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Studying experienced therapists’ im-
plicit theorizing may contribute to our
understanding of what is helpful and
what hinders treatment with particular
patient populations. In this study, 16
therapists’ views of curative factors,
hindering factors, and outcome were
explored in 22 interviews conducted at
termination of individual psychoanalytic
psychotherapy with young adults.
Grounded theory methodology was used
to construct a tentative model of thera-
peutic action based on the therapists’
implicit knowledge. The results indi-
cated that developing a close, safe and
trusting relationship was viewed as the
core curative factor in interaction with
the patient making positive experiences
outside the therapy setting and the ther-

apist challenging and developing the
patient’s thinking about the self. The
therapeutic process was experienced as
a joint activity resulting in the patient
becoming a subject and acquiring an
increasing capacity to think and pro-
cess problems. The patient’s fear about
close relationships was seen as hinder-
ing treatment and leading to core prob-
lems remaining. The model is discussed
in relation to major theories of thera-
peutic action in the psychoanalytic dis-
course and previous research focusing
on young adults’ view of curative and
hindering factors in psychotherapy.
Implications for practice and further
research are suggested.
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A number of authors have argued that experi-
enced therapists develop private “working mod-
els” or “implicit theories,” which more or less
overlap with their explicit theoretical orientation
in how to conduct therapy (e.g., Kottler, 1986;
Najavits, 1997; Sandler, 1983; Schön, 1983; Sho-
ben, 1962). Implicit theories are a mix of per-
sonal experiences, formal training, and profes-
sional reflections and may include the therapist’s
personal strategies of what to do during sessions
or views about what processes are occurring in
therapy. They also may include assumptions re-
garding what not to do in therapy and what hin-
ders treatment. According to Sandler (1983), past
development of explicit theories arose when
weaknesses in available theories led to the grad-

Peter Lilliengren, Department of Psychology, Stockholm
University, and Södermalm Psychiatric Outpatient Services,
Stockholm County Council, Stockholm, Sweden; and Andrzej
Werbart, Department of Psychology, Stockholm University,
and Child and Adolescent Psychiatry, Stockholm County
Council, Stockholm, Sweden.

This study was a part of the prospective, longitudinal
Young Adult Psychotherapy Project conducted at the Institute
of Psychotherapy, Stockholm County Council, and the Psy-
chotherapy Section, Department of Clinical Neuroscience,
Karolinska Institutet. The project was supported by grants
from the Bank of Sweden, the Tercentenary Foundation (RJ
1999-0071), the Clas Groschinsky Memorial Fund (SF6 51),
and the Centre for Health Care Science, Karolinska Institutet.
The project has been approved by the Regional Research
Ethics Committee at the Karolinska Institutet, and all partic-
ipants have given their informed consent.

Correspondence regarding this article should be addressed
to Andrzej Werbart, PhD, Department of Psychology, Stock-
holm University, SE-106 91 Stockholm, Sweden. E-mail:
andrzej@werbart.se or andrzej.werbart@sll.se

Psychotherapy Theory, Research, Practice, Training © 2010 American Psychological Association
2010, Vol. 47, No. 4, 570–585 0033-3204/10/$12.00 DOI: 10.1037/a0021179

570



ual elucidation of implicit or “private” theories to
complement them. Thus, therapists’ implicit the-
ories may occasionally be superior to explicit
theories for particular cases—yet surprisingly
few studies have explored experienced therapists’
views of therapeutic action (cf. McLeod, 1990).

By theories of therapeutic action we simply
mean more or less elaborated ideas of “what
works” (and what does not work, or impedes)
psychotherapy. In the psychoanalytic discourse,
two major lines of thought relate therapeutic ac-
tion to either “insight” or “relational impact”
(Kernberg, 2007). The first approach emphasizes
reconstruction and interpretation, especially of
the transference; the second approach emphasizes
the experiential and transactional aspects of a
new and better relationship. Many theoreticians
have suggested that both factors interact to pro-
duce change (Fonagy & Kächele, 2009; Gabbard
& Westen, 2003). However, we know very little
about how explicit theories are conveyed to clin-
ical practice and adopted to particular patient
populations. Nor do we know which private the-
ories experienced therapists develop. Following
Sandler (1983), studying how therapists’ think in
practice may contribute to the development of
formal theory and might be especially fruitful
when it comes to specific patient populations in
which theory is lacking or regarded as incom-
plete.

One such area concerns young adult patients, a
population whose level of psychological distress
is disturbingly increasing in the Western world
(Evans, 2009; Grant & Potenza, 2009; Swedish
Government Official Reports, 2006). From a psy-
choanalytic perspective, the developmental tasks
of young adulthood involve separation from the
family of origin and a consolidation of ego ca-
pacities necessary for life and career decisions.
When this consolidation has been only partially
or unevenly achieved, the individual might expe-
rience psychological symptoms and seek treat-
ment (Adatto, 1980; Arnett, 2000, 2007; Emde,
1985). According to the clinical literature (e.g.,
Barnett, 1971; Escoll, 1987; Jacobs, 1988; Pearls,
2008; Perelberg, 1993), the developmental tasks
of young adults may conflict with the process of
therapy. Young adults are usually in a transient life
situation, action oriented rather than reflective, still
in the process of separation from internal parental
figures and occupied by conflicts regarding depen-
dency and intimacy. Thus, the psychoanalytic ther-
apist has to affirm real-life activities and strivings

for independence, regulate distance in the therapeu-
tic relationship, and be more flexible with the ther-
apeutic frames.

However, there are no empirically derived rec-
ommendations for adaptation of procedures when
working with young adults, and no generally
agreed on theory of therapeutic action in the
psychoanalytic discourse. Empirical study of ex-
perienced clinicians’ implicit theorizing may
contribute to our knowledge about what is helpful
and what hinders the therapeutic process in spe-
cific patient populations and eventually lead to a
more comprehensive theory of therapeutic action
for psychoanalytic psychotherapy in general.

The aim of the present study thus is to explore
experienced therapists’ views of curative factors,
hindering factors, and outcome in psychoanalytic
therapy with young adults and to construct a
tentative model of therapeutic action based on
experienced therapists’ implicit knowledge. The
specific research questions are: What in treatment
contributed to change and what hindered change,
according to the therapists’ view? What kind of
changes do the therapists perceive in the patients?
How are these factors interrelated from the view-
point of the therapists?

Because therapist implicit theorizing is mainly
uncharted territory, a qualitative interview-based
and discovery-oriented approach is appropriate
(Kvale, 1996). Further, for analyzing data and
creating a “bottom-up” model of therapeutic ac-
tion (i.e., starting from experienced therapists’
implicit knowledge) an inductive method, such as
grounded theory, is considered the method of
choice (Rennie, 2002; Strauss & Corbin, 1998).

