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Objective: Despite increasing evidence for the effectiveness
of intensive short-term dynamic psychotherapy (ISTDP),
evidence supporting the purported mechanisms of change
in ISTDP is lacking. This systematized review aimed to de-
scribe themajor theorizedmechanisms of change in ISTDP,
critically evaluate the emerging literature pertaining to its
purported mechanisms, and explore directions for future
research.

Methods: A systematized search of the literature was con-
ductedbyusingonlinedatabases (PsychInfo, PubMed, EMBASE,
and CINAHL).

Results: Fourteen studiesmet inclusion criteria. The included
studies explored at least one theorized ISTDP mechanism of
changeandattempted tooperationalizeorotherwiseempirically

examine the mechanism in relation to the therapeutic process.
Examined mechanisms included “unlocking the unconscious”
and specific therapist interventions.

Conclusions: The current body of literature has several
limitations, most notably the lack of a consensus definition
for unlocking the unconscious. This difficulty in measuring
mechanisms of change is common across therapeutic mo-
dalities and limits the validity and comparability of findings.
Despite these limitations, the literature suggests a possible
association between theorized mechanisms of change and
positive therapy outcomes. Future research directions are
discussed.
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Intensive short-term dynamic psychotherapy (ISTDP) is a
short form of psychodynamic treatment developed by Habib
Davanlooduring the 1970s (1–4).Theefficacyof ISTDPhasan
increasingly strong evidence base across a broad range of
clinical presentations, including personality disorders, psy-
chosomatic disorders, and treatment-resistant depression
(5–9). Despite increasing evidence regarding ISTDP’s ef-
fectiveness, its underlyingmechanisms of change have been
difficult to explore. In particular, it has been challenging to
operationalize its theoretical psychodynamic constructs and
processes. Despite these difficulties, investigation of these
mechanisms of change may enhance our understanding of
this therapy’s processes and may inform development of
clinical interventions and underlying theory. In this article,
we aimed to provide an overview of theorized mechanisms
of change in ISTDP, review current initial evidence re-
garding several of thesemechanisms, andprovidedirections
for future investigation.

PROPOSED MECHANISMS OF CHANGE IN ISTDP

ISTDP’s developmentwas influencedbyFreud’s second theory
of anxiety (10) and Bowlby’s theory of attachment (11–13).
ISTDP assumes that early attachment experiences have a

strong developmental influence, contributing to enduring
attachment patterns in adulthood. Feelings or impulses that
may damage attachment relationships can therefore be ex-
periencedasunacceptable to the individualandmaybepushed
out of conscious awareness (1, 3). ISTDP posits that many
pathological symptoms are explained by a “triangle of con-
flict” (14).

HIGHLIGHTS

• This systematized review explored emerging literature
regarding mechanisms of change in intensive short-term
dynamic psychotherapy (ISTDP).

• Fourteen studies examining proposed mechanisms, in-
cluding “unlocking of the unconscious” and specific
therapist interventions, met inclusion criteria for the
review.

• Initial findings suggested limited support for mechanisms
of change as proposed by ISTDP theory.

• Issues with research quality and generalizability were
identified, indicating the need for more rigorous studies of
the mechanisms of change underpinning ISTDP.
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At the center of the triangle lie emotions. Emotions or
impulses that may have caused a past rupture in an attach-
ment relationship can become a source of anxiety and are
avoided by using defensive processes. Defenses thus function
to protect the individual from unconscious, complex feelings
and impulses,whichmay cause attachment disruption. In the
long term, this avoidance of emotional experience also pro-
duces pathological symptoms and maintains problematic re-
lationship patterns (3).

ISTDP aims to support patients in bringing unconscious
impulses and feelings into conscious awareness (2). This
process is known as “unlocking the unconscious.”Depending
on the complexity and intensity of the experienced feelings,
unlocking can be achieved at different levels. Most com-
monly, these complex feelingsfirst arise toward the therapist.
Once the feelings are within the patient’s awareness, therapy
focusesonsupporting thepatient tounderstand therelationship
between these feelings and past attachment experiences, thus
achieving a higher level of insight, which reduces anxiety and
empowers the patient to change pathological patterns. Because
defensesservetoprotect thepatient fromunwantedexperiences,
varying levels of resistance may manifest. Tension arises
between the self-perpetuatingnatureof defenses (resistance)
and patients’ unconscious, healthy desires to better un-
derstand themselves and to be known by others (the un-
conscious therapeutic alliance). The therapist applies
interventions to overcome resistance but must temper
the intensity of the interventions to account for the psycho-
logical fragility of the patient. Fragile patients are thosewho
do not have enough adaptive defenses to self-regulate or
cope with pressure and/or challenge to defenses in order to
explore unconscious feelings. In ISTDP, fragile patients are
supported to restructure their defensive system to improve
functioning.

