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This was written quickly (it shows ...) as a preparation for the 2007 CABP conference 'The 
Client and I', attempting in anticipation to clarify some important concepts within the 
relational debate. I suggest that there always IS an implicit relational stance and that the 
therapist's awareness in this respect depends on having become aware of and having worked 
through their habitual positions and associated beliefs and assumptions which attracted them 
to becoming a therapist in the first place: what is the therapist’s unconscious construction of 
the therapeutic space? This theme needs further work, but it's a start. 
 

Traditional conventions and assumptions 
regarding theory and technique 
When we want to characterise a particular 
psychotherapeutic approach, traditionally we tend 
to define it in terms of its theory and technique. 
This assumes that the kind of therapy a practitioner 
offers can be described and captured in terms of 
the theoretical concepts and models they use, and 
the kinds of interventions they employ1.  
However, closer inspection reveals that this 
convention harks back to psychotherapy's 19th 
century origins. As a convention, it is part and 
parcel of the 'medical model'2, in subscribing to the 
implicit assumption that - like doctors - therapists 
base their interventions (their technique) in dealing 
with a particular 'case' on a quasi-scientific 
application of established general principles 
(theory), translating what are presumed to be 
objective perceptions and understandings of reality 
as 'out there'3 into diagnosis and appropriate 
'treatment plan'.  

The postmodernist challenge 
Postmodernism has deconstructed this as a fallacy 
by recognising 'reality' as socially and subjectively 
constructed rather than simply and objectively 
'given'. It takes issue with psychotherapy's 
tendency to generalise its models as universally 
valid, unbiased and value-neutral descriptions of 
inner or outer reality. To presume our perceptions 
and theories as self-evidently objective, as 
scientifically established or as taken-for-granted 
consensual reality - so goes the postmodernist 
challenge - betrays an absence of self-reflexivity.  
What is the function of this absence, they 
legitimately ask ?  
The answer ? It hides a disavowed investment4 in a 
normative power position which is implicitly 

oppressive as it nonchalantly denies other realities 
and subjectivities5.  
 
To make out that our hypotheses are anything 
more than subjective perspectives, occludes our 
own bias: specifically our investment in our 
personal-professional identity, in our knowledge 
and the power it gives us, in the reality we define 
as healthy and normal and the privileges we derive 
from this.  
These are strong and valid challenges of the 
objectivist and 'medical model' aspects of our 
profession: to presume that a psychotherapist's 
work is defined by their theory and technique 
denies and white-washes their implicit subjectivity 
and investment. There is no 'truth', the 
postmodernists say, only perspective.  
The irony is, of course, that as a discipline 
psychotherapy is ideally suited to champion 
subjectivity and corroborate abstract postmodernist 
philosophy by grounding it in psychological depth: 
we have the theoretical and practical tools to 
perceive and understand the postulated subjective 
construction of reality in actual experiential detail. 

There always is a subjective perspective = 
implicit relational stance 
So postmodernism can help us become aware of 
what psychotherapy should have been the first 
discipline to cotton on to: what significantly 
influences the way theory and technique arrive on 
the client's end of the therapeutic relationship, is a 
third factor: the therapist's underlying or implicit 
relational stance (see graphic).  
This stance, although rationalised through the 
practitioner's models and beliefs, is often taken for 
granted and outside awareness, both 
intrapsychically and in its impact on the client.  
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We call it ‘implicit’ because - as neuroscience 
confirms and shows us - it communicates itself 
largely non-verbally and pre-reflectively (i.e. prior 

to, in spite of and often running counter to 
conscious intentions)

 
 

 
As 'wounded healers' and 'reflective practitioners', 
we can turn our own psychological theories upon 
ourselves, not only in the sense that every therapist 
is also a client, but to reflect on how we function 
within our therapeutic role when at work. It is in 
regard to our implicit relational stance as therapists 
that Reich's holistic characterological 
understanding of habitual positions and their 
developmental origins can make a profound 
contribution. 