Method

Procedures

This study was conducted as a part of the
Young Adult Psychotherapy Project (YAPP), a
naturalistic, prospective, and longitudinal study
of young adults (age 18 to 25 years) in psycho-
analytic psychotherapy. A total of 134 self-
referred patients between 1998 and 2002 were
included in YAPP, 92 enrolled in individual psy-
chotherapy and 42 in group therapy. The patients
were treated by 34 individual therapists working
at the Institute of Psychotherapy in Stockholm,
where subsidized psychotherapy is provided for
people with various psychological problems. The
overall design and outcome of YAPP has been
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described in detail elsewhere (Philips, Wennberg,
Werbart, & Schubert, 2006).

The Treatments

The treatments were aimed at improving the
patients’ ability to manage developmental strains
in young adulthood. The goals, duration, and
frequency of psychotherapy were adjusted to the
individual patient’s needs and jointly formulated
by the therapist and patient in a written contract
at the start of therapy with an option to renego-
tiate. The therapists shared a psychoanalytical
frame of reference despite working quite auton-
omously with varying preferences regarding the-
ory and technique. All therapists met weekly in
clinical teams in which treatment problems and
clinical experiences were discussed. No manual
was used.

Therapist Sample

The material for this study consisted of inter-
views with 16 therapists who treated 22 patients
included in a previous study (Lilliengren & Wer-
bart, 2005). The therapists were all senior, highly
educated, and licensed specialists in psychoanal-
ysis (seven) or psychoanalytic psychotherapy
(nine) with extensive clinical experience and
were engaged as instructors and supervisors in
the Advanced Psychotherapy Training Program.
The mean time in clinical practice after attaining
their psychotherapy license was 11 years
(range � 3 to 16, SD � 3.97). Four therapists
were men and 12 were women, all of Scandi-
navian origin. As to their profession, two were
physicians, seven were psychologists, and
seven were social workers. Eleven therapists
treated one patient each, four had two patients,
and one had three patients. The interviews were
conducted at termination of each individual
therapy, thus providing 22 interview transcripts
to analyze.

The Patients

The therapists treated 22 patients: three men
(14%) and 19 women (86%). Their average age
was 22.5 years (range � 19 to 25) at the start of
therapy. Eight patients (36%) lived alone, five
(23%) lived with their parents, and nine (41%)
lived with a partner. None was married or had a
child. The most common occupation was work,

in 10 cases (45%) full-time, and in a further four
in combination with studies (18%), followed by
full-time study in eight cases (36%). None self-
defined as unemployed. Sixteen patients (73%)
were born in Sweden and had both parents of
Swedish origin, a further two were born in Swe-
den with one parent having foreign origin (a
Scandinavian country in one case and an Asian
country in the other), and one additional patient
was adopted as an infant from an Asian country
by Swedish parents. Three patients were born
abroad to non-Swedish parents (Scandinavia,
Asia, and Latin America). In all, 17 patients
(77%) had at least one parent with a university
degree. Nine patients (41%) had previous outpa-
tient or inpatient psychiatric contact (in four
cases only on one occasion), and nine had previ-
ous psychotherapeutic contact.

Fourteen patients had at least one Axis I Di-
agnostic and Statistical Manual of Mental Dis-
ease diagnosis (4th ed., text revision, American
Psychiatric Association, 2000): seven had a
Mood Disorder (six with Major Depressive Dis-
order, one with Dysthymic Disorder), eight had
an Anxiety Disorder (three with Anxiety Disor-
der Not Otherwise Specified (NOS) and one each
with Panic Disorder with Agoraphobia, Social
Phobia, Obsessive–Compulsive Disorder, Acute
Stress Disorder, and Agoraphobia Without His-
tory of Panic), and two had an Adjustment Dis-
order. Seven patients (32%) had a personality
disorder Axis II: one in Cluster A, two in Cluster
B, and four with Personality Disorder NOS.
Three patients had multiple Axis I diagnoses, and
two had both Axis I and II diagnoses. The mean
time in psychotherapy was 18.6 months (range �
7 to 32 months) with a frequency of one (12
cases) or two (10 cases) sessions weekly.

On the group level, the patients improved sig-
nificantly on measures of symptoms and social
functioning. The Global Symptom Index (GSI) of
the Symptom Checklist–90 (Derogatis, 1994) de-
creased from a pretherapy level of 1.31 to 0.77 at
termination, and the mean Global Assessment of
Functioning (GAF; American Psychiatric Asso-
ciation, 2000) increased from a pretherapy level
of 54.5 to 67.3 at termination. The 22 participants
were deemed a representative sample of the en-
tire YAPP patient group, as the demographic data
and the pre- and posttherapy levels of self-
reported and expert-rated symptoms and func-
tioning were very close to the total percentages
(Philips et al., 2006).
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Interviews

The therapists were interviewed using the Pri-
vate Theories Interview (PTI; Werbart &
Levander, 2005, 2006). This semistructured, in-
depth interview collects narratives on the follow-
ing themes: problem formulations, ideas of back-
ground, ideas of cure, and descriptions of
changes during and after therapy. It includes ret-
rospective views about what in therapy contrib-
uted to change, what had been obstacles, and
what could have been different. The informants
were asked to elaborate their answers to these
four main questions and to give concrete exam-
ples and illustrative episodes. The interviews
were carried out by five psychologists trained in
the PTI technique of “bracketing” their own un-
derstanding and to maintain an attitude resem-
bling that of a social anthropologist rather than a
clinician. The audiorecorded interviews lasted
about 60 min and were transcribed verbatim.

Data Analysis

The interview transcripts were analyzed with
basic grounded theory methodology, involving
open, axial, and selective coding (Strauss &

Corbin, 1998). A computer software interface
known as ATLAS.ti (2000) was used in the cod-
ing process. In ATLAS.ti the links between tran-
scripts, codes, categories, and memos are retained
throughout the analysis making it possible to
move back and forth between coding, elaborating
the categories, writing memos, and building the
conceptual model. The work process is described
in detail below, and a graphical illustration of the
coding process is provided in Figure 1.

Open coding. Each interview transcript was
imported one at a time into ATLAS.ti and read,
line by line. All sections and paragraphs reporting
the therapist’s reflections on the therapy process,
perceived changes, helpful, or hindering treat-
ment aspects were assigned open codes describ-
ing the content of the narrative. Code memos
were written describing the properties and dimen-
sions of each code in further detail as more state-
ments were added to each code. The networking
function of ATLAS.ti was continually used to
sort codes that seemed closely related in mean-
ing, theme, or content and to group codes into
categories (e.g., code families).

