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Review
• Context of formulation
• Rationale from a 

psychodynamic point of 
view

Methods
• 1. Therapeutic relationship
• 2. Inference

• 3. Subjectivity and 
neutrality

Components 
• Formulation structure
• Personality organizations

• Symptom formation, 
defenses, and internal 
conflict

Application
• Developing hypotheses
• Clinical case seminar

• Example formulation

Psychodynamic Case Formulation

• Contextualizing formulation
• Assessment vs Formulation vs 

Diagnosis
• Rationale for (psychodynamic) case 

formulation
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“So you think, because I see all these fishes,
I am going to drown myself?”
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• Presenting problems (and descriptive diagnosis)Presenting

• Conscious and unconscious stressors or triggersPrecipitating

• Genetic and environmental
• Historic (psychological, interpersonal)Predisposing

• Conflicts, defenses, symptoms formations 
(personality organization)Perpetuating

• ...that may affect functioning and prognosisProtective & Risk 
Factors Co

m
po

ne
nt

s

PO Styles

• Psychopathic
• Narcissistic
• Schizoid
• Paranoid
• Depressive/manic
• Masochistic
• Obsessive and Compulsive
• Hysterical
• Dissociative

PO Elements

• Affect
• Object relations
• Self
• Conflict → Defense
• Transference and 

Countertransference
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Symptom

ConflictDefense

Personality 
Organization
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Conflicts

• Wish vs fear
• One part of 

self vs another
• Self vs other
• Drives
• Fantasies
• Needs

Defenses

• Attempts at 
coping

• Developmental
• Often 

unconscious
• Adaptations
• Vital for 

functioning

Symptom 
(formation)

• Typically most 
conscious to 
patient

• Result of 
defenses

• Have function
• Have costs
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Formulation as process

Formulation stance

Formulation-informed 
treatment
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Defenses

• Increasing 
awareness

• Relationship 
to attempts at 
coping with 
cost

• Building 
better coping 
strategies

Conflicts

• Increasing 
insights into 
conflicts

• Working 
through 
(affect and 
mourning)

Personality 
Organizations

• Using theory 
to inform 
understanding 
and work with 
clinical 
dynamic (e.g., 
transference 
and counter-
transference)
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PO

Indecisiveness, 
anxiety, unemotional 

Intellectualization & 
isolation of affect

Wish (autonomy) -
fear (punishment)
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Ivey, G. (2006). A method of teaching psychodynamic case formulation. 
Psychotherapy: Theory, Research, Practice, Training, 43(3), 322–
336. 

McWilliams, N. (1994). Psychoanalytic diagnosis: Understanding 
personality structure in the clinical process. New York: Guilford 
Press.
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(Advanced) Psychodynamic Formulation Cheat Sheet 
 

� Presenting Problems and Descriptive Diagnosis 
Demographics Age, gender, ethnicity, sexual 

orientation, marital status, work, etc. 

Presenting problems and their history e.g., “The patient presents with…” 

DSM 5 diagnosis/es e.g., “These symptoms are consistent 
with DSM 5 diagnosis/es of…” 

 

� Precipitating Factors 
Triggering factors and stressors  e.g., “His/her symptoms were likely 

precipitated by…” 
 

� Predisposing Factors 
 

Genetic predispositions 

Psychological predispositions 

e.g., “[Name’s] history is positive for 
[genetic predispositions]…” 
e.g., “[Psychological predispositions] 
likely also contribute or exacerbate the 
patient’s challenges.” 

 

� Perpetuating Factors 
 

1. Defenses* 
The listed defenses (1) are the most typical for the respective personality organization (4a). 
Please note that defenses can occur in other personality organizations. 
 
Omnipotent control refers to the phantasy that the source of 
everything that happens is oneself (lack of recognition of the 
separate existence of others). 
Projective identification consists not only in the projection of 
negative aspects of oneself onto others but also pressure for 
them to act in a way that is congruent with what is being 
projected.  
Acting out is a form of reversal by acting out what is 
perceived as intolerable, to preserve a sense of agency and 
get rid of a painful experience.  
Idealization refers to the need to grant self or other a special 
value or power that will allow one to solve all one's difficulties 
by associating with it. In more benign forms, idealization can 
also function to protect parts of the self or others from being 
hurt by one’s negative feelings. 
Devaluation is the inevitable downside of idealization 
(idealization leads to frustration and disappointment, ushering 
in devaluation). It can also function to preserve a sense of 
value or worthiness.  
Withdrawal consists of retreating into oneself and pulling 
away from reality in order to escape from a painful reality 
without distorting it. 
Projection is the process by which what is inside oneself is 
misinterpreted to be outside. 
Reaction formation consists of transforming an impulse or 
an emotion into its opposite to protect oneself from something 
perceived as dangerously uncontrollable.  
Splitting consists of the tendency to separate the world and 
people into good and bad to reduce the complexity of 
confusing or threatening situations. 
Introjection is the process by which what is outside oneself 
is misinterpreted to be inside. In its more problematic forms it 
can lead to identification with the aggressor, a mechanism 

4a. Personality 
Organizations* 
 
 

Psychopathic/ 
antisocial 
 
 
 
 
 
 
 
 
Narcissistic 
 
 
 
 
 
 
 
 
Schizoid 
 
 
Paranoid  
 
 
 
 
 
 
 
Depressive and 
Masochistic 
 
 

Perpetuating factors can be described 
based on the following dynamic model: 
Defenses (1) are maladaptive attempts 
at coping with the effects of internal 
conflicts (2), leading to specific 
symptoms (3).  
 