ISTDP theory suggests that the process of experiencing
the underlying emotions and developing insight into the re-
lationships among emotions, anxiety, and defenses results in
symptom reduction and behavioral change (15).

Davanloo (4) reported four major levels of unlocking the
unconscious: partial, major, extended major, and extended
multiple major. Davanloo (4) also proposed that the intensity
of mixed emotions toward the therapist, without the expe-
rience of anxiety and defenses, and the stronger link between
the past and the present, predicts deeper levels of unlocking.
For example, in a partial unlocking, the patient may only
partly experience rage toward the therapist; therefore, he or
she will experience only low amounts of guilt regarding the
rage and limitedmemories of the same emotional experience
toward previous attachment figures. In a major unlocking,
however, the patient is able tomake clear links betweenhis or
her transference toward the therapist and past experiences
with his or her caregivers. Major unlocking thus involves
the patient transferring feelings from a past attachment fi-
gure onto the therapist. Extended major unlocking and ex-
tended multiple major unlocking, may involve deeper levels
of rage (often murderous, torturous impulses), with intense

experiences of guilt and love toward attachment figures and
very clear links to the origin and development of the patient’s
psychopathology.

The current literature regarding ISTDP mechanisms of
change, however, has not been systematically explored. In
this review, our goalwas to provide a systematized analysis of
the current literature regarding mechanisms of change in
ISTDP and particularly on unlocking the unconscious.

METHODS

We used a systematized review methodology with pre-
determined search terms and criteria for study inclusion
(16).We assessed studies in English thatwere released in a
peer-reviewed publication or as a relevant unpublished
dissertation, that referred to ISTDP as a primary intervention,
thathadanempirical study formatwithquantitativemeasures,
and that explored a purported ISTDP mechanism of change.
Tomaximize the number of studies for review, our criteria did
not include date limitations.

We conducted two separate literature searches via online
databases (PsycINFO, PubMed, EMBASE, and CINAHL).
For the first search, our search terms were “intensive short-
term dynamic psychotherapy,” “ISTDP,” or “Davanloo.” For
the second search, our search terms were “mechanism of
change,” “change mechanism,” and “unlocking.” After com-
pleting the searches, we assessed the titles and abstracts for
potential relevance.We thenreviewed full texts of the relevant
literature. Articles included in the final reviewwere approved
via consensus between two researchers.

RESULTS

After we removed duplicate titles, our searches produced
358 results. After screening titles and abstracts, we identified
38papers for full text review, and 14met inclusion criteria.An
outline of the review process in the Preferred Reporting
Items for Systematic Reviews andMeta-Analyses (PRISMA)
format (17) is available in an online supplement. Table 1
outlines the studies included in the current review.

We categorized the 14 studies into three overlapping
groups: those focused onunlocking the unconscious, studies
exploring patterns of interaction between therapists and
patients, and studies focused on other mechanisms of change.
Results indicated a dearth in the literature regarding ISTDP’s
mechanisms of change. Specific mechanisms of change are
explored below.

Unlocking the Unconscious
Abbass et al., 2017. Four of the 14 studies refer specifically to
the concept of unlocking the unconscious as a key process
underpinning change (18–21). Abbass et al. (18) explored
instances of unlocking the unconscious during the initial
assessment session, referred to as the “trial therapy.” Par-
ticipants were 500 patients referred to a university- and
hospital-based tertiarypsychotherapy careunit. The researchers
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explored whether the therapy was more effective for patients
who experienced a major unlocking during their initial session.

Three raters observed either live interviews or video re-
cordings of the initial session. The raters identified sessions
with at least one instance of major unlocking, as determined
by a clinical assessment of the unlocking process. A major
unlocking event was identified if a clear image transfer oc-
curred. Inmajor unlocking, while a patient is looking toward
the therapist, an imageofapast attachmentfiguremayemerge.
Forexample, apatientmaybeparticipating intherapyandhave
a sudden image of his or her mother transferred onto the
therapist.The researchersassessed interrater reliabilityacross
30 video-recorded vignettes and reported adequate interrater
agreement (k$0.66); however, one of the raters was also the
clinical supervisor of the study.