Axial coding. As distinct categories emerged
during open coding, a process of examining the

 

Interview nr 5 
Quota�on nr 9 

 
 
Interviewer: Vad tänker du 
bidrog �ll förändringen? 
 
Therapist: A� hon successivt 
började våga lita på mig mer 
och mer. Jag blev en ny sorts 
modell av hur man kan vara 
som vuxen, om man jämför 
med föräldrarna. Det var inte 
mina behov utan det var 
hennes behov som ledde 
resan. A� jag inte hade 
pekpinnar som den där 
överläkaren som förklarade 
henne som omöjlig. A� hon 
successivt kunde testa det 
här, så tror jag. A� jag inte 
backade heller. Sedan så 
smög sig en humoris�sk ton 
in i samarbetet. 

 

Core Category: 

Developing a Close, 
Safe and Trus�ng 

Rela�onship 

Axial coding Selec�ve coding Interview transcripts Open coding

The pa�ent came to trust the 
therapist 

Theore�cal memo:
The main cura�ve factor is the 

development of a close, safe and 
trus�ng rela�onship to the 

therapist, which is dependent on 
the therapist’s way of rela�ng to the 

pa�ent

Therapist became a model 

Therapist related differently to 
pa�ent compared with parents and 

significant others

The pa�ent’s nega�ve expecta�ons 
were contradicted in the rela�onship

The therapist didn’t back down 

Humor 

Category
 

Developing a “good” 
rela�onship with a “sensible” 

adult

Category
 

Therapist stance and 
relatedness 

Theore�cal memo: 

The pa�ent’s expecta�ons 
are contradicted in the 

therapeu�c rela�onship 

Interview nr 5 
Quota�on nr 9 

 
 
Interviewer: Vad tänker du 
bidrog �ll förändringen? 
 
Therapist: A� hon successivt  

Interview #5 
Quota�on #9 

 
Interviewer: What do you 
think contributed to the 
change? 
 
Therapist: She slowly 
began to increase her trust 
in me. I became a new sort 
of model of what an adult 
could be, compared to her 
parents. It wasn’t my 
needs that led the way, but 
hers. I didn't scold her like 
the chief physician who 
declared her impossible. 
She was able to 
successively test me, I 
think. And by not backing 
down, a tone of humor 
crept into the 
collabora�on. 

FIGURE 1. Data analysis: Steps from interview transcripts to core category.
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relationship among the categories was initiated.
The categories were compared with each other,
revised and elaborated, and subthemes and rela-
tions were identified. In an effort to bracket prior
knowledge, theoretical memos were written
throughout the process, including notes on the
coder’s associations with established theoretical
constructs. Questions about the relationships be-
tween categories were taken back to the original
transcripts to explore the context in which the
informants discussed their experiences. When 16
interview transcripts (one with each therapist)
had been coded, the remaining six available tran-
scripts were imported into ATLAS.ti and ana-
lyzed. No new codes, categories, or relations
could be identified, that is, the open and axial
coding process had reached the saturation point.
The remaining six interviews were used to further
deepen codes and categories.

Selective coding. The aim of this process
was to integrate and refine the emerging concep-
tual model based on the categories and their re-
lationships. As the open and axial coding pro-
gressed, the networking function of ATLAS.ti
was used to visually connect categories into dia-
grams outlining their relationships. Theoretical
memos were examined for integrating ideas
about the overall structure of the model. A core
category was selected that explained the main
curative process in the material while being re-
lated to all other main categories. Furthermore,
several linking concepts, based on the codes that
emerged during the axial coding, were used to
describe processes taking place between the cat-
egories in the model. Finally, the conceptual
model was assembled using graphical software
tools.

Inviting the Participants

Once the main coding was completed, the in-
terviewed therapists were invited to discuss the
results. Four of the 16 therapists (two men and
two women) participated (two failed to show up,
seven had retired, three were deceased). The pre-
liminary results were presented, and the thera-
pists were asked to reflect if anything seemed odd
or missing. The 1.5-hr long meeting was audiore-
corded and field notes were integrated into the
coding process. Overall, the therapists had little
to add, and only minor changes were made in the
descriptions of the categories and the conceptual
model.

Owning Our Perspective

The main coding was carried out by the first
author (a 35-year-old male psychologist working
at a psychiatric outpatient clinic). At the time of
the study he recently began postgraduate training
in psychodynamic psychotherapy at Stockholm
University. He has a special interest in psycho-
therapy integration and is a member of the Soci-
ety for the Exploration of Psychotherapy Integra-
tion. During selective coding the second author (a
senior male psychoanalyst, member of the Inter-
national Psychoanalytical Association and the
Society for Psychotherapy Research) reviewed
all codes and theoretical memos and collaborated
in refining the model. Differences in opinions
were discussed in relation to data in the original
transcripts until agreement was reached. On the
basis of these audits the model was deemed
grounded.

Results

The conceptual model is presented in Figure 2.
The model consists of a core category with three
subcategories, seven main categories, and seven
linking concepts. Curative factors are represented
as solid-line rectangles. The only hindering factor
in the model is represented as a dashed-line rect-
angle. The model further includes four overlap-
ping outcome categories, of which three are pos-
itive (represented as ellipses) and one negative
(represented as a star). The linking concepts in-
dicate a process that connects two or more cate-
gories and are placed in italics directly on the
lines between categories. Dashed lines indicate a
negative influence between categories, and direct
lines indicate a positive influence. The categories
and linking concepts are further elaborated below
and illustrated by verbatim quotations from the
interview transcripts (numbers in brackets in the
headings below refer to the numbering system of
the categories in Figure 2).

Developing a Close, Safe, and Trusting
Relationship [1]

From the therapists’ view, the core curative
factor is the development of a special kind of
relationship characterized by the patient gradu-
ally experiencing closeness, safety, and trust in
relation to the therapist: “That we have somehow
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developed a close relationship where she’s devel-
oped trust in me.”

As the patient becomes attached to the therapist,
he or she is able to express feelings more openly
and talk about difficult and painful subjects.

It’s about daring to connect, to begin trusting someone. To
begin to feel that she can come here and open up about
something that feels frightening and threatening to her . . . .
It’s about daring to be dependent and to permit closeness, of
which she has had little positive experience.

When the patient dares to open up it creates an
opportunity to test and revise inner conceptions
of self and others. This can take place openly in
dialogue with the therapist or implicitly in the
interaction between the patient and therapist.
From the therapists’ view, it is central that the
patients’ negative expectations are contradicted
in the relationship. What the patient believes will
happen when he or she depends on the therapist,
shows strong feelings or talks about sensitive
topics—does not happen: “There’s also a thread
I perceive running though this therapy . . . that the

things she believes will happen do not take place
while discussing things with me.”

