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PERSONALITY STYLES AND THERAPY STYLES*

DANIEL B. WILE

This paper starts from the common observation that people always appear to have some aim or purpose in mind which they are seeking to accomplish and suggests that these aims can be divided into five general categories: striving for personal excellence, pursuing relationships, seeking vindication, engaging in the routine of everyday life, and searching for spiritual renewal. Each of these pursuits implies a distinctive orientation toward life. Each has its own ideology, its own partially unconscious guiding fantasy (Murray's, 1938, "unity-thema" and Arlow's, 1969a, 1969b, "unconscious fantasy"),

and its own means of organizing personal experience. It is in terms of his particular

ideological stance that an individual defines the meaning of his psychological problems and decides how they can be resolved. And it is in terms of his ideological stance that he approaches psychotherapy and structures his relationship with the therapist. Depending upon the individual's particular perspective, he will assign the therapist the role of love object or confidant, competitor or yes-man, co-conspirator or enemy, doctor or magician. A therapist who is unaware of the different roles he may be assigned will have no choice but to act directly upon them, either by unthinkingly accepting the role or by automatically rejecting it. A therapist who has a general knowledge of the existence

and meaning of these role assignments will be able to use them to explore his client's

psychological dilemmas and to discuss them with him.

* The author would like to thank Joanne Wile and Bernard

Apfelbaum for their many valuable suggestions.

FIVE PERSONALITY STYLES

The Relationship or Dependent Stance. One means by which individuals organize their lives is by seeking a sense of connectedness or association with individuals, groups, or institutions (Bursten's, 1973, "craving narcissistic personality type;" Horney's, 1945, "compliant personality types; Kohut's, 1971, "idealized parent imago;" Marmor's, 1953, "hysterical personality;" Reich's, 1940, 1953, "narcissistic object choice"). This person has discounted himself as a source of interest, significance, or power and, instead, devotes his efforts to forming relationships with objects or entities which he does see as valuable or powerful. The assumption underlying this stance is that life would fall into place if only he could assure himself the required relationships or associations. Therapy hours with individuals in a relationship stance have distinctive features. This person devotes the time to planning ways of beginning or improving relationships, lamenting the absence of satisfying relationships, and glorying in those which are satisfying. The therapist is incorporated into the individual's relationship pursuits in two ways. At some moments he may be seen as a primary object, that is, as the environmental object in relationship with whom the individual feels his own life can be completed or made meaningful. At other moments he may be seen as a secondary object, as a comforter,

confidant, advice-giver, or other source of assistance in his attempts to obtain a sense of connectedness with an object or entity outside the therapeutic situation.

Personal Excellence or Performance Stance. Other individuals organize their lives around the issue of personal worth. Everything in this person's life is experienced in terms of its implications about his adequacy or inadequacy. Everyday events become tests of competence. Work situations are tests of social competence, sexual situations are tests of sexual competence, and vacation situations may be tests of his ability to relax (Shapiro's, 1965, "obsessive-compulsive style"). This person is only satisfied when he feels he is accomplishing something.

Underlying this stance toward life is the belief that there is some basic quality of excellence, nobility, or specialness about him which, when it obtains its full expression or recognition, will justify his existence and compensate for all his frustrations (Adler's "superiority strivings" (Ansbacker & Ansbacker, eds., 1956) and Horney's, 1945, "idealized image").

The therapeutic behavior of this individual reflects his preoccupation with his sense of personal worth. He devotes the time to discussing his achievements and capabilities or criticizing himself for his failures and deficiencies (Bursten's, 1973, "Phallic narcissistic personality type" and Reich's, 1960, "narcissist"). Any imperfection he sees in his behavior or character is perceived as a fatal flaw which must be corrected by an immediate act of personal will. The psychotherapeutic situation, like every other setting in his life, becomes a test of his competence. He needs to feel that he is performing adequately, by proving himself a model therapy patient, for example, or by demonstrating that he does not really need psychotherapy after all.

The personal excellence stance is adopted in large part because of the failure of his relationship strivings. Having been frustrated by unreliable or punishing environmental relationships, this individual withdraws into fantasies of his own personal perfection and self sufficiency (Kohut's, 1971, "grandiose self"). He feels he is complete within himself and does not need anything from anybody (Homey's, 1945, "detached personality"). The act of coming to therapy contradicts this fantasy, exposing him to the painful thought that he might actually be "dependent," "weak," and "unable to handle his own problems." And since he is continuously comparing himself to others as part of his ongoing evaluation of his own adequacy, he is also in danger of feeling painfully inferior to the therapist. He defends against both these dangers by excluding the therapist and ignoring much of what he says (Horney, 1966).