These defensive dynamics can be 
summarized by specific personality 
organizations (4) of a particular severity 
(4b). 
 
e.g., “The patient’s challenges are likely 
perpetuated by habitual but problematic 
attempts at coping, such as [describe 
defenses].  
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by which the individual will try to overcome the pain by being 
like his aggressor.  
Turning against the self implies redirecting towards oneself 
emotions that were originally directed towards someone else.  
Also: Idealization (see above) 
Denial consists of rejecting the fact that something is 
happening. "If I do not acknowledge it, it is not happening." 
Also: Acting out, Omnipotent control (see above) 
Displacement refers to redirecting an emotion or an impulse 
from its natural object onto another object because 
expressing it towards the natural object would be too 
troubling. 
Isolation consists of the separation of affects and thoughts 
(thinking about something but not feeling associated affect). 
Intellectualization is a form of isolation that intellectually 
recognizes the existence of a feeling but does not feel it.  
Rationalization refers to finding reasons that justify an act 
that triggers internal conflict. 
Compartmentalization allows two conflicting conditions to 
exist without confusion, shame, guilt or conscious anxiety.  
Undoing is the unconscious effort to compensate a painful 
emotion (generally guilt or shame) with behaviour that is  
fantasized to magically erase the emotion.  
Reversal means to transform what was passively 
experienced into an action (e.g., victim to perpetrator). 
Repression is to voluntarily forget or ignore something that 
one has been aware of to push potentially disturbing content 
out of consciousness. 
Sexualization is a way of transforming an experience of pain 
or terror into pleasurable excitation to make it bearable. ‘ 
Dissociation is a way of disconnecting oneself from present 
experience, sometimes by creating another representation of 
oneself.  
Regression is an unconscious process by which the 
individual goes back to earlier developmental levels of 
functioning in order to avoid conflict or change  
Sublimation refers to finding socially acceptable ways of 
expressing socially unacceptable wishes or feelings.  
Creativity refers to expressing  
Also: Humour 
*=based on McWilliams, N. (1994). Psychoanalytic diagnosis: Understanding personality structure in 
the clinical process. New York: Guilford Press.  
 

2. Conflicts 
Wish vs. fear: Wish for care vs. self-sufficiency; Dependency 
vs. autonomy; Submission vs. control 
Self vs. other 
Or between: Internalized objects; Drives and impulses; 
Fantasies; Parts of identity 
 
3. Symptom formations (result from defenses and have 
costs) 
 
4. Personality Organization(s) and severity (neurotic, 
borderline, psychotic) 
 

 
 
 
 
 
Mania/ 
hypomania 
 
Phobic 
 
 
 
Obsessive 
 
 
 
 
 
 
 
Compulsive 
 
 
 
 
Hysterical 
 
 
 
 
Dissociative 
 
 
 
 
 
Healthy 
defenses 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
These defenses appear to be employed 
to manage [describe internal conflict/s]… 
 
…thus causing symptoms such as 
[describe symptoms]. 
 
The described dynamics are consistent 
with the features of a [personality 
organization] personality organization 
the severity of which is at [severity] 
level.” 

 
 

� Protective, Risk, and Prognostic Factors 
 

Protective factors 

Risk factors 

Prognostic factors 

e.g., “While the patient is confronted 
with [risk factors], she has at his/her 
disposal [protective factors]. With 
[treatment recommendations], his/her 
prognosis is…” 
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Psychodynamic Formulation: Developing Hypotheses About 
Defenses, Conflicts, and Personality Organizations 
 
In order to help patients develop better mechanisms of coping with challenging dynamics (drives, ideas, 
thoughts, feelings, and conflicts), psychodynamic formulation focuses on developing and testing 
hypotheses about the function of symptoms (symptom formation) as an attempt (defense) against these 
dynamics. Contextual information from the patient’s history is necessary to develop these hypotheses.  
 
Case 1: Jason 
1. Developing hypotheses about defenses  
Jason is a CEO of a corporation. He presents to therapy because he frequently gets into interpersonal 
conflict with his employees due to feeling frustrated with their perceived lack of efficiency and follow-
through of his requests. He expresses this frustration publicly. He was encouraged to come to therapy 
by his wife after not going to work for a week, complaining about feeling empty and in a “bad mood.” In 
the first session he reports that preceding his absence from work, he had received feedback from one 
of his employees (a manager) that his confrontative style might contribute to decreased productivity of 
his employees. Jason reacted to this by stating how “ridiculous” this observation was.   

1. Presenting (concerns):    
2. Precipitating (triggers):  

   
3. Perpetuating (defenses):   

 
 
 
2. Developing hypotheses about internal conflicts 
The initial assessment suggests that Jason grew up in an environment where he was frequently 
shamed by both his caregivers for academic achievements that did not meet the caregivers’ very high 
expectations (A instead of A+). The patient felt that all he had wanted was to feel “recognized” by his 
parents, but instead felt perpetually criticized and shamed.  

1. Conflict hypothesis 1: wish vs fear 
 
 
 

2. Conflict hypothesis 2: between parts of self  
 
 
 
3. Developing hypotheses about symptoms formations 

1. How might Jason’s defenses, conflicts, and symptoms be related?  
 
 
 
 
 

2. What are the costs of his symptom formation:   
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4. Developing hypotheses about personality organization 
What is Jason’s likely personality organization?  
 
5. Developing therapy goals and recommendations 
Based on these hypotheses about perpetuating factors, what are relevant therapy goals and 
recommendations? 
 
 
 
 
 
 
 
 
6. Write a brief narrative of perpetuating factors, explaining your hypotheses about how 
symptoms, defenses, and conflicts may be related (use tentative instead of deterministic language, 
such as “may be related” instead of “is related to”): 
 
 
 
 
 
 
 
 
 
 
 
 
 
Case 2: Amelia 
1. Developing hypotheses about defenses  
Amelia is a 22-year-old college student, who presents to therapy with complaints about concentration, 
memory, intense periods of anxiety, and insomnia, which were beginning to seriously interfere with her 
academic functioning. She reports that she has spent several days in bed this past week because of 
feeling alternately “foggy and sleepy” and being plagued by upsetting memories that she had forgotten 
and not thought about for many years. She did not want to talk about these in the first session. She 
bought several stuffed animals to her session for comfort.  

