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Preface

The year 2020  was an exceptional one. To start, the COVID-19 pandemic brought 
significant individual, community, and societal changes as we all faced concerns 
about health and safety, while also renegotiating our engagement with one another. 
In the midst of these monumental changes, the United States was forced to reckon 
with long-standing issues of structural racism and racial injustice highlighted by the 
murders of George Floyd, Ahmaud Arbery, and Breonna Taylor at the hands of law 
enforcement. In this context, racial inequities were brought to the fore, highlighting 
staggering disparities not only in COVID deaths, but also in all areas of life including 
education, housing, economic opportunities, law enforcement encounters, the crimi-
nal justice system, and health care.

Systemic discrimination and implicit bias have left Blacks with inadequate access 
to health care and unequal healthcare treatment. Implicit and explicit biases have 
resulted in disparaged or ignored health determinants in minorities, leading to these 
being considered unworthy of study or omitted completely in research and clinical 
approaches.

Such biases have been reflected in prior editions of this book. They are embedded 
in the institutional and systemic racism present within our field of psychoanalysis 
and its psychodynamic psychotherapeutic treatments. We have undertaken this new 
edition to examine these biases within our profession; biases that have led not only to 
marginalization of our clinicians of color, but also to the prioritization of Whiteness, 
and to a lack of appropriately formulating the racial and ethnic contributions that are 
so important to the people we treat. Our patients come from rich and diverse back-
grounds and bring so much that is not often reflected in psychodynamic and psycho-
analytic formulation and treatment. Additionally, we have not adequately considered 
and formulated the trauma, discrimination, and systemic oppression that individuals 
from these backgrounds have experienced as a result of their racial backgrounds, and 
how that trauma affects their view of themselves, how others perceive them, and 
their presentation to mental health providers. In this edition, we have attempted to 
highlight these blind spots, to place their evaluation within our field and with our 
patients front and center, and to give equal and heavy consideration to the impact of 
these inequities in a new and expanded approach to psychodynamic formulation.
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Here are the highlights of what’s new in Psychodynamic Formulation: An Expanded 
Approach:

The effect of culture and society - We feel very strongly that psychodynamic 
formulations must be expanded to include the larger influences of society and 
culture on the development of the conscious and unconscious mind. People who 
have good early relationships can, when subject to trauma, disadvantage, dis-
crimination, and systemic oppression, develop difficulties with domains such as 
trust, self-perception, relationships, and adapting. People who may be privi-
leged or valued over others by society can develop a distorted sense of their 
abilities, leading to challenges in navigating stressors or adversity experienced 
in later life. We have integrated Bronfenbrenner’s Ecological Systems model 
(Bronfenbrenner, 1977) into our organizing framework as a way of conceptual-
izing this, offering it as an idea about development on equal footing with other 
psychodynamic models. We can think of this as one way of addressing the 
biopsychosocial factors that shape the development of a mind. While this book 
has been written by authors who live and work in the United States, we hope 
that this approach may prompt readers to consider the unique effects of culture 
and society on persons in their location.

Diversity and inclusion - In this edition, we use non-binary pronouns, replac-
ing “he/she” with “they” for the singular and plural. We have written inclu-
sive vignettes, while following current guidelines to only include demographic 
identifiers that add to the significance of the examples. As such, the vignettes 
vary in length. Some focus on a very specific point. Others zoom out to con-
sider the full lived and layered experience of the person. We recognize that all 
readers and clinicians will bring their own assumptions, positionality, and 
lived experience to the vignettes. We have chosen to use names rather than 
initials for the persons included in the vignettes to bring the examples to life. 
Some of the names used might reflect the diverse backgrounds of persons in 
the United States. We have updated sections on attachment to acknowledge the 
predominantly White and western bias of the original research in this area. 
Likewise, we have also updated sections on conflict and triadic relationships to 
acknowledge the often heteronormative bias of early ego psychological 
models.

