual movement away from the initial classical

psychoanalytic ideas, as defined and explained by Freud. With that in mind, it is easy to

understand why any modulation during the early years of psychoanalysis needed to be

handled with great care and caution, as early object relations analysts attempted to

maintain, to the greatest degree possible, some of Freud’s ideas within their new theoretical

framework (as was witnessed in the discussion above regarding the developmental tilt). A less

direct result, but nevertheless an important one, of this cautious approach to “leaving the

nest” of classical psychoanalysis was the idea of internalized objects.

Based on this theory, during early development, we internalize the objects with whom we

interact, mainly our caretakers. By internalizing, proponents of this theory suggest that during

early development we tend to bring into ourselves a representation or an image of our

caretaker, so that the image lives within us. In this way, what starts as a relational paradigm

between ourselves and the outer world quickly shifts to a paradigm that involves an

intrapsychic relationship between a part of ourselves that is the “I” and another part that is

the “other”. Moreover, one of the main tenets of the idea of internalized objects is that the

part that dominates in the intrapsychic relationship is that which is the “other”. Meaning, what

controls our development and growth, as well as our relationship to our environment, is the

representation of our object that now resides within our psyche. It is easy, therefore, to notice

the resemblance between this idea of internalized objects and that of drive. Both center on

an internal force that operates independently from the person’s awareness and holds the

psyche’s control panel. Furthermore, both ideas stress that this force (whether drive or

internalized objects) is almost entirely shielded against influences from the external world.

The appeal in this step towards relational thinking is that it invites, perhaps even

unconsciously, classical psychoanalysts to open their minds towards the importance of
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relationships by replacing the driver but

simultaneously maintaining the same equipment

(unconscious mechanisms) the driver uses in order to

“operate the machine”. With that in mind, similarly to

my point earlier regarding the developmental tilt,

what I find to be problematic in this approach to

object relations is that it precludes the therapist and

patient from examining the latter’s relational world

outside of his or her early relationship with the

caretaker. It instead views the patient as the

“victim” of the image of his or her first object. That

image, based on this approach, does not change in

time as the relationship between the patient and his

or her first object gets more complex, broadens, and

fluctuates, but instead stays stuck in its initial form.

Part Seven: My Therapist Friend

I would like to address my final comments to a

potential issue that might arise as a result of a

reductionistic and oversimplistic implementation of

my views, as presented in this paper. It is tempting,

both as a result of our interpersonal world outside of

therapy sessions and as an attempt to be liked by

the patient in order to gratify our narcissistic

vulnerabilities, to shift the therapeutic focus from

utilizing a relational model for the purpose of

exploring various conscious and unconscious

elements in the patient’s psyche to establishing a

kind of relationship that is pleasant for both the 
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It is therefore
the therapist’s
responsibility

and
commitment

towards his or
her growth and
development,
together with

that of the
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makes for a
successful

therapeutic
relationship,
one that is at
the heart of

what I view as
psychotherapy.

therapist and the patient but nevertheless stays mainly on the surface. During this shift,

therapists might be more concerned about being liked by their patients or, often

unconsciously, molding themselves to fit into the patient’s existing relational pattern, instead

of keeping part of themselves as an outside observer. This kind of work would be largely

identified by what some call supportive therapy, where the therapist attends to the

immediate needs of the patient but fails to utilize the therapeutic relationship to dive

deeper into the underlying mechanisms that are the core of what is presented at the surface.
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This is a risk that therapists who incorporate a more relational approach need to be alert to

and hence must constantly examine the type of therapeutic relationship they establish with

their patients, as well as their own role in maintaining that relationship. Doing individual work

of exploring one’s attitudes, countertransferences, and behaviors towards patients, both

during and outside sessions, is integral to a successful therapeutic process. It is therefore

the therapist’s responsibility and commitment towards his or her growth and development,

together with that of the patient, that makes for a successful therapeutic relationship, one

that is at the heart of what I view as psychotherapy.
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