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The concept of the collaborative relationship between patient and therapist has its roots in the psy-
chodynamic literature. We trace the concept of collaboration in psychodynamic psychotherapy from
classical psychoanalysis to contemporary psychoanalysis and psychodynamic therapies. The active col-
laboration between the participants central to Bordin’s pan-theoretical perspective on the alliance is
highlighted. Developments in alliance-fostering techniques and in relational therapy offer the clinician
innovative ways to enhance the collaboration and to repair strained or ruptured collaboration. A case
study illustrates how the collaborative work in psychodynamic therapy serves as both a means of
productive work and as an arena for exploring the evolving here-and-now matrix of the relationship. C©
2012 Wiley Periodicals, Inc. J. Clin. Psychol: In Session 68:136–145, 2012.
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In his early papers on transference, Freud (1912/1966) suggested that without collaboration
between patient and therapist, analysis was not possible. He drew a distinction between the
“unobjectionable positive transference” and the “transference neurosis.” By the latter, Freud
referred to the more distorted aspects of the relationship, while the former included the reality-
based and healthy part of the patient’s ego that enables him or her to form a positive attachment
to the therapist. This attachment was facilitated by the therapist showing an attitude of “serious
interest” in the patient and a stance of “sympathetic understanding.”

The differentiation between the transference and the reality-based collaboration between pa-
tient and therapist was further developed, and as is often the case also much debated, in psycho-
analytic writings. Sterba (1934) coined the term “ego alliance,” referring to the intact, healthy
part of the patient’s ego that enables the patient to work together with the therapist. That term
was further developed into the therapeutic or working alliance over the years by subsequent
psychoanalytic pioneers (e.g., Zetzel, 1956; Greenson, 1965; Gill, 1994; for a review see Messer
& Wolitzky, 2010). In modern psychodynamic writings, collaboration is also viewed, in fact, as
part of the alliance concept (e.g., Summers & Barber, 2010). Hence, although we focus on the
collaborative aspects of the therapeutic relationship, we naturally do so in the context of the
psychodynamic view of the alliance.

Greenson (1965) was most influential in putting forward the idea that the working alliance
is essential for psychoanalytic therapy. As he put it: “For successful psychoanalytic treatment
a patient must be able to develop a full-blown transference neurosis and also to establish and
maintain a reliable working alliance” (p. 78). He advocated that the therapist promote the
collaborative aspects of working together from the beginning of therapy by using terms such as
“let us look at this,” or “we can see.” These practical recommendations were developed later in
other forms of psychotherapies and into the techniques of dynamic therapies, including alliance-
fostering psychotherapy (Crits-Christoph, Crits-Christoph, & Connolly Gibbons, 2010).

Luborsky (1984) introduced the concept of the helping alliance to reflect the degree to which
the patient experienced the relationship with the therapist as helpful or potentially helpful in
achieving the goals of psychotherapy. He distinguished between two components of the helping
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alliance: Type 1– the patient is experiencing the therapist as helpful and supportive (e.g., “the
patient feels a rapport with the therapist”); and Type 2– the patient and therapist are working
in a team effort to help the patient (e.g., “the patient expresses belief about being increasingly
able to cooperate with the therapist”; Luborsky, 1994, p. 39). It is this second category that
most pertains to the collaborative aspect of the relationship. Measuring the helping alliance
enabled Luborsky to show that the strength of the alliance was associated with improvement in
psychodynamic psychotherapy.

