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Abstract

Internalized representations of past relationship
experiences, referred to as internalized object relations
(IOR), impact how patients perceive and experience their
therapist and the therapist’s interventions. The ability

to identify the internalized object relationship paradigm
through which the patient experiences the therapist allows
the therapist to formulate interventions that challenge
rather than unconsciously enact pathogenic transference
dynamics. In this paper, a case example is used to highlight
methods for psychodiagnosing internalized object rela-
tional roles in the patient-therapist interaction. Further,
the authors attempt to demonstrate the utility of incorpo-
rating internalized object relations-based formulations in
the planning of interventions and assessment of patient
responses, and identify areas for further development of
internalized object relations concepts in ISTDP theory

and technique.

Keywords: ISTDPE, Internalized Object Relations, Unconscious Enactment,
Transference, Countertransference, Psychodiagnosis, Relational Psycho-
dynamic, Unconscious Identification
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Internalized Object Relations as an
Advanced Level of Psychodiagnosis

he psychodiagnostic heuristic commonly used
in ISTDP, based upon Malan’s (1979) Triangle of
Conflict, usually involves evaluating a passage of
patient behavior with the question, “Was that feel-
ing, anxiety, or defense?” This heuristic is used for hypothe-
sizing about the meanings of patients’ responses to our inter-
ventions, and is also used to plan subsequent interventions.
When a patient response is coded as defense, therapists are
encouraged to ask a further diagnostic question: “Is that a
defense against feelings in the patient, or a resistance against
emotional contact with the therapist?” (Frederickson, per-
sonal communication). This question is designed to help the
therapist assess whether the function of the patient’s commu-
nication is primarily one of resistance in the transference or of
character defense (Frederickson, 2013), a defense against the
consciousness of some internal emotional experience.

For the purposes of our exposition, it is worth noting that a
character defense, by which the patient is thought to defend
against something internal, will nonetheless have transfer-
ence implications. Self-attack, for instance, has interpersonal
meaning, if only because it occurs in the context of an interper-
sonal relationship, the therapy (e.g., Frederickson, 2021). The
patient is attacking themselves, and this may defend against a
variety of intrapsychic experiences. However, at the interper-
sonal level, the self-attack can be found to enacta particular way
of relating to some “other,” casting the therapist in a particular
role. These roles may include a passive bystander of an attack, a
colluding co-attacker, a fellow failure, a horrified onlooker, etc.
Even when a character defense is used to defend against intra-
psychic content, it enacts an object relationship in the therapy.
The defense makes sense when we view it as a way the patient
relates to a transferential image of the therapist. It can be found
to communicate implicitly about the patient’s unconscious or
conscious experience of the therapist, which can, with skillful
intervention, become progressively clearer in the session until
it becomes verbally explicit, or crystallized (Davanloo, 2000).

While identifying the defense or resistance qualities of a
patient’s communications is an essential clinical skill, we will
argue that this skill can be enhanced by the additional meta-
cognitive work of conceptualizing the internalized object rela-
tion (e.g., Yeomans et al., 2002) that the defenses and resis-
tance represent. From the perspective of internalized object
relations (IORs), defenses and resistance do not only keep
emotions, memories, and linkages repressed; through their
behavioral enactment, repressed aspects of relational learn-
ing from the past are also revealed'. Dynamic therapists of all
stripes view the transference as an opportunity for patients

and therapists to recognize and understand lifelong relation-
ship patterns. It is in this sense that some analysts consider
transference to be a hopeful, constructive act, and not only a
resistance. (Aron & Atlas, 2015; Feiner, 1982; Freud, 1914 ).

Atherapist’sability tonot only psychodiagnose the presence
of some resistance, but also to hypothesize about what IOR
this resistance is designed to enact may lead to clarification
of many previously puzzling aspects of transference-coun-
tertransference experience and help optimize interventions.
Psychodiagnosis of the predominant IOR in the transfer-
ence-countertransference matrix may also point to necessary
adjustments oftechnical approach, so we will highlight a flexi-
bleapplication of ISTDPinterventionstailored to the most-ev-
ident IOR in the relationship. We hope to help the reader ask
and answer such object relational questionsas, “WhodoIrep-
resent to the patient? Consciously? Unconsciously?” or “Who
do they feel themselves to be with me? Consciously? Uncon-
sciously?”, “With what kind of figure would these defenses
and resistances make perfect sense?” and, “How does their
transference tome impacthow they experiences my interven-
tions?” so that ultimately, when thinking about what to say
next, readers can hypothesize about, “How might this patient,
given the transferred IOR through which they perceive me,
experience this intervention?”

Defining Internalized Object Relations (IORs)

An internalized object relation (IOR) can be defined as a men-
tal representation, usually implicit and sometimes explicit, of
arelationship experience. The constituents of an internalized
object relationship are 1) a self-representation, or memory of
what it was like to be myselfin a past relationship experience,
2) an object representation— an image or experience of some
meaningful person from a past relationship, usually in some
sortof complementary relation to aself-image, and 3) the affec-
tive interpersonal climate between them, including meanings,
rules, roles, gratifications, etc. of the relationship (e.g., Yeo-
mans et al., 2002; see figure 1 for a heuristic diagram). For
instance, a patientinthe midst ofadependent transference may
have internalized self and object representations structured
around images of T) an omnipotent caregiver and 2) a perfectly
loved and relieved self. A patient suffering from self-attack or
fear of criticism may have internalized images of 1) a criticiz-
ingotherinrelation to2) adejected, ashamed self. While these
images may not be historically accurate (e.g., no parentisactu-
ally omnipotent), they depict how the patient felt during child-
hood experiences.
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FIGURE 1: COMPONENTS OF AN INTERNALIZED
OBJECT RELATIONSHIP (IOR)
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For object relations theorists these internalized images of past
experiences are the basis for our explicit and especially implicit
models for interpersonal relating, the building blocks of our
interpersonal and emotional life. They function as uncon-
sciousschemata thatinfluence feeling, perception, and thought
(Ogden, 1982). Both selfand object roles become aspects of our
behavioral repertoire. When in a self-role, we may seek out and
even pressure, through projective identification, someone to
play the internalized object-role, and vice versa. Most impor-
tantly for the purposes of therapy, unconscious IORs form the
implicit basis for symptoms, interpersonal problems, and crit-
ically, the transference.

These memorialized experiences govern what patients
expect from relationships and from therapy. The success or
failure of any therapy dependson the clinician’s ability to cope
with the patient’s relationship expectancies and their transfer-
ences. Greenberg (1991) has offered parameters for navigating
patients’ IOR-based relationship expectancies in a way that is
sympathetictothe authors: The therapist must be experienced
as safe, but not too safe. For Greenberg, if the therapy takes
ontoogreataresemblance to the pathogenic IORs, the patient
will either not be adequately challenged (“too safe”) or, alter-
nately, experience a traumatic repetition (“too unsafe”). The
challenge of navigating this dynamictensionis tofind an equi-
distant position between too safe and unsafe, so that transfer-
ence can be experienced but not merely re-enacted. The suc-
cessful execution of this is Greenberg’s relational definition
of psychoanalytic neutrality. This is a similar strategy to what
Davanloo calls “staying out of the shoes” of the pathogenicIOR
(e.g.,vonKorff, 1998, p. 183). The technical recommendations
below are all intended to support this goal.