The authors considered resistance as a potential moder-
ating variable. For the purpose of the study, resistance was
used as a binary variable, with patients classified as either
“psychoneurotic” or “fragile (resistant).” Outcomes were mea-
sured by the Brief Symptom Inventory (BSI) (22) and the In-
ventory of Interpersonal Problems (IIP) (23) at baseline and at
1-month follow-up.

The authors indicated that 25% of participants had ex-
perienced a major unlocking event during their first ISTDP
session and that these participants had experienced greater
improvement on both the BSI and IIP from baseline to the
trial’s end. Participants classified as fragile had experienced
more symptoms at baseline andwere less likely to experience
a major unlocking. This finding is consistent with ISTDP
theory, which posits that fragile patients have lower emo-
tional capacity and require interventions to build anxiety
tolerance prior to experiencing unlocking. Unlocking events
had a similar positive impact for patients categorized as fragile
or psychoneurotic. The effects seen in the group with major
unlocking were reported as moderate to large.

The Abbass et al. findings were correlational. The in-
volvement of the study’s clinical supervisor as a rater to
identify instances of unlocking raises questions about the
validity of the process followed.

Johansson et al., 2014. Johansson et al. (19) investigated
whether an experience of major unlocking of the unconscious
predicted better treatment outcome among 412 patients. Ther-
apists were licensed mental health professionals and ISTDP
trainees. The mean6SD for treatment length was 10.20613.30.

The study provided no operationalized definition of unlocking,
instead referring readers toDavanloo’swork for details (4, 24).
Patients were categorized into two groups: those who experi-
enced major unlocking and those who did not. Resistance was
considered a moderating variable, with patients categorized as
either “fragile and/or psychotic” or “psychoneurotic.” An expe-
rienced ISTDP supervisor coded unlocking events and resistance
by reviewing video recordings of treatment sessions. Outcomes
were measured with the BSI and IIP.

This study demonstrated overall effectiveness for ISTDP
and that major unlocking of the unconscious during therapyT
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predicted better outcomes. Patients classified as fragile and/
or psychotic had more symptom severity pretreatment than
those classified as psychoneurotic. Patients classified as fragile
and/or psychotic showed a steeper change in BSI scores com-
pared with patients classified as psychoneurotic.

Interestingly, the experienced therapists were no more
effective than trainee therapists in the Johansson et al. study
(19). This finding contrasts with Abbass and colleagues (15),
who found that greater length of therapist training was as-
sociated with treatment cost reduction in the long term,
suggesting that the utility of treatment may have varied with
level of therapist training.

Johansson et al.’s findings were correlational. The rise of
complex transference feelings, unlocking of the unconscious,
and resistance were coded by using nonvalidated measures.
Because the coding was conducted by a single clinical su-
pervisor, it was impossible to assess interrater reliability of
the coding measures, raising questions about validity.

Town et al., 2013. The Town et al. study (20) explored dif-
ferences in self-reported symptom outcomes, cost savings, or
functional outcomes between patients who had experienced
major unlocking of the unconscious and those who had not.
The study used an existing data set (25). Resistance was
considered a possible covariate and was dichotomized as
lesser or extreme.

The study provided no information on the coding process
used to identify instances of unlocking the unconscious. On
the basis of Davanloo’s case material and manualized frame-
work (26), the experimental group was divided into patients
who experienced one or more major unlocking of the un-
conscious during therapy and patients who did not.

Within the treated sample (N=89), 57 patients had ex-
perienced major unlocking, and 32 had not. Town et al. (20)
showed significantly better outcomes for patients withmajor
unlocking on self-reported outcomes (psychiatric symptoms
and interpersonal functioning), functionalmeasures (patients’
return towork anddiscontinuationofmedication), and service
utilization posttreatment.

The authors concluded that unlocking of the unconscious
should be considered a key therapeutic process of ISTDP. A
secondary finding showed that patients with high levels of
resistance seemed to require major unlocking of the un-
conscious to benefit. This finding is in alignment with the
ISTDP principle that resistance limits patients’ capacities to
experience emotions. Major unlocking may be necessary for
highly resistant patients to achieve positive change.

Amajor shortcoming of the Town et al. (20) studywas the
potential for experimenter bias because the therapist also
acted as the rater. The authors argued that biaswas less likely
because ratings were done without knowledge of the health
care cost data outcomes.