1. Presenting (concerns):   
2. Precipitating (triggers):    

 
3. Perpetuating (defenses):   

 
 
 
2. Developing hypotheses about internal conflicts 
A review of her history suggests that she experienced prolongued sexual abuse by her father and likely 
friends of her father’s, although she does not have clear memories of this at the time of the initial 
assessment. These memories have started to surface since the start of a romantic relationship, which 
she described as “the first relationship in which I could imagine feeling safe.” She said she has not 
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been able to feel trusting in previous relationships, where partners subsequently left her, because of 
feeling that she was “too cold.” Her new partner had asked her about her childhood, which had 
prompted the first clearer recollection of abuse memories. Amelia reported that sharing memories led to 
intense anxiety, especially because she feared that nobody would believe her.  

1. Conflict hypothesis 1: wish vs fear 
 
 
 

2. Conflict hypothesis 2: between parts of self: 
 
 
 
 
3. Developing hypotheses about symptoms formations 

1. How might Amelia’s defenses, conflicts, and symptoms be related?  
 
 
 
 
 

2. What are the costs of his symptom formation:   
 
 
4. Developing hypotheses about personality organization 
What is Amelia’s likely personality organization?   
 
5. Developing therapy goals and recommendations 
Based on these hypotheses about perpetuating factors, what are relevant therapy goals and 
recommendations? 
 

 

 

 

 
6. Write a brief narrative of perpetuating factors, explaining your hypotheses about how 
symptoms, defenses, and conflicts may be related (use tentative instead of deterministic language, 
such as “may be related” instead of “is related to”): 
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(Advanced) Psychodynamic Formulation Form 
 

� Presenting Problems and Descriptive Diagnosis 
Demographics, presenting problems and their history, DSM 5 diagnosis 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

� Precipitating Factors 
Conscious and unconscious triggering factors and stressors 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

� Predisposing Factors 
 

Genetic predispositions 
 
 

 

 
Psychological predispositions (e.g., prominent family dynamics, psychological trauma) 
 
 
 
 
 
 
 
 
 
 
 

� Perpetuating Factors 
 

1. Defenses 
 
 
 
 

2. Conflicts and associated affects 
 

 
 
 
 
3. Symptom formation(s) and associated costs 
 
 
 
 
 
4. Personality organization(s) and severity 
 
 
 

� Protective, Risk, and Prognostic Factors 
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Psychoanalytic Diagnosis Summary Tables 
Based on: McWilliams, N. (2011). Psychoanalytic diagnosis: Understanding personality structure in the clinical process. Guilford. 
 
Personality 

Type 
Drive, Affect, and 

Temperament 
Defenses Object Relations Self Transference and 

Counter-
transference 

Therapeutic 
Implications 

Differential 
Diagnosis 

Psychopathic 
(Antisocial) 

Has nothing to do 
with criminality, but 
internal motiva-
tions 

Failure of human 
attachment 

More basic aggres-
sive drives than 
others 

Lower reactivity of 
ANS, therefore 
increased sensa-
tion seeking and 
needing sharper 
experiences to feel 
alive 

Difficulties articulat-
ing emotions 

Blind rage or manic 
exhilaration 

Literally shameless 
“Primitive envy” 

(Klein) destroying 
that which one 
most desires 

Reliance on very 
primitive defenses 

Act instead of men-
talize/symbolize or 
verbalize 

Omnipotent control 
(e.g., manipulation 
is conscious and 
deliberate) 

Projective identifica-
tion (the only way 
they can com-
municate what 
they are feeling is 
to get others to feel 
what they are feel-
ing) 

Subtle dissociation 
(e.g., of personal 
responsibility or 
guilt) 

Acting out (e.g., 
anxiety is acted out 
so fast it cannot be 
symbolized) 

Defective superego 
Value of others is 

reduced to their 
utility (e.g., to 
demonstrate clout) 

Malignant grandiosi-
ty (e.g., by sabo-
taging therapy) 

Research suggests 
confusing mix of 
discipline, depriva-
tion (emotionally), 
and overindul-
gence (materially) 

Unstable, incon-
sistent, and fright-
ening caregiving 
practices 

Omnipotent control 
as protection 
against vulnerable 
young self 

Lack of internalized 
real good objects  

Identification with 
“stranger selfob-
ject” 

Child often innately 
hyperactive, de-
manding, head-
strong 

Self-representation 
polarized between 
desired omnipo-
tence and feared 
weakness 

Aggressive acts 
stabilize sense of 
self by reducing 
unpleasant states 
of arousal/affect 
and restore self-
esteem 

Fondest images of 
self are unrealistic 
superiority 

Threats to superiori-
ty or evidence of 
being only human 
lead to restoring 
self-esteem by 
exerting power 

Assumption that 
therapist will use 
patient for selfish 
purposes 

Countertransference 
that one’s identity 
as helper is eradi-
cated 

Hatred of patient is 
not uncommon 
(hate is a kind of 
attachment) 

Ominous fear or 
eerie forebodings 

Hopeless resigna-
tion or intense hos-
tility in the therapist 

Cannot expect to 
connect by reflect-
ing feelings (feel-
ings are deemed 
weakness) 

Most important 
feature is incor-
ruptibility of the 
therapist, frame, 
and therapy condi-
tions 

Err on the side of 
inflexibility  

Empathy may be 
seen as weakness 

Earn respect by 
coming across as 
tough-minded and 
exacting (e.g., in-
sisting on payment 
at beginning of 
session or send 
patient away) 

Uncompromising 
honesty by talking 
straight, keeping 
promises, making 
good on threats, 
and persistently 
addressing reality 

Cont. Therapeutic 
Implications 

Therapist must 
make peace with 
their own antisocial 
tendencies (admit 
selfishness and 
greed) 