The following case example is taken from a video-recorded
initial session with a woman in her late thirties, which took
placein-personin2018in Washington, DC. The session is pre-
sented to show how an internalized object relation emerges
from the first moments of an initial session. Annotations are
offered to highlight the waysthe patient can subtly pressure the
therapist into taking a repetitive, collusive, “too safe” or “too
unsafe” role, how the therapist can be transiently seduced into

areenactive object relational role, and the ways that patients
tend to respond when the therapist awakens from the trance of
unconscious enactment and begins to work against it. We will
attempt toshow how attention toall three channels of commu-
nication, verbal and nonverbal signals from the patient, and
counter-transferential signals within the therapist, can be
used in the process of psychodiagnosis of internalized object
relations (cf. Yeomans, et al., 2002).

Clinical example
Therapist: (Joseph): Probably the best thing to do if you want
is to let me know what you’re wanting to work on
together today and maybe going forward.
Patient:  Yea, soIknow we talked a little bit on the phone,
but, uh, (sigh), I'm just kind of struggling with
relationships and how to either live with the oneI
have or move on.I’'vebeen struggling pretty much
the whole time my husband and I have been mar-
ried, more because of history, which I can get into
in more detail. And it’s been really tough, and
while I think it’s the right thing for me, it’s been
really tough to stay happy.
Therapist: Mhm.

Her response to the initial prompt contains striated muscle
anxiety in the form of a large sigh and then a general, vague
description of her situation. The meaning of all this in terms of
psychodiagnosisof IOR isnotyet clear, but already we can begin
to make hypotheses: Did the sigh have to do with the closeness
invited by the prompt? Which of her defenses did it interfere
with, producing the sigh? Is the vagueness an artifact of some
emerging transference image of a figure with whom she had to
be vague, or one that was vague with her? Readers may notice
their own object-relational hypotheses emerging.

Patient:  Andinthe past year, Thave become very close with
someone else whoIwork with (gross motor shiftin
the chair) who's probably overly patient and kind,
and ’'m not sure that’sthe right thingeither. So,I’'m
just kind of struggling with balance, and I think
that, it’s, it’s, stressing me out, trying to figure out
(sigh) which way togo. And I haven’t taken time off
from either of these relationships, soit’s been kind
ofhard tokind of chart out my path. (directeye con-
tact with the therapist, nods to the therapist, fold
hands, expectant look)

She remains quite vague verbally. That having met somebody
elseisasource of anxiety is strongly suggested by the large shift
she makes immediately after speaking about it, and by the sigh
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that occursjust before she says “which way to go.” She is begin-
ningtoreveal a conflict, as suggested by the statements, “which
way to go,” “hard to chart my path,” and the motor shift when
shesays “someoneelse.” Thisisall dynamically meaningful and
may have transference implications.

But the nonverbal behaviors that emerge toward the end
of that sequence are perhaps the most revealing in terms of
emergingIOR in the transference: She makes what appearsto
be an effort to prompt the therapist to speak, and, as we will
see, the therapistimmediately and compulsively does so. An
interpersonal dynamic, driven by the patient’s prompting
and here abetted by factorsin the therapist, begins to emerge.

It is too soon to label the emerging self and object represen-
tations. But we can hypothesize that the patient was inter-
nally motivated to encourage the therapist to speak, and that
the therapist, for unconscious motivations of his own, grat-
ified this. We do not yet know what relationship from either
the patient’s or therapist’s past this dynamic represents, but
it is a meaningful interpersonal exchange— a prompter and a
prompted one who responds in kind. On this note, the thera-
pist’s main affective recollection of this session was the inner
pressure to perform well so he might retain this new patient for
his recently opened private practice. This aspect of his coun-
tertransference likely made the therapist more vulnerable to
these enactive pressures.

Upon review of the recording of this session, it seems likely
this next intervention reflects more compulsive, pressured
discharge than thoughtful, reflective intervening. Even if this
“static reflection” appears to be reasonable, it is a product of
unconscious anxiety in response to the patient’s expectant
stare. We can aver that some unconscious interpersonal dance
has begun, that unconscious, historical roles from some IOR
are being taken up.

Therapist: Okay, sothere’skind of concernsaboutbalanceand
happiness and which way to go in these relation-
ships.

Patient:  Yea, (sigh)
Because of the sigh, we can hypothesize that even though the
therapist spoke under compulsion, he did not completely enact
the transferential role he was then pressured to take. If he had
done so, this would have reduced this patient’s anxiety, and we
would not have seen unconscious anxiety in the body. Though
the therapist’s intervention was compulsive, it contained
implicit encouragement to the patient to share more, which
may have had some counterenactive power. Where the patient’s
expectant gestures say, “You lead,” the therapist’s prompt may
have adequately countered that interpersonal pressure with its
implicit invitation to say more.

Patient:  T've known my husband for nine years and we’ve

beenmarried forabout four. We’ve had arocky go of
itat parts, but there’sbeen positives as well. I think
things are coming back to a positive, but it’s not
exactly where I want to be. I think I struggle with
him as an individual. (vague)

Hrm

Idoalot for him. Istill do. We took some time apart
about six months ago because I was tired of the
way I was being treated. But it’s sort of come back
together without much discussion about why. It’s
sort of organically come back together. But it hasn’t
reached thelevel of positivity where P'msort ofhappy
that that’s where I want to be long-term. (vague)
Okay.

So that’s, so I think T have a lot of guilt towards this
other person [ “work husband”] who has become
more of a friend long-term, but I have some guilt
thatThaven’t been able to deal with him in the way
he probably deserves to be dealt with in a relation-
ship, given how kind he’s been.

Therapist:
Patient:

Therapist:
Patient:

In terms of process, there is not much additional development
in the IOR we hypothesized to be emerging in the therapeu-
tic interaction. We can, however, make use of the content of
the patient’s speech for a better understanding of her internal
object world and the kind of relational expectancies she carries
intorelationships. We canthink of this passage asa kind of “pre-
view of comingattractions” (Frederickson, personal communi-
cation): How dowe imagine she conceptualizesrelationships? “I
doalot for him”; she referstoan implicitly bad way that she was
beingtreated, comingback together “without discussion.” This
is perhaps a way the vagueness that we see in the therapy plays
outinher marriage. She mentions comingback even though she
is not sure that this is where she wants to be long term. Then
there is an image of someone who is not getting something they
deserve, and then a guilty figure who does not give it to them
because she is giving to someone else. We encounter themes of
one person who gives and one who takes, one who overworks
and another who is waited on and perhaps hostile. Then we are
presented with an image of sympathy for one who is not getting
what they deserve. Interpersonal patterns being discussed in
the content of sessions often unconsciously play out in the pro-
cess (Levenson, 1979), and may already be (see the prompter/
prompted dynamic above). We can use these statements as
latent clues (cf. Langs, 1989) towonder about the specifics of the
IOR sheis transferring into the therapy relationship, what role
she is baiting the therapist to take through her silent, expect-
ant prompting. We can begin silently hypothesizing about the
transferential “shoes” we may want to stay out of.

Therapist: Oh
Patient:  Sothat’s sort of the struggle I guess. So part of it is
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not knowing where I want to be. (expectant look,
nods to the therapist, folds hands)

Therapist: (10 seconds of silence)

Patient:  (folded handsbegin clenching)

The therapist waits out this now-recognizable interpersonal
prompt, doing what we might call a “not too safe” maneuver
(Greenberg, 1991). We can hypothesize that this has the function
of countering the prompter/prompted transference resistance.
The prompted one does not do what he is prompted to do. There
isanincreasein striated muscle anxiety evident in the emergence
of rthythmic hand clenching, and then we get a fascinating result:

Patient:  Andsoyea,it’snot making me feel overwhelmingly
sad.