One of the most influential developments in conceptualizing and operationalizing collabora-
tion was put forward by Bordin (1979). He suggested a pan-theoretical model of the alliance
that comprises three components: (a) the bond between patient and therapist, (b) agreement on
therapeutic goals, and (c) consensus and collaboration on the tasks that will enable the patient
to reach those objectives. The bond refers to the affective component of the alliance, including
mutual trust, acceptance, and confidence. Agreement on goals refers to endorsing mutually
agreed aims that are the target of treatment, while the agreement on tasks refers to the specific
in-therapy activities that the partners will engage in that are relevant and effective to bring about
change. It is the emphasis on the active collaboration and consensus between the participants that
is most central to the pan-theoretical perspective on the alliance (Hatcher & Barends, 2006).
Bordin (1994) distinguished his view on the alliance from both psychoanalytic psychotherapy
and client-centered therapy in “emphasizing the more explicit negotiation of detailed aspects of
goals and tasks as important steps in alliance building and attaining the strength to overcome
strains and ruptures” (p. 15). This emphasis on negotiation and the dynamics of strains and
ruptures in the alliance laid the ground work for the development of Safran and Muran’s (2000)
relational psychotherapy.

The construction of the Working Alliance Inventory (WAI; Horvath & Greenberg, 1986),
comprising three scales that correspond to Bordin’s alliance conceptualization, provided a ma-
jor impetus to the empirical foundation of what we know about the alliance in psychotherapy.
The WAI together with the Helping Alliance Questionnaires (HAq; Barber et al., 1996), the
California Psychotherapy Alliance Scale (CALPS; Gaston, & Marmar, 1994), and the Vander-
bilt Psychotherapy Process Scale (VPPS; O’Malley, Suh, & Strupp, 1983) comprise four core
measures that have been used in more than two thirds of the studies that appear in a recent meta-
analytical review. Examination of the shared factor structure of these measures demonstrated
that they had in common the concept of confident collaborative relationship (see in Horvath, Del
Re, Flückiger, & Symonds, 2011).

In a recent meta-analytic review of studies on collaboration and outcome, the collaboration-
outcome effect size was medium, with a mean correlation of .33 (Tryon & Winograd, 2011).
Drawing on this pool of studies from 2000 through 2009 (we did not find any new studies in
2010–2011) we identified four studies in which the therapists delivered psychodynamic and/or
interpersonal interventions (Ablon, Levy, & Katzenstein, 2006; Caspar, 2005; Clemence, Hilsen-
roth, Ackerman, Strassle, & Handler, 2005; Lingiardi, Filippucci, & Baiocco, 2005). The mean
collaboration-outcome correlation of these four studies was .35, which is similar to that reported
for all 19 studies. It should be noted that these four studies were of relatively small samples (total
sample of 198 patients).

Alliance-Fostering Methods

Is the alliance largely a function of what the patient brings to therapy or can the alliance be
strengthened by therapist’s methods? Based on Luborsky’s supportive-expressive therapy, an
interpersonally oriented psychodynamic therapy that focuses on the interpretation of repeti-
tive maladaptive interpersonal themes, Crits-Christoph and colleagues (2010) distilled alliance-
fostering techniques. Accordingly, specific methods were delivered to foster agreement on goals
and tasks that give the patient an active role in the collaboration by establishing and regularly
reviewing the goals and by initially orienting the patient to the general tasks of treatment and
then regularly reviewing the agreement about the tasks. Examples for reviewing goals and tasks
are as follows: Goals: “Last time we came up with some goals. There were [name them] . . . Do
you still feel these should be your goals?” Tasks: “What are your thoughts at this point about
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what is most useful about therapy for you? Do you think we should modify therapy at this
point to meet your needs?” (Crits-Christoph et al., 2010, p. 308). To foster the patient-therapist
bond, the specific techniques are as follows: personal involvement, interactive coordination (col-
laborative climate), communicative contact, and mutual affirmation (Orlinsky, Grawe, & Parks,
1994). A collaborative climate is established by combining the therapist’s general empathic stance
that relies on reflective clarification and communicating understanding of the patient, with spe-
cific empathy around addressing accurately the patient’s Core Conflictual Relationship Theme
(CCRT; Luborsky & Crits-Christoph, 1998). In addition, to convey the teamwork quality of the
bond, the therapist is encouraged to frequently use words like “we,” “us,” “let’s,” and state-
ments such as “Let’s work together and figure out where to go next – what are your thoughts?”
(Crits-Christoph et al., 2010, p. 309).