Conscious and unconscious - We believe that psychodynamic formulations help 
us to form hypotheses about the entirety of a person’s mind—conscious and 
unconscious. In this edition, we expand this formulation to discuss the develop-
ment of both conscious and unconscious thoughts and feelings.

Lived experience - People can develop conscious and unconscious problems and 
patterns throughout life—not only during their early childhood. We have added 
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more on the importance of lived experiences, with expanded sections on trauma 
and adulthood.

Bias - We have added sections that acknowledge and discuss how culture, iden-
tity, and the biases of the clinician affect the creation of psychodynamic formula-
tions. We have added discussions in several sections—including those on trust, 
identity, and attachment—that address how traditional psychodynamic concepts 
may be inadequate when creating formulations about people from marginalized 
groups. Acknowledging the diversity of gender and sexual development, we 
have de-emphasized triadic (Oedipal) relationships in middle childhood and 
their role in adult psychopathology. At all points, we have tried to move away 
from White, heteronormative, and ableist expectations, while understanding, in 
the spirit of cultural humility, that there may be ways in which this continues to 
be present.

Identity - We have greatly expanded our discussion of identity in this edition, 
given that it is the part of self-experience that relates to how we see ourselves in 
relation to our culture and society.

Defenses - Starting from the idea that all defenses were adaptive at one point in 
life, we no longer label defenses along the “adaptive-maladaptive” continuum. 
Rather, we discuss the benefit and cost of defenses, noting that this balance can 
change over the lifespan.

Values - We have added “values” to our list of function domains. We call this 
domain “values” rather than “super-ego function” so as not to privilege ego psy-
chology as the dominant psychodynamic model, to broadly address systems of 
right and wrong, and to include discussion of personal values.

The collaborative process - We create psychodynamic formulations with our 
patients, not about our patients. This edition emphasizes the collaborative nature 
of this process.

Expanded educators’ guide and more suggested activities - Psychodynamic for-
mulation must be learned actively. We have included suggested activities in each 
chapter so that learners can practice the concepts in real time. These activities can 
be performed by individual learners or in a classroom setting. We have also 
expanded our educators’ guide to help instructors actively teach this important 
psychotherapeutic skill.

Whether you are learning psychodynamic formulation for the first time, or revisiting 
concepts that have become well-known, we hope that our journey of discovery may 
prompt you to expand that way you conceptualize your patients’ development, and 
that, in some way, this contributes to diminishing the inequity in psychoanalysis, our 
healthcare system, and our world.
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Psychodynamic Formulation: An Expanded Approach, First Edition. The Psychodynamic Formulation Collective. 
© 2022 John Wiley & Sons Ltd. Published 2022 by John Wiley & Sons Ltd.

Key concepts

A formulation is an explanation or hypothesis.

A psychodynamic formulation is a hypothesis about the way a person’s conscious and 
unconscious thoughts and feelings

•	 may have developed

•	 may be causing or contributing to the difficulties that have led the person to treatment

Throughout our lives, biological, psychological, and social/cultural factors affect the 
development of our conscious and unconscious ways of thinking about ourselves, our 
relationships with others, and our world; thus, all should be included in a 
psychodynamic formulation.

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

Psychodynamic formulations can aid our work with all patients, not just those in 
psychodynamic psychotherapy.

What is a formulation?

Very nice history. Now can you formulate the case?

All mental health trainees have heard this, but what does it mean? What is a 
formulation? Why is it important?

Formulating means explaining (Eells,  2022), or better still, hypothesizing. All 
healthcare professionals create formulations all the time to understand their patients’ 
problems. In mental health fields, the kinds of problems we try to understand involve 

1	What Is a Psychodynamic 
Formulation?
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the way our patients think, feel, and behave. When we formulate, we think not only 
about how people think, feel, behave, but also why they do. For example,

Why is she behaving this way?

Why does he think that about himself?

Why are they responding to me like this?

Why is that his way of dealing with stress?