A negation!

Patient:  It’s making me feel confused, making me feel

stressed and out of whack.
And the immediate undoing, more or less, of that negation.
Patient: ~ Soltryand doalot for other people, but I can’t get
myselfpast theideathat maybeIshouldn’tbedoing

so much, maybe I should be taking better care of
myself

And awhisper from the unconscious! (Abbass, 2015)
Patient:  and that’swhyIfeltlikeIcouldn’tdo it on my own,

soldecided Ineeded some help, get some guidance
there. (expectant look)

Much can be gleaned about the emerging IOR paradigm in this
last segment of process material, which occurred at 4 minutes
and 3 seconds into the session:

The patient again presents her behavioral routine for “passingthe
conch” to the therapist- the direct eye contact, the encouraging
nod, theexpectant countenance, and the folded handsall reappear
exactly asthey did the first time. This appears tobe an ingrained,
non-conscious, nonverbal repertoire that she doeswhen anxious.
Thistime, the therapist does notimmediately respond inaccord-
ance with his urge to please, which can be especially prominent
with a new patient, and he simply waits for 10 seconds. We can
think of this as meeting the patient’s passivity with counter-pas-
sivity, a nonverbal behavior of the therapist that functions as
a pressure upon the patient to be the prime mover (Davanloo,
2000) of the session. As a result, at least in our interpretation of
this session, her non-verbal resistance fails and a number of pos-
itive signs of response to intervention break through.

First, we see signs of striated muscle tension in the onset of
rhythmic hand clenching. Then we see what we hypothesize
tobeanegation. “It’snot making me feel overwhelmingly sad”
may be translated as an unconscious confession: “I am feel-
ing overwhelmingly sad”. Then we see the rapid un-negating
of that negation. Instead of saying what she does not feel, she
says what she does feel, and it is not wholly unlike overwhelm-
ing sadness. Then there is what we could call a whisper from
the unconscious therapeutic alliance [UTA] (Abbass, 2015),
in which the patient concisely summarizes her core conflict, a
conflictbetween taking care of othersand herself. Allinabrief
moment, we see four signs of communication from the UTA,
all of which may be attributable to just ten seconds of staying
“out of the shoes™ of the patient’s proposed IOR.

At this point in the session, we do not yet know exactly which
transferential shoes we areavoiding, but we can hypothesize that
by not responding compulsively to her social prompting we are
blockading some enactment, eschewing some object relational
role. The marked increase in UTA markers further supports
this. The therapist gets a little reward for his hard work—and it
ishard, anxiety-provoking work not totalk for ten seconds when
being prompted todosoby apatientoneistryingtoimpress! Not
to mention the prompting from one’s own superego!

Immediately following this surge of UTA communications,
she makes a statement that alludes to expectations towards
the therapist—“I couldn’t do it on my own, so I decided I
needed some help, get some guidance,” followed a moment
later by a return of the expectant stare. Here we can see an
example of UTA and resistance in conflict within the patient
and within the therapy relationship. Within the patient, anx-
iety and anumber of meaningful communications had broken
throughinresponse tothelast intervention, but then, with the
expectant stare, she immediately moves to a gambit to reig-
nite the prompter/prompted IOR, the transference resistance.
While the patient’s last utterance is not a direct request for
guidance, the combination of the verbal and nonverbal com-
munications seems to have meta-communicated to the ther-
apist, “So guide me now!” (Levenson, 1979). Where only a
moment ago the therapist had been able to bear his anxiety
and counter the patient’s interpersonal pressure with silence
and waiting, this last statement and expectant stare seems to
have further raised his anxiety and triggered his own need to
please, thus prompting another compulsive intervention.?
This demonstrates the way in which both resistance and UTA
are co-constructed: behavioral inputs from both participants
are required in order to enact the transference resistance,
and the enactment will prevent further mobilization of the
UTA until the therapist stems his contribution to it, his com-
plementary role-taking. The therapist’s next intervention
manifestly appears to be directed at getting specifics, but in
hindsight it seems more likely to have been a product of com-
pulsion, borne of anxiety:
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Therapist: Andwhatisityou'refindingyourestrugglingtodo
onyour own?

(sigh) Um, 1don’t know.Ilove my career.I'vehad a
lot of change as far as my career goes, but it’s going
well, so what I'm struggling with is what do I need
to be happy in my personal life? And that’s where
Pm struggling. I wish it was black and white.

Patient:

Given the immediate sigh it gets in response, this last inter-
vention may still be thought of as an effective pressure against
vagueness or even passivity, insofar as it encourages her to be
active; but we note that thisis not the result of thoughtful inter-
vention planning. It seems clear from the tape that it came from
acompulsive place as a result of her prompting.

Therapist: Oh, yea, that’s a very nebulous kind of problem.

Thisisafurther good example ofa common problem: When we
speak compulsively under the pressure of a transference enact-
ment, the quality of our interventions decreases. Whatever we
say under compulsion cannot be effective because it is a partici-
pationinthetransference enactment, and can only reinforce old
waysofrelating rather than effectively challenge them. Note the
lack of a sigh in the patient’s response here.

Yea
Because in some ways it’s impossible to know in
advance whether a relationship is gonna make you

happy.

Patient:
Therapist:

This is an existential truism or cliché, and may have been
intended toaddressaconcernthatthe patient was seeking some
omniscience regarding which of her two partners she should
end upwith. However, itismorelikely that the compulsive pres-
surethe therapist wasexperiencing, the need to offer something
in response to the patient’s expectant way of relating, played a
determining role in the intervention. The intervention fails to
trigger unconscious anxiety because it enacts the transferential
role being assigned to the therapist and gratifies the patient’s
expectant wish.

Patient: ~ Yea, and in some ways it did, but I feel like I've
grown as an individual and my husband has been
kind of static. I handle a lot of stuff for him, and I
could speak up and say we need to divide things
moreevenly. 'mnotsayinghe doesn’tdoanything.
ButIthinkthat’sjustalwaysbeenthe nature of meis
just: do more for people and not (gross motor shift
in chair) ask for alot in return. SoIfind myself'still
doing that even though I'm not completely happy.
Here again, the sharp rise of anxiety visible in the gross motor
shift and the concise statement of her object relations par-

adigm- “I do for people and don’t ask a lot in return”- is not
unlike a “whisper from the UTA”, especially in that it directsthe
therapist back to a more potent focus. Again we can ask, what
will this statement mean for the therapy relationship? How can
this information, that she tends to overwork in relationships
and not get much in return, be used to understand the here-
and-now interaction? In what ways is this IOR pattern already
emerging? Readers will notice their own hypotheses.

Therapist: Hrm

Patient: ~ Evenwhenwetooktimeapart,Iwasstilldoingalot
of stuff.

Therapist: So that’s kind of your nature, you're saying. Even
though you can see it’s making you unhappy, that
doesn’t make it easy to transform.

Patient:  Itjustaddsmore to the burden, Ithink

Therapist: Hrm

Patient:  Andit’skind oflike, well, when do you stop?

