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The process of learning to conduct psychotherapy is extremely challenging, 
especially in the initial stages. It is not inappropriate for the novice to seek 
concrete guidance as to how to proceed in the initial work with the patient. 
Unfortunately, however, the therapist in training may he daunted by the 
psychodynamic/psychoanalytic literature, which is highly theoretical and 
bewildering in its diversity. The following material is a compilation of 
psychotherapy "pearls" that the authors have distilled from the psychotherapy 
literature, supervision with senior colleagues, and their own clinical experi
ence.1 This article is intended as a primer of some technical aspects of 
psychodynamic work. An attempt has been made to select facets of technique 
that seem surprising to the inexperienced, as they are different from other 
types of conventional discourse. The authors have chosen to use "he" instead 
of "he/she" or "them" to make the paper stylistically more palatable. A 
bibliography is presented at the end as a guide for the beginning reader. 

GENERAL PRINCIPLES 
• You will spend most of the time listening and observing. Your 

chances of maintaining a strong rapport with the patient will be 
improved if you devote yourself to what the patient is saying. 
Conversely, if you answer the telephone or write while the patient is 
talking, this can and will disturb the sense of connectedness between 
you. Try to pay attention to the process of the therapy: the context 
can be as informative as the content of what the patient is saying. For 
example, observe the patient's body language in response to you. 

• You cannot help the patient unless you can empathize with him. Try 
to understand why he has a need to behave in a particular way. You 
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will find that this non-judgmental stance will allow a working alliance 
to develop between you and the patient. 

• Clarify anything that seems vague, unusual, or unclear to you. 
• Confront the patient concerning behaviors that emerge as detrimen

tal. 
• Interpret sparingly and generally only after the same behavior has 

appeared more than once. The most essential areas for intervention 
are behaviors that threaten the integrity of the therapy in any way, 
e.g., the patient's coming late. 

• Be prepared to revise all your comments depending on the patient's 
response. A major part of fostering a therapeutic alliance is to learn 
to describe each patient's experience in a language he can be 
comfortable with. 

• You will make mistakes. Acknowledge the impact they have on the 
patient: model for him an ability to be honest about an interpersonal 
event, e.g., apologize if appropriate, expect him to have feelings 
about what has happened and be willing to listen to them. 

PSYCHODYNAMIC TECHNIQUES 

Following are ten psychotherapeutic "pearls" that we have found 
useful for facilitating the process of psychodynamic psychotherapy. Issues 
touched upon include maintaining appropriate therapist/patient bound
aries, knowing what to listen for, and some ideas about how to elicit, 
recognize, and comment on important material. These are general tech
niques that are not restricted to any particular school of analytic thought, 
although the principles that were selected represent a fairly conservative or 
traditional psychoanalytically oriented approach. Not all practitioners of 
psychodynamic therapy use these techniques exactly as described. How
ever, these particular techniques were formulated with the intent of 
guiding the inexperienced therapist in situations that may not feel "natu
ral," highlighting some of the ways in which psychodynamic therapy is not 
simply advice-giving or friendly conversation. We have found that this 
approach tends to facilitate the patient's ability to speak and emote freely, 
while helping the therapist understand how to maintain an interactive 
dialogue within the framework of appropriate professional boundaries. 
Upon this foundation the therapist can build, and for example, elements of 
personal style will emerge. The therapist may discover that for certain 
subpopulations of patients, modifications are useful. (For instance, in 
working with adolescents, some therapists tend to favor more personal 
disclosure as a means to reduce the adult/child barrier, creating a better 
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therapeutic alliance.) Accumulated experience in this approach will also 
serve as a classical backdrop against which to compare the merits of other 
therapeutic methods. 