Self-revelation will 
likely be interpret-
ed as frailty 

First step in building 
superego is gain-
ing respect 

Be consistent, non-
retaliatory, non-
exploitable object 

Connect in terms 
they understand 

Hold attitude of 
independent 
strength verging 
on indifference 

Communicate that it 
is up to the patient 
to take advantage 
of therapy 

Doggedly analyze 
defenses 
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Personality 
Type 

Drive, Affect, and 
Temperament 

Defenses Object Relations Self Transference and 
Counter-

transference 

Therapeutic 
Implications 

Differential 
Diagnosis 

Narcissistic 

Sensitive to unver-
balized emotional 
messages 

Often treated as 
narcissistic exen-
tion of caregiver 
(leading to confu-
sion over whose 
life to lead) 

Lack of tolerance for 
anxiety about ag-
gressive impulses 

Fear of shame and 
being shamed 

Envious because of 
feeling inadequate 
and feeling at risk 
of exposure 

Idealization 
Devaluation 
When self is ideal-

ized, others are 
devalued and vice 
versa 

Grandiosity (internal 
or projected) 

Perfectionism 
(chronic criticism of 
self and/or other) 

Perceived attain-
ment of unrealistic 
ideals (grandiose) 
or falling short of 
them (depressive) 

Others used as 
selfobjects (exten-
sions of self, relied 
upon for self-
esteem) 

Loss of selfobjects 
feels like loss of 
vital part of self 

Need for others is 
deep, but love for 
them is shallow 

Were important to 
early caregivers by 
what functions they 
fulfilled for them 

“False self” built by 
what one has 
learned is ac-
ceptable about the 
self 

Maintain self-esteem 
through outside 
affirmation  

Something missing 
from their inner 
lives 

Preoccupied with 
how they appear, 
while internally 
feeling inadequate, 
fraudulent, insuffi-
cient, inferior 

Opposite ego states 
organize experi-
ence: grandiose 
versus depleted 

Fear of falling apart 
and feeling like 
nobody 

Patient needs exter-
nal affirmation to 
feel internally valid 

Lack of interest in 
transference inter-
pretations 

Beginning therapists 
often get more de-
valued 

Transference of 
projection of gran-
diose or devalued 
parts of self 

Countertransference 
one’s reality as 
separate person is 
obliterated, bore-
dom, sleepiness, 
irritability, nothing 
happening 

 
 

Goal is to facilitate 
development of 
self-acceptance 
without inflating or 
disparaging self or 
others 

Have patience (esp. 
with feeling bored 
and demoralized) 

Kohut: have benign 
acceptance of ide-
alization or deval-
uation and unwa-
vering empathy 

Kernberg: tactful 
confrontation of 
grandiosity and 
interpreting de-
fenses against en-
vy and greed  

Acceptance of im-
perfections in self 
and other (includ-
ing therapeutic 
mistakes) 

Depression: self is 
real, but irreducibly 
bad; narcissism: 
subjectively empty 

 
Cont. Therapeutic 

Implications 
Making interpreta-

tions to show one 
pays attention and 
to show that one 
can be wrong 

Take pains to make 
sensitive interven-
tions given fragile 
self-esteem, which 
may mean absorb-
ing more than one 
would with other 
patients 
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Personality 
Type 

Drive, Affect, and 
Temperament 

Defenses Object Relations Self Transference and 
Counter-

transference 

Therapeutic 
Implications 

Differential 
Diagnosis 

Schizoid 

Hyperreactive and 
easily overstimu-
lated 

Avoiding being 
engulfed or intrud-
ed upon 

Unusually gentle 
and sensitive 

Suffer from having 
their (at times unu-
sual) experience 
validated 

Anxiety about basic 
safety 

Split (=”schizoid”) 
between self and 
world or self and 
desire 

Lack of common 
defenses resulting 
in directness or 
genuineness 

(Autistic) withdrawal 
into fantasy and 
imagination 

Projection 
Introjection 
Idealization 
Devaluation 
Intellectualization 
Creativity 

Primary relational 
conflict is between 
closeness and dis-
tance, love and 
fear 

Crave closeness 
and fear threat of 
engulfment (ap-
proach-avoidance 
conflict) 

Themes of unrequit-
ed longings 

Early relationships 
often had im-
pingements and 
deprivations 

Disregard for con-
ventional social 
expectations 

Safe distance from 
humanity 

Isolated superiority 
to fend off intrusive 
or depriving other 

Ward off conditions 
of being defined by 
other 

Long for validation 
of originality, sensi-
tivity, and unique-
ness 

Self is often seen as 
freak (not belong-
ing) 

Approach therapy 
with sensitivity, 
honesty, and fear 
of engulfment 

Initially may present 
tongue-tied, empty, 
lost, and silent 

Test whether thera-
pist can tolerate 
messages and 
keep determination 
to help or under-
stand 

Fear that therapist 
will withdraw 

Can elicit helpless-
ness and failure or 
fond perceptions 
mirroring early re-
lationships 

 

Enter subjective 
world without being 
too intrusive or 
probing 

Convey that internal 
experience has 
potentially discern-
able meaning 

Show authenticity 
and allow being 
seen as “real” per-
son 

Initially interpret 
using patient lan-
guage to avoid 
intrusion (this vali-
dates experience) 

Normalize experi-
ence 

Allow internalization 
of acceptance 
without being 
asked to submit to 
another’s agenda 

Reframe imaginal 
richness as talent 

Assess level of ego 
strength and de-
gree of pathology 
(neurotic to psy-
chotic or schizo-
phrenic) 

Therapist stance 
that patient is per-
son with strengths 
can reduce psy-
chotic anxiety 

May ruminate like 
obsessive person, 
but usually more 
social 

Not as preoccupied 
with morals as ob-
sessive person 
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Personality 
Type 

Drive, Affect, and 
Temperament 

Defenses Object Relations Self Transference and 
Counter-

transference 

Therapeutic 
Implications 

Differential 
Diagnosis 

Paranoid 

Suspicious, humor-
less, and grandi-
ose 

Dealing with nega-
tive qualities by 
projecting and dis-
owning them, 
which then feel like 
external threats 