The development of a close, safe, and trusting
relationship was dependent on three factors that
formed subcategories to the core category, spec-
ified below.

The therapist’s stance and relatedness [1.1].
This subcategory was constructed from the thera-
pists’ view of how their way of relating contributed
to the development of a close, safe, and trusting
relationship. One recurrent theme was adopting a
stance of genuine interest in the patient.

I liked this girl. I thought it was pretty fun, even a bit
exciting, every time she arrived and talked about what had
happened, what she had thought about since the last ses-
sion, and I believe that this has been a positive, contribut-
ing factor.

Closely connected to interest and engagement
were reports of the therapists accepting thoughts
and feelings that the patients had difficulty ac-
cepting in themselves. The therapists actively
“gave permission” and “showed acceptance” for

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Core Category 

1. Developing a Close, Safe and Trus�ng 
Rela�onship 

2. The Pa�ent Making 
Posi�ve Experiences 

Outside the Therapy Se�ng 

Link: Young Adults’ Intrinsic 
Developmental Force 

Link: Exchanging Experiences 

3. Challenging and 
Developing the Pa�ent’s 
Thinking about the Self 

Link: Thinking Together 

6. The Pa�ent’s Fear about 
Close Rela�onships  

Link: Emerging 
Prac�cal Obstacles

Link: Difficul�es Maintaining Interest 
in and Apprecia�on for the Pa�ent 

Link: The Pa�ent Keeping 
the Therapist at a Distance 

1.1 The Therapist’s 
Stance and 

Relatedness 

1.2 Having Time, 
Con�nuity and an 

Own, Unique Space  

1.3 The Pa�ent’s 
Resources and 

Commitment to the 
Therapeu�c Process 

8. The Therapeu�c Process Con�nues 
a�er Termina�on 

4. Becoming a Subject 

Link: Shortening or Weakening 
the Therapeu�c Process 

5. Increasing Capacity to 
Think and Process 

Problems 7. Core Problems 
Remaining 

FIGURE 2. A tentative theoretical model of therapeutic action grounded in the therapists’ views. Curative factors are indicated
by solid line rectangles with rounded corners, the hindering factor by a dashed-line rectangle, positive outcome categories by
ellipses, and negative outcome by a dashed-line star. The linking concepts are placed in italics directly on the lines between
categories. Dashed lines indicate a negative influence between categories and direct lines indicate a positive influence.
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feeling and thinking in ways previously per-
ceived as forbidden by the patient: “I believe that
one contributing factor has been the feeling that
it’s OK to feel some particular thing and one can
live with it.”

Another aspect of the therapists’ stance was a
readiness to be flexible with the boundaries of the
therapy. They sometimes adjusted the contract to
fit the needs of the patient, especially when pa-
tients signaled that they wanted to increase the
number of sessions per week or extend the con-
tract: “I believe that it took her a long time to trust
me and that might have come about when she
noticed that I understood that she was unhappy
and I gave her the gift of continuing for another
term.”

In addition, the therapists found it important
that the patient perceived them as confident, ex-
perienced, and stable persons, ready to listen and
not backing down from difficult issues.

I think I won confidence when I didn’t back away from
anything once she began talking about it, nor did I ever allow
her the chance to flee from it. Even if she tried to talk about
something else, I always made sure that we took up the topic,
even at the final conversation. I believe that it was especially
important that she saw that I was not afraid of it, but was
instead ready to listen.

Another aspect of being a confident and stable
therapist was to “keep one’s cool” and not react
in a retaliatory manner if the patient was critical
toward the therapist or the treatment. It was im-
portant to not allow the patient to “destroy” the
therapy by being aggressive and attacking the
therapist.

It was significant that I was present, listened, and remained
sitting during her . . . rather strong attacks against me person-
ally and the method, that I didn’t declare that this had become
pointless, or tell her to be quiet or some such thing; that I did
not allow her to sabotage the therapy, as she was trying to do.

An overarching theme was that the therapists
regarded their way of relating to the patient as
markedly different from important figures in the
past. The therapists showed engagement and in-
terest in the patient, accepted difficult thoughts
and feelings, were flexible in meeting the pa-
tients’ needs for relatedness, did not retaliate in
the face of criticism and were ready to listen and
talk about difficult issues in ways that the thera-
pists believed that no adult had ever related to the
patient before: “It was in therapy that I think she
met, in me, the first sensible adult in her life.”

Having time, continuity, and an own, unique
space [1.2]. In this subcategory the therapist’s

narratives indicated that time and continuity con-
tributed to the development of trust and the pa-
tients daring to open up: “I believe the regularity
and continuity has contributed to her daring to be
dependent.”

The narratives also suggested that it was im-
portant that the patient came to experience the
therapy as “an own, unique space,” an opportu-
nity to “unload” with someone, and that the ther-
apeutic relationship was associated with feelings
of “exclusiveness”: “I’ve thought that she has
been given a space to talk about herself; that it
has been her own space. There has been a place
here for her to talk about things.”

The patient’s resources and commitment to the
therapeutic process [1.3]. This subcategory
emerged from the therapist’s views of how the
patients’ resources and commitment to the ther-
apeutic process contributed to the development of
a close, safe, and trusting relationship. One aspect
was the patients’ aptitude and capacity to reflect
as well as their general interest, curiosity, and
positive expectations about therapy: “I feel she’s
a quite gifted girl, actually. I believe that she had
a strong curiosity and desire to make use of this
situation.”

The therapists further emphasized the patients’
commitment to the therapeutic process, the pa-
tients’ courage to be honest and “open up,” as
well as having a genuine wish to understand
themselves and a readiness to “make an effort” in
the therapeutic process: “Her loyalty and com-
mitment . . . . There is a striving toward honesty
in her. A real striving toward honesty that I have
appreciated and believe has greatly contributed
. . . . That she has moved toward our relation-
ship.”

Linking Concept—Young Adults’ Intrinsic
Developmental Force

This concept links the patients’ resources and
commitment to the therapeutic process with the
patients making positive experiences outside the
therapy setting. The therapists described young
adulthood as a period of restructuring identity,
contributing positively to the patients’ curiosity
in themselves and motivation for engaging in
therapy. Furthermore, the young adults are about
to enter the adult world, which involves facing
new situations and trying out different relation-
ships, jobs, education, and so forth outside the
therapy office. The therapists’ narratives sug-
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gested that they viewed this “developmental
force” as intrinsic to being a young adult and as
a positive contributor to the therapeutic process:
“She is young, of course, so there is naturally a
sort of forward-moving energy that is inherent in
this inner developmental need.”