LISTENING AND OBSERVING 

1. After the initial comprehensive history-gathering session(s), once 
the therapy begins in earnest, resist the temptation to direct the 
dialogue, even with innocuous questions such as, "How are you?" 
Smile, look receptive with your body language and await the 
patient's choice of starting gambit. Likewise, refrain from summa
rizing at the end, or switching to a more chatty mode of discourse. 
Being nondirective, although socially awkward at times, is a sign of 
tremendous respect for the patient, indicating that it is his issues 
and inclinations that are important. The material can thus unfold 
undisturbed by the therapist's (conscious or unconscious) precon
ceptions and interests. The sequence, the context, the emotional 
tone, the style of presentation adopted by the patient are in 
themselves extremely valuable data. In particular, the very first and 
last utterances of the patient in a session are often fraught with 
importance. A problem that sometimes arises, and yet illustrates 
these principles, is the occasional patient who cannot tolerate the 
therapist's receptive silence. For example, he may become self-
conscious and anxious ("I don't know what I'm supposed to talk 
about!"), or perhaps suspicious and angry ("You shrinks are all 
alike!"). This gives you immediate information about the patient's 
relationship style and an opportunity to focus on the patient's 
feelings about the therapy itself, e.g., "It sounds like you prefer me 
to take charge of the conversation. What do you think makes you 
feel so uncomfortable about starting to talk?" 

2. Whatever the patient says is potentially about the therapy {trans
ference*}, even if it is seemingly unrelated. For example, the 
patient says, " I went to the doctor [lawyer, accountant. . .] yester
day. I had to wait 2 hours to see him—what a waste of my time!" 
The patient's choosing to bring this into the therapy means he has 
feelings that link this in some way to his experience with you. You 
may follow up such a remark with a conjecture about the relation 
to the current situation, e.g., "How do you feel about the time you 
spend coming to see me?" Attempt to see connections between all 

''Psychodynamic terminology is indicated in brackets { }. 
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the material in a particular session, no matter how disparate the 
topics seem to be. Underlying concerns unconsciously drive a 
seemingly "random" stream of thought in particular directions. 

3. Be aware of your emotional tone {countertransference} and how it 
changes in response to the patient. Do you find yourself fidgeting, 
or perhaps soothing yourself with twirling a lock of hair, playing 
with jewelry, or putting your hands to your face? Closer introspec
tion may reveal that you were annoyed, bored, amused, or insulted 
by what the patient is saying without consciously realizing it. This 
is a form of data you can use to understand how the patient 
participates in creating relationship patterns with others. If you 
find yourself feeling angry, bewildered, inadequate, embarrassed, 
etc., there is a high likelihood that the patient has experienced 
these same feelings and is eliciting these in you, in effect bringing 
you into his world {projective identification}. Occasionally you may 
choose to share certain of these induced feelings (without indulg
ing in very personal self-revelation), for instance, " I find myself 
becoming confused when you jump from topic to topic like this. 
Are you having mixed feelings about. . . ?" 

4. Watch for qualifying remarks and interruptions in the flow of 
narrative. For example, a sudden change of subject suggests a 
desire to avoid an intense feeling associated with the topic. State
ments like, "Well, Fm going to be honest with you, doc." "Of 
course I would never want to do anything to hurt so-and-so," and 
the like reveal unconscious impulses, defended against {undoing}. 
As an example, a patient who harbors unresolved anger toward a 
key family member may be unable to describe an upsetting incident 
and express this anger without sprinkling the conversations with 
redeeming caveats to undo the potential violence of the angry 
wishes: "Of course, my mother has suffered a great deal in her life," 
" I don't mean to imply that my brother-in-law is unreasonable," 
"Fm certainly not suggesting my father is a stingy man," etc. 
Likewise, exaggerated traits usually indicate opposing dynamic 
processes beneath the surface: Obsequiousness is a clue to an 
underlying grandiosity. The masochistic, self-sacrificing person 
frequently has strong, hidden sadistic impulses {reaction forma
tion}. The person who feels that others are against him has buried 
feelings of anger {projection}. Watch out! Someone who has these 
carefully constructed shields against the inner self finds them 
unacceptable and shameful. Sudden exposure will not be tolerable 
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or helpful to the patient. Take mental note of these recurring 
themes in the patient's life story and remark upon them delicately 
at a time when the patient indicates a willingness to talk about 
something related. "Hm, I think you have mentioned something 
similar before when you were telling me about your neighbor. Do 
you often find yourself in such situations?" 