Why is she having difficulty working and enjoying time off?

What is preventing them from living the life they want to lead?

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

What makes a formulation psychodynamic?

Many different kinds of formulations exist (Campbell & Rohrbaugh,  2006/2013; 
Eells, 2010; Wright et al., 2017). There are cognitive behavioral therapy formulations, 
psychopharmacologic formulations, and family systems formulations, just to name a 
few. Each type of formulation is based on a different idea about what causes the kinds 
of problems that bring people to mental health treatment.

A psychodynamic frame of reference suggests that these problems may be caused 
or contributed to by thoughts and feelings that are out of awareness—that is, that are 
unconscious. These unconscious thoughts and feelings affect the way we think about 
ourselves, other people, and our relationship to the world Thus, a psychodynamic 
formulation is a hypothesis about the way a person’s conscious and unconscious 
thoughts and feelings

•	 may have developed
•	 may be causing or contributing to the difficulties that have brought the person to 

treatment

This is important to understand, as helping people become aware of their uncon-
scious thoughts and feelings is an important psychodynamic technique.

Unconscious vs. implicit

According to social scientists, implicit mental processes are those that “occur outside 
conscious awareness” (Devos & Banaji,  2003). People may not be aware that they 
exist, or they may simply operate outside of conscious control (Devos & Banaji, 2003). 
When implicit processes influence our judgments—for example, about people on the 
basis of race or gender—we call this implicit bias (FitzGerald & Hurst, 2017). We can 
have these biases about ourselves, others, or society at large. In this book, we use the 
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terms unconscious and implicit interchangeably to mean mental processes that oper-
ate out of awareness and that, once formed, automatically influence our thoughts, 
feelings, and behaviors.

A developmental process throughout life

It’s well known that psychodynamically oriented mental health professionals are 
interested in their patients’ childhoods. But why? One reason is that using psychody-
namic technique is about more than just helping people become aware of their uncon-
scious thoughts and feelings—it’s also about trying to make sense of how and why 
those unconscious thoughts and feelings developed.

Although there are significant temporal windows early in life during which mas-
sive amounts of development occurs, conscious and unconscious thoughts and 
feelings change throughout life. Erikson’s “Eight Ages of Man” (Erikson, 1968), 
which conceptualizes development as occurring throughout the life span, is a good 
place to begin, but today we must take this even further. Traumatic events that 
occured to parents before conception; maternal stress during pregnancy; discrimi-
nation, inequity, and systemic oppression during adulthood; and late-life loss may 
all contribute to the individual’s mental life in the here and now. Thus, we aim to 
address the entirety of a person’s lived experience in a psychodynamic 
formulation.

While that’s all well and good, how can we learn about and try to make sense of 
developmental processes that have already occurred? Even with videos and scrap-
books, we can’t go back in time to watch early development unfold. In this way, creat-
ing a psychodynamic formulation is a lot like being a detective trying to solve a 
mystery. Like the detective, we work retrospectively, first looking at our patients’ 
problems and patterns and then scrolling back through their life stories to try to 
understand their development.

Biological, psychological, and social

So, how do our characteristic patterns of thinking, feeling, and behaving develop? 
John Locke said that each person is born as a blank slate—a tabula rasa (Locke, 
1689/1975). E. O. Wilson argued that social behavior is shaped almost entirely by 
genetics (Wilson, 1975/2000). Nature—nurture: it isn’t one or the other but both, with 
the relative contributions of each varying from person to person. Freud (1937/1964) 
called the nature part “constitutional” and the nurture part “accidental.” However, 
you think about it, people come into the world with their inherited genetics and then 
continue to develop as they interact with their environment. The more we learn about 
the interrelationship between genes and environment, the clearer it is that our genet-
ics shape our experience and vice versa; complex interactions between the two result 
in our characteristic views of ourselves, the way we relate to other people, and our 
patterns of adapting to stress. In thinking about how to understand and describe how 
we develop, we must consider genetics, intrauterine exposures, temperament—the 
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biological factors—as well as the environmental factors. They are all part of psycho-
dynamic formulation.