The source of suffer-
ing is outside 

High degree of 
innate aggression 
or irritability 

Fear, shame and 
guilt 

Projected envy “they 
are out to get me 
because of what 
they envy in me” 

Projection and deni-
al dominate 

Handling upsetting 
feelings projective-
ly means high de-
gree of denial and 
reaction formation 

Negative responses 
to obstreperous 
and demanding 
child pose outsid-
ers as persecutory 

Children often suf-
fered insults to 
self-efficacy 

Often felt overpow-
ered and humiliat-
ed 

Harsh relationships 
with criticism and 
ridicule 

Invalidation of emo-
tions and modeling 
of projection 

They expect to be 
found out 

Impotent, humiliated 
and despised vs. 
omnipotent, vindi-
cated, triumphant 
self-image 

If I am omnipotent, 
then terrible things 
are my fault (guilt) 

Paranoia and homo-
sexual preoccupa-
tions 

Enhance self-
esteem through 
exerting power 
against authorities, 
which gives a fleet-
ing sense of safety 

Transference is 
often swift, intense, 
and negative 

Therapist is often 
seen as discon-
firming an humiliat-
ing 

Paranoid stare 
Countertransference 

often anxious, hos-
tile, powerless or 
feeling what has 
been projected 

Countertransference 
tendency to “set 
the patient straight” 
about the unrealis-
tic nature of their 
beliefs 

Challenge of creat-
ing solid working 
alliance (that is the 
end of a successful 
therapy) 

Requires comfort 
talking about nega-
tive transference 

Unflustered ac-
ceptance of power-
ful degree of hostil-
ity 

Confrontation of 
denial and projec-
tion often results in 
more defensive-
ness 

Use a sense of 
humor (e.g., laugh-
ing at one’s own 
foibles) 

Judicious teasing to 
make omnipotent 
fantasies ego alien 

Empathize with 
defended-against 
feeling from the 
start (sidestep); 
rely on count.t. 

 

Psychopathy: indi-
viduals with para-
noia are deeply 
object related 

Obsessive: share 
fear of being con-
trolled, but para-
noia implies fear of 
harm and mortifi-
cation 

 
Cont. Therapeutic 

Implications 
Present as real 

person with emo-
tional honesty, be-
ing forthcoming 
and respond to 
questions directly 
(don’t explore 
questions too 
much) 

Look for precipitants 
of arousal (often 
just mentioned in 
passing) 

Distinguish thoughts 
from actions 

Be hyperattentive to 
boundaries 
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Personality 
Type 

Drive, Affect, and 
Temperament 

Defenses Object Relations Self Transference and 
Counter-

transference 

Therapeutic 
Implications 

Differential 
Diagnosis 

Depressive 

Freud’s melancholia 
means that patient 
feels part of the 
self is lost or dam-
aged (depression 
is the opposite of 
mourning, where 
the world is expe-
rienced as dimin-
ished) 

Loss is frequent 
precursor of de-
pression 

Early frustrations 
may have over-
whelmed their ca-
pacities to adapt 
(oral qualities) 

Negative affect is 
aimed at self in-
stead of others 
(“anger turned in-
ward” or “sadism 
[aggression] 
against the self”) 

Introjection (a bad 
internalized love 
object) 

Idealization of lost 
object and relega-
tion of negative 
affect towards self 
to safeguard good 
relationship 

Idealization is more 
around moral is-
sues than power 
(narcissism) 

One’s badness 
drove love objects 
away, therefore 
feel only positive 
affects towards 
them 

Turning (badness) 
against the self to 
reduce anxiety (of 
abandonment) and 
to maintain power 
(take suffering over 
helplessness) 

Good parts of old 
introjected love 
object are remem-
bered fondly, while 
negative attributes 
are felt part of self 

One has driven 
away a good ob-
ject and one’s 
badness needs to 
be prevented from 
driving more away 

Family atmosphere 
of denial of grief 
can make loss 
seem destructive 
(mourning is self-
ish) 

Feeling guilty for 
normal demands 

Compensation for 
inner badness by 
helping others 
(esp. therapists) 

Agonizingly aware of 
every sin they 
committed 

At the bottom they 
are bad and inher-
ently destructive to 
others 

Have made sense of 
unmourned losses 
through belief that 
something in one 
drove other away 
(“Bad things hap-
pen to me, be-
cause I deserve 
them”) 

Try to be good, but 
fear being exposed 
as unworthy 

Often thin-skinned, 
because of readi-
ness to believe 
worst about self 
and others 

 

Easy to like patients 
(because they aim 
criticism inward) 

Tend to idealize 
clinician and pro-
ject internal critics, 
then feeling angry 
and critical towards 
clinician (don’t ex-
pect to feel helped) 

Countertransference 
of caring response, 
rescue fantasies, 
and helplessness 
or incompetent 
(depression is con-
tagious) 

 

Because of projec-
tion of criticism, 
take pains to be 
nonjudgmental and 
emotionally con-
stant 

Help patient under-
stand assumptions 
about inevitable 
rejection and coun-
teractive efforts to 
be good to forestall 
it 

Demonstrate much 
acceptance before 
expectations bout 
rejection can be-
come available for 
evaluation and 
disputation 

Interpret reactions to 
losses or separa-
tions (especially in 
therapy) being 
perceived as lead-
ing to introjection 
(blaming self for 
other leaving) 

 

Cont. Therapeutic 
Implications 

Preemptively inter-
pret anticipated 
interpretation of 
loss due to pa-
tient’s inner bad-
ness 

Then help recogni-
tion of return of 
other 

Help recognize that 
admission to ag-
gression can in-
crease intimacy 

Supportive com-
ments may in-
crease self-
loathing. There-
fore, attack the 
superego (or self-
criticism), e.g. 
“What’s so bad 
about that (internal 
experience)?” 
Sometimes critical 
tone is more toler-
ated. 