Rupture and Repair of the Alliance

Taking a contemporary relational perspective, Safran and Muran (2000) view the relationship
in psychotherapy as an ongoing negotiation between the subjectivities of patient and therapist.
In relational psychoanalysis, unlike classical analysis, the therapist does not seek to discover
the underlying “truth” about the patient’s life, but rather patient and therapist are engaged
in a process of “co-creation” of new meanings (Mitchell, 1993). Collaboration in relational
therapy involves the process of co-creation that occurs both consciously and unconsciously,
which through negotiation leads to new meanings. In the ongoing process of negotiation, both
patient and therapist “struggle to sort out how much they can accommodate to the other’s views
about treatment tasks and goals, without compromising themselves in some important way”
(Safran, 2003, p. 439).

The collaboration is sometimes subject to strains and ruptures. A rupture in the alliance is
defined as a tension or breakdown in the collaborative relationship (Safran & Muran, 2000).
Ruptures may vary in intensity from relatively minor tensions that one or both participants may
be only vaguely aware of, to major breakdowns in collaboration, understanding, or communi-
cation. Ruptures are considered to be an inevitable part of psychotherapy and their successful
resolution is theorized to be a critical mechanism of psychotherapeutic change.

Ruptures can be classified by the type of breakdown in collaboration according to Bordin’s
three components. Disagreement about the goals, for example, may involve the patient seeking
immediate symptom relief, but the therapist viewing the goal as obtaining insight. In disagree-
ment about the tasks, for example, patient believes that reviewing and discussing his or her
history is important, but the therapist has a present-focused orientation.

Alliance ruptures and repairs are measured from the perspectives of both patient and ther-
apist by postsession self-reports, as well as of observers by observer-based methods applied to
transcribed sessions. Interestingly, the prevalence of ruptures vary among these reports, with
patients reporting the lowest frequency in sessions (19% to 42%), therapists reporting interme-
diate frequency (43% to 56%), and observer ratings providing the highest frequency of sessions
(41% to 100%; Safran, Muran, & Eubanks-Carter, 2011). Sessions rated by both patients and
observers as having a rupture were rated by the patient as having greater depth (Sommerfeld,
Orbach, Zim, & Mikulincer, 2008). As this convergence between patient and therapist most
likely indicates that the rupture was discussed in the session, it suggests that the therapist being
sensitive to subtle indications of ruptures and encouraging the patient to explore them is expe-
rienced by the patient as meaningful and helpful. A collaborative examination of the dynamics
of the interaction between the patient and therapist that was played out in the rupture offers
participants an opportunity to learn in the here-and-now about their respective contributions.

The most common rupture repair therapist interventions are as follows: (a) repeating the
therapeutic rationale, (b) changing tasks or goals, (c) clarifying misunderstandings at a surface
level, (d) exploring relational themes associated with the rupture, (e) linking the alliance rupture
to common patterns in a patient’s life, and (f) providing the patient a new relational experience.
There is evidence that points to the relation between these repair processes and positive treatment
outcome (Safran et al., 2011).
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Metacommunication

A principle in the relational model is to communicate about the communication process while
focusing on the current patient-therapist interactions (Safran, & Muran, 2000). The techniques
used in metacommunication include engaging with the patient in collaborative exploration (sense
of “we-ness”), which is similar to the alliance-fostering techniques indicated earlier. The therapist
focuses on the immediate details of the experience and behavior, recognizing that the situation
is constantly changing. In addition, the therapist’s contribution and subjectivity are open for
exploration with the patient, and the therapist is expected to acknowledge his or her contribution,
especially when things aren’t working well. For example, it is important that therapists respond
to patients’ expressions of dissatisfaction or anger in an open and nondefensive manner (e.g.,
not blaming the patient for misunderstanding or distorting; Safran et al., 2011).