Therapist: Hrm

Patient:  AndIthink that’s compounding it a bit more and
making it tricky to say, “take this time for your-
self or take time for somebody else.” It’s all kind of
jumbled (folds hands, expectant look, prompting
nods, smile)

Therapist: (15seconds of silence)

So what’s happening here, at 7 minutes 24 seconds into the
session? A critical observer might aver that the therapist is
unconsciously enacting the IOR under discussion by himself
withholding while the patient overworks. This is a reasona-
ble hypothesis given the flow of the session and the patient’s
described history.

Atthismoment,I(Joseph) recall thinking, “When shelooks
at me like that, I feel pressured to speak. I'm going to see what
happensifIdon’t speak out of compulsion.” Iwas at that time,
and still am, very much under the influence of Leston Havens
(e.g., 1986), who had said something like, “Therapy must be
free. Nothing therapeutic can happen in the context of com-
pulsion,” and Edgar Levenson (1979) who expressed theidea
that therapists must resist transformation by finding ways not
tobe controlled by patients’ interpersonal pressures. Though
anxiousand uneasy with the silence, Itried toimplement these
ideals and waited those 15 long seconds:

Patient:  Yea,it’slike,it’skind of weird. Imean, should Ikind
of go through the backstory of how we got to this
point? Like, how should I go about it?

We can think about this moment in many ways, but the one
that seems most salient is that it is a moment of maturation of
communication (Ekstein & Caruth,1966; Frederickson, 2021;
Hewitt,1993; Langs,1989). Communication has “matured” in
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the sense that the interpersonal dynamic, this latent IOR, has
moved fromtheenactive realm of behavioral communication to
the symbolic realm of language. Where earlier the patient was
promptingthe therapist tolead through gesture, prosody, pac-
ing, implication, etc., the therapist’s failure to compulsively
playacomplementary role in thisyet-undefined IOR for these
15 seconds has successfully pressured the patient to make her
transference wish explicit®. The transference hasevolved from
an “unformulated” (Stern, 1983) and unconscious state, and
may now be much more available for conscious reflection.
Theadvantages of this approach will be discussed below, but
for now, it may be useful to highlight the fact that the patient
has now made her immediate transference explicit, where it
was being acted out implicitly before, and this explicitness
enables the therapist to confront it explicitly. If the therapist
had confronted her expectant stance before this point, e.g.,
“Are you waiting on me to direct you?” she could have easily
responded with denial: “No, I was just thinking, I'm not wait-
ing on you,” and the therapist would have no basis to argue.
Now the patient no longer has plausible deniability that she
is looking to the therapist to direct her (cf. von Korff, 1998).
Whereas previously the therapist could only work against the
patient’s interpersonal pressures implicitly, countering the
enactment subtly and without verbally identifying it, now it
can be countered more openly. In this way, the “maturation
of communication” is similar to Davanloo’s (1990) crystalli-
zation of resistance in the transference. The following inter-
vention can be thought of as a countering of the patient’s
projection of will or projection of authority, but at the inter-
personal, object-relational level, it may be considered part of
ahead-on-collision (Davanloo, 2000), namely undoing of the
transference, keeping the responsibility with the patient:

Therapist: 1t’s really up to you. Ultimately, the hope is that
you’ll get what you want out of this, so feel free to
just talk about whatever makes sense to you to talk
about so that you can get what you want out of this.

The therapist has been working to differentiate himself from
the patient’s internalized object world up until this point, but
he hashad to do so in subtle, implicit ways, namely by respond-
ing with silence, patience, facial expressions that try to convey
interest and encouragement, and his own nodding and nonver-
bal prompting. Now, the therapist is able to further cement this
implicit work of “undoing the transference” with verbal inter-
ventions. The word “you” is used six times in the intervention,
and it makes the therapist’s conscious intentions as clear as pos-
sible, providinga contrast tothe role the patient’s question would
puthiminifheanswered itconcretely,e.g., directing the patient.
Patient:  Yeaok, so, hrm (sigh), so [ have some resentment,
and the path of the resentment is that...

Inresponse, the patient thinksand sighs, suggesting the trans-
ference resistance has been interrupted, at least for now, and
that whatever was defended against by the transference resist-
ance may soon break through—and it does. She uses an emo-
tion word and immediately goes on to describe in detail some
of her interpersonal history with her husband. The defense of
vaguenessisnow absent, and we learn the specifics of the prob-
lemsin her marriage. I will omit the details here, but will share
the contours of the object relation they enacted with the hope
that this will clarify the nature of the transference resistance
she was unconsciously trying to enact with the therapist, the
ascendant IOR:

She went on to share that in the first days of their marriage,
her husband revealed to her that there was a very specific way
he wanted to be pleased, one that required great discomfort
and sacrifice from her, and she gave it to him. When the hus-
band pushed her boundaries even further, she still gave him
what he wanted, despite her feeling miserable and resentful.
Even when she had asserted boundaries the husband broke
them, and she remained with him, provided for him, and bent
over backward for him in myriad ways. The husband would
verbally abuse her if she did not behave as he pleased, some-
times in public, and she tacitly consented to all this by staying
in the marriage.

This information may serve to clarify the patient’s open-
ing gambits with the therapist and the relative success, as
far as the responses to intervention noted above, of some of
the therapist’s choices. We can hypothesize that this bend-
ing-over-backward, people-pleasing, ultimately masochistic
pattern was ascendant even in these first eight minutes of this
first session— that the patient’s expectant waiting, prompting,
and requesting guidance from the therapist may represent an
unconscious effort to put the therapist in the “husband” posi-
tion towards her. We can aver that in these moments she was
trying to give the therapist opportunities to declare what he
wished from her so that she would know how to please and
what to submit to.

Allaspectsofthe interaction make more sense in light of the
background information the narrative of the marriage pro-
vides. We may now figure that her first sigh, in response to the
first prompt, occurred because the question was about what
she wanted for herself, doing something for herself, a very
conflicted premise for her at the time of the first meeting. We
may now understand the patient’s silent nodding and attentive
looking and waiting for the therapist to speak as an example
of how she unconsciously and implicitly sets up a relationship
in which she baits the other to tell her their needs so she can
compulsively pursue those at the expense of her own. This
can be characterized as an effort to evoke a masochistic reen-
actment of the relationship she had with her husband and the
one that, we later learned, she watched her father and all her
siblings have with her mother. She took this masochistically

INTERNALIZED OBJECT RELATIONS



76

caretaking father role in all her previous romantic relation-
ships, and it was also evident in her professional life—every-
onebecame the needy mother. During her 94-session therapy,
spread out over four years, this patient began to set and protect
more effective boundaries with her husband. When he did not
mature along with her, sheleft the marriage and later married
the “work husband”. Her initial attraction to him came to be
understood as an expression of her longing for a relationship
inwhich she could set limits and still be loved, where masoch-
isticobligation was not required. Thislonging becamelessand
less conflictual for her over the course of the therapy, leading
to major life changes.

Concepts from Weiss and Sampson’s (1986) control-mas-
tery theory may provide a useful narrative lens for under-
standing aspects of this clinical process. Sampson and Weiss
propose that patientsissue transference tests, especially in the
opening phase of therapy. Using various unconscious maneu-
vers, probes, prompts, and gambits they try, unconsciously,
to sort out whether the therapist can be corrupted into a role
that will repeat some aspect of the patient’s traumatic histo-
ries. They unconsciously assess whether the therapist can deal
with their subtle pressures in a way that shows the therapistis
unlike the figures from their past. In their process research,
Sampson and Weiss found that when therapists pass these
tests by not enacting the patient’s proposed transference role,
patients often spontaneously go on, sometimes immediately,
toreveal some of the history and meaning of the pattern. Their
findings suggest that once we have proved we will not enact the
pattern with the patient, the patient may then trust us enough
to tell us their history*.