However, this concept is also linked to Emerg-
ing Practical Obstacles indicating a potential neg-
ative influence. Because patients in this age group
tend to be mobile, for example, changing jobs or
moving away to study, this could sometimes lead
to practical problems maintaining continuity in
the relationship with the therapist: “She changed
residence a lot at the beginning, living first with
one person, then another. She did not have a fixed
address. I think this went on throughout the first
year, and I mentioned this to her as a problem.”

The Patient Making Positive Experiences
Outside the Therapy Setting [2]

A second curative factor emerged from the
therapists’ statements regarding the influence of
the patients’ activity outside the therapy office.
The therapists mention several areas such as
work, education, relationships, traveling, and so
forth in which the new experiences affected their
patients positively during the treatment period.
Several therapists mentioned their patient took
actions during therapy that led to an opportunity
to challenge core problems and thereby gained
experiences that contradicted negative beliefs
about themselves.

When she began going to school, she discovered that she had
hitherto untapped resources . . . and it was a great help to her.
This has increased her self-confidence enormously. She has
had very low self-confidence.

Challenging and Developing the Patient’s
Thinking About the Self [3]

The third curative factor concerned the thera-
pist’s interventions. One general aspect was that
the interventions often targeted the patients’
thinking. Several therapists mentioned this “cog-
nitive” direction in their work explicitly: “I’ve
tried to put interpretations on a cognitive level, or
what could also be called an acceptable level. He
has them as his own explanations.”

A recurrent theme was challenging the pa-
tients’ thinking about their own participation in
their problems. The therapists often aimed at
breaking the patients’ passivity and victimized

stance toward experiences in the past, problem-
atic interactions in the present and life in gen-
eral. The therapists generally described them-
selves as active and sometimes directly
confrontational: “I believe I very quickly
aimed to get her to own up to herself; that is to
say, that she is a participant in both life and in
whatever happens to her.”

The therapists’ also viewed their interven-
tions as a way of creating new meaning or
understanding. By labeling thoughts and feel-
ings, making connections, pointing out pat-
terns, and offering interpretations, the therapist
helped the patient gain new and different per-
spectives on their problems. From the thera-
pists’ view, this new meaning had a “support-
ive” or “containing” function for the patient. In
some cases a specific interpretation could lead
to the patient feeling calmer or that a symptom
completely disappeared: “His having received
explanations, or hypotheses, if you will, had a
calming effect on him.”

Another theme concerned techniques the ther-
apists omitted. Several therapists expressed that
they had worked relatively less with transference
interpretations than they normally would: “Gen-
erally, I’d say that I worked rather little with
transference, what it’s like to be sitting with a
woman, what she thought about me and so on.”

Linking Concepts—Exchanging Experiences
and Thinking Together

Two linking concepts connect the three cura-
tive categories in the model. Exchanging experi-
ences refers to the reciprocal exchange between
the patients’ activity, the therapeutic relationship
and the therapists’ interventions. As the patients
talked about experiences outside the therapy set-
ting, these experiences became “material” that
could be elaborated by the therapist to reach
further understanding.

Various events in his external world have . . . caused him to
reflect and process. . . . But it is only once he begins to work
with them during therapy that I feel he works constructively,
so it’s a combination of both life and therapy.

Furthermore, the patients’ experience of the
relationship with the therapist and the therapeutic
process became important experiences in them-
selves leading to the patient daring to try out new
situations outside the therapy office: “She now
dares to be more open with her colleagues, initi-
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ating contact. She dares to apply what she met
here.”

Thinking together embraces the therapists’ ex-
perience of the therapeutic process and suggests
that they felt a sense of “togetherness,” in which
the close, safe, and trusting relationship devel-
oped in parallel with the active exploration of the
patient’s experiences. From the therapists’ view,
this joint process led to the development of the
patients’ own capacity to think: “I don’t think we
worked in any particular way other than that we
just thought and tried to think together. . . . I
believe that this has helped to jump-start her own
thinking abilities.”

The therapists’ narratives suggested that they
further believe that this joint process has “left
traces” when the patients identified themselves
with the therapist’s way of thinking and relating.
The therapist became a new and “good object”
that differed from the patients’ inner representa-
tions of their parents and a better model of what
it means to be an adult: “I have been straightfor-
ward and direct in a way that is evidently quite
different from what she is used to.”

Becoming a Subject [4]

The therapists’ narratives suggested that the
therapy had helped the patients establish them-
selves as “subjects” in the interpersonal world.
One theme in this category was the therapists’
experience that the patients became more open in
relation to others and able to talk about their own
inner world of thoughts, feelings, and values. At
the same time the patients also developed clearer
boundaries and handled conflicts more directly
when needed. Further, the therapists felt that the
patients reached a more healthy balance between
dependence and independence, which was asso-
ciated with improvements in the patients’ ongo-
ing relationships with friends, coworkers, and so
forth.

She worked very hard during therapy to try to find her own
voice, to try to be her own subject. It’s become apparent in all
of her relationships, particularly with her boyfriend . . . she
has truly striven more to maintain her autonomy in such a
close relationship.

Another important aspect of becoming a sub-
ject was changes in relation to the patients’ par-
ents. The therapists felt that the patients had
increased the “psychological distance” from their
parents and gradually reached their own values
and goals in life. This was associated with prob-

lems in relation to the parents becoming less
pronounced.

I believe that she has been able to find her own style, her own
life, and has created considerable distance from both parents.
She’s done this internally . . . . I think it is pretty nice that she
has even been able to accept that her father is as he is and that
she cannot reform him.

A further theme was positive changes in the
patients’ view of themselves. The therapists’ im-
pression was that many patients gained greater
acceptance of themselves and greater trust in
their own abilities. The patients are depicted as
being more confident and pleased with them-
selves, taking better care of themselves, making
less destructive choices, standing up for their
values, and taking greater responsibility for them-
selves, and their own issues.

She was flourishing. She said that she had found tools for
taking better care of herself and not prioritising everyone else.
She is taking care of her inner child, which is something we
discussed a lot. I feel we separated in a way I found quite
satisfying.

Increasing Capacity To Think and Process
Problems [5]

According to the therapists’ view, thinking to-
gether in the context of the therapeutic relation-
ship promoted a “holding capacity” that made the
patient better able to reflect and process problems
rather than act out destructively: “I think that
words have a very containing capacity . . . . So I
believe that she has received an increased ability
to contain herself, to reflect instead of merely
reacting.”