Traditionally, psychoanalysts thought about the environmental part of the equa-
tion as related mostly to the effects of children’s early interactions with the people in 
their immediate environment (e.g., primary caregivers and other family members). 
This immediate environment is sometimes called the person’s microsystem 
(Bronfenbrenner, 1977). We often think of these early interactions as the psychologi-
cal factors contributing to a person’s development. But culture and society also affect 
the development of the conscious and unconscious ways we think about ourselves, 
other people, and our world (Fanon, 1952/2019). This includes both the person’s 
communities (e.g., schools, religious groups, local organizations)—sometimes called 
the mesosystem—as well as society at large (e.g., laws, public policies, cultural 
values)—sometimes called the macrosystem (Bronfenbrenner, 1977). This is particu-
larly pronounced when we are disadvantaged by what has been described as hierar-
chical systems of oppression, including racism, sexism, heterosexism, cisgenderism, 
ableism, classism, ageism, and religious or ethnic discrimination (Crenshaw, 2017; 
Hays, 2016). These systems affect us throughout our lives, and may powerfully and 
adversely affect our implicit mental processes even when our early experiences with 
caregivers were generally positive. In this edition, we expand the psychodynamic 
formulation to include the way that culture and society affect the development of 
conscious and unconscious ways of thinking about the self, others, and the world 
throughout life (see Chapter 20).

More than reporting

A news story gives a report of what happened; a psychodynamic formulation offers a 
hypothesis about why things happened. The following examples illustrate the 
difference.

Reporting

Nick, who is 32 years old and has been married for 10 years, presents because he needs to go on a 
business trip and is unable to be away from his wife for more than one night. He was born to a 
single teenage mother who had little support and who likely had postpartum depression. As a child, 
Nick had severe separation anxiety and spent long periods of time at home “sick.”

Formulating

Nick, who is 32 years old and has been married for 10 years, presents because he needs to go on a 
business trip and is unable to be away from his wife for more than one night. He was born to a single 
teenage mother who had little support and who likely had postpartum depression. As a child, Nick 
had severe separation anxiety and spent long periods of time at home “sick.” It is possible that his 
mother’s depression affected his ability to develop a secure attachment, which makes it hard for him 
to think of himself as a separate person. It may have impeded his capacity to separate successfully 
from his mother. Now, it may be making it difficult for him to be apart from his wife for more than 
one night.

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

Different kinds of psychodynamic formulations

Psychodynamic formulations can explain one or many aspects of the way a person 
thinks, feels, or behaves. They can be based on a small amount of information (e.g., 
the history a clinician obtains during a single encounter in an emergency room), or an 
enormous amount of information (e.g., everything that a psychoanalyst learns about 
a patient during the course of a multi-year analysis). They can try to explain how 
someone behaves in a moment of therapy, during a discrete crisis, or over a lifetime. 
They can be used in any treatment setting, for brief or long-term treatments. If they 
are responses to questions about how people think, feel, and behave that consider the 
effect and development of conscious and unconscious thoughts and feelings, they are 
psychodynamic formulations.

Not a static process

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

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

Formulating psychodynamically is ultimately a way of thinking

We think the best way to learn to formulate psychodynamically is to actually write a 
psychodynamic formulation. Taking the time to do this, as well as committing your 
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Suggested activity
Can be done by individual learners or in a classroom setting.