In this example, we see how the therapist was ultimately
able to resist the patient’s prompts to take a leading, one-up,
“here’s how you can please me” mother/husband role through
his implicit, nonverbal interventions (silence in response to
the patient’s pressures that he speak) and his explicitly count-
er-enactive verbal interventions. We additionally see how the
therapist became progressively more conscious of the part of
him that might compulsively respond to the patient’s enactive
pressures.® Thiscan be said to have evaded an enactment of the
patient’s IOR so that it could then be reflected upon and spo-
ken about. The therapist’s interventions could be said to have
meta-communicated (Wachtel, 1993) his wish not to take on
the family role he was being offered (see also the discussion of
“acts of freedom” below; Symington, 1983, p. 283).

After the transcript above, the initial session went on to
focus on the systematic confrontation of the patient’s ten-
dency to submit to treatment she does not want and then
resent the person she does this for. There was immense pres-
sure on her tobegin to see her own responsibility in the prob-
lems with her husband, how she had consented over and over
to the way he treated her. This confrontation of her mas-
ochism could not be effective if the therapist had taken the

patient’s bait and unconsciously enacted the very IOR that his
later interventions were directed against.

Refining Psychodiagnosis with an
Assessment of IOR

We see the emphasis on an object-relational approach as a help-
ful tool for the augmentation of psychodiagnosis because focus
on the emerging and ascendant IOR in a given therapy inter-
action gives context to the patient’s feelings, anxieties, and
defenses. In this sense, it can be considered a supraordinate
level of psychodiagnosis, in which we use “converging lines of
inference from multiple sources” (Schafer, 1954, pp. 142-148,
in Tansey & Burke, 2013, p. 112), including verbal content, non-
verbal signals and behaviors, and countertransferential expe-
riences (Yeomans, et al., 1992), to form hypotheses about the
relationship being invited and/or enacted in the transference/
countertransference matrix. Evaluating the clinical experi-
ence through thislens, we begin to see anxiety and defenses not
merely as responses to feelings, but as implicit representations
of relational memories and meanings in the context of a rela-
tionship with an important person from the patient’s past. This
perspective helpsus see how the patient’sbehavior is organized
not merely to defend against affect, but, for unconscious and
dynamicreasons, torecreate and relive pathogenicrelationship
experiences. So, though the transference may serve to repress
feelings and memories related to certain IORs, it simultane-
ously expresses these very clearly through the behavioral lan-
guage of enactment. Thisis what Feiner (1982, p. 402) called the
“healing function” of transference—by unconsciously inviting
thetherapistto “live through” (Bollas, 1989, p. 252) transferred
selfand object experiences, patients set the stage to finally have
their interpersonal tendencies understood and challenged (see
also, Freud, 1914; Aron & Atlas, 2015). From this perspective,
transference is a hopeful act, even if an unconscious one.

Work in the transference has been heavily emphasized in
ISTDP teaching and training, and process research supports
thisemphasis (Davanloo, 1990; Town et al, 2013); however, the
ability to “workin the transference” isnot synonymous with the
ability to psychodiagnose the nature of the transference or detect
theascendantIOR. We see these asseparate, thoughinterrelated
and mutually enhancing skills, and wish to underscore the util-
ity of including both of these skill sets in ISTDP training.

This distinction between “working in the transference”
and “psychodiagnosis of the IOR in the transference” reveals
an important terminological problem: In ISTDP teaching and
writing, we often use the term “working in the transference”
or the “T” asshorthand for addressing the therapy interaction,
focusing on the here-and-now with the patient. Because of this
“the transference” has become synonymous or even inter-
changeable with “therapeutic relationship.®” But this can lead
to confusion, astransference, the unconsciousinvestment of the
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therapistand the therapy setting with old meaningsand expec-
tancies, is only one dimension of the therapeutic relationship.
This further underscores the need to differentiate the idea of
“workinginthe T,” which usually refersto “addressing the here-
and-now relationship,” from psychodiagnosis of the ascendant
IORthatisinfluencingthe here-and-now relationship. We may
learn in our ISTDP training to investigate the feelings and per-
ceptions that the patient has in the relationship, but in order to
make good use of the patient’s responses we also need to learn
how to think about those responses in terms of their trans-
ferential, object-relational meaning. We hope that the above
transcript analysis has provided some experience of what this
moment-by-moment metacognitive process can look like.

Understanding Countertransference
Experiences

Metacognizing about IORs as we experience or reflect on clin-
ical sessions can also be helpful for making sense of difficult or
uncomfortable experiences with patients. Very often a thera-
pist’s first clue to an emergent IOR, or to its unconscious enact-
ment, is an alien feeling or experience in their body. As writers
on the subject of projective identification and countertransfer-
ence have noted (e.g., Ogden, 1992; Grotstein, 1985; Tansey &
Burke, 2013), we do not feel quite like ourselves when under
the influence of interpersonal pressures from the patient. In
the example above, one of the therapist’s memories of the ses-
sion, which can alsobeinferred from hisbehaviorin the record-
ing, was hisanxiety and the rapid, unthinking, compulsive way
he was responding to the patient’s prompting behaviors in the
first minutes. The therapist was unconscious of the possibility
that his interventions were in the service of, rather than work-
ingagainst,anIOR enactment. The therapist canbe said to have
recovered his therapeutic functioning only when he began to
reflect upon this anxiety and internally challenge the compul-
sive pressure tospeak. Thisawakening fromtheenactivetrance
helped him begin to effectively work against the enactment.
Only then was the therapist able to begin to oscillate between
experiencing and reflective modes while with the patient (Fer-
enczi, 1927, 1988), which transformed his pressured, uncom-
fortable feelings into a useful source of information about him-
self, the patient, and their interaction. He could begin to ask
himselfTOR-related questions to establish an object-relational
level of psychodiagnosis: “What is it about this patient that is
making me feel this way?” “Is there something about how she
is relating to me that makes me feel this need to please, a way
she could be said to trigger my native need to please, a way she
is getting “‘under my skin’?” “What is the role I'm being pres-
sured to take, and what role would that put her in?” “Does that
resemble other relationships she has described?” “How canI
maintain our conscious alliance, but also not respond in kind to
thisrole pressuring, sothatIcanlearn more of whatit’sabout?”

As we develop hypotheses about the possible IOR para-
digms that our uncomfortable countertransference experi-
ences might represent, we can further refine our listening.
We can begin to listen to the patient’s stories about others and
the patient’s reactions to us in terms of the IOR we are begin-
ning to define, and we may come to see that the IOR emerging
in the transference is the same one wreaking havoc elsewhere
in the patient’s life. Once patients can see these links between
theIOR inthe transference and their presenting problems, this
can provide a meaningful bridge to develop a conscious alli-
ance for work focused on the therapeutic relationship.

Similarly, when we are confused about the patient’s transfer-
ence to us and finding it difficult to perceive or label the IOR
through which they are viewing our relationship, listening for
latent or encoded references can be clarifying. Some authors
(e.g., Gill & Hoffman, 1982; Langs, 1989) suggest that the sto-
ries patients tell about other people in their lives may illumi-
nate the IOR paradigms through which they perceive rela-
tionships. They suggest that these stories can provide clues,
viadisplaced references, about the patient’s transferential per-
ceptionsofthe therapist (Langs, 1989) and about unconscious
enactments that may already be occurring (Levenson, 1979).
An example of this style of listening was demonstrated in the
“preview of coming attractions” section in the case above.