This category includes narratives that indicated
that the patients had become more aware of them-
selves and their problems, or had gained “in-
sight,” and that the therapist observed that the
patient’s symptoms decreased. As the patients
gain more self-knowledge in the therapeutic pro-
cess, their problems become clearer, identifiable
as they emerged, and “thinkable.” The patients
can use their increased capacity to think and
process to try out new ways of relating, which
leads to symptom reduction.

The problems have been made visible. They can be thought
through. They can be lifted out of the diffuse and anxious and
defined instead as emotions, oversensitivity, and sensibilities;
in other words, defined as aspects of her ego and linked to the
understanding she has in her own baggage that she has to
carry throughout life.
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The Patient’s Fear About Close
Relationships [6]

Practically all of the therapists’ narratives con-
cerning hindering aspects in therapy had to do
with the patients’ fears about establishing a close
relationship with the therapist and engaging in
the therapeutic process. For example, the fear
could concern feeling dependent in relation to the
therapists: “I believe it is somewhat . . . difficult
for her to be a patient. To be dependent on
someone. To be the one who needs.”

Another recurrent theme was that therapists
perceived some patients as afraid to “go deeply”
into their own experiences. Further narratives
suggested that some patients had difficulties in
trusting the therapist as a benevolent person or
had difficulties discussing their fantasies con-
cerning the therapist and/or the therapeutic rela-
tionship: “There has been a fear of getting close
to me on a deeper or emotional level, to dare
explore what I was sitting there and thinking
about her and to generally dare have fantasies
about me.”

Some narratives indicated that the therapist
tried to discuss how the patients’ fears hindered
the treatment process. Other narratives suggested
that the therapists sometimes deliberately
avoided bringing the patients’ fears into focus
because there would not be enough time to work
through them before the termination of the ther-
apy.

I’ve thought that I should have challenged her more; inter-
preted her fear or anxiety about approaching me and having
thoughts about me. It may possibly have worked and paid off.
I may have regrets now, but a satisfactory termination is
always a sort of balancing act; to not enter into a process that
should have required continuing a few more years.

Linking Concept—Emerging Practical
Obstacles

The therapists described several pathways on
which the patients’ fears of close relationships
hindered the therapeutic process, illustrated by
several linking concepts in the model. One way
was related to practical obstacles emerging dur-
ing treatment. For example, some patients had
difficulties making room for the therapy sessions
in their life, canceled sessions due to their work
or school situation, or repeatedly missed sessions
due to sickness, which had a negative influence
on the continuity of the therapeutic relationship.

She was absent a lot during therapy, thus I have to say that it
was hard to have any depth. At least this showed itself on the
manifest level in that she found it very difficult to get away
from her new job. There were training courses and business
trips, and then she was often ill.

Some narratives suggest that the therapists
tended to interpret practical obstacles as having
to do with patients’ fear of closeness with the
therapist or commitment to therapy. Other nar-
ratives indicate, as mentioned previously, that
practical obstacles where related to the pa-
tients’ development as young adults.

Linking Concept—Difficulties Maintaining
Interest and Appreciation for the Patient

The therapists’ narratives suggested that the
patients’ fears of closeness had a negative influ-
ence on the therapists’ stance and relatedness.
The patients’ distancing sometimes evoked diffi-
cult feelings or “countertransference,” such as
feelings of irritation and tiredness. The therapists
experienced that they had to “struggle and work
hard” to maintain an interest in and appreciation
for the patient and to keep their stance: “I felt
dragged into some pit and sometimes had to work
my way back out in order to feel able to contrib-
ute something back. There were powerful forces
here under the surface.”

Some narratives suggested that the therapists’
reaction was brought up in therapy and that it
could promote the therapeutic process.

I sometimes grew rather tired of her, because she babbled and
was superficial and guarded herself behind a mass of words
. . . . Initially, she was extremely superficial and defensive, but
later she was able to relate how scared to death she was. . . .
So I think we did some good work together, both she and I.

Linking Concept—Keeping the Therapist
at a Distance

The therapists perceived that some patients
used irony or direct criticism as a way of keeping
the therapist away. Other patients talked in a
distancing tone or “used words as a barrier” in
relation to the therapist. This could lead to the
therapist feeling “left out” and having trouble
getting a clear picture of the problems the pa-
tients were struggling with.

She kept me a bit at arm’s length. You could say that,
although it did get better and better. She showed a bit of irony
. . . . I have a feeling that there was quite a lot I never got to
know.
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Linking Concept—Shortening or Weakening the
Therapeutic Process

In some cases the therapy became too short or
too low intensity, according to the therapists.
This was typically due to the patient deciding to
terminate the therapy or rejecting the therapist’s
suggestion that they should increase the fre-
quency of sessions. A recurrent theme is therapist
belief that some patients could have benefited
from longer treatment, but their need to keep a
distance prevented this.

I believe that she would actually benefit from longer therapy,
but I do not think she is currently ready for it. I would be
happy to hear that she was willing to continue. But I do not
think that she is . . . she has been keeping me a bit at arm’s
length.

Core Problems Remaining [7]

This category emerged from the therapists’
narratives about less satisfying outcomes. None
of the therapists believed that therapy had any
negative consequences for any patient, but
some acknowledged that core problems re-
mained largely unchanged. In these cases the
therapists reflected that the patients had re-
tained their “character structure,” including
characterological defenses, certain symptoms,
or difficulties in affect or self regulation. Typi-
cally, however, there is ambivalence in these
narratives. In parallel to recognition of un-
changed problems, there is also a conviction that
“something has changed”: “The problems are still
there, even though some progress has been made
during this time. She still has poor self-
confidence and performance anxiety.”

When the therapists felt that something has
changed, even though the core problems re-
mained, they tended to emphasize that the pa-
tients have become “more aware” of themselves
and their problems. Furthermore, the increased
awareness has lead to the problems being more
“nuanced” or “shifting.”

She still has some compulsive thoughts and even some be-
haviors. She is very much aware of these and realizes that she
ties her feelings into her actions . . . . These remain, and she
is very aware of it, but it’s faded in comparison with before.

A recurrent theme was also the therapists’ con-
viction that some of the patients would have
needed a longer or intensified treatment to further
improve and for changes to become stable and
lasting.

I wish that she would have stayed in therapy a bit longer, that
we could have worked through these new skills in another
way. Had we done that, I would feel more secure that these
would last.

The Therapeutic Process Continues After
Termination [8]

This last category indicates that, from the ther-
apists’ view, the therapeutic process did not re-
ally end with the last session. After termination
the patient continues to process problems as he or
she goes on with “life itself.” A recurrent theme
in this category is the therapists’ belief that the
patients are “on the right track” or “better
equipped” after therapy, but that some issues
remain. These issues typically involve challenges
that the therapists suppose the patient needs to
face and that cannot be solved in the therapy
office.