A characterological understanding of the 
therapist's relational stance and 'habitual 
position' 
As we all know as Body Psychotherapists, in 
Reich's understanding, rigidly-held positions, on 
all bodymind levels from muscular to cognitive, 
indicate the presence of defensive character armour 
which has both repressive and protective functions. 
He sees all perceiving and thinking as arising in the 
context of character and the emotional wounding 
at its the root. Beliefs, assumptions and world 
views of all kinds arise through a personal, 
subjective history and are conditioned by it6.  
Our current view of reality, however convincing it 
appears to us, carries the scars of that emotional 

history, all the more so if it is denied and 
unconscious.  
The five steps of character formation (Johnson 
1994), as an adaptation to internalised 
developmental wounding, can be seen to inform a 
therapist's implicit relational stance and 'habitual 
position'. Thus Body Psychotherapy, following on 
in the footsteps of Reich, gives the field of 
psychotherapy generally some holistic tools 
needed to apprehend the defensive uses of our 
own theory and practice. Just as in our clients, 
habitual patterns of relating to ourselves and 
others are rationalised through rigid theories, 
dogmatic explanations and idealised belief systems 
(manifesting especially in our meta-psychology), 
thus contributing to the maintenance of the schisms 
within the psychotherapeutic field. 

What's useful about the notion of 'habitual 
positions' ? 
So if postmodernism reminds us that there always 
is an implicit subjective-relational stance (which is 
contextual, i.e. historically and socially situated 
and instrumental in co-creating any relationship), 
Body Psychotherapy can help us attend to the 
psychological quality and function of that stance 
and its emotional-developmental history:  
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how flexible or static is it ? how embodied or 
dissociated ? how inclined to merge or stay 
separate ? how erotic or controlling ? how 
supportive or challenging ? - and a million other 
questions regarding its phenomenological 
manifestations. 
So let's clarify why it may be useful to speak of 
‘habitual position’  rather than just character 
(because clearly those two notions overlap) ? 
To start with: it's not useful, in my opinion, to think 
of a static, singular position. It is more accurate to 
think of 'habitual position' as a relationship with at 
least two related poles (like Masterson's 'relational 
units', or Gestalt's topdog and underdog). Or 
better: it is a set of interrelated stances which can all 
get played out in shifting configurations, but the 
dynamic remains. People flip between the various 
linked stances, project them, projectively identify 
with them, but the structure of the system, the 
relational atmosphere, the enactments persevere. The 
'habitual position' is a matrix of several stances 
operating like a set of attractors in a complex 
system. The notion of 'habitual position', therefore, 
complements some of the inherent weaknesses of 
character structure theory - it emphasises the 
relational, interpersonal function of character, and 
it more readily alerts us to the parallels between 
internal object relations and external relationship 
dynamics. In my view it does not replace character 
at all, it just adds one otherwise neglected 
dimension. 

Habitual countertransference  
The set of interrelated stances comprising a 
student's 'habitual position' is one of the most 
important issues which any training in the 
psychological arts needs to address.  
The simple assumption might be that a person gets 
attracted to a therapeutic approach which just 
enhances and exacerbates their pathology in 
everyday life, and that their relational patterns in 
their intimate and social relationships just get 
extended to their clients.  
That is indeed often the case: a common example is 
the 'social worker syndrome': the practitioner 
projects their own wound into the client where it 
then gets compulsively looked after. But the 
connection between a therapist's 'habitual position' 
in their life and personal relationships and their 
'habitual position' as a professional is not entirely 
straightforward. Often the therapeutic position has 
a compensating function in and for the rest of the 
therapist's life. Both personal and professional 
'habitual position' are obviously rooted in the 
therapist's character and the psychological wounds 
inherent in it.  
Unless the habitual position gets addressed and 
worked through (in personal process, but also in 
training), it tends to remain in the background, 
influencing the way the therapist constructs the 
therapeutic space they offer (repairing the 

wounded child, facilitating change, overcoming 
faulty thinking, gaining insight into internal 
conflict7, etc, etc). It then manifests as habitual 
countertransference which is in place 
indiscriminately with every client and therefore 
cannot and does not give us any information about 
the client's inner world. 

What's the link between our 'habitual 
position' and the approach we are attracted 
to? 
Although there is a core of shared values and 
attitudes which characterises the community of 
practitioners in a particular approach, it is common 
for the underlying relational stances to be quite 
diverse. One reason for this is that frequently the 
relational stance is not actually congruent with the 
consciously espoused theory, but contradicts it or 
is compensated for by it.8  
There is therefore no generally applicable logical 
correspondence between a practitioner's relational 
stance and their theory: the habitual relational 
stance does not determine attraction to a singular 
approach, nor vice versa; and the same theory and 
technique can be applied by colleagues from the 
same school through quite different and sometimes 
opposite therapeutic stances.  
This shows that whilst the habitual position 
manifests in certain beliefs and models I am 
attracted to, these are essentially exchangeable as 
they serve to rationalise what is a prior and pre-
established stance and attitude. 