Fleury et al., 2016. Fleury et al. (21) examined a patient’s
physiological responses during episodes of unlocking the
unconscious. Measures were examined during episodes of

unlocking in two ISTDP sessions with a patient suffering
from panic disorder. No information was provided on how
episodes of unlocking were identified.

Measurements were taken at times when the patient self-
identified or discussed with the therapist a strong emotional
experience within the session. Measurements included
sympathetic and parasympathetic indices, vagal tone, and
patient responses. The authors hypothesized that specific
self-reported feelings in session (i.e., anxiety, rage, guilt)
would be associated with distinct patterns of autonomic
nervous system activity (sympathetic and parasympathetic).
They also hypothesized that respiratory sinus arrhythmia
would increase following an unlocking event.

Consistent with ISTDP theory, the experience of self-
reported rage in the transference manifested as a distinct
somaticpathway.Theauthors suggested that the sympathetic
system activates during defensive responses associated with
anxiety and during the passage of unconscious-aggressive
impulses. Following the experience of possible unconscious
guilt, theauthorsnoted increasedvagal tonecorresponding to
the phase of reunification with attachment figures.

Although variance in physiological measures throughout
a psychological intervention is interesting, the conclusions
to be drawn from this study are limited. The study depended
on the premise that the authors’ perceptions of the patient’s
emotions and unconscious processes were accurate. No
operationalized definition or system of identification for
unlockingor self-reportedmeasures of distress or emotional
activation were provided. Moreover, the single-case design
prevents generalization of the findings. Thus, although the
Fleury et al. (21) findings are of interest, they are far from
conclusive.

Interactions Within the Therapist-Patient Dyad
Bernardelli et al., 2002. Six studies focused on in-session
processes and interactions between therapists andpatients in
ISTDP. Bernardelli et al. (27) coded occurrences of various
therapist interventions for a single patient receiving ISTDP.
Although no quantitative outcome data were reported, the
authors indicated that the intervention was successful, and
the patientmade good progress. Three sessions (early, middle,
and late) of the complete 16-session treatment were analyzed.
Therapist statements were categorized by independent raters
to explore the pattern of interventions. The Hill Counselor
Verbal Response Category System–Revised (28) was used to
examine the therapist’s statements.

Results revealed that most of the therapist’s statements
could be characterized as information seeking (46%), pro-
viding information (21%), interpretation (17%), or confron-
tation (10%).Theresults showedanabsenceof self-disclosure
and few restatements, reflections, or direct advice.This study
painted a picture of a therapist focused exclusively on the
client’s disclosures and drawing upon a psychodynamic frame
of reference. The information seekingwas consistent with the
model’s theoretical framework, with a focus on exploring dy-
namic patterns that maintained the client’s distress (1).
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Although the therapist’s interventions were congruent
with ISTDP principles, the lack of reported outcome data
makes it impossible to determine whether the interventions
were associated with positive change. In addition, the iden-
tified interventions were consistent with many forms of
therapy, particularly psychodynamicmodalities. The Bernardelli
etal.findingsthereforedonotprovidespecificsupportforISTDP,
and the single-case design of the study limits the generalizability
of the results.

De Stefano et al., 2001. De Stefano et al. (29) investigated the
association between therapist interventions and occurrence
of “good moments” (occurrences of client movement, prog-
ress, or change) (30) of a single patient receiving ISTDP. In-
dependent raters coded therapist responses in three sessions
(early, middle, and late) of a 16-session treatment by using the
Hill Counselor Verbal Category System–Revised (28) and the
Category System of Client Good Moments (30).

Each therapist statement was rated as representing one
verbal responsemode, and each client statementwas rated as
to whether it was a good moment. The bulk of therapist
responsemodeswere coded as confrontation, interpretation,
providing information, and information seeking.

Confrontation and information seeking were associated
with the appearance of immediate good moments, whereas
interpretation and provision of information were not. The
authors concluded that the effectiveness of interpretation
varied with factors, such as timing, accuracy, validity, and
content. The authors further concluded that while inter-
pretations had established therapeutic value, their use may
not be associated with indications of immediate client change.
Similarly, provision of information appeared unrelated to
occurrence of good moments. This finding may reflect that
in ISTDP, provision of information is used primarily as a
clarifying statement aimed at helping patients to notice and
understand the nature of their psychodynamic conflict (31).