Finally, relational therapy emphasizes the experiencing and working through of enactments,
which are created within the transference-countertransference matrix. Working through an
enactment is a collaborative process (Summers & Barber, 2010). It is at these moments that
the patient’s dynamics come to life (transference), as they touch on or trigger emotions and
cognitions within the therapist, which, in turn, evoke his or her own characteristic interpersonal
pattern (countertransference). Successful collaboration around enactments entails openness to
emotional experiencing and self-reflection by both patient and therapist.

In the following case illustration, we demonstrate the meeting of the patient’s and the thera-
pist’s interpersonal patterns as they play out over the course of therapy and how the collaboration
evolves toward patient and therapist negotiating new meanings.

Case Illustration

The following example is drawn from our study on patient-therapist relational patterns in
the course of a year of psychodynamic therapy at a university counseling center. Both pa-
tient and therapist underwent Relationship Anecdote Paradigm (RAP) interviews (Luborsky
& Crits-Christoph, 1998), in which they told relational narratives about significant others
and narratives about each other (patient about the therapist and therapist about this patient).
The RAP interviews were conducted separately with patient and their therapist at three time
points: early phase (after session five), middle phase (after session 15) and later phase (after
session 28).

Presenting Problem and Patient Description

Joyce was a 24-year-old undergraduate student who sought treatment for her difficulties in
forming romantic relationships. She stated that she had never been in a long-term relationship
with a man. She was single and lived away from home. After her parents divorced when she was
10 years old, Joyce was raised by her mother, and her father maintained a distant relationship
with her (she had not seen him for several years).

Her psychotherapist was a 29-year-old, female clinical psychology intern who had 2.5 years of
clinical experience. The treatment was based on an object relations approach, and the therapist
received ongoing supervision by a psychodynamic supervisor. From the therapist’s narratives
about her parents (told during the RAP interview), we learned that she described herself as a
parental child: Her mother often leaned on her and needed her advice and reassurance. She
often worried that something might happen to her mother. Her father was described as anxious
and worried about her safety, and she constantly had to calm him down, otherwise she would
feel terribly guilty.

Initial Interviews and Case Formulation

Based on the initial intake Joyce was diagnosed with dysthymic disorder on Axis I of the Diag-
nostic and Statistical Manual, Fourth Edition, Text Revision. According to our psychodynamic
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case formulation, Joyce was abandoned by her father when she was a young child, resulting in
deep feelings of rejection. Being an only child placed a heavy burden on her, as her role was
to bring her mother happiness and peace of mind. These developments disrupted the normal
separation-individuation process, causing a narcissistic injury to the self, and leaving her with
unfulfilled dependency needs. In her close relationships, she often created a fantasy of total
dependence, which would quickly shatter and leave her feeling hurt and rejected. The experience
of being abandoned was repeated over and over again in her life, arousing strong aggressive
feelings towards those who deserted her.

The goals of therapy were as follows: (a) to create a safe and supporting environment where
Joyce can get in touch with the deep pain and longing for love and care and (b) to experience
a close relationship in therapy, in which her interpersonal conflicts will be enacted and worked
through, enabling her to develop satisfying relationships.

Long-term psychodynamic therapy was recommended as Joyce’s difficulties originated in early
childhood and were pervasive. Psychodynamic treatment based on object relations’ theory is
particularly suited to Joyce’s problems: According to the object relations theorists, interpersonal
patterns with early childhood caregivers are introjected, and serve as a template through which
other relationships are experienced. These patterns are recreated in the transference towards the
therapist, and as patients come to experience their repetitive maladaptive patterns and under-
stand them more fully, they begin to change. These changes are then generalized to relationships
outside of treatment.