Think about a recent moment you experienced with a patient in any clinical setting. 
Perhaps the patient was late, didn’t want to speak to you, or had nothing to say. What do 
you think led the patient to react the way they did? Take a look at what you have written. 
Is it reporting or formulating? It is formulating if you have included a causative link—the 
reason you think this happened. Try to identify that link. If you are working in a classroom, 
you can do this in pairs.

ideas to paper (or screens), will help you to consolidate your ideas about a patient 
and to practice the skills you will learn in this book. However, not all formulations 
are written. Most, in fact, are not. We formulate psychodynamically all the time—
when we listen to patients, when we think about patients, and when we decide what 
to say to patients. Ultimately, formulating psychodynamically is a way of thinking 
that happens constantly in a clinician’s mind. Having a psychodynamic formulation—
that is, having ideas about the development and workings of a patient’s conscious 
and unconscious mind—can help you in many types of clinical situations, including 
acute care, inpatient units, medical settings, and primarily pharmacological treat-
ments. Our hope is that you will use the skills you learn in this book to formulate 
psychodynamically all the time with all your patients, not just those in psychody-
namic psychotherapy.

Now that we have introduced some basic concepts, let’s move on to Chapter 2 to 
begin thinking about how we collaboratively create psychodynamic formulations.
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of  198–199
self‐harm  173
self‐hatred  198
selfobject functions  225
selfobjects  226–228
self‐perception  15, 36–37, 40

middle childhood  136
see also self‐experience, describing

self psychology  225, 226–228
self‐reflection  68–69, 73
self‐regulation

and affect management  240
difficulty with  128
see also self‐esteem regulation

sensation seeking and avoidance  107
sense of others, developing  125
sense of self  15, 35, 94, 99, 197, 198, 199

adolescents  151
consistent  125, 149
developing/emerging  125–126, 158, 

190, 226, 227, 228, 232, 236
effect of society on  41
emotional difficulties  184, 187
false  227, 229
fragile/poor  151, 176, 203, 230, 232, 

255, 258, 265
grandiose  38, 226, 227, 232
healthy/positive  230, 231, 232, 233
inflating or deflating  38
integrated  177
internal  176
learning about  49
nascent  135, 156
repairing  190
and sexuality  228
stable  127, 172
strong  127, 230
superficial  51
trauma affecting  172
use of others to help regulate  39, 46
see also self; self‐deprecation; self‐

esteem regulation; self‐
perception; self‐reflection

sensory regulation  67–68, 72
sexism  170
sexuality

in adulthood  156–157
control of  195
and homosexuality  19
and intimate relationships  157
and sense of self  228
sex as play  86
sexual abuse in childhood   

170–171, 174
sexual inhibitions  139
sexuality  149–150

shame  198–199
siblings, relationships with  138, 144
skills  86, 144
slavery  195
social determinants of health  196
social psychology  214

and interpersonal theory  217
society and culture, effects of

adaptating  200–201
affecting development  6, 98–99
fragility  199
hierarchies of society  195–197
linking problems and patterns 

to  198–201
linking to treatment  202
psychodynamics and ecological 

systems  194–195
on psychological development 

throughout life  197–198, 
199–201

sample formulation  201–202
self‐experience  198–199
sense of entitlement and 

superiority  199
social determinants of mental health 

and societal hierarchies  196–197
transmission of cultural and societal 

effects  196
somatization  56, 60
splitting  46, 55, 125, 175, 207, 221
split treatment  274
stigma  63, 197
stimulation  53, 54, 125
stories see life stories
strange situation  123
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stress
early life stress (ELS)  54–55
extraordinary  175
ordinary  175
overwhelming stimulation as  53
stress acceleration hypothesis  55
traumatic stress  169, 170

structural discrimination  187
structural model  206
structural racism  217
sublimation  207
Sullivan, Harry Stack  217
superego  78, 138, 206

tabula rasa  5
Taylor, Breonna  ix
temperament  5

family history  112
genetic factors  107–108
stable traits  111

theoretical bias  19–20
therapeutic strategy, forming  15
therapist‐patient relationship, enhancing 

understanding  23–27
differences between therapist and 

patient  24
formulations, effects on

impact of differences and 
similarities  25–26

therapists’ feelings about 
patients  26

identity of therapist, effect on 
formulations  25–26

life experience of therapist  24
neutral stance of therapist  24
similarities between therapist and 