The findings of this single case of ISTDP align with
Davanloo’s assertion that the therapist’s confrontation of
the patient’s defenses may serve as a mechanism of change
by mobilizing intense affective processes. However, this is
not a unique feature of ISTDP; such interventions are
common across many treatment modalities. Moreover, the
single-case design of the study prohibits the generaliz-
ability of the findings. The study also did not report pre- to
postintervention outcome data. Whereas the authors used
observational data to conclude that the treatment was suc-
cessful, it is difficult to assess how the examined interventions
contributed to symptom change.

Stalikas et al., 1997.Stalikaset al. (32) exploredclients’ therapy
process within and across sessions to identify occurrences of
good moments. The main research questions concerned the
types of good moments that emerged in ISTDP and the se-
quential pattern of good moments across sessions. In this
single-case study, the authors rated client responses during
threesessions(early,middle,andlate)of the16-sessiontreatment.

The Category System of Client Good Moments (30) was
used as a measure of therapeutic process. Results suggested
that good client change events were related to provision of
significant information to the therapist, exploration of feel-
ings, and insight and understanding. Most good moments
involved patients sharing significant material about themselves
or interpersonal relationships. This pattern suggests a concat-
enation of exploration, insight, and understanding, leading to
behavioral change. This finding is consistent with the ISTDP
model;however, thesingle-casedesignof theStalikasetal. study
inhibited the generalizability of the findings. The lack of out-
come data for the intervention also limited the conclusions
regarding efficacy.

Abbass et al., 2008.Abbass et al. (33) conducted a naturalistic
study of the effectiveness of a single session of ISTDP in a
tertiary psychotherapy service. Patientswere evaluated prior
to the session and at 1-month follow-up to assess the need for
further treatment. Five randomly selected trial therapy ses-
sions were studied by the therapist and an independent,
trained clinician-therapist to gain adeeper understanding of
therapy processes. Results supported the effectiveness of a
single ISTDP session; BSI scores showed that 43% of those
meeting case criteria before intervention no longer did at
follow-up.

The session process analysis indicated that the therapists
were highly active during the sessions, with an average of
165.50 inventions per hour. Pressure was the most common
intervention, occurring an average of 97 times per hour and
comprising 59% of all interventions. Pressure refers to any
therapist intervention that encourages the patient to feel,
acknowledge, examine, or otherwise face avoided feelings,
thoughts, relationships, or actions (31). The second most
common intervention involved exploring the links between
past and present, feelings, anxiety, and defenses. Therapists
used such interventions an average of 29 times per hour
(19%). Other interventions included clarification (helping
patients to notice or understand the nature of their conflict)
and challenge of defenses (focusing on patient defenses and
encouraging reduced defenses), which together occurred at
an average of 23 times per hour (14%); inquiry into problem
areas (5%); and dynamic exploration at an average of 5 per
hour (3%). These interventions are consistent with ISTDP
treatment protocols (2, 4). The study outcomes suggest that
these interventionswere associatedwithpositive therapeutic
change, even after a single session.

Because of the naturalistic nature of the Abbass et al. (33)
study, caution should be practiced in generalizing the find-
ings. Given the multiplicity of identified interventions, it is
difficult toassess the impactofasingular intervention.However,
this is a research issue true of most therapy modalities.

McCullough et al., 1991. McCullough et al. (34) explored the
relationship between interactions in the therapy session and
patientaffectiveordefensiveresponses.Sixteenclientsattended
weekly 50-minute sessions for an average of 40 sessions. All
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clients met DSM-III criteria for axis II personality disorders.
Three types of therapist intervention were explored: inter-
pretations of the therapeutic relationship, interpretations of
relationshipswith significantothers, andclarifications (rephrasing
the patient’s words). Affective responses were defined as either
verbalornonverbal(e.g.,sighing,crying,loweringhead)expression
of emotion by the patient. Defensive responses were patient re-
actions that exemplifiedmechanisms used to resist facing difficult
issues.

Symptom improvement was predicted by interpretations
of the therapeutic relationship that were followed by an af-
fective response from the patient. Interpretations of the ther-
apeutic relationship followed by a defensive response were
negatively correlated with patient outcome. Therapist inter-
ventions independent of patient response were not associated
with outcomes, supporting the first hypothesis. Although the
McCullough et al. results were correlational, the findings
highlighted the importance of the therapeutic relationship
and patient responses as potential predictors of thera-
peutic outcome.

Winston et al., 1994. Winston et al. (35) studied patient de-
fensivebehaviors andthe interventionof “therapistaddressing
defenses” (TAD) in therapy for 28outpatientswithpersonality
disorders. The authors hypothesized that the frequency of
defensivebehaviorswoulddecreaseover thecourseof therapy,
patient defenses would shift from lower to higher levels of
maturity, andapositivecorrelationbetween thechange in level
of defense and patient outcome would emerge.

