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Introduction – Foreword 

Over time, the methods used to treat psychological and emotional disorders have multiplied 

quite a bit. This, in large part, reflects the emergence of different psychological schools and 

their varying perspectives on the human mind and behavior. Each school brings with it its 

own theoretical assumptions, which, unsurprisingly, shape the techniques they use in therapy. 

Still, despite this diversity—and sometimes even theoretical contradictions—they all share a 

core aim: to help individuals make sense of their internal conflicts and regain some kind of 

emotional balance. That’s the common thread running through it all—mental health as the 

outcome. 

Now, as these theories evolved and psychological science advanced, the techniques 

themselves became more refined, more targeted. Today’s world—more fast-paced, more 

morally and socially complex than ever—has only increased our vulnerability to 

psychological distress. Whether it’s anxiety, trauma, chronic stress, or just the strain of 

modern living, people need more than generic advice or broad approaches. We’ve moved past 

the era when one form of psychotherapy was considered a universal solution to all kinds of 

mental suffering. Interventions now need to be more specific, more attuned to the unique 

structure of the client’s inner life. 

Among the many approaches we have, classical psychoanalysis still holds a significant place. 

It’s one of the earliest attempts at systematic psychological treatment, and despite criticisms, it 

continues to shape a lot of what we do—directly or indirectly—in modern therapy. 

This handout, Psychotherapies I, is designed as part of the first-semester coursework for 

Master’s students in Clinical Psychology. It’s been divided into eight lectures, each covering a 

key aspect of psychoanalytic theory and practice. 

We begin in Lecture One with a general overview: what psychotherapy is, what it aims to do, 

and the basic procedural elements shared across approaches. Lecture Two dives into the 

foundational logic of classical psychoanalysis—its concepts, its model of the psyche, and its 

assumptions about how problems develop. Then, Lectures Three through Six focus more 

specifically on the core techniques: free association, emotional catharsis, transference and 

countertransference, and the role of interpretation. 
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Lecture Seven turns to short-term psychodynamic therapies—those influenced by classical 

analysis but adapted for contemporary clinical settings. 

Finally, Lecture Eight offers a more applied, case-based perspective by walking through two 

clinical examples from psychoanalytic treatment. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Lecture One: Introduction to Psychotherapy 

Lecture Outline: 

1. Definition of psychotherapy 

2. Objectives of psychotherapy 

3. Common Procedures in Psychotherapeutic Approaches 

4. Additionalremarks 
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1. Definition of Psychotherapy 

Psychotherapy has been defined in various ways, including the following: 

 El Hefni (1994) defines psychotherapy as “the treatment of psychological disorders by 

means of psychological methods, all of which involve a personal interaction between 

the therapist and the patient; it is this interaction that forms the core factor in 

modifying the patient’s (or client’s) behavior” (p. 49). 

 Abdel-Khaleq (1993) considers psychotherapy a unique type of social relationship 

between two individuals who engage in regular discussions to achieve specific goals: 

alleviating emotional distress and discomfort, modifying particular behaviors, and 

ultimately reducing (or eliminating) symptoms with psychological origins. This 

process involves addressing the attitudes that led to the development of these 

symptoms. 
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 Zahran (1998) views psychotherapy as using any psychological method to treat 

emotional problems, disorders, or illnesses that affect the patient’s behavior. Such 

therapy focuses on eliminating existing pathological symptoms and helping the 

individual solve personal problems, adapt to the environment, optimize personal 

capacities, and foster personality growth to become more mature and able to cope 

psychologically in the future. 

 Quoting Jerome Frank, Malika (1998) states that psychotherapy is an emotionally 

charged and systematic interaction between a trained therapist and a person 

experiencing distress. This interaction relies on symbolic communication aimed at 

relieving the individual’s sense of oppression and helplessness. It also helps the patient 

accept and cope with suffering as an inevitable aspect of human life (Malika, 1998, p. 

2). 

 In a similar vein, Sarra (2000) concurs with the above, suggesting that 

“psychotherapy is a specialized type of intervention that employs specific methods and 

techniques to address psychological problems or disorders. The goal is to resolve these 

problems, eliminate symptoms, and restore health, thereby enabling optimal 

psychological adjustment and mental well-being” (p. 84). 