Psychodiagnosis of IOR and Crafting

of Interventions

The predominant IOR in the therapy relationship affects the
patient’s perception, cognition, behavior, and the related roles
that the therapist may feel pulled to play (Ogden, 1982, 1992).
Thus, assessing it can help us plan and tailor interventions that
are less likely to enact a too safe or too unsafe (Greenberg, 1991)
role in the transference. Here we offer some theoretical back-
ground and examples of how psychodiagnosis of the IOR in the
transference may help therapists craft interventions that opti-
mally blockade or counter potential unconscious enactments.

Patients experience our interventions in terms of their
transference to us, the expectancies and filters through which
they see others and the world. They do not experience our
communications through a clear window’. Instead, they
unconsciously shape our words and deedsin ways that fit their
systems of interpersonal meaning-making, their IORs.

It is our hope, in calling attention to this, that we will help
therapists avoid a problem of clinical thinking that we have
termed “the fallacy of immaculate reception” (cf. Orange et
al.,1999, p. 386, “the doctrine of immaculate perception”).
This is the assumption that patients will hear us as we mean
or wish to be heard, rather than through their transferential
lens. It entails an omnipotent fantasy that we can control how
patients will hear and experience us, which manifests in the
idea that careful phrasing and word choice will ensure a par-
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ticular hoped-for perception of the therapist. This violates the
core psychoanalytic meaning of transference—that our history
automatically and unconsciously shapes and becomes a con-
stituent of our present experience of others and relationships.
Thus, transference shapes how patients perceive interventions
and other aspects ofthe therapy relationship (e.g., Gill & Hoft-
man, 1982; Hoffman, 2014 ). This, to these authors, further
underscores the importance of psychodiagnosis of IORs: to
understand the patient’s current transference perceptions of
us, and understand how this will impact the way they hear our
words, we must psychodiagnose the internal object relation
that shapes and structures their interpersonal perceptions.

This presents a technical challenge: If we believe that the
patient will experience usand our communicationsin terms of
their internalized object representations, do we need to adapt
our technique to account for this? And if so, how? When an
intervention comes to mind, our IOR conceptualization can
help us hypothesize about how this patient might experience
the intervention, how they might hear it, and what meaning
they might make of it (Frederickson, personal communica-
tion). Then, we can consider the merits and risks of saying it
now: will this intervention enact or help challenge the trans-
ference? This psychodiagnosis will not provide an omniscient
understanding of the patient. After all, it is a hypothesis. But
it may provide a more detailed understanding of the patient,
and may thereby optimize intervention.

While some have suggested that this may lead to timidity
on the part of the therapist or dilution of the ISTDP model,
we argue that this will more likely increase our effectiveness.
When therapists intervene with the ascendant IOR in mind,
we take into consideration the total context of the relationship,
notjust asingle defense we are addressing or therapeutic pro-
cesswearetryingto facilitate. This continuousattentiontothe
internalized object relation can reduce the risk that an inter-
vention unconsciously enacts the very transference resistance
we were consciously hoping to counter.

Further, we suggest that this kind of thinking may call for,
support, and encourage a kind of creativity in our practice.
We have found that different IOR paradigms call for techni-
cal adjustments that may include the eschewing or recasting
of certain classic ISTDP intervention forms and the creative
addition of non-classic ones, at least for periods of time. This
isespecially the case when the patient’s transferential percep-
tionsofthe therapistand their interventions are ego-syntonic.

For instance, in the clinical example above, until the thera-
pist confronts the patient’s “projection of will” there is really
nothing, aside from the initial prompt, that one would find in
any classic ISTDP text. We see the above as an approach that
uses ISTDP principles but creatively adapts the interven-
tion formats (namely, pressure) so as not to complement the
emerging defensive style of the patient. For instance, we see
patient utterances that could be coded as defensive vagueness

in the transcript, but no verbal identification of this by the
therapist or pressure to specificity, even though those would
seem to be the “go-to” interventions for an ISTDP therapist
when dealing with that defense. Instead, the primary pressure
is silence, which seems to function as an implicit “pressure
against” (Abbass, 2015, p. 70) the patient’s expectant stance,
anindirect (von Korff, 1998), counter-enactive (Havens, 1986;
Frederickson,2021) maneuver that countersthe whole emerg-
ing transference resistance, as opposed to the single most evi-
dent individual defense, the vagueness. We feel this techni-
cal approach was preferable to a more “direct” or explicit one
in this case because the patient’s resistance was unconscious,
such that more open confrontation would likely have resulted
in misalliance and repetitive enactment of the transference,
e.g., the therapist would have stepped into the role of telling
the patient how to please him. The end result of this approach
is atotal collapse of the vagueness, whereas explicit confron-
tation of the vagueness may have subtly enacted the masoch-
isticIOR and led to a transference repetition and misalliance.

The case example above shows technical adjustments that
one may use to avoid certain pitfalls with a people-pleasing,
masochistic patient. Here are some examples of other IOR pat-
terns that can impact the transference and may require tech-
nical adjustments so as not to enact them:

Passive Patient/Active Therapist®

Regarding a passive patient, Kalpin (1994, p. 28) gives the fol-
lowingexample: “The therapist may point out passivity but may
keep trying to draw out and put words in the mouth of the pas-
sive patient.” Here we see how the therapist may unconsciously
enactthe patient’s passive/active IOR through their very effort to
interfere with it. Frederickson (2013) has suggested that thera-
pists can counterenact unconscious or syntonic passivity with a
counter-passivity by the therapist. Thiswould serve toblockade
thetransferenceresistance and put massive pressureonthe UTA
tobecometheactiveagentofthetherapy. Somethinglikethiscan
be seen in the transcript above.

Depressed Patient/Superegoic Therapist

A depressed patient may experience interventions in terms of
their hypercritical view of themselves and their expectations
that others will see them the same way. Anything the therapist
says can be implicitly or explicitly interpreted as a criticism
through the lens of a critic/criticized IOR, and this can lead to
iatrogenic depressive feelings and ideas (Frederickson, 2021).
One common therapist error with patients in this group would
be to use classic defense identification to address syntonic
self-attack, “Do you see how you are putting yourself down?”
While thisis usually intended as an effort to bring awareness, a
depressed patient may experience it, through their transferen-
tiallens, as an implicit criticism, “Do you see how you are doing
yet another thing wrong?” The patient will then feel that ther-
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apy isanother thing they are messing up, and add “self-attack”
to the list of their failings. With very syntonic patients, this can
occur nomatter how supportively the intervention is phrased.
In such cases, therapists will have to consider what interven-
tions they should eschew, and find more implicit or indirect
ways to support and encourage self-acceptance.