Additionally, it was expected that the therapist would use
more frequent TAD interventions when there was higher
frequencyof low-level defense reactions. Itwas expected that
more frequent use of TAD to address low-level defenses
would predict decreased subsequent use of those defenses.

Two brief psychodynamic therapies were used: short-
term dynamic therapy and brief affective psychotherapy
(BAP). BAP is a more cognitive form of psychotherapy that
focuses more on patients’ maladaptive patterns. Eighteen
therapists (12 psychiatrists, four psychologists, and two social
workers)delivered the40-session intervention. Four recorded
sessions fromeachpatientwerecodedforpatientandtherapist
variables.

Winston et al. found a significant decrease in overall de-
fensive behaviors over time, although only intermediate
defensive behaviors (e.g., intellectualization, reaction for-
mation) changed. There was no correlation between fre-
quency of defensive behavior and patient outcome. Several
changes in patient defensive behavior were found that were
significantly related to TAD, highlighting the importance of
the therapist-patient relationship.

Studies Exploring Underlying Purported
ISTDP Hypotheses
Callahan, 2000.TheCallahan study (36) examined the ISTDP
hypothesis that as treatment progresses, resistance and de-
fenses decrease. This study attempted to operationalize

defenses according to Davanloo’s (2) assertion that defenses
are marked by specific nonverbal cues. These cues include
breaks ineyecontact, defiantbodyposture, slowedspeech, and
involuntary smiling. The authors concluded that breaks in eye
contact during anxiety (BECAs) were the easiest variable to
objectively assess. Therefore, the study assessed resistance by
the frequency of BECAs during a session. Two raters coded
instances of BECA, defined as eye contact that was broken for
more than 1 second and accompanied by nonverbal anxiety
cues. It was hypothesized that BECAs would decrease from
early to late therapy and that their frequency would correlate
withmeasures of therapeutic improvement, so that as patients
improved, BECA frequency would decrease.

Six participants received weekly ISTDP. Total number of
sessions ranged broadly, from 17 to 155 sessions (mean=60653.1).
Outcomewasassessedviachangeinpatientscores,asratedbythe
treating therapist, on the Global Assessment of Functioning
(GAF) from the first to last sessions. Results showed that
BECAs decreased from early to late therapy. There was a
marginally significant correlationbetween improvements in
GAF scores and decreases in BECAs, from early to late
therapy. The author argued that the findings provided limited
support for the idea that degree of therapeutic improvement is
related todegree of reduction in resistance in the transference.

A marginally significant correlation, however, should be
considered very limited evidence of a relationship between
BECAs and therapeutic outcome. In addition, reliance on a
single, therapist-ratedmeasureof improvement isproblematic
in itself. This measure also provided no information regarding
self-reported distress or psychological symptoms. Similarly,
the reliance on a single, observer-rated, nonverbal cue as an
indication of resistance makes it difficult to conclude that
resistance was validly measured. Any conclusions that can be
drawn from the Callahan results are therefore extremely
limited.

Town et al., 2017. The Town et al. (37) study examined
process-outcome associations across 20 sessions of ISTDP.
Participants were four clients who met diagnostic criteria
for major depressive disorder. The study explored the re-
lationship between affect experiencing (AE) and subsequent
self-reported distress. AE relates to the degree of adaptive
emotional arousal in session and is part of a broadermeasure—
the Achievement of Therapeutic Objectives Scale. AE was
assessed by independent raters who watched recordings of
therapy sessions.

Town et al. (37) showed that for participants who had
significant improvement in distress and depressive symp-
toms, higher peak AE in a session was associated with de-
creaseddistress in thenext session.Thesefindings offer some
evidence that directly experiencing the somatic component
of feelings contributed to significant therapeutic change (4).
However, there was no association between in-session AE
and reduced stress during sessions 1–10. For patients clas-
sified as fragile, ISTDP initially focuses on capacity building
rather than affect experiencing. This result may therefore be
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understood through themoderating influence of the patient’s
capacity to process feelings and the use of the graded format
of ISTDP (2).