5. Resist the patient's desire to cast you in a more social role. Your 
relative anonymity and your refraining from sharing your own 
needs with the patient are crucial to the success of the treatment. 
Explore the patient's interest: "Why is it important to you to know 
more about me?" If the patient brings you a gift (even a cup of 
coffee), be appreciative, but accept—and discuss the meaning 
of—the patient's desire to do something for you as the gift, not the 
physical gift itself. 

CLARIFICATION 

6. Be "stupid." The beginning therapist may feel a need to compen
sate for feelings of inadequacy by trying to dazzle the patient with 
profound insights. The process of clarification, however, is a more 
fundamental force for progress in therapy. This involves naive-
sounding, simplistic requests for more information about the pa
tient's thoughts, feelings, behavior—particularly concerning inter
actions that strike you as unusual, self-defeating, or part of an 
emerging pattern. In fact, you will need to probe to an extent that 
would seem intrusive in a conversation between friends. Therefore, 
you must develop a nonjudgmental tone and a repertoire of phrases 
that have a quality of interest and empathy for the patient's 
circumstances, no matter how foreign to you. For example, instead 
of saying, "Why did you show your little child such a horrible, 
bloody picture!" you could say " I guess you didn't think that 
looking at such a bloody picture would be disturbing for your 
son?" Exploration of the patient's response to situations is often 
more effective if couched in tentative statements, as opposed to 
direct questions, e.g., "It sounds like you felt devastated by what 
your husband said to you," rather than "How did you feel about 
that?" The patient then can enter into the process either by 
resonating to your description, "Yes, that's exactly how I felt!" or 
by correcting your phraseology until she feels understood, "Well, I 
wouldn't say devastated. Furious is more like it !" This careful 
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exploration eventually moves the discussion from the superficial to 
the meaningful. 

7. Meet the patient where he is. Another terminology for this is to 
work on the surface of the material. For example, let us say the 
patient is talking about what happened with his boss at work. Even 
if you are aware that this is clearly a parallel with the situation 
between the patient and his father, plunging into an interpretation 
may be too disturbing if the patient has not yet developed an 
inkling of what lies underneath his behavior {he is defended against 
his unconscious desires}. He is likely to respond negatively and not 
be able to hear what you are saying {resistance}. First develop the 
patient's understanding of his feelings, then ask the patient ques
tions or make observations which may lead to his making the 
association himself. At any given point, a person can only bear to 
advance his awareness of his own uncomfortable feelings by small 
increments. Once he becomes aware of his anxiety (or embarrass
ment, rage, sexual attraction, whatever) he may allow himself to 
wonder a little at why he has this intensity of feeling. Sometimes the 
"surface of the material" means the interactions between the 
therapist and patient. " I notice that whenever you talk about your 
boss, even in here, you start speaking in a very small voice. Are you 
aware of that?" 

8. A very important aspect of the "surface of the material" is the affect 
which the patient displays. The therapy takes place in an affective 
environment. You will wish to closely follow the affect, i.e., focus 
less on the facts of a narrative than on how the patient feels about 
it. Try to guard against assuming you know what the patient is 
feeling; his experiences in life may have been very different from 
yours. He often doesn't know, himself {unconscious}, and you will 
both be surprised by what he discovers in his attempts to put 
things into words. In the case of a patient who has great difficulty 
verbalizing his feelings, an observation can be liberating, e.g., "You 
look as though you are about to cry. Can you share your thoughts 
with me?" If feelings begin to flow more freely, try to refrain from 
"explaining" the emotion to the patient ("Feeling tearful is a 
perfectly understandable manifestation in the situation of di
vorce.") This response on the part of the therapist {isolation of 
affect} is the converse of what we are striving for. The experience of 
feeling sad, angry, etc. (not the intellectualization of it) is central to 
the work of therapy—analogous to grief and the work of mourn-
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ing. Similarly, beware of a need to "comfort" the patient (Don't 
worry, everything will be all right.") This is not helpful and largely 
reflects the therapist's desire to escape his own discomfiture in the 
face of raw emotion. The patient needs to feel that it is "safe" to 
verbalize his distressing emotions, that the therapist can "contain" 
them and not be overwhelmed or repulsed by them. Appropriate 
responses to an outpouring of emotion are a respectful silence or 
reflective remarks ("So you are feeling abandoned by your daugh
ter." "You feel that I was cruel to you by not being available for a 
make-up session. It sounds like you are really angry.") Thus the 
skillful therapist titrates the affective "temperature" of the sessions, 
striving to keep it just "warm" enough for the patient to truly 
experience his feelings without being intolerably flooded or over-
stimulated. The cold, intellectual patient may need some provoca
tion by the therapist in order to experience any feelings at all, while 
the patient with a hysterical or borderline personality style is overly 
demonstrative of his feelings and will benefit from a focus away 
from affect (and impulsive actions), in the direction of learning to 
use a more rational, intellectual approach. Note that while verbal
ization of anger can be therapeutic even when stormy, threatening 
verbalizations or acting out behaviors are not acceptable and must 
not be tolerated in the therapy. 