From the above definitions, it is clear that psychotherapy is a healing process that deals with 

the psyche by examining and treating emotionally charged issues, behavioral disorders, or 

psychological conditions preventing certain individuals from achieving social adaptation or a 

satisfactory level of mental health (El-Dessouky, 2008, p. 492). 

2. Objectives of Psychotherapy 

Even though there are different therapeutic schools—each with its own perspective and 

framework—the main goal stays pretty consistent: to help people maintain or regain mental 

balance. Basically, therapy is there to help individuals feel more at peace with themselves, and 

to deal with others—and with life—in a healthier, more stable way. That's what mental health 

means in practice (Zahran, 1994, p. 186). 

Different approaches, surely, might explain this aim differently, or prioritize certain aspects 

over others. Still, when one steps back and looks at what they are actually trying to achieve, 

the objectives boil down to a few key ideas. 

1. Motivating the Patient Toward Healthier Behavior: 

This goes way back, even before psychology as a formal discipline. Physicians used 

techniques like suggestion, or sometimes hypnosis, to encourage more adaptive 
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behavior. The idea being that when someone is struggling, it’s often because they’ve 

lost that internal push—the motivation to act in ways that help them function better. 

2. Letting Emotions Out, Safely: 

Emotional expression is, in many ways, central to therapy. People often carry things—

anger, guilt, anxiety—that they can’t voice elsewhere. Therapy gives them a space to 

feel what they need to feel, without judgment. And just expressing those emotions, 

sometimes, is half the work. 

3. Supporting Psychological Growth: 

Development doesn’t have to stop just because someone had bad experiences in the 

past. Many therapists see their job not just as helping a person cope, but helping them 

grow—by removing the blocks that get in the way of maturity or freedom. It’s not 

about changing the person into something else; it’s more about making room for who 

they already are to come forward. 

4. Challenging Distorted Thoughts: 

Some schools focus more directly on how people think. The idea here is that when 

someone sees the world through a distorted lens—thinking everything is doomed, or 

that they’re always to blame—those beliefs need to be looked at, tested, and in many 

cases, reshaped. Withoutthat shift, change is hard to sustain. 

5. Helping the Person Understand Themselves Better: 

Insight is a big theme, especially in psychoanalysis. If you don’t know what’s driving 

your own behavior—your needs, your fears, even things you’ve forgotten or 

repressed—it’s very difficult to make meaningful change. Therapy helps bring those 

patterns into the light (Al-Khalidi, 2015, p. 324). 

6. Changing Habits That Don’t Serve Them: 

From a behavioral standpoint, symptoms are often just learned habits. So therapy, in 

this case, is a learning process—about how to replace those unhelpful behaviors with 

ones that actually support your life. It’s not always easy, but it can be incredibly 

effective, especially when approached step by step. 

7. Improving How the Person Relates to Others (and the World): 

Whether it’s family, coworkers, friends—our relationships shape a lot of our mental 

health. Some therapy work focuses directly on building those interpersonal skills. And 

if the client’s struggling to function at work or in daily life, therapy may also help 

them build the confidence or structure they need to move forward (Al-Khalidi, 2015, 

p. 325). 

 

3. Common Procedures in Psychotherapeutic Approaches 

The following procedures are broadly shared across diverse psychotherapeutic orientations. 

They can be best understood by examining the structure of the psychotherapy process itself, 

which must be theoretically grounded, systematically organized, and procedurally planned in 

accordance with established psychological perspectives on human nature. 
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3.1 Therapeutic Setting (Therapeutic Climate) 

Psychotherapy begins by establishing an appropriate therapeutic climate, usually in a quiet 

and comfortable setting. The therapist and client agree on logistical matters—such as session 

schedules, fees, and the client’s role in therapy—to foster a clear mutual understanding. This 

environment should allow the therapist to grasp the client’s behavior from the client’s own 

subjective frame of reference. In practice, it entails recognizing the client’s thoughts, 

emotions, motivations, needs, and general responses to challenges. 

A climate characterized by safety, empathy, and acceptance evokes a sense of relief and 

optimism, as the re-experiencing of anxiety-provoking situations takes place within a 

supportive environment rather than in the client’s everyday life (Zahran, 1998, p. 89). 

3.2 Therapeutic Relationship 

Within this setting, the therapeutic relationship unfolds. Typically, therapy sessions begin with 

welcoming: the client shares their distress, and the therapist responds empathetically, offering 

acceptance, respect, and a genuine willingness to help. This interaction helps cultivate trust, 

comfort, hope, and a spirit of collaboration. 