At the beginning of therapy, Joyce was preoccupied with dependence and separation that
were evident in her relational themes with her mother and peers. She was highly sensitive to
others “being there” for her, making sure that they listened to her, and provided the support
and comfort that she needed. She perceived the people around her as letting her down, and
growing distant. At the beginning of therapy, Joyce experienced an episode of (verbal) sexual
harassment by a fellow student, which caused her great distress. She was preoccupied with her
reactions to the event and her thoughts about filing a complaint. She expressed a strong need
for support and understanding from others, and was sensitive and hurt when she did not receive
it.

In the first narrative that Joyce told about her mother, she described her mother as being
supportive when she called to tell her about the sexual harassment. Her mother’s support stood
in contrast to a childhood recollection (the second narrative), in which she experienced her
mother as critical and somewhat insensitive: She had gone to an audition for a local song
festival with two of her friends. Her mother, who was present at the audition, told Joyce that
she probably would not be accepted, although her friends might be accepted. The patient had
expected her mother to take her side, or at least be gentler in her criticism.

In the relational narrative that Joyce told about her father, she recalled the day she was at
home with him when the divorce papers arrived. He was sad, but warm towards her, promising
to remain in contact. She felt close to him on that day. This was a special memory as her father
drifted away over the years and lost touch with her. In another relational episode she described
a painful memory: Her father had called home one day, asking for her mother. She did not
recognize his voice, and when she asked who he was, he announced his first name, rather than
saying “It’s dad.” The patient was overwhelmed and asked herself: “Did he cease to be my
father?”

Joyce’s CCRT pattern with her parents consisted of wishes to be accepted and understood
(mother) and a wish to be close and not to be abandoned (father). She perceived her mother
as sometimes understanding and accepting, and at other times as not understanding and not
helping. Her perception of her father was also ambivalent: He was close and warm in early
stories, and he later on appeared as cold and distant. With her mother her own responses
fluctuated between feeling open and accepted and feeling hurt, and with her father feeling sad,
anxious, and hurt. Joyce reiterated similar themes with her friends: One friend promised to go
to a performance with her and then backed off, the other did not want to meet when she needed
to see her, but the third was a loyal friend, who reciprocated her emotional investment in the
relationship.
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Course of Treatment

The therapeutic relationship got off to a good start. From the patient’s perspective, Joyce
perceived her therapist as interested in what she had to say and fully attentive. This was contrasted
with her previous experience in therapy, with a clinician whom she had found to be cold and
technical. She believed that the therapist was making a special effort to be attuned to her because
she recognized her needs and that made her feel good. For example, the therapist was quite
flexible when they tried to find a regular time for their sessions, yet the times she offered were all
within her limits, so the patient did not feel that she was pushing her. On another day, the patient
arrived a few minutes early at the Counseling Center, and the therapist suggested casually that
she go to the kitchen and make herself something to drink. The patient at this point described
the therapist as pleasant and soothing, which fit with the characteristic relational patterns of the
therapist, who leaned towards comforting others and lessening their worries.

From the therapist’s perspective, the relationship looked somewhat different: She perceived
Joyce as anxious and worried, and felt that she had to calm her and support her. In one session
Joyce was extremely anxious about a medical problem from which she suffered. The therapist’s
initial interventions comprised a combination of psycho-education on the medical problem
and assuaging the patient’s fears. Although not a “dynamic” intervention (not encouraging
exploration), the therapist felt strongly that this was what the patient needed at the moment,
and the tears in the patient’s eyes confirmed her choice. In examining her countertransference,
the therapist recognized strong maternal feelings toward Joyce, which led her to intervene in this
manner. In another session, the therapist made an interpretation about the patient’s recurrent
fears of being abandoned, to which the patient responded: “You are an intern, you will also leave
me in 2 years.” Examining her countertransference, she felt that it was pleasant to be needed and
that Joyce’s fears of abandonment moved her and motivated her to invest in the treatment. Once
again, the therapist was quick to respond characteristically, by calming the patient, saying: “I
am not leaving yet,” rather than helping the patient explore her core relational patterns around
pending separations.