CONFRONTATION 

9. "Confrontation" in therapy does not imply hostility or aggressive
ness as it does in lay language. Rather it connotes pointing out 
repetitive behaviors that are detrimental to the patient—and in 
many cases, of which he is unaware. "Have you noticed that every 
time you miss a session, it occurs after we have been talking about 
your mother's death?" Powerful forces {defenses} are at work 
within a person to promote self-deception {including denial, ratio
nalization, narcissism, avoidance}. Confrontation may require a 
firm insistence on the part of the therapist that a certain piece of 
behavior should be faced honestly. For example: "Why do you 
suppose you are always 10 minutes late to the therapy?" "Traffic" 
"I'm wondering why you don't choose to leave your house earlier?" 
"Oh, Ym always late for everything!" "How do other people feel 
about it?" "My wife gets furious" "You're smiling. Perhaps you 
enjoy keeping her waiting?" [pause] "Well, to tell you the truth, 
maybe I like the idea of her waiting around for me" "How do you 
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think that fits into what's happening in the therapy?" The most 
fruitful area for this technique involves instances of acting out in 
the here-and-now relationship with the therapist. This provides 
more objective data than vignettes described by the patient and 
thus seen only through his eyes. Such behaviors in therapy can then 
be compared to other, outside events for construction of behavior 
patterns. For instance, "It seems that you get your relatives and 
friends to feel they need to take care of you. This even happened 
with me. When you lost your medicine for the third time, I felt 
obliged to provide you with samples, because you seemed unable 
to go to the drugstore and get new medication. Are you aware that 
other people perceive you as helpless?" 

INTERPRETATION 

10. How does one make an interpretation? Whereas confrontation 
involves pointing out maladaptive behaviors, interpretation means 
putting these behaviors in context of deeper truths about what 
drives the patient to behave this way. Prior to interpretation occurs 
listening, clarification, confrontation, and importantly, empathiz
ing with the patient's plight. It can be helpful to frame the patient's 
conduct as arising from coping mechanisms he was forced to 
develop because of the circumstances of his childhood, e.g., " I am 
remembering that you described how humiliated you were when 
your mother made loud, angry scenes in public. No wonder you 
have such a low tolerance for embarrassment." Pause and give the 
patient a chance to carry the thought forward. If he resonates to 
what you are saying but does not connect his early feelings with the 
topic at hand, you may have set the stage well enough for an 
interpretation, "Do you think your fear of embarrassment may 
cause you to be overly stern with your son when he becomes silly?" 
If the patient disagrees with your observations, explore this with 
him and try different directions. Usually a correct interpretation, 
empathetically couched and timed right, will elicit an "Aha!" 
response from the patient. 

C O N C L U S I O N S 

The discipline of psychodynamic psychotherapy shares characteristics 
of both a science and an art. Just as the most soulful violinist cannot play 
expressively without a solid technique, and the most meticulously con
ceived experiment will not succeed without accurate instruments of mea-
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surement, neither can the most sensitive person attain excellence as a 
therapist without attending closely to the process of psychotherapy. We 
hope that our deconstruction of the psychotherapeutic process into indi
vidual, smaller units of technique will help the beginning therapist to grasp 
the essence of the task and feel more confident in approaching the patient. 
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