The Oppositional or Externalizing Stance. Another means by which individuals organizetheir lives is by pointing to injustices which they feel have been done to them (Bursten's, 1973, "paranoid narcissistic personality types," Horney's, 1945, "aggressive personality type," and Shapiro's, 1965, "paranoid style"). This person views the environment, or certain persons or institutions in the environment, as inherently inimical to his interests. 
Life takes on a clarity and a sense of purpose when he is able to locate an environmental object to blame for his difficulties. Underlying this stance is the conviction that life would be okay if only he could be vindicated or compensated for the injustices done to him or if only the environment would stop interfering with his efforts to lead a decent life.

A therapy hour with this individual has its own special quality. This person may devote the time to complaining about persons, groups, institutions, or society in general. The therapist is generally not given much to do during all of this and may find himself feeling like saying, "if you believe that these people are to blame for your difficulties, I don't see why you came here. What did you think I could do about it?" At other moments the therapist may himself be the subject of angry attacks or indirect criticism. It becomes obvious, when you think about it, that this person is actually quite inhibited in his ability to accuse others. To put it another way, he cannot stop criticizing others (or complaining

about them) because he is unable to criticize them in a sufficiently direct and immediate

manner.
The Reductive or Conventional Stance. Still other individuals organize their lives in terms of the routine and rituals of everyday life. This person deals with the threatening intensity and ambiguity of daily existence by adopting an ordered and bureaucratic view of the world. Intense emotions are avoided and replaced by calm satisfactions. Psychological thinking is replaced by cultural platitudes. Interpersonal relationships are reduced to ritualized interchanges.

Underlying this stance is the belief that the value of life lies in the familiar routines and benign satisfactions of ordinary everyday living. The psychotherapeutic process is a difficult one for this individual. He devotes the therapy session, as he devotes his life in general, to avoiding intense experience and denying the psychological significance of events. While other types of individuals often find themselves getting more in touch with their feelings in the course of a therapeutic session, the individual with a reductive orientation may find himself getting farther away from his. This person approaches the therapist in the same manner that he approaches other people in his life, by appealing to established cultural roles. An example of such a cultural role is the doctor-patient relationship. By presenting himself as a patient who is seeking the impersonal ritualized ministrations of a doctor, this individual protects himself against the anxieties that he would otherwise experience in seeing a psychotherapist.

The Spiritualistic or Cosmic Stance. A final means by which individuals organize their lives is in terms of higher spiritual forces. This person shares the previous individual's wish to replace the world of reality with a more congenial one. Instead of reducing his world to one of familiar routines and prosaic events, however, the present individual superimposes or creates a new world full of mysterious happenings and wonderous powers—astrology, ESP, mind-altering drugs, religious feeling, the mystical power of dreams, etc. Underlying this person's stance toward life is the belief that "there are more things in heaven and earth than are dreamt of in your philosophy" (Shakespeare) and that these “more things'' constitute what is most important and most interesting about life.  
Therapy with this individual is marked by a quality of elusiveness. Entire hours may be devoted to the description of his spiritualistic beliefs, leaving the therapist with a vague, amorphous feeling. Other hours may be characterized by rapid shifts back and forth between psychological and spiritualistic thinking, leaving the therapist with a scattered, fragmented feeling. On those occasions when this individual does talk about himself in psychological terms for extended periods of time, he is likely to shift abruptly to the spiritual realm just when he is on the verge of coming to an important realization

about himself. The therapist may be used as an audience for this individual's spiritualistic discourses or he may be seen by this person as a kind of wizard or oracle who, perhaps with the assistance of psychological tests, can read his mind, interpret his dreams, and tell him his destiny.

EGO STATES

These stances may be adopted for extended periods of time, in which case they constitute a general characterological orientation toward life, or they may be adopted for brief moments, in which case they form momentary ego states. As an example of the latter, let us imagine an individual who starts a particular therapy session by attempting to demonstrate how well he is able to analyze everything that has been happening to him (personal excellence stance). He soon stumbles in his analytic attempts, however, gives up on his own personal efforts, and asks the therapist for his opinions. In so doing, he shifts from the undercurrent fantasy of his own personal excellence to the undercurrent fantasy of being his therapist's favorite patient (relationshipstance).

This new ego state continues for a few minutes until an offhand remark on the part of the therapist is experienced by this person as a criticism. This shatters his fantasy of having a special relationship with the therapist and leads to angry feelings of having been betrayed by him (oppositional stance). But this anger may itself last only a few moments. Feeling uncomfortable with his resentment, this individual defends against it by denying that he has any feelings at all toward the therapist and by attributing his anger to tiredness and overwork (reductive stance).