The therapeutic relationship involves ongoing interpersonal engagement, which may be 

verbal, nonverbal, or symbolic. Confidentiality is paramount; the therapist should reassure the 

client that any disclosed information is held in strict confidence. Over time, the relationship 

typically deepens and becomes more productive (Zahran, 1998, p. 90). 

3.3 Free Association 

Free association entails inviting the client to verbalize every thought, feeling, or memory that 

arises spontaneously, with no self-censorship or concern for logic or coherence. Material that 

seems trivial, uncomfortable, or even absurd should be included, as it may reveal unconscious 

conflicts or defenses. 

While revealing such content can spark anxiety, the therapist supports the client in tolerating 

discomfort. Subsequent interpretations integrate these emerging themes with the client’s 

background, facilitating new insights into unconscious motives and unresolved conflicts 

(Zahran, 2001, p. 191). 

3.4 Catharsis (Emotional Release) 

One of the things that often happens in therapy—not always right away, but sometimes 

gradually—is what we call emotional catharsis. It’s not a technical procedure in the strict 

sense, but more of a moment, or process, where clients finally let go of emotional pressure 
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they’ve been carrying around, sometimes for years. It’s important not because it solves 

everything, but because it clears the ground for deeper work. If that pressure isn’t released, it 

tends to build up, and in some cases, it can lead to more serious disruptions—emotional 

outbursts, breakdowns, or just a kind of internal collapse that affects how someone functions 

or relates to others. 

This release can take different forms. Some cry, others express frustration, or talk rapidly 

about things they hadn’t even planned to mention. It’s more commonly observed in women, 

though that probably has more to do with social expectations around emotional expression 

than any real psychological difference. That said, people vary widely. Some seem detached at 

first, then become overwhelmed unexpectedly; others open up early and cry often, but don’t 

necessarily move forward in a linear way. The therapist’s role, at this point, is less about 

guiding and more about holding the space—being present, listening, not rushing to interpret 

or problem-solve. 

The setting matters a lot. Clients need to feel safe—safe in the full sense of the word, meaning 

not just physically but also emotionally. That means no judgment, no subtle pressure to 

behave a certain way. The therapist needs to be attentive, but not invasive. And sometimes, 

what unlocks this emotional release is a technique like free association, which allows clients 

to speak freely, without trying to make sense of what they’re saying. (Zahran, 2001, p. 191) 

3.5 Interpretation 

Interpretation is something that tends to emerge naturally during therapy — it’s not usually 

forced. It comes up when there’s a need to make sense of things that feel unclear or 

inconsistent in what the client says or does. Sometimes they tell a story, and there’s a certain 

tone, or they avoid specific topics without realizing it. Or they react strongly to something 

seemingly neutral. These are small cues that often signal underlying meaning, and 

interpretation is a way of exploring that. 

The therapist might reflect on what a behavior or emotional reaction could represent, 

especially if it ties back to earlier experiences or unresolved conflicts. Transference is part of 

this — when the client’s feelings toward the therapist seem to echo past relationships. It 

doesn’t always need to be named as such in the session, but it often informs how the therapist 

understands the interaction. 

Good interpretation needs to be grounded in theory, yes, but also in the context of what’s 

actually happening in the room. It can’t be too abstract. If the client doesn’t relate to it, even if 
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it’s technically accurate, it probably won’t help. So how it’s phrased matters — it should be 

accessible, something the client can sit with. Sometimes they disagree or push back, which is 

part of the process. Not every interpretation is right, and not everyone lands at the right 

moment.It can touch on a wide range of areas: the client’s past experiences, current 

relationships, how they express emotion, or even how they present their symptoms. The goal 

isn’t to explain the client to themselves in a definitive way — more often it’s about opening 

up space for new understanding. (Zahran, 2001, p. 192) 

3.6 Insight (Self-Understanding) 

After emotional release takes place, emotions come to the surface and the underlying drives of 

behavior emerge. At this point, the patient can begin to understand these emotions, 

comprehend their inner self, recognize the sources of their troubles and issues, and identify 

areas of strength, weakness, positivity, and negativity within themselves. This process 

enhances the patient’s insight into their problematic behaviors, empowering them with greater 

control over such actions. Clearly, self-understanding is critically important for effective 

therapy. 