patient  24
unique nature of patient‐therapist 

pairings  23–25
thinking  126
topographic model  206
transference  81, 221
transgender  199
trauma  169–180

in adulthood  158

affecting sense of self  172
age at which occurring  171
beyond middle childhood  140
collective  169
as critical in life stories  100
definition  170
effects on development  170–172
extent and severity of  171
historical  110
linking problems and patterns to 

impact of  172–175
linking to, guiding 

treatment  176–177
occurring in adulthood  172
oppression, systems of  169
personal  169
problems with adapting  175
problems with regulation of affect and 

impulses  173–174
problems with relationships with 

others  174
resilience to  171–172
sample formulation  175–177
self‐experience, problems 

with  172–173
stigma, and  197
transgenerational transmission  5, 

109–110, 170
traumatic stress  169

traumatic stress  169, 170
treatment

conducting  16
and effects of society and  

culture  202
forming a therapeutic strategy  15
fostering insight during  295
linking guiding  168, 189–190
linking to attachment styles, 

guiding  242
linking to cognitive and emotional 

difficulties  189–190
linking to development of 

self  232–233
linking to relationships with others 

guiding  221–222
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linking to society and culture  202
linking to trauma, guiding  176–177
linking to unconscious conflict and 

defense guiding  210–212
making recommendations and setting 

goal  15
split  274
use of psychodynamic formulation, 

in  14–16
see also collaboration in clinical 

practice; pharmacologic 
treatment, psychodynamic 
formulations in

triadic relationships  137
trial interpretation  73
trust  45–49

ability to trust others  45–46
basic  123
difficulty trusting others  127–128
fear and mistrust  200
generalized  45, 46, 49
interpersonal  48–49
learning about  48–49
trusting other people  122–123

unconscious conflict  206
unconscious fantasies  37
unconscious patterns  32
unconscious vs. implicit mental 

processes  4–5, 15, 24
uninhibited temperament  107
universal identity  36
using psychodynamic formulations 

(methods)
after a few months of 

treatment  287–289
in the beginning of 

treatment  286–287
biopsychosocial approach  299–300
in clinical practice  286–289
collaboration  291–297, 299
conducting the treatment  16
creating a life narrative  16
development and lived experience  300
expanded approach  299–303

forming a therapeutic  
strategy  15

making recommendations and setting 
goals  15

map, working with  14
setting the stage for 

formulating  299–300

values  77–84
child‐rearing  124
cultural context  80–81
defining the area  78
describing  82, 249, 255
development of  126–127, 138
flexibility  79
harshness  79
learning about a person’s sense of 

right and wrong  81
life stories  81–82
long‐term psychodynamic 

psychotherapy  284
opening questions  81–82
personal  80, 82
prosocial behavior  80
right and wrong

behavior  79–80
sense of  78–80
system of  78–79

universal  80
variables for describing   

78–80, 82
variables for describing

adapting  55–58, 60
cognition  64–70
the person  32
relationships  45
self  36–37
values  78–80
work and play  87–90

vulnerability, self‐esteem  38

wage, minimum  195
Warren, Robin  19
Wilson, Edward Osborne  5
Winnicott, Donald  122, 228
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work and play  85–92, 255
adequate for care of self and 

dependents  87–88, 89
comfortable and pleasurable  87, 89
consistent or sporadic work  86
consistent with developmental level, 

training, talents and 
limitations  87, 88–89

defining the area  85–86
describing patterns and problems  90
lack of play  86
life stories  88–90
limited because of restricted access   

88, 90
paid/unpaid work  85–86

rest and play  86
self‐care and play  88
sex as play  86
skilled or unskilled work  86
variables for describing  87–90
whether health‐promoting and 

culturally sanctioned  88, 90
working psychodynamic 

formulation  7, 14
World Health Organization (WHO)  19

young adulthood (ages 18 to 23)  163, 
251, 256

suggested origins of adult problems 
and problems, in  158–159