Compliant Patient/Omniscient Therapist

Compliant patients can hear an omniscient value judgment or
agenda in almost any statement of the therapist. They bring an
IORtotherelationshipthatincludesanimage of selfelicitingand
submitting to the desires or ideals of an “other” while negating
their own. A compliant patient may hear any of the following
therapist desires in a simple statement such as, “What feelings
are coming up towards me?”: “I think emotions are good.” “It is
important to me that you feel.” “Feel these emotions, for doing
so is required by the theory Ilove.” “I want you to feel things
towardsme.” They may hear, inasimple resistanceidentification
intervention such as, “Doyou notice you are avoiding my gaze?”
the implication that, “Maintaining eye contact is good, looking
away is bad. Do the good thing now.” These more or less stand-
ard ISTDP interventions can be experienced by the compliant
patientascommands that they will pressure themselvestoactu-
alize or please the image they are constructing of the therapist’s
perceived, and maybe real, desires. Having found an agenda in
the therapist’s comments, they may come to the next session
brimming with stories aboutemotionsthey felt, effortfully lock-
ing eyes with the therapist; but there will be no signs of uncon-
sciousanxiety orincreasing UTA communications because these
“good” behaviorsareartifactsof resistance. With syntonically or
unconsciously compliant patients, priority will need to be given
toaway of intervening, perhaps somewhat like the one demon-
strated in the above transcript, that eschews interventions that
could suggest adesire on the part of the therapist. Thisapproach
implicitly pressures the patient to make their transference wish,
to be told how to please, explicit, so that it can be meaningfully
confronted. While no type of intervention can make us omnip-
otent against the most syntonically compliant patient, who will
find acommand in our behavior even if we are silent as the grave
and hidden from view (Levenson, 2013), we can try tointervene
creatively and stay out of those particular shoesasbest we can. By
doing so, we increase the likelihood that the patient will become
conscious of their desperate need for an external agenda, and
begin to experience the wishes, memories, feelings, and anxi-
eties that this need defends against.

Defiant Patient/Authoritarian Therapist

Like compliant patients, defiant, argumentative patients may
hear even the most collaborative interventions as a command
or demand. They will find an authoritarian parental object in
the therapist whose agenda they have to defy. Therapists can
apply powerful pressure to this resistance by eschewing inter-

ventions that betray some agenda on their part, e.g.,awish that
the patient should experience her feelings. Once the therapist
hasgiven them nothingto defy, the patient will have to face their
own conflicts about their will, and be challenged to lead rather
than find an external authority with whomthey can fight. Ther-
apists may have to resist the patient’s powerful pressure on the
therapist to actualize an authority role.

Dependent Patient/Omnipotent Therapist

Dependent patients experience relationships in terms of
omnipotent saviors and those needing to be magically saved.
A dependent patient may experience our interventions as
omniscient proclamations. Even when we do not intend to give
it, they may divine advice from whatever we say and follow it.
To a dependent patient, “What feelings are coming up here
towards me?” may be translated to, “If you can figure out the
right answer to this question, you’ll have the gratification and
reliefyou’ve always sought.” If we fail to detect thistransference
resistance, a “phase of pressure” or any other treatment process
may feel tothem like a magic ritual. It will be exciting, maybe for
both parties, but go nowhere.

Paranoid Patient/Invading Therapist
Paranoid patients may have relationship memories where they
felt invaded or violated, and may, as a result, experience classic
pressures as an attempt by the therapist to invade or dominate
them. Thismaylead totheintensification ofanxiety and primitive
defenses. Counterprojective, counterenactive maneuvers (e.g.,
Havens,1986, Frederickson, 2021) may help the therapist differ-
entiate themself from an invading, coercive, or seductive image
in situations when classic pressures could accidentally put them
right in those shoes. These interventions still apply pressure, but
itisasubtle, indirect pressure against the patient’s paranoid pre-
conceptions instead of a pressure to feeling that could reinforce
them. Inthese situations, itis often the case that it is only through
these indirect approaches that emotional intimacy can develop.
We hope these general examples further point to the need
for therapiststoask themselves, “Based on histransference to
me, how might this patient experience thisintervention? How
might they squeeze it into their meaning-making system?”
Further, in listening to patients’ responses, it is important to
continue to silently hypothesize about this: “They heard my
question as a command (or advice, or judgment). How do I
need to adjust my strategy?” “Can I address the way they’re
hearing my interventions through explicit resistance identi-
fication, or will I need to show them implicitly, through my
conduct and our experience together (counter-enactively),
that they have me confused with some past figure?”
Thereare some patients who, at least for periods of time, will
experience us in ways we do not want or intend to be experi-
enced, and will do so no matter how we conduct ourselves and
no matter what we say. No omnipotence is provided by try-
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ing to avoid interventions that step right in the shoes. Some
patients will put us there whether we wish to be there or not
and will do so syntonically. It is also the case that accidentally
steppinginto the shoes can make great “grist for the mill” and
can, when we recover from it, lead to important conversations
about the kinds of relationships patients seem to pull for or
submit to, and how able they are to seduce others or be seduced
into certain roles. At the same time, though, accidental, and
especially protracted enactment of a given IOR can take us
out “beyond the pale”, making for unresolvable, unanalyz-
able interpersonal experiences, where the therapist’s behav-
ior has made them appear to be too much and too irrevocably
like the patient’sIOR, too unsafe (Greenberg, 1991), resulting
instalemate or termination. Heinrich Racker (1972) describes
this dynamic tension between making “grist for the mill” and
ending up “out beyond the pale” beautifully:

One might object that this confusion between the analyst
and superego [IOR] neither can nor should be avoided, since
itrepresents an essential part of the analysis of transference (of
the externalization of internal situations) and since one cannot
attain clarity except through confusion. That is true: this con-
fusion cannot and should notbe avoided, but we must remem-
ber the confusion will also have to be resolved, and that this
will be more difficult the more the analyst is already identified
in his experience with the analysand’s superego and the more
these identifications have influenced negatively his interpre-
tations and conduct (p. 342).

We all make mistakes. While some patients possess an
unforgiving intolerance for accidental enactment, most ther-
apy dyads will have some amount of resilience so that re-en-
active errors can be recovered from. However, we agree with
Racker that the more time we spend unconsciously “in the
shoes”, the more difficult it will be to get out of them in the
patient’seyes, and we see thisasbeing another commendation
for including some thought about the IORs impinging on the
transference/countertransference matrix as we planinterven-
tionsand listen to responses from the first moments of the first
session. We will argue now for the function and importance of
counter-enactment asameansoftherapeuticactionin ISTDP.

Enactment, Counterenactment,
and Therapeutic Action
In the case example above, we see a variety of efforts to “press
against” or counter the patient’s emerging transference resist-
ance, which in this case helped the therapist stay out of the shoes of
ademanding, expectantotherthatthe patientappearstohavebeen
implicitlybaitinghim totake with her own expectant gestures. Evi-
dence for the moment-to-moment and then intermediate-term
and long-term effectiveness of this approach was highlighted.

To be effective, our interventions must not merely iden-
tify, clarify, press against, and challenge a patient’s transfer-

enceresistance— they must ultimately, in sum, counterenact it
(Havens, 1986 ), blockade it (Davanloo,2000), or fail totally to
reinforce it (Beier & Young,1966). Aswetried to demonstrate
inthe examplesabove, it is possible to use many interventions
that appear, in their form, to conform to an image of ISTDP,
but which fail to conform to the principles of ISTDP in their
effect, because they will unconsciously enact the transference
resistance which the therapist consciously hopes to interfere
with (Joseph, 2024 ). Here we argue that the approach used in
the case example was useful because it countered the patient’s
ascendant IOR, her proposed transference enactment, by
refusing the object role of “the one who desires” while she was
inher pathogenic self-role of “the one who enables domination
and then resentfully complies.” We take the large number of
responses that could be coded “from the UTA,” even within
the brieftranscript, as evidence that this strategy successfully
interfered with her resistance.