Implications for research 
The therapist's relational stance (and their 
flexibility within it and self-awareness of it) has 
arguably a greater influence on the client's 
experience of therapy than their theory and 
technique.  
This is one reason why outcome studies focussing 
on the therapist's espoused theory and technique 
do not show significant differences between the 
approaches. Thus the most subtle and yet most 
significant factors affecting outcome are structured 
out of the research by oblivious default.  
If one uses a fishing net with a large mesh size to 
do research in a sea teeming with subtle small fish, 
one may well conclude - quite wrongly, even after 
thorough and determined use of the net - that there 
is no sign of life at all. Outcome research, in order 
to give meaninful results, needs to assess and 
factor in all three variables: theory, technique and 
relational stance9.  

Conclusion 
I hope this rather abstract ramble helps clarify 
these notions when they will get bandied about. 
There's no space here to complicate matters by 
considering the client's construction of the 
therapist as an object and how in practice habitual 
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and situational countertransference get mixed up 
into the exquisitely intricate conundrum which is 
at the heart of what we do every day. Generally 
speaking, one of the attractions of a habitual 
therapeutic position is that it gives the therapist an 
identity to cling to when confronted with the 
identity-corrosive forces of transference and 
enactment.  
Any habitual construction of the therapeutic 
position can function as a defence against allowing 
oneself to be constructed by the client's 
unconscious.  
Some people jump to the conclusion that we, 
therefore, need to get rid of all traces of habitual 
position. But how is it helpful for the wounded 
healer to get rid of the one blinking eye he is seeing 
through? Bracket all assumptions (except that one)? 

Have an emergent process unless there's an 
established structure for it to emerge through?  
 
Orient themselves without first having a position ? 
Attune themselves without setting the receiver to a 
frequency ? 
 
Seems to me that - similar to the child-parent 
relationship - for the client it often tends to be 
‘good-enough’ if the therapist is in a process with 
their habitual position and its implicit wounds. Except 
for the exceptions. 
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1 as if the most important crucial thing the client gets from 

therapy is how the therapist thinks and what they do 
2 having spent years in the past railing against the 'medical 

model', it is not surprising that many people take it to be 
an emotive phrase, signifying an altogether 'bad' and 'anti-
holistic' paradigm. However, for the last 10 years (first in a 
muddled way, lately more clearly), I have been suggesting 
that psychotherapy can neither exclusively subscribe to the 
'medical model', nor afford to exclude it. It does not just 
undermine relating, we need it, too - as I have suggested: 
it's paradoxical (can't live with it, can't live without it). In 
extricating ourselves from exclusive obeisance to it, it is 
understandable that we had to go through an 'anti-medical 
model'  phase (which - whilst deconstructing misleading 
prior delusions - is still trapped in dualism). But to really 
get beyond it, we need to transcend and include it. 

3 what postmodern epistemology calls the 'myth of the 
given' 

4 according to ‘standpoint theory’: by making it out is does 
not have a standpoint, it hides it 

5 typically marginalised or minority identities, for example 
decades of homophobia and pathologising of gay people in 
psychoanalytic training 

6 which is why the concept of 'character' goes much further 
than CBT's 'schema' or Stern's RIG's 

7 I am not questioning these as valid ingredients of therapy, 
just illustrating some habitual constructions which 
therapists give as answers to the question what they 
imagine as their role and task, thus projecting certain 
aspects of their own woundedness into meta-psychological 
assumptions 

8 e.g. a therapist officially following the principles of 
dialogical I-Thou relating may do so through a habitual 
reparative-mothering stance without ever noticing any 
inconsistency although - strictly speaking - these are 
contradictory; or a biodynamic therapist may operate 
through a disavowed habitual doctor-stance whereby their 
attuned empathic relating and energetic perception occurs 
within a mental framework which objectifies the client and 
distances the practitioner. This is not to say that any of 
these four paradigms/stances are 'wrong'; in fact, in these 
examples we can see how in both cases they may overall 
balance and complement each other usefully. The point is 
that the - at least partial - contradictoriness between 
espoused theory and implicit relational stance is outside 
the therapist’s awareness and communicates itself 
subliminally as a double-message to the client 

9 how would a researcher factor in the implicit relational 
stance ? As opposed to theory and technique, this can not 
be self-reported, and would require a paradigm leap on the 
part of the researcher. 