The course of psychodynamic therapy began smoothly. The therapist provided the flexibility
that her patient needed, and she was sensitive to fears and anxieties. She wanted to sooth the
patient’s anxiety (which fit the patient’s needs), and to help her establish greater trust. Her
responses were also influenced by countertransference, as she responded to the patient in the
same relational pattern that she had with her father: making sure that the other is not worried.
It seems that the patient also “pushed” those buttons, unconsciously testing to see whether
the therapist would be more attentive than her parents or friends. The therapist, at that point,
“passed the test.” The patient formed an attachment to the therapist and raised concerns about
being abandoned by the therapist at termination, which the therapist failed to address more
deeply.

At this point in therapy there was a shift in the patient’s relationship with her parents to-
wards a clearer differentiation between them: The relationship with her mother was gradually
experienced as more positive, and when Joyce discussed her father, she became more angry and
negative. The wishes towards her parents remained the same as before, however her perceptions
of their responses to her began to shift: Her mother was perceived as more understanding and
particularly more supportive of her choices and decisions. She felt closer to her mother and
began opening up to her. Her father, on the other hand, was described as distant and misunder-
standing, essentially relinquishing his role as a father. She recalled writing a letter to him to be
delivered through a social worker, in which she asked him to be a father “like other fathers.” Her
father was punitive and hurtful, responding with: “I don’t know what you are talking about.
You can set terms and conditions with your boyfriend, not with me.” As Joyce became more
involved in therapy, she allowed herself to express her angry feelings towards her father, feelings
that had been pent up for many years.

Joyce’s relationships with her friends were a mixed bag at that time: She had a rupture in a
relationship with a close friend, and they were not able to discuss what happened. Joyce wanted
to meet and talk, but her friend replied that writing e-mails was sufficient and she was not
interested in meeting. With another friend, however, Joyce felt understood and close. Upon
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hearing about the sexual harassment incident, the friend called her and conveyed her sympathy
and her wish to help Joyce and to be sensitive to her needs. It seems that Joyce tends to “pull” for
advice, comfort and closeness, whereas distance in relationships is portrayed as abandonment.

In the mid phase of therapy Joyce developed a strong positive transference towards her
therapist. She felt that she could discuss anything she wanted with her, without having to worry
about the affect of her words on the therapist’s feelings. In one relational episode, she described
a pressing need to see the therapist before her next scheduled session, thinking that she did not
want to “stew” in her anger towards a friend the entire weekend. The therapist accommodated
her, and this felt wonderful. Joyce noted that the therapist discussed their relationship, as a means
of helping her look at other relationships, and she seemed to benefit from these interventions.
She appreciated the therapist’s straightforward manner in talking to her and liked her sense of
humor.

Joyce described the following exchange with her therapist that addressed a strained relation-
ship with a friend: “So then you felt angry with her, and you blew her out of your life.” Joyce
felt that this phrase described precisely what happened, and she commented: “It’s good to be
able to talk about it . . . it felt comfortable.” In contrast with the patient’s appreciation and
perception of the smooth and easygoing (but deep) relationship, from the therapist’s perspective
the relationship was experienced as somewhat frustrating, as Joyce began to fluctuate between
distance and closeness. The therapist responded intuitively and somewhat impulsively when
Joyce discussed a decision she had made, which the therapist thought to be a mistake: “Let’s
think about this. It’s not so clear that this is the right thing to do.” She told the RAP interviewer:
“I didn’t really trust her at the moment. I had to take care of her. In retrospect, I know that
she was frightened by my response. My response came from my maternal feelings, but instead
of feeling close, we grew distant. It’s like she didn’t know how to digest my response so she
distanced. I wish she could have told me that my response stressed her out.”