Encourage patient to 
stop idealizing 
therapist (anger 
against therapist is 
progress) 
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Personality 
Type 

Drive, Affect, and 
Temperament 

Defenses Object Relations Self Transference and 
Counter-

transference 

Therapeutic 
Implications 

Differential 
Diagnosis 

Mania or 
Hypomania 

Essentially depres-
sive organization 
counteracted by 
defense of denial 

They are hard to get 
close to emotional-
ly 

Negative affect 
manifests as anger 
or rage 

Organized around 
oral lines 

Pleasure is some-
what fragile and 
undependable 

Denial (running 
away from loss 
and painful affects 

Acting out (rather 
than feeling) 

Omnipotent control 
(feeling immortal, 
invulnerable, con-
vinced of assured 
success) 

 

Often associated 
with pattern of re-
peated traumatic 
separations with-
out opportunity to 
process them emo-
tionally 

Criticism, and emo-
tional abuse are 
also common 

Frightened of at-
tachment, because 
this could mean 
losing them 

Need to keep mov-
ing lest she have 
to feel something 
painful and fall 
apart 

 
 

Often winsome, 
insightful and fas-
cinating presenta-
tion or confusing 
and exhausting 

Countertransference 
of not being able to 
put all the pieces 
together 

Or underestimating 
the degree of dis-
organization be-
neath engaging 
presentation 

Defensive charm 

Goal is prevention of 
flight 

Interpret defensive 
need to escape 
from meaningful 
attachments and 
denial of grief or 
negative emotions 

Contract with patient 
to stay for certain 
period 

Interpret upward: 
educate about 
normal negative 
affect and its lack 
of (anticipated) 
catastrophic ef-
fects 

Be active, incisive 
and avoid hypocri-
sy and self-
deception 

Frequently misper-
ceive manic pa-
tients as having 
lack of primary 
defenses, more 
ego strength and 
better identity inte-
gration 

Narcissism: grandi-
osity for manic 
people is turbulent, 
catastrophically 
fragmented back-
grounds 
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Personality 
Type 

Drive, Affect, and 
Temperament 

Defenses Object Relations Self Transference and 
Counter-

transference 

Therapeutic 
Implications 

Differential 
Diagnosis 

Masochistic 
(Self-

Defeating) 

Make decisions 
antithetical to their 
wellbeing 

Enduring pain in the 
hope of some 
greater good 

Easily feel anger on 
their own behalf 

See themselves as 
suffering unfairly, 
victims, cursed 
through no fault of 
their own  

Acting out self-
defeating actions 
that risk harm  

Introjection, turning 
against the self, 
idealization 

Repetition compul-
sion (to master a 
painful situation, 
e.g., provoking 
another because of 
a belief that one 
will be inevitably 
punished) 

They are their own 
worst enemy 

Like a depressive 
organization, ex-
cept with some 
hope 

Often major losses 
and traumas, but 
hope that sympa-
thy is possible 

Unresolved de-
pendency issues 
and fears of being 
alone (e.g., “if you 
leave, I’ll hurt my-
self”) 

Internalized rational-
ization for mis-
treatment 

Having been re-
warded for endur-
ing pain 

Pain that is pleasur-
able (eroticized) is 
easier to endure 

Self-esteem is en-
hanced by bearing 
misfortune 

Handling felt bad-
ness by projecting 
it onto others so it 
is felt to be outside 
oneself 

They fight back by 
not fighting back, 
thus exposing 
abusers’ morality 
as inferior and then 
feeling morally su-
perior 

When encouraged 
to do something to 
remedy their mis-
treatment, they 
look disappointed 
and change the 
subject 

Reenactments of 
early mistreatment 

Convincing therapist 
about needing and 
deserving to be 
rescued 

Fear that the thera-
pist is uncaring, 
selfish, or abusive 
and will expose 
blame the pa-
tient/victim 

Fear of being reject-
ed for one’s sins 

Countertransference 
can be sadism 
(e.g., patient who 
is resistant to be-
ing helped) or 
countermasochistic 
(e.g., being maso-
chistically gener-
ous and making 
special accommo-
dations, then feel-
ing resentful) 

Needing to grieve an 
unexpected loss 
(feeling helpless) 
instead of acting it 
out 

Special accommo-
dations (counter-
masochism) invite 
regression 

Confronting maso-
chism rather than 
supporting it 

Importance of face-
to-face treatment 
(rather than couch) 
to emphasize the 
real relationship 

Don’t model self-
defeating behav-
iours (e.g., making 
too many accom-
modations to the 
frame) 

Anger is natural 
when frustrated 
and can be under-
stood by others 
(instead of retaliat-
ed against) 

Instead of sympathy, 
help patient to 
think about 
their/others contri-
bution to the situa-
tion (to support 
agency) 

Cont. Therapeutic 
Implications 

Treat patient like a 
grown-up 

Interpret uncon-
scious beliefs 
about needing to 
suffer to be loved 

Interpret omnipo-
tence underneath 
masochism 

 
Can be a combined 

depressive and 
masochistic organ-
ization 

Unlike depressive 
organization, mas-
ochistic people rail 
against their fate 
instead of being 
resigned to it 

Instead of retreating 
into loneliness 
(depressive), pro-
jecting it onto oth-
ers so badness is 
outside 

Unlike depressive, 
masochistic needs 
to learn that self-
assertion not suf-
fering can elicit 
acceptance 
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Personality 
Type 

Drive, Affect, and 
Temperament 

Defenses Object Relations Self Transference and 
Counter-

transference 

Therapeutic 
Implications 

Differential 
Diagnosis 

Obsessive 
and Com-

pulsive 

Idealization of rea-
son 

Developmentally 
pushed towards 
control premature-
ly 

Affective conflict 
between rage (at 
being controlled) 
vs fear (of being 
punished) 