Town et al. (37) concluded that their results were con-
sistent with ISTDP theory, suggesting that increase in a
patient’s emotional experiencewas associatedwith positive
symptom change. The study also found that increased af-
fective experiencing was associated with an increase in
therapeutic alliance. Furthermore, the authors concluded
that theirfindings provided preliminary support for another
ISTDPassumption: that a patient’s capacity toprocess feelings
(associatedwithresistance)mightbeamoderatingfactor inthe
relationship between AE and symptom improvement. However,
it shouldbenoted that anassociationbetween increasedcapacity
to experience emotions and decreased distress is not a concept
unique to ISTDP.

Salvadori, 2010. In an unpublished dissertation, Salvadori
(2010, unpublished) used a case series design to explore the
relationshipbetweenAE, inhibition, anddistress inthecontext
of ISTDP. Salvadori predicted that an increase in AE and a
decrease in inhibition would occur with ISTDP, correlated
with an improvement inworking alliance and patient distress.
Affective capacity referred to the ratio of AE to the degree of
inhibition. Participants were six outpatients with common
mentalhealth issues (e.g., depression, socialphobia).Thestudy
examined video recordings of sessions 1–20 of treatment. Ses-
sions were coded for peak affect and average inhibition, and
patients gaveweekly self-reportedmeasures of distress. Results of
the studyweremixed. For two participants whowere considered
recovered at the conclusion of therapy, distress decreased over
the course of therapy, and this improvement was positively
correlated with increases in affective capacity. In these two
cases, affective capacity was also found to correlate with
working alliance. Two participants showed no relationship
among affective capacity, time in therapy, and distress.
Other participants showed mixed results. The study was
limited in that the participants had a wide range of dis-
orders and the results were correlational. However, the
case series design of the study provided for an in-depth
analysis of each participant. Although Salvadori’s results
were mixed, they suggest that AE in psychotherapy may be
associated with positive treatment outcomes.

Paserpskyt _e, 2012. In another unpublished dissertation,
Paserpskyt _e (2012, unpublished) used the data from four
of the six participants of the Salvadori study (2010, un-
published). Similarly, it used a case series design. The
study aimed to explore insight as a mediating variable
between AE and patient outcomes. It was hypothesized
that participants would show greater insight following
therapy segments in which they showed greater AE and
that insightwould act as amediator between peak affect in
session and session outcome. Paserpskyt _e specifically chose to
study two participants who were considered recovered and
two participants who did not change during therapy. Neither

hypothesis was supported. Interestingly, insight and AE were
found to bepossible independent predictors of patient outcomes.

DISCUSSION

This review explored current literature regarding mecha-
nisms of change in ISTDP. In general, the results indicated a
dearth of research regarding mechanisms of change. Just
14 studies met our inclusion criteria, and only four of those
studies explored the concept of unlocking the unconscious.
Thestudies thatdidexplore this crucialmechanismofchange
had significant methodological problems.

Despite these limitations, the reviewed studies may pro-
vide some evidence that unlocking the unconscious is asso-
ciated with positive therapeutic change. Three independent
studies (18–20) demonstrated a positive association between
unlocking events and positive change. Outcomes included
improvements in distress, relationships, and functional gains.
These findings are consistent with previous research on
psychodynamic treatments, suggesting that the experience
and resolution of unconscious feelings and impulses may
enhance treatment effectiveness (35, 37).

Perhaps the most significant shortcoming in current re-
search was the difficulty of operationalizing and measuring
unlocking of the unconscious. In all four studies, unlocking
was identified through nonvalidated measures. Only one
study reported on interrater reliability, making it difficult to
assess the consistency of the ratings. This is a fundamental
shortcoming, which makes it difficult to draw conclusions
from the study results. The lack of a validated rating system
may reflect the inherent difficulty of measuring abstract
psychodynamic constructs regarding the unconscious. More-
over, three of the four studies were carried out by the same
authors, raising questions regarding possible researcher alle-
giance and bias.

In addition, all the studies treated unlocking the un-
conscious as a binary variable (present or not present). This
is inconsistentwithDavanloo (2),whoconceptualizedunlocking
as occurring at different levels. It is not possible to examine this
concept with the current literature.

The same issue applies to the concept of resistance in the
ISTDP literature. In ISTDP theory, resistance is conceptu-
alized as ranging from low resistance to high resistance and
fragility (4, 15). In all the reviewed studies, however, re-
sistance was considered a dichotomous variable, which may
have led to a loss of nuance. In addition, rather than com-
paring levels of resistance, most of the studies distinguished
between patients who were fragile (did not have adequate
defenses to copewith intense intervention) and patients who
had a functional level of resistance. However, this distinction
does not provide any insight regarding differences between
high and low resistance.