Another time the therapist tried to make a link between the patient’s patterns in present
relationships and her past, but Joyce was reluctant to accept the interpretation, which caused
the therapist some frustration. A moment of closeness subsequently occurred when the therapist
interpreted the patient’s intellectual defenses: “You are telling me things, but I don’t feel your
emotions. I hear a very painful story, but I don’t feel it. This shook her up and she burst out
crying. At that moment, we were very close. I wanted to hug her.”

The therapist-patient dance that developed during the middle phase of treatment can be
described as follows: The therapist was preoccupied with being protective, but at times she felt
that she “came on too strong.” She wanted to “fix things,” however she became quite aware
of her countertransference and tried to restrain this urge. She began using more expressive
methods (rather than supportive) such as interpreting defenses or confronting the patient with
her interpersonal patterns. The patient felt more connected to her in this phase and became
deeply involved in therapy. However, there appeared to be some strains in the collaboration: The
patient began to distance, which indicated her growing autonomy, and also served to protect
her from disappointments. The therapist, in response, pushed further or became helpless rather
than disembedding from the enactment and engaging in metacommunication.

Joyce’s narratives about her parents and friends at the later phase of treatment depict relation-
ships that are less one-dimensional and more balanced. She seemed to have greater tolerance
for and understanding of other people’s thinking and feeling, indicating a growing degree of
separation. For example, the relationship with her mother was less idealized, and Joyce did not
feel vulnerable as before whenever her mother was not attuned. Although she was still somewhat
sensitive to disagreements with her mother, she seemed to tolerate them better. Her relationship
with her father, or actually how she thought about the relationship (because her father was not
in touch), grew more flexible in this phase. Although she still perceived him as distant and not
committed to fulfilling his paternal role, Joyce viewed this as part of his limitations, rather than ill
will or anger towards her. At some point, she even felt sorry for him, as he missed the experience
of close family relationships. There was a marked improvement in Joyce’s relationships with her
peers, and her narratives reflect her growing ability to engage in mutual “give and take.”

From the relational narratives at this later phase it is clear that both patient and the therapist
were focused on the therapeutic relationship and on enactments in the relational matrix. Whereas
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earlier in their therapy work they picked different relationship episodes in their RAP interviews,
at this phase they referred independently to the same encounters in the session. For example,
both referred to a relational episode in which the therapist complimented Joyce on her earrings,
and later on in the session she told her that she was intelligent. In recounting this interaction,
Joyce said that she enjoyed the compliment, but after the session she wondered whether this was
an authentic gesture, or simply a “technique” employed by the therapist to make her feel good
about herself: “I wanted it to be something real, and also that I could believe her.” The patient
thought about this incident during the week and decided to bring it up in the following session:
“You see, I feel comfortable with her, and I feel I can talk to her. She responds to things I tell
her. She remembers what I said in the last session and things about my life, so it makes me feel
really good with her.”

Referring to the same encounter, the therapist’s narrative revealed that when the patient first
brought up the question of the therapist’s authenticity (compliment on earrings and intelligence),
the therapist was hurt and disappointed. “I felt that she really doesn’t trust me. She doesn’t believe
in the authenticity of what I feel towards her, the possibility that I would mean something good.
It is really frustrating, because it is a wall whatever I will say she can always say that it is a
‘technique of psychologists.’“ The therapist, however, probed deeper into her feelings and tried
to work with what the patient had said, exploring her countertransference: “I suddenly asked
myself whether I was authentic? Maybe I only said it to make her feel good? So some guilt came
in on how I said it, that it wasn’t true enough . . . I felt some helplessness.” As she continued to
process the event, thinking about herself and the patient, the therapist began to appreciate Joyce’s
comment, finding the interaction meaningful: “But there was also something that I valued and
loved her for saying to me that she doesn’t believe, that she brought it up. I would have preferred
her not to feel this way, but I value that she talked about it. She shared it with me, even though
it is uncomfortable. She gave me the opportunity to know what is going through her mind.”
Finally, the therapist acknowledged the mutuality of the interaction, the patient’s courage to
move the process forward in a way the therapist did not do: “Her courage also gives me courage,
that it is possible to talk about it, that’s meaningful. She came and told me openly in a true and
sincere way what she felt over the week, so I also can be open and say what I feel. It released
something.”