Then I remember that this is a young person. There is a lot
that she needs to face out in reality . . . . I believe the therapy
has built a base for her questioning and going onward. . . . To
continue the work begun here.

Discussion

Advantages and Limitations of the
Method Employed

Although qualitative methodology has the ad-
vantage of being close to the individual narrative,
it is more open to researcher subjectivity. This is
reduced through “bracketing” of existing theory
and one’s own values (Elliott, Fischer, & Rennie,
1999; Malterud, 2001) and through carefully fol-
lowing formalized qualitative methodology, such
as grounded theory. Owing to the overall design
of the YAPP, however, some deviations from
strict grounded theory methodology had to be
accepted. The semistructured interview manual
was constructed in advance, and interviewers
other than the researchers themselves were
trained to conduct the interviews. This potentially
limited researcher sensitivity to the data. Further,
there was no continuous sampling to deepen cat-
egories by conducting new interviews, as recom-
mended by Strauss and Corbin (1998). However,
the 22 available interviews contained enough
data to reach a saturation point in the analysis
(Rennie, Phillips, & Quartaro, 1988). To deepen
the categories, as well as to validate the results
and reduce researcher subjectivity, feedback from
four informants was integrated in the coding pro-
cess.
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The 16 therapists were all highly trained clini-
cians with extensive experience in treating young
adults with psychoanalytic psychotherapy. How-
ever, all the therapists worked at the same work-
place and were involved in the same research
project. Furthermore, information about the ther-
apists’ official theoretical orientation is lacking.
This limits the model’s “explanatory power”
(e.g., the ability to explain phenomena and pro-
cesses likely to occur in the situation studied, as
experienced by the participants involved) con-
cerning how other therapists in other countries or
cultures experience working with young adults.
On the other hand the therapist sample repre-
sented expert clinicians with some range of the-
oretical and technical preferences within the psy-
choanalytic frame. It could be argued that their
implicit knowledge, as made explicit in the con-
ceptual model, can be applied across a variety of
similar settings.

Main Findings in Relation to Psychoanalytic
Theories of Change

The core curative factor from the therapists’
view was the development of a close, safe, and
trusting relationship enabling the patient to grad-
ually open up and talk about dangerous or for-
bidden thoughts and feelings. This provided an
opportunity to discover, test, and revise inner
representations of self and others in the interac-
tion with the therapist. The therapists stressed the
importance of the patient’s negative expectations,
dictated by past experiences, being contradicted
in the relationship with the therapist. The rela-
tionship thus became a new experience, which
was regarded as curative in itself.

The idea that therapeutic action takes place in
the interaction between the patient and the ther-
apist has a long tradition in psychoanalytic dis-
course. Often a developmental metaphor is used
in which the therapeutic relationship is viewed as
recreating a parent–child relationship with the
aim to repair deficits (Mayes & Spencer, 1994).
Traditional examples of theories following this
line involve the creation of a “new-object rela-
tionship” (Bibring, 1937), corrective emotional
experience (Alexander, 1946), introjection of the
therapist’s containing function (Rosenfeld,
1972), and self-object internalization (Kohut,
1984). Recent attempts to understand therapeutic
action also come from research on child devel-
opment that highlights the establishment of an

attachment relationship and the mutual regulation
of affective experience (Bowlby, 1988; Schore,
2003; Stern et al., 1998). According to Wallin
(2007, p. 2), psychotherapy is the “transformation
of self through relationship” in which the pa-
tient’s attachment to the therapist is foundational
because it supplies the secure base necessary for
exploration, development, and change. In this
study, the informants’ implicit ideas of therapeu-
tic action seem close to this view.

From the therapists’ view the development of a
close, safe, and trusting relationship was depen-
dent on their stance and relatedness. This in-
volved an attitude of genuine interest and accep-
tance, being flexible with the boundaries of the
therapy, and being perceived as a confident, sta-
ble adult ready to listen and talk about difficult or
painful issues, and who does not retaliate or aban-
don if the patient is critical. One interpretation is
that the therapists stressed the impact of the “real
relationship” (Greenson & Wexler, 1969) rather
than the development and resolution of a “trans-
ference neurosis” (Gill, 1954). In fact, there were
few references to interpretation of the transfer-
ence, often emphasized in the psychoanalytic lit-
erature as a curative agent. Rather, when trans-
ference work was discussed in the interviews, it
was typically brought up as something the infor-
mant did not work with as much as usual. Ac-
cording to Jacobs (1988) young adults might not
want to be caught up in transference feelings that
pull them back in time in threatening ways. It is
possible that the therapists noticed this aversion
and avoided transference interpretations. Another
possibility is that the model reflects an implicit
theory that emphasizes the therapist being a trust-
worthy attachment figure who relates in a new
way to the troubled young adult coming to ther-
apy with a history of bad experiences in attach-
ment relationships.

The results further indicate that the develop-
ment of a curative relationship needs time and
continuity and is dependent on the patient’s re-
sources and commitment to the therapeutic pro-
cess. We find it interesting that the informants
seem to experience some ambivalence concern-
ing the patients being young adults in this regard.
The “intrinsic developmental force” of young
adulthood is viewed as a positive motivational
factor, but the young adults’ mobility and activity
also places strains on the continuity of therapy.
When practical obstacles emerged, the therapists’
implicit theory might lead them to interpret these
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as resistance and fears of closeness or as an
expression of the patients’ natural development
as young adults.

In addition to the development of the therapeu-
tic relationship, the model includes two other
curative factors: Patients making positive experi-
ences outside of therapy, and the therapists’ ef-
forts at developing the patients’ thinking about
the self. Further, the therapists stressed the con-
tinuous exchange of experiences between the
therapeutic relationship, the patients’ daily life,
and the therapists’ interventions. This was expe-
rienced as thinking together and could be inter-
preted as an implicit description of working
through, a concept that has been given surpris-
ingly little attention in the psychoanalytic litera-
ture (Fonagy & Kächele, 2009). Some classical
psychoanalytic theorists, including Freud (1914),
emphasized the working through of repetitions that
evolve in the transference. In this study the thera-
pists stressed the here-and-now and orientation to-
ward reality and the future rather than toward stim-
ulating regression to activate unconscious
developmental arrests in the therapeutic relation-
ship. The therapists’ implicit theory of therapeu-
tic action seems to combine extratransference
interpretations with a corrective therapeutic rela-
tionship and testing of newly acquired capacities
in the real world. This is also in line with recent
relational theorizing (e.g., Frank, 1999) challeng-
ing the traditional tendency to equate all action
with acting out. However, there is also evidence
of ambivalence in this regard, represented in
the model by the link between the intrinsic
developmental force and practical obstacles.
Sometimes, the actions taken by patients are
interpreted as an indication of acting out, which
interferes with the establishment of a curative
relationship.