Affect is muted, 
suppressed, or 
rationalized 

Shame is generally 
conscious 

Isolation of affect 
(obsessiveness) 
feelings are consid-
ered childish or un-
acceptable 

Undoing (compul-
siveness) with pur-
pose of atonement, 
undoing a (fanta-
sized) crime, or for 
protection 

Rationalization 
Moralization 
Compartmentalization 
Intellectualization 
Reaction formation 

against unaccepta-
ble wishes, internal 
messiness, to be 
messy or rebellious 

Displacement (espe-
cially of anger) 

Centrality of control 
in relationships 
often expressed in 
guilt-inducing or 
shaming terms 

Early high stand-
ards or expecta-
tions for conformi-
ty 

Demanding, con-
trolling, condem-
natory relational 
experiences or 
lack of struc-
ture/laxity for 
which high stand-
ards are compen-
sation 

Productivity associ-
ated with virtue 

Deeply concerned 
with control and 
moral rectitude 

Righteous behavior to 
keep aggressive, 
needy, or other un-
acceptable parts of 
self under control 

Self-esteem comes 
from meeting (think-
ing=obsessional, 
doing=compulsive) 
demands of internal-
ized figures 

Perfectionism and 
procrastination 
overall all possible 
options lead to no 
options 

Desperate preserva-
tion of autono-
my/control under-
mines both 

Choice involves re-
sponsibility for ac-
tions, which requires 
tolerance of guilt and 
shame, but satura-
tion with irrational 
version of both make 
either intolerable 

Tend to be “good 
patients” 

Therapist is devot-
ed, but demanding 
and judgmental 
internal object 

Consciously com-
pliant, but uncon-
sciously opposi-
tional (leading to 
impasses and lack 
of progress) 

Subtly argumenta-
tive, controlling, 
critical, and re-
sentful 

Feeling bored, 
distanced by intel-
lectualization 

Doubts about effec-
tiveness of treat-
ment 

Assist in accepting 
perceived unac-
ceptable feelings 
(especially anger, 
rage, lust, sloth, 
etc.) 

Normalize healthy 
aggression and 
frustration in ther-
apeutic relation-
ship 

Give nonretaliatory 
responses to irri-
tating qualities 

Interpret and ap-
preciate vulnera-
bility to shame 

Refuse to advice, 
hurry, or criticize 
for defenses 

Avoid power strug-
gles 

Emphasize patient 
autonomy 

Don’t enable com-
pulsivity (e.g., 
substance use), 
but emphasize 
patient agency 

 

Cont. Therapeutic 
Implications 

Avoid intellectual-
ization and pri-
marily cognitive 
interpretation be-
fore affective re-
sponses are pro-
cessed 

Use metaphor or 
other symbolic 
interventions to 
increase tolerance 
of affectivity 

Normalize frustra-
tion in therapy 

Point out perceived 
sinfulness propel-
ling obsessive-
compulsive mech-
anisms 

Comment on diffi-
culty being rather 
than doing 
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Personality 
Type 

Drive, Affect, and 
Temperament 

Defenses Object Relations Self Transference and 
Counter-

transference 

Therapeutic 
Implications 

Differential 
Diagnosis 

Hysterical 
(Histrionic) 

Most pressing 
internal character-
istic is anxiety 

High interpersonal 
anxiety, intensity, 
reactivity 

Intuitive “people 
people,” who are 
creative, attracted 
to drama and risk 

Dramatized, exag-
gerated affect 
doesn’t mean they 
don’t actually have 
the emotion  

Seek stimulation 
but get over-
whelmed by too 
much of it 

Difficulty processing 
distressing expe-
riences, therefore 
easily over-
whelmed 

Dual fixation at oral 
(attention and 
love) and oedipal 
issues (sexualiza-
tion and power-
lessness) 

Disappointed about 
inadequate care-
giving safety and 
satisfaction (oral), 
achieving separa-
tion through de-
valuation 

 

Repression (e.g., of 
anxiety, guilt, and 
shame) 

Sexualization (sex-
ualized interest as 
return of the re-
pressed) leading 
to being highly 
seductive but un-
aware of implied 
sexual invitation 

Regression (e.g., 
charming, or help-
less and childlike 
to disarm potential 
threats) 

Counterphobia 
(e.g., being afraid, 
but acting boldly; 
feeling needy, but 
pretending to be 
utterly self-
sufficient) 

Dissociation (to 
reduce affect) 

Conversion of 
impulse into so-
matic symptoms 
(reinforced by 
secondary gain of 
unrequited oral 
needs met) and 
sexual energy into 
diffuse nervous-
ness 

Conflict between id 
and superego 

Prominent gen-
dered dynamics 
(devaluation of 
femininity, ideali-
zation of mascu-
linity) 

Maternal inade-
quacy (misogyny) 
and paternal nar-
cissism (e.g., 
frightening and 
seductive) 

Father may pull 
away with devel-
oping sexuality 
(contributing to 
oedipal fixation)  

Women may attach 
to perceived pow-
erful men (and 
capture his power 
in ucs fantasy) 

Sweet, warm, 
loving person fall-
ing in love with 
predatory, de-
structive other to 
save them 

Small, fearful, de-
fective child copes 
as well as possi-
ble with powerful 
alien other-world 

Charming because 
they fear intrusion 
or rejection  

Quest for safety 
and acceptance 

Orchestration of 
others to achieve 
security in fright-
ening world 

Inability to feel 
power in woman-
hood 

Power is inherently 
masculine, self-
presentation is 
incontrovertibly 
feminine 

Dread of aging 
Attention seeking to 

secure ac-
ceptance 

Expect disrespect 
and rejection of 
their feelings 

Cooperative and 
appreciative of 
therapist’s interest 

May prematurely 
want to terminate 
due to expectation 
of being rejected 

Eroticized transfer-
ence must not be 
exploited, which 
would likely be re-
enactment (trying 
and failing to se-
duce builds trust) 

Countertransference 
may include de-
fensive distancing 
and infantilization 
(temptation to treat 
like a child) 