As can be seen in this example, the mutual collaboration that developed allowed for new
feelings to emerge in both patient and therapist. Their growing openness with each other moved
the process forward and led to new meanings in the relationship. Joyce fared the termination
process quite well. She acknowledged and expressed her dependence on the therapist, together
with appreciation of the process and readiness to end.

As with most successful treatment, the collaboration developed and changed as therapy
deepened. The therapist was much attuned to the patient’s emotional needs, creating a place of
safety and trust. The patient tested the therapist (consciously and unconsciously) to see whether
the old relational patterns would reappear in their relationship. Gradually, the collaborative
process deepened as the patient’s interpersonal patterns became more flexible, and new patterns
developed through the therapeutic relationship. These changes could then generalize to outside
of psychotherapy relationships.

Outcome and Prognosis

The treatment lasted 72 sessions (2 academic years) and it ended when the therapist completed her
internship. At the end of treatment there was marked improvement in Joyce’s social functioning:
she experienced less rejection in her relationships and felt more self-confident. She made some
close friends and received positive feedback from them, which made her feel stronger and
connected. Regarding her relationship with her parents, she formed a much more balanced
relationship with her mother, and felt less responsible for her well-being. She worked through
the anger towards her father and was able to talk about him more openly and freely. By the end
of treatment her mood was much improved, and there was some improvement in her academic
performance, however she had not formed a romantic relationship.
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The therapist evaluated Joyce’s prognosis as good, and recommended that she could benefit
in the future by returning to therapy to increase her capacity to form long-term romantic
relationships.

Clinical Practices and Summary

The collaborative work in contemporary psychodynamic therapy is viewed as both a means
for doing productive work and an arena for exploring the evolving here-and-now matrix of the
patient-therapist relationship. In the ongoing process of negotiation and mutual accommoda-
tion, patient and therapist take risks as they move away from the old, secure relational patterns,
allowing different, sometimes unfamiliar, dimensions of self to emerge and to be discussed. In
this process, both therapist and patient relinquish certain self-other perceptions and responses,
so that there is a real change in the interaction of the dyad, leading to new behavioral possibilities
and new internalizations in the patient. Negotiating meaning, based on the creation of the two
subjectivities, is often a new experience for the patient, which facilitates change.

Thus, psychodynamic therapy proceeds well when the interaction is alive and authentic, when
something is created between patient and therapist. In the relational narratives that Joyce and her
therapist recounted independently during the later phase of treatment, we can see the different
layers of collaboration. At first, patient and therapist react to a relational event according to
their typical interpersonal patterns: The patient cannot experience the other as valuing her, and
the therapist finds it difficult to tolerate the patient’s ambivalence, and her failure to sooth and
calm her. Second, the patient and therapist negotiate the meaning of this event and respond with
new interpersonal patterns to each other. Third, the therapist takes the lead from the patient
and is willing to risk being more open, such that both contribute to the process of collaborative
work leading to co-creation of new meanings. Finally, termination poses a challenge for the
collaboration in reaching mutual agreement on setting the date for termination and resolving
any strains in the relationship. A collaborative process in working through the ending of the
relationship offers the opportunity for a corrective emotional experience of past experiences of
separation and loss of both patient and therapist.

With the shift to what is called a two-person psychology, contemporary psychodynamic
clinicians have emphasized a new way of collaborating that entails ongoing mutual exploration
of both patients’ and therapists’ contribution to the relational matrix and to inevitable ruptures.
There is some evidence for the affect of training therapists in rupture resolution on patient
improvements (Muran & Barber, 2010; Safran et al., 2011), suggesting that clinicians can be
trained to repair breakdowns in collaboration for the benefit of their patients.
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