Despite these shortcomings, there have been some note-
worthy findings on the concept of unlocking. First, the liter-
ature points to two distinct patterns of change among patients
treatedwith ISTDP, and resistance appears to be an important
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moderating factor. Fragile patients in general had a lower rate
of unlocking compared with nonfragile patients in three
studies (18–20), although they manifested a steeper rate of
recovery from psychological symptoms.

Davanloo asserted that fragile patients require capacity
building or defense restructuring, a process which he re-
ferred to as a treatment in a “graded format,” before the
patient is able to tolerate unconscious emotions during the
unlocking process (4, 38). The results of this review indicate
that capacity building may be a key intervention for patients
with primitive defenses.

Another interesting finding was the relationship between
resistance and unlocking of the unconscious. In one study,
extremely resistant patients did not make significant positive
changes, unless they experienced a major unlocking of the
unconscious (20).These resultsprovide some initial indication
that unlocking of the unconscious is associated with positive
change, but that the impact of unlocking may vary depending
on the patient’s levels of resistance.

Two studies explored some of the fundamental assump-
tions of ISTDP. Callahan (36), a single-case study found that
resistance and anxiety decreased fromearly to late therapy. It
also found that the reduction in resistance was marginally
associated with symptom improvement. Town et al. (37)
provided evidence that, consistent with ISTDP theory, in-
creases in a patient’s emotional experiencemay be associated
with positive symptom change.

However, these studies had significant methodological
and conceptual shortcomings. Callahan’s (36) conclusions
werebasedon the assumption thatBECA is avalidmeasure of
resistance in the transference relationship. This assumption
is consistentwith ISTDP theory but has not been validated by
empirical evidence. Moreover, the results showed only a
marginally significant correlation between GAF score and
BECA frequency from early to late therapy. The six studies
that explored therapist-patient interactions suggested that
therapists used interventions consistent with ISTDP theory.
These included exploration of internal dynamics, absence of
self-disclosure, information seeking, pressure, and confron-
tation. One case study found that information seeking and
confrontation were associated with good moments of prog-
ress in therapy. This finding was consistent with ISTDP
theory regarding the use of therapist interventions to over-
come resistance and promote insight. The findings are con-
sistent with previous research, demonstrating that insight
preceded symptom change and was significantly associated
with positive outcomes (39, 40).

Conclusions drawn from the reviewed studies have been
limited by methodological problems. With one exception
(33), all used a case study design. Although these studies
provide an opportunity to micro-analyze the therapeutic pro-
cess, they raise questions about external validity and general-
izability of the findings. Additionally, the studies did not go
beyond a two-step interaction between the therapist and the
patient. This limited approach, where only the two-step in-
teraction pattern between the therapist and patient is explored,

does not consider how therapeutic interventions evolve over
timeorbuildupononeanother toachieve long-termtherapeutic
goals.

CONCLUSIONS

The current review highlights the need for expanded re-
search regarding mechanisms of change in ISTDP. In par-
ticular, the lack of a generally accepted operational definition
of unlocking is a major shortcoming needing further ex-
ploration. ISTDP theory differentiates between levels of
unlocking, depending on the intensity and complexity of
emotions experienced. Yet the examined studies focused
only on major unlocking, treating unlocking as a binary
event (present or not present). Future studies could dif-
ferentiate levels of unlocking and their relationship with
therapeutic outcome. Thiswould allow for exploration of an
interesting theoretical question: Can unlocking the un-
conscious can be treated as a continuous variable, with
patients deriving some therapeutic benefit even if major
unlocking does not occur?

The ISTDPresearch literaturewouldalso benefit from the
development of validated measures and methodologies to
identify theoretical constructs. These should include the use
of multiple raters with calculated interrater reliability to
identify interventions or events in therapy. Similarly, future
ISTDP research could explore the role of resistance as a
moderating variable in the relationship between unlocking
and positive change, by examining resistance on a scale.
Current research has focused on unlocking the unconscious
as the primarymechanismof change in ISTDP.However, this
ignores an alternative mechanism: defensive restructuring.
In ISTDP, patients are first assessed for their level of re-
sistance. Fragile patients are considered vulnerable to de-
compensation in the face of significant stressors. For such
patients, it is recommended that the therapist first work
toward supporting the defensive structure and general level
of functioning for the patient, rather than attempting to
access unconscious experiences. Future studies would benefit
fromexploring the concept of treatmentmatchingand the role
of defensive restructuring as a potentialmechanismof change.
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