Turning to the therapists’ view of outcome, the
model states that the process of thinking together
changes the patients’ characteristic way of relat-
ing to self and others. The category becoming a
subject corresponds to the psychoanalytic con-
cept of structural change and indicates a resolu-
tion of the developmental crisis around identity
versus role confusion described by Erikson
(1959, 1968). Becoming a subject is a broader
concept, however, involving the development of
a more positive self-image, increased self-
acceptance, and a capacity for self-care (Ben-
jamin, 2003), as well as a sense of personal
agency and responsibility (Schafer, 1983). Fur-

ther, it involves an increased psychological dis-
tance from inner parents, and an improved ability
to invest in close relationships managing the di-
alectics of self-definition and relatedness (Blatt,
2008). This was mainly achieved, according to
the therapists’ view, through the patient’s identi-
fication with the therapist’s benevolent stance
and mature relatedness, which differs from the
patient’s internalized parents. This indicates a
possible implicit idealization of the therapist as a
new object and overvaluation of the real relation-
ship.

From the therapists’ view, the process of think-
ing together also increased the young adults’ ca-
pacity to think and process problems. The thera-
pists’ narratives often contained direct reference
to established psychoanalytic concepts such as
developing a containing function, holding capac-
ity, or ego-strength. We find it interesting that
this category also included narratives referring to
insight, which is generally considered to be the
primary mode of the therapeutic action in psy-
choanalytic psychotherapy (Fonagy & Kächele,
2009). In the therapists’ view, however, insight
was mainly viewed as an outcome variable rather
than a curative factor in itself. The therapists’
implicit notion is thus more in accordance with
the relational, intersubjective view of insight “as
a product of the therapeutic collaboration that
emerges organically in both patient and therapist
after an authentic and reliable relationship is es-
tablished between them” (Messer & McWilliams,
2007, p. 16). This view is also evident in the
therapists’ narratives concerning less satisfying
outcomes. Here, the therapists noted that the pa-
tient might have gained some insight in therapy
but that their core problems remained unchanged
because there was no establishment of a close,
safe, and trusting relationship.

Main Findings in Relation to Patients’ View

In a previous study, young adults’ view of
curative and hindering factors in psychoanalytic
psychotherapy was explored with similar meth-
odology (Lilliengren & Werbart, 2005). The
starting point was the same actual therapies as in
the present study. In general, the results greatly
overlap when it comes to curative factors in ther-
apy. The model based on the patients’ view in-
dicated that talking about oneself, having a spe-
cial place and relationship, and exploring
together with the therapist were perceived as cur-
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ative factors leading to therapeutic impacts such
as new relational experiences and expanding self-
awareness. Thus, the patients and therapists both
stressed the importance of establishing a special
kind of relationship enabling the patients to talk
openly about their inner experiences. Further-
more, both viewed the therapeutic relationship as
a curative experience in itself and valued the joint
process of working together to expand the pa-
tients’ self-understanding and self-definition.

However, when it comes to hindering factors
in therapy, there is an interesting divergence be-
tween the two studies. In the model based on the
patients’ view, patients typically experienced the
therapists’ relative passivity as hindering and
wanted more direction, guidance, and focus on
between-session activities. In addition, disap-
pointed patients typically considered changing
therapist or treatment modality (e.g., switching to
Cognitive–Behavioral Therapy or medication). In
the present study the therapists regarded the pa-
tients’ avoidance of closeness with the therapist
as the main hindering factor, in some cases lead-
ing to a blocked therapeutic process. Typically,
the therapists regarded longer or more intense
treatment as a solution. Of course, switching
treatment is sometimes warranted, and more time
or intensity in therapy might lead to a resolution.
However, when comparing the models it seems
sadly obvious that therapists and patients occa-
sionally became caught in a “vicious circle”
(Wachtel, 1997) of “blaming the other” for non-
progress in therapy. More important, both parties
have their own, often incompatible, implicit the-
ories regarding what the problem in therapy is
and what is needed to change it.

Conclusions and Implications

The analysis of experienced therapists’ view of
therapeutic action in psychoanalytic psychother-
apy with young adults resulted in a complex
model reflecting a general relational point of
view in the psychoanalytic discourse. The model
places the development of a close, safe, and trust-
ing “real” attachment relationship at the heart of
change. There is an emphasis on new experi-
ences, both in the context of the therapeutic re-
lationship and in the patients’ life outside the
therapy setting. Also, cognitive elaboration
aimed at developing the patients’ thinking about
the self is emphasized, whereas transference in-
terpretations are generally toned down. The

model further suggests a future- and reality-
oriented approach, working in the here-and-now,
to strengthen the young adults’ active participa-
tion in their life. The therapeutic process is ex-
perienced as a joint activity resulting in the pa-
tient becoming a subject and requiring an
increased capacity to think and process problems.
One implication for further research is that the
nature of the young adults’ attachment to the
therapist might be an important mediator en-
abling the therapeutic process to unfold.

Accordingly, the model also suggests that
young adult patients’ fears of closeness might
hinder the therapeutic process. Because the es-
tablishment of an attachment relationship is con-
sidered the core curative agent, it is logical that
patients having difficulties in this regard might
present a special challenge for the therapist.
However, the developmental phase of young
adulthood might itself interfere with this process,
requiring more flexibility than usual on the ther-
apist’s part. Considering that young adulthood
involves a general striving toward individuation,
entering a close relationship with an adult
roughly in the same age group as one’s parents
might evoke considerable stress. Avoidance of
closeness and dependency might be a natural
tendency in young adulthood and should not au-
tomatically be interpreted as avoidance of the
therapeutic work.

The notion of the patients’ fears of closeness
hindering the treatment should also be interpreted
with caution when it comes to direction of cau-
sality. Comparing the therapists-based model
with young adult patients’ views indicates that
therapists and patients might sometimes become
caught in a vicious circle, blaming each other
when therapeutic hopes are not met. A clinical
implication of this is that therapists need to be
wary of their own reactions when experiencing
that a young adult patient is keeping a distance in
the therapeutic relationship. Distancing might
signal that some aspects of the therapeutic col-
laboration need exploration. Our results indicate
that both therapists and patients have their own
ideas as to the problem and its possible solution;
however, their ideas are mostly incompatible.
Therapists may need to address the patient’s fear
of closeness, but also to reflect on their own
contribution to the coconstruction of hindrances
and actively invite the patient’s perspective to
foster a collaborative therapeutic relationship.
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