Challenges in at-
tending respectful-
ly to what appears 
to be pseudoaffect 

Temptation to treat 
patient as helpless 
and grateful is of-
ten strong 

Patronizing amuse-
ment will be injuri-
ous to patient 

Therapist’s narcis-
sistic needs to feel 
valued may play 
into transference of 
powerful other  

Crux of the treat-
ment is (sexual-
ized) transference 

Emphasize creation 
of congruent nar-
rative rather than 
retrieval of histori-
cal facts 

Develop other 
sources of self-
esteem other than 
attractiveness 

Help recognize that 
feelings can be 
inter- and in-
trapersonally ac-
cepted 

Contain impulse to 
give advice, 
praise, and reas-
surance (to avoid 
conveying subtext 
of weakness and 
lack of power) 

Interpret process 
rather than con-
tent 

Deal with defenses 
rather than what is 
being defended 
against 

Judicious avoid-
ance of self-
disclosure to allow 
transference to 
flourish 

 

Cont Therapeutic Im-
plications 

Promote their own un-
derstanding (to in-
crease agency against 
self-perception of de-
pendency) 

Consider telling patient 
ot expect powerful and 
negative reactions to 
the therapist and to talk 
about these 

Interventions for DSM 
BPD 

 
Similarity to psychopa-

thy/sociopathy and 
narcissism 

Psychopathy/sociopathy: 
hysterical manipula-
tions are not in the ser-
vice of denigration; 
hysterical individuals 
are object related and 
conflicted, whereas 
individuals with psy-
chopathy disdain oth-
ers who mirror fear, 
because it is equated 
with weakness 

Narcissism: hysterical 
individuals’ self-esteem 
issues are often gen-
der-related and they 
are generally warm 
and caring; narcissistic 
individuals devalue 
people that a hysterical 
individually counter-
phobically idealizes 
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Personality 
Type 

Drive, Affect, and 
Temperament 

Defenses Object Relations Self Transference and 
Counter-

transference 

Therapeutic 
Implications 

Differential 
Diagnosis 

Dissociative 

Dissociation is an 
understandable 
adaptation to a 
particular history of 
trauma 

Trauma distorts 
perception and is 
the basis for con-
fusion of fact and 
fantasy 

Overwhelmed by 
affect and cannot 
process it 

Primordial terror and 
horror are promi-
nent emotions 

Also rage, excite-
ment, shame, and 
guilt 

Insufferable pain 
and confusing 
sexual arousal 

Dissociation is simi-
lar to habitual self-
hypnosis 

Dissociation is used 
as defense against 
effects of trauma 
rather than repres-
sion, acting out or 
addiction 

Tendency towards 
rich inner life (im-
aginary friends, 
fantasy, internal 
dramas, imagina-
tive play) 

Dissociation can be 
invisible defense 

Indication of disso-
ciation can be very 
subtle (e.g., 
“switching” alters 
can look like 
changes in mood) 

Prominence of am-
nesia and learning 
to cover for it 

Depersonalization 
Braun’s BASK: 

dissociation of 
B(ehaviour: paral-
ysis or trance-
driven self-harm), 
A(ffect: la belle 
indifference), 
S(ensation: con-
version), 
K(knowledge: fuge 
states and amne-
sia) 

Prominence of (sex-
ual) abuse history 

Abusive caregivers 
traumatize and fail 
to process what 
happened 

Dissociation is often 
rewarded by family 

There is often no 
comfort during or 
after traumatic epi-
sodes 

Emotional respons-
es were often pun-
ished 

Systemic collusion 
of denial 

Object-seeking, 
hungry for relation-
ship, and apprecia-
tive of care (per-
haps because of 
feeling confirmed 
in one’s value to 
perpetrator?) 

Fractured self into 
partial selves 

Alter selves often 
not aware of exist-
ence of other 

Rarely does some-
one with dissocia-
tion present to 
therapy complain-
ing of dissociation 

Tendency towards 
greater creativity 
and imaginative-
ness than usual 

Often do not trust 
authority due to 
history of abuse 

Ready to regard 
therapist as poten-
tial abuser 

Assumptions that 
person may ex-
ploit, abandon, or 
torment 

Initially, be some-
what more “real” to 
build trust, but 
careful about im-
portance of 
boundaries 

Establish that one is 
different from 
abuser (therefore 
being more real, 
see above)  

Countertransference 
often deep concern 
and care to the 
point of infantiliza-
tion or boundary 
violation 

Can induce intense 
responses of care, 
love, and wishes to 
rescue 

Careful about over-
extending oneself, 
especially when 
patient lingers or 
sessions progress 
beyond time-limit 

Careful of dissocia-
tive countertrans-
ference 

Therapists often feel 
intimidated by the-
se cases 

There is a range of 
dissociation and 
interventions 
should be respon-
sive accordingly 

Approach dissocia-
tion with an expe-
rience-near sensi-
bility 

Nothing fancy about 
treating dissocia-
tion (emphasis on 
empathic sensibil-
ity) 

Here-and-now focus 
Secure and con-

sistent boundaries 
Encourage patient’s 

active participation 
(to increase agen-
cy) 

Strong alliance 
(against expecta-
tions of abuse) 

What has been 
hidden must be 
uncovered with a 
more resourced 
state/mind 

Emphasize collabo-
ration, empathy 
between alters 

Don’t play favourite 
with alters 

Consistency across 
all alters is power-
ful assault against 
dissociative de-
fenses 

Learn about hypno-
sis 

The condition usual-
ly must be inferred 
(is hardly ever a 
presenting prob-
lem) 

Look out for amne-
sia, referral to the 
self in third person, 
trance-like behav-
iours, “lost time” 

Schizophrenia: 
different from in 
that people with 
dissociation usual-
ly are not flat and 
very object-related 

Borderline: ask 
about amnesia of 
splitting or oppo-
site transferential 
feelings from pre-
vious sessions 

 