As understanding deepens and insight grows, the therapist provides interpretations that 

facilitate further positive advancement by the patient. Efforts to foster the patient’s insight and 

self-awareness should involve the patient’s active participation, directed by the therapist, 

leading to new learning experiences that bring about behavioral change (Zahran, 1998, p. 94). 

3.7 Learning and Relearning 

Psychotherapy offers a corrective emotional experience that promotes adaptive behavior and 

healthier coping strategies. The process involves learning new methods of self-expression and 

interpersonal engagement, along with relearning or reshaping established cognitive and 

behavioral patterns. 

Clients initially acquire maladaptive behavior through negative or dysfunctional life 

experiences. By systematically providing alternative—often more positive—experiences 

during therapy, the client is encouraged to reorganize their perceptions and develop more 

appropriate responses. This can be viewed as a reeducation process, where trial-and-error, 

conditioning, or other learning principles come into play, leading to improved emotional and 

social development (Zahran, 2001, p. 194). 
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3.8 Behavior Modification 

A key aspect of psychotherapy involves identifying and replacing maladaptive behaviors with 

more functional ones. The usualsteps in behavior modification include: 

 Specifying the problematic behavior in measurable, objective terms. 

 Pinpointing its environmental antecedents and consequences, along with the factors 

that maintain it (e.g., certain reinforcers). 

 Analyzing learning histories, including the role of prior conditioning or modeling. 

 Altering relevant external conditions, in collaboration with the client, to facilitate 

change. 

 Developing a structured retraining plan, where the client practices more appropriate 

responses in a gradually introduced series of modified experiences. 

 Revising environmental cues that previously elicited maladaptive responses. 

Such behavioral restructuring also affects self-perception, emotional expression, and the 

client’s beliefs about themselves and others. 

3.9 Personality Change 

As the client grows in self-awareness and learns more adaptive ways of functioning, 

incremental changes in personality may begin to surface. These transformations can touch 

upon functional, structural, or dynamic facets of the personality. Although the scope of these 

changes varies, a key objective is to help the client develop more mature perspectives and 

skills for coping with life’s demands. 

Personality change is a delicate endeavor requiring professional competence. It involves 

constructing a new overarching view of life, one that fosters independence, self-confidence, 

and more effective problem-solving abilities. At this juncture, the client can begin 

transitioning away from the therapist, gradually consolidating these new competencies into 

daily life (Zahran, 2001, p. 196). 

3.10 Termination of Therapy 

Because the therapist–client relationship is purpose-driven and time-limited, therapy ends 

when its key goals have been fulfilled. Whether the therapeutic journey lasts a single session 

or extends over many months, the point at which no further progress is anticipated signals that 

the therapy process should conclude. 
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Once the client has achieved satisfactory psychological adjustment—and the therapeutic 

collaboration has yielded its maximum benefit—the door remains open should the client need 

future assistance (Zahran, 1998, p. 103). 

3.11 Evaluation of the Therapeutic Process 

Evaluation is crucial to determine how effectively therapy has met its objectives, gauge the 

success of the chosen approach, and assess improvements in the client’s psychological well-

being. An evaluation plan clarifies the process and outcomemeasures: 

 Process evaluation examines the therapy itself, including methods used. 

 Outcome evaluation assesses changes in the client’s behavior, emotional stability, and 

overall mental health. 

Typical evaluation methods comprise self-reports, rating scales, checklists, diagnostic tests, 

projective measures, behavioral observation, self-assessment tools, and semantic differential 

tests. 

3.12 Follow-Up 

Even after therapy has officially concluded, organized follow-up sessions are often 

recommended;these check-ins confirm that the client’s progress remains stable and detect 

whether any additional interventions might be necessary. Follow-up also reveals how 

effectively the client is applying new skills to real-world situations. 

Scheduled at increasing intervals, follow-up visits eventually cease once the client 

demonstrates enduring improvement and can effectively maintain their mental health on their 

own (Zahran, 2001, p. 199). 

4.Notes: 

4.1 Conditions for Success in Psychotherapy 

There’s no universal recipe for success in psychotherapy, but certain factors tend to play a 

bigger role than others. Generally, when therapy works well, it’s not just because of the 

method — it’s about the person seeking help, the nature of the problem, and, of course, the 

therapist themselves. Each of these elements brings something different to the process. 