This has been a difficult hour for this person and the reductive stance provides a needed
moment of respite. As soon as he regains his bearings, however, he shifts to the equally
secure but more intriguing and stimulating spiritualistic stance. He describes a strange
experience he once had while on an acid trip and relates some of his more spectacular dreams. In the course of his narrative he becomes impressed both with the splendor of these events and his own skill in describing them. This is sufficient to allow him to resume the earlier disgarded personal excellence stance. The remainder of the hour is then spent enjoying his picture of himself as articulate and imaginative.

AN ANTIDOTE TO COUNTERTRANSFERENCE THERAPEUTIC INTERVENTIONS
The special value of the present conceptualization is the protection that it provides the therapist against certain unfortunate countertransference reactions. Depending upon the individual's present stance, he demands a magical cure from the therapist, seeks a romantic or social relationship with him, or limits his role to that of a confidant, adversary, demigod, passive observer, silent co-conspirator, or yes-man. A

therapist who does not recognize the existence or significance of the roles which his client assigns to him will have no choice but to act upon them. (Wile's, 1972, "patient-induced countertransference").

This action may take any of a number of forms. The therapist may comply with the client's role expectations, he may react against them, or he may instruct the individual regarding what can realistically be expected from a therapist. The therapist may also be confused or frustrated by the individual's tendency to shift rapidly between different stances or his failure to shift from what appears to be an unproductive and maladaptive pursuit—striving for impossible perfectionistic goals, remaining in a hopeless love affair, complaining about others rather than doing something constructive about one's own

life, or trying to solve psychological problems by nonpsychological means. A typical countertransference response to this is to lecture the client regarding his inconsistency, his excessively perfectionistic strivings, his attempt to live his life through others, his failure to see his own role in his problems, or his general unwillingness to accept his feelings.

The therapist who adopts the present viewpoint expects to find the individual singlemindedly pursuing one or the other of these five stances at some moments and shifting between them at others. He is also prepared to be given certain limited and specialized roles in the therapeutic interaction and to be subject to particular demands and complaints. Since he is neither surprised nor confused by these events, he does not need to act upon them or defend against them. He allows himself to experience the role the individual has given him and uses his countertransference reaction to obtain further

information about the stance the individual is  presently taking.

It is a mistake to try to talk people out of their perfectionistic strivings, dependency relationships, condemnations of others, or denial of psychological meaning. First of all, these pursuits provide purpose and direction to their lives. The individual with a relationship stance is depending upon the arrival of a savior while the individual with a personal excellence stance is placing all his hopes upon eventual personal success. It is difficult, and perhaps impossible, to talk people out of the one thing they think they

really need.

Secondly, these individuals are already in conflict. The person with a relationship stance is already criticizing himself at some level for being too dependent, while the individual with a personal excellence stance is condemning himself for being too preoccupied with his own performance, the individual with an oppositional stance is having a difficult time believing that others are truly to blame for his problems, and the individual with a reductive or spiritualistic stance is concerned that he might actually be motivated by psychological factors. The more the therapist challenges the particular stance which the individual had adopted, the more insecure the individual feels and the more desperately he is likely to cling to this stance. The result is a polarization between therapist and individual.

The alternative approach starts from a recognition that the individual is in a difficult situation. The person with a relationship stance, for example, is in the frustrating position of being an imperfect individual seeking a perfect relationshipin an imperfect world while, at the same time, criticizing himself for needing such a relationship. His attention is so dominated by his efforts to obtain the desired relationship, his self criticism for having such relationship needs, and his attempts to ward off this self criticism (and the criticism of others), that he has little energy left to explore his situation and develop the perspective necessary to resolve his dilemma. The task of the therapist is to help the individual develop an understanding of and a sympathetic attitude toward his circumstances. The client is always on the verge of criticizing himself for his predicament or, in an attempt to defend against self criticism, blaming others or denying that his predicament really exists. This self blame, criticism of others, and denial engages his full attention and makes understanding impossible. To the extent that the individual with a relationship stance is able to sympathize with himself for the dilemma in which his relationship orientation places him, he will then be in a position to explore the source, meaning, dynamics, implications, and the advantages and disadvantages of his particular stance. The ultimate result of such an exploration will be an increased ability to get along without relationships on the one hand and an increased ability to establish and enjoy them on the other.
CONCLUSION

The therapist who is equipped with a picture of these five alternative stances will have a means of understanding what the individual is trying to do, why he is trying to do it, and how to talk with him about it. More importantly, this framework will enable the therapist to stay on top of his countertransference reactions. Depending upon the stance which the individual is adopting, the therapist is likely to feel revered, ignored, abused, sterotyped, or whatever. To the extent that the therapist understands the origin and meaning of his feelings, he can place them in perspective rather than having to act upon them.
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