We believe that there is an important statement to be made
here about therapeutic action in ISTDP theory. Therapeutic
action concerns the questions, “What are the mechanisms of
psychological change and growth, and how do these inform
the therapeuticinterventionsand processes that have come to
define ISTDP”?

One prevailing theory of therapeutic action in ISTDP has
been that the experience of heretofore unconscious feelings
about the present and the past drains a pathogenic reservoir
(Davanloo, 2000) of guilt. Thisis a theory of catharsis, of dis-
charge or release. This is usually paired with the twin pro-
cess of “psychic integration,” the cognitive learning process
that occurs on the way to and after emotional breakthroughs
in which the patient learns about their psychodynamics. The
predominant emphasis on catharsis and cognitive learning in
our literature may lead to an unintentional omission or under-
emphasis of the role of unconscious identification in healing?.
Thetheory of the therapeuticaction of unconsciousidentifica-
tion suggests that patients will internalize our way of relating
to them and their experience of being with us. Our interac-
tions over time will create a new system of relational memo-
ries,new IORs, and may even lead to changesin old ones (Stra-
chey, 1934; Loewald, 1960). As a result of their identification
with us, patients will develop new relationship schemata and
new interpersonal expectancies, which may be better adapted
to their current lives. Conversely, if we unconsciously engage
in arepetitive re-enactment of a pathogenic IOR, we acciden-
tally reinforce the old system of relational memories, and fail
to challenge patients’ pathogenic expectancies and schemata.
Thiscan happenifour effortsto “drain the reservoir” conform
totheidiom and structure of the patient’s pathogenic IOR such
thatinterventionsthat are meant to provide a new experience
become absorbed into an unconscious reenactment.

When we take unconscious identification into consideration,
webegintoseetheimportance of tailoring our workina way that
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The theory of the therapeutic action of
unconscious identification suggests that patients
will internalize our way of relatingtothem
and their experience of being with us.

evades, to whatever degree possible, the unconscious or unin-
tentional re-enactment of and resultant reinforcement of these
early neurotogenic schema, and instead offers something differ-
ent. Unconscious identification is a way of conceptualizing the
interpersonal educative power of modeling, of being been-with.
When we keep the therapeuticaction ofunconsciousidentifi-
cationin mind we begin to see the importance of the therapist’s
“actsof freedom” (Symington, 1983, p. 283): Patients, like cou-
ples and families, attempt to induct us into their “family sys-
tem” via pressure to enact the transference. They put the same
pressure onthetherapist that they themselveslikely felt in their
childhood. The therapist’s refusal of the family role they are
assigned in the transference may be the first free act the patient
ever observes in response to such interpersonal pressure, the
first time they have ever seen someone say “no” toadesignated
familial role. Maybe they never knew refusal was possible.
Through our conscientious awareness of and refusal to
enact transferred IORs, we implicitly teach the patient how
to say “no” to their own internalized family demands—their
“superegos.” Our example sets the stage, through the process
of unconscious identification, for increases in the patient’s

own ability to face the feelings and anxiety that come as they
commit the rebellious acts of differentiating from historical
IOR patterns. This is an ability they will absolutely need in
order to have any success in therapy.

Symington (1983) notes that some internal emotional
change in the therapist is often a precondition for the patient’s
growth. We saw this in the case example above, where the ther-
apist had to become conscious of the enactive pressures he
had been unconsciously submitting to, and begin to bear the
anxiety that came with refusing the pleasing role, so that the
patient could have an experience in therapy that challenged
the IOR-derived patterns that had dominated her relation-
ships. According to the theory of unconscious identification,
this experience, in which she was not expected to please the
therapistand the therapist did notexpect himselfto please her,
may have sewed the first seeds of her own ability to challenge
these patterns. Through repeated interactions like this, a new
IOR is laid down and practiced through repetition: an image
of two people working together, but without masochistic obli-
gation to each other. Moment by moment, session by session,
new possibilities for relating emerge.

Conclusion

Therapistand patient relate to each other in terms of internal-
ized representations of past relationships and experiences.
We perceive and relate to each other through the biases of
these transferential expectancies and filters. Thus, thera-
pists’ ability to identify and work with these aspects of the
therapy relationship will impact our effectiveness. Through-
out this paper, we have tried to show how to understand cli-
ent responses as manifestations of an enactment of an inter-
nalized object relation. And we have described how to use
that understanding to tailor our interventions, so that thera-
pistscan try to avoid interventions that reinforce rather than
counter the transference. We have attempted to encourage a
refinement of traditional psychodiagnostic decision-making
byincludingaconceptualization of the emerging or ascendant
IOR being transferred into the therapy relationship, and have
given our justification for this.

We have defined internalized object relations and given a
clinical example demonstrating how the emerging IOR can
be tracked and hypothesized about from the first moments
of the first session. We have also argued for the clinical util-
ity of psychodiagnosis of IOR, especially its role in helping us
identify the transferential role, the “shoes” that the patient
is unconsciously offering us, and we have discussed how our
conceptualization of the IOR in the transference may help us
make technical adjustments so as to consciously challenge
rather than unconsciously enact these roles. Finally, we high-
lighted the therapeutic action of a counterenactive approach:
thatit resultsin new unconsciousidentifications. Itisthe hope
of the authors that the psychodiagnosis of internalized object
relations will deepen our understanding of the transference,
enactment, and therapeutic process, and that these ideas will
have clinical utility for the ISTDP community.

INTERNALIZED OBJECT RELATIONS



1 Thisiswhat the Boston Process
of Change Study Group (2002)
has called our “implicit relational
knowing.”

2 Thispattern, of blocking the
enactment for a few interventions
then regressingbackintoiitis
frequently evident in presentations
and supervision. It may be comparable
toa separation-individuation process,
with advances into the anxiety
and challenge of “not-too-safe”
intervening and regressions back into
the “too safe”, collusive mode.

3 Thisisacommon pattern, that when
the therapist fails to respond ina
complementary way to the patient’s
subtle, nonverbal enactive gambits,
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resistance: Advanced psychotherapy
techniques. Seven Leaves Press.

Aron, L., & Atlas, G. (2015). Genera-
tive enactment: Memories from the
future. Psychoanalytic Dialogues, 25,
309-324.

Beier, E. G., & Young, D. M.. (1966). The
silent language of psychotherapy: Social
reinforcements of unconscious processes.
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Bollas, C. (1989). The shadow of the object:
Psychoanalysis of the unthought
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Ekstein, R., & Caruth, E. (1966). Children
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the patient will then verbalize their
enactive wishes more explicitly. This
can take anywhere from 10 seconds
toanumber of sessions depending on
patient and therapist factors.

4 Thismay in some ways resemble
Davanloo’s (1978) finding that
patients will spontaneously make T-P
links when the UTA overwhelms the
resistance.

5 Ironically, in the transference
resistance, the patient was in the
mother role, expectantly pressuring
the therapist to please her by taking
anactive, overworking role; but it
also became clear that ifhe had done
50, this would have only reversed
the pattern: the patient would have

then experienced the therapistas an
expectant mother whom she had to
please.

6  Thereare evenimages of the Triangle
of Conflict in which the “T” pole
represents “Therapist/ Transference,”
asthough they are interchangeable.

7 Thesameistrue of how therapists
experience their patients.

8 Thedescriptive labelsused
in this and the subsequent
subheadings are intended as
heuristic psychodiagnostic tools
to help clinicians understand the
internalized object relational roles
that may impact the transference
and countertransference experience
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