1. The Client (or Patient) 



15 
 

Psychotherapy isn’t something that’s done to a person. It’s interactive. It requires the client to 

be involved — mentally, emotionally, and sometimes even practically. 

Somepersonalcharacteristics can really influence the outcome. 

 Cognitive capacity: It’s not that a client has to be highly intelligent, but having at 

least a basic ability to reflect, think abstractly, and follow through on therapeutic tasks 

makes a difference. Clients who can process what the therapist is asking — and work 

with that — usually benefit more, assuming all other factors are equal. 

 Motivation and willingness: Therapy tends to work best when the client wants to be 

there. A strong internal motivation — not just pressure from family or a doctor — 

often leads to better engagement in sessions, more honest dialogue, and more 

sustained effort. Even the best clinical work can fall flat if the client isn’t willing to 

participate fully. 

 Age: Younger clients — children, adolescents, and even young adults — often show 

more positive responses to therapy than older individuals. That might have something 

to do with psychological flexibility. Younger people are often still in the process of 

forming their identity and can adjust patterns more easily than older adults, who may 

be more set in their ways. (Al-Khalidi, 2015, p. 326) 

2. The Nature of the Problem 

The type of psychological difficulty also matters. In general, neurotic disorders (like anxiety, 

phobias, or obsessive thoughts) respond more positively to therapy than psychotic disorders. 

The reason is pretty straightforward: people with neuroses often recognize that they’re 

suffering and want help. They maintain contact with reality and actively seek support. 

Psychotic patients, on the other hand, may be more withdrawn, or their sense of reality may 

be altered in ways that make therapeutic engagement more difficult or inconsistent. 

3. The Therapist’s Personality 

Therapeutic method matters, but even more important — in many cases — is who the 

therapist is as a person. Clients tend to respond not only to what the therapist does, but to how 

they do it. Whether the therapist practices from a psychodynamic, behavioral, or integrative 

approach, their human qualities are often what make the work effective. 

Clients have pointed out a few key therapist traits that really matter to them: 
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 A genuine willingness to help and an ability to really take in and understand the 

client’s problem — what’s often called empathic engagement. 

 Respect — not just in a professional sense, but recognizing the client as a person with 

agency, feelings, and the right to accept or reject help. 

 Honesty and transparency — being clear about the goals, structure, and limits of 

therapy, and avoiding superficial techniques or scripted responses. 

When these qualities are present — and especially when the therapist is also well-trained, 

open to learning, and able to adapt their techniques flexibly — a kind of cooperative 

atmosphere forms. That atmosphere becomes the foundation for meaningful work. According 

to Al-Khalidi (2015), when that foundation is supported by ongoing professional development 

and openness to new approaches, it significantly increases the chances that the therapy will be 

effective. (p. 327) 

4.2 Individual and Group Techniques 

In clinical settings, you’re usually working with either individual or group formats. They each 

carry their own logic, and you choose based on the person, the problem, the context — it’s 

rarely one-size-fits-all. But it’s helpful to think of them in broad terms first. 

4.2.1 Individual Techniques 

So, with individual work — the focus tends to fall on the interaction between the client and 

the therapist, which is obvious, but still worth stating. Most of the classic dynamic therapies 

fall here: traditional psychoanalysis, sure, but also approaches that are more loosely inspired 

by it. Supportive psychotherapy would also sit in this category, and then you have other 

methods like hypnosis, guided daydream techniques — what some refer to as waking dream 

— those rely less on direct dialogue and more on symbolic material. 

And not everything in individual therapy is dynamic, of course. Some techniques are body-

based, like relaxation training, which can be very useful with clients dealing with somatic 

anxiety. Then there’s CBT — which really shifts the emphasis. It’s more about how people 

interpret the world, how they process internal and external cues, and what behaviors come out 

of those interpretations. Less about unconscious material, more about identifying distorted 

patterns and learning to respond differently. 

4.2.2 Group Techniques 
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Group techniques are different altogether. They do not just multiply the number of people in 

the room. The dynamic changes completely — you're now dealing with interpersonal 

processes unfolding in real time, often unconsciously, between multiple participants. 

There are many different kinds, and they don’t all work the same way. Some of the more 

structured ones include group-analytic approaches, which are grounded in psychoanalytic 

theory, but applied to group dynamics — the group becomes the space where transferences 

play out. Then there's psychodrama, which is a bit more experiential. Clients enact scenarios, 

sometimes real, sometimes imagined, and through that process gain access to conflicts or 

unresolved material in a different way. 

And family therapy is its own thing. It's still “group” in a technical sense, but the goal isn't 

the same as in, say, a support group. In family therapy, the unit of analysis is the system — the 

patterns, roles, rules — and how those shape individual functioning. (Zerouali, 2014, p. 310) 

 

 

 

 

 

 

 

 

 

 

 

 

Lecture Two: Principles of Classical Psychoanalytic Therapy 

Lecture Outline: 

1. Introduction 
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2. Core Principles and Concepts in Classical Psychoanalytic Theory 

3. Notes – Key Summary 

Introduction 

The origins of psychoanalytic theory go back to the late 19th and early 20th centuries, 

mainly through the work of Sigmund Freud (1856–1939). Freud started out as a neurologist 

treating patients with what were then called organic nervous disorders, but over time, 

something didn’t quite add up. He began noticing cases that couldn’t be explained by physical 

causes alone. That’s when he started collecting observations — through clinical interviews, 

careful listening, and some early experimental methods — mostly in his own practice in 

Vienna. 

What came out of all that was, eventually, psychoanalysis. Not just a therapy, but a full 

theoretical framework. Freud didn’t just establish a method; he launched a whole school of 

thought.  

We’ll go over some of the foundational principles here, keeping in mind this was never just 

one fixed system. Freud’s ideas evolved, and many later analysts built on or revised them. 

Note 1: What do we mean by psychoanalysis, exactly? 

It’s important to clarify that the term psychoanalysis actually refers to three things, not just 

one. This oftengetsglossed over, but it’s essential : 

 A theory of personality – Freud developed a structured model for understanding how 

the mind works, with ideas like the unconscious, defense mechanisms, psychic 

conflict, etc. 

 A method of investigation – meaning a way of studying the mind, particularly the 

unconscious processes that influence thoughts and behavior. 

 A treatment method – a clinical technique aimed at relieving psychological distress 

and promoting personality change. 

So, when we say "psychoanalysis," we’re often referring to all three at once, though in 

practice, they can be separated. 
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Now, the development of psychoanalytic theory didn’t stop with Freud. Many post-

Freudians expanded or revised his ideas. But the core of the classical model still rests on a 

few key assumptions: 

 That unconscious processes play a major role in shaping behavior 

 That early childhood experiences — particularly relationships and emotional 

conflicts — are central to personality development 

 And that inner psychological life, including dreams, slips of the tongue, even small 

behavior patterns, can tell us something meaningful about a person’s internal world 

Freud used to analyze things like dreams, everyday errors (what we call parapraxes), and 

neurotic symptoms to uncover unconscious conflicts. His theory developed gradually, and 

honestly, not always consistently — he revised himself more than once — but the foundation 

was always the idea that the mind is dynamic, conflicted, and largely hidden from direct 

awareness. 

(Abdullah, 2000, pp. 34–35) 

1. Core Principles and Concepts in Classical Psychoanalytic Theory 

Human behavior — at least from the psychoanalytic perspective — doesn’t just happen 

randomly. It unfolds according to certain principles that govern how the mind operates. Freud 

emphasized a few key concepts, but the major ones we’ll start with are: the pleasure 

principle, the reality principle, and what he later called the repetition compulsion. 

a) The Pleasure Principle 

At the most basic level, the psyche seeks to reduce tension — or in Freud’s words, to achieve 

pleasure by lowering internal stimulation. This is especially true in the early, unconscious 

layers of the mind. So, from this standpoint, behavior is largely about minimizing discomfort 

and maximizing pleasure. It’s almost mechanical — a drive to get rid of internal tension and 

avoid anything unpleasant. This principle governs the id (or Es), which dominates the psyche 

in infancy. In fact, much of early childhood is ruled by this drive. 

The pleasure principle is alsoadefense mechanisms, especially repression, which essentially 

pushes painful or anxiety-provoking experiences out of awareness in order to protect the self 

from distress. (Abdel-Khaleq, 2015, p. 322) 

b) The Reality Principle 
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Now, if all that governed us was the pleasure principle, we’d never mature, right? But 

something shifts as we grow, and that’s where the reality principle comes in. It kicks in when 

we start dealing with external reality — with limits, consequences, other people. The reality 

principle modifies the pleasure drive, not by erasing it, but by delaying gratification. It helps 

the person seek longer-term, more stable satisfaction, even if it means tolerating discomfort in 

the short term. 

This shift is not automatic. It develops through experience — especially negative or 

frustrating ones. So, over time, the ego takes shape and begins to operate by the reality 

principle. It negotiates between what the id wants and what the world allows. It does not 

cancel pleasure — it just moderates it. The pleasure principle is innate, but the reality 

principle is learned. (Abdel-Khaleq, 2015, p. 323) 

c) Repetition Compulsion  

One of Freud’s more puzzling — and honestly, at first glance, counterintuitive — ideas is 

what he called repetition compulsion. It's that tendency some people have to repeat the same 

behaviors, the same experiences, sometimes even the same suffering, over and over again — 

even when it’s clearly not good for them. There’s no conscious logic to it, and it's not driven 

by any obvious desire for pleasure. In fact, it often leads to distress. 

Think, for example, of Lady Macbeth, obsessively washing her hands — trying to scrub 

away guilt that can’t really be washed off. That’s the kind of thing Freud was pointing to. 

People repeat patterns not because they want to, but because, in some deep way, they seem 

compelled to. 

Freud believed this compulsive return to the same experience wasn’t just habit or accident. He 

saw it as something deeper than the pleasure principle — something more primitive, and 

maybe even more fundamental to human behavior. He argued that the mind has what he 

called an “urge to repeat” — a kind of psychological inertia, where the person keeps circling 

back to unresolved conflict or trauma. He thought it wasn’t just unrelated to pleasure; it might 

be stronger than it, more deeply wired into our nature. Which is why he described it as 

operating “beyond the pleasure principle.” 

He based this idea on several observations. 
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First, he noticed that trauma survivors, especially soldiers with war neurosis or those who'd 

been through psychological shock, tended to re-experience their trauma — not just in 

dreams, but in waking life too, reliving painful events without seeming to move forward. 

Second, he looked at how children play. Kids will repeat certain scenes or actions over and 

over, sometimes mirroring things they found upsetting. The repetition often seems to be about 

gaining mastery — trying to gain some control over an overwhelming event. 

Third, in the analytic setting, patients — particularly those with neurosis — often re-enact 

past emotional wounds in the therapy room. During transference, they repeat the same 

painful relationships, same dynamics, same emotional reactions — not remembering the past, 

but reliving it, often in remarkably detailed ways. 

And finally, Freud pointed to people in everyday life who seem to live out the same tragic fate 

again and again — what we might call “bad luck” or unfortunate patterns, but which, on 

closer look, reflect a deeper psychological pull toward the familiar, even when the familiar is 

painful. 

In all of this, Freud saw the compulsion to repeat as something central — maybe even 

fundamental — to how the psyche organizes itself around unresolved conflict. Not necessarily 

rational, and not consciously chosen, but woven into the structure of personality in some 

people more than others. It becomes, in a way, a signature pattern, hard to break without 

deep insight — and even then, not easily.(Abdel-Khaleq, 2015, p. 323) 

2. Personality Development  

One of the things that really sets psychoanalysis apart — especially classical psychoanalytic 

theory — is how much it emphasizes early childhood in shaping the personality. Freud gave 

a great deal of attention to the question of how personality develops and why certain patterns 

persist later in life. And for him, much of that comes down to drive theory. 

Now, in Freud’s framework, a drive (or instinct, Trieb) isn’t just a need or a desire — it’s a 

form of internal psychic energy. When activated, it produces a kind of internal tension, a state 

of arousal that demands release. The person acts — or thinks, or fantasizes — in ways meant 

to reduce that tension. That’s the basic mechanism. 

Freud spent more than 20 years developing and refining his ideas on this, and by the time he’d 

reworked the theory several times, he’d settled (at least temporarily) on two main categories 

of drives: 

1. The Self-Preservation Drives 

These are basically biological needs — hunger, thirst, the need to breathe, to eliminate waste. 

Freud grouped them under what he sometimes called the “ego instincts.” They’re about 
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survival. When unmet, they create physical and psychological discomfort. So, for instance, if 

you hold your breath, you'll eventually feel that rising tension — that’s the self-preservation 

system kicking in. Same thing with hunger. These drives are usually satisfied directly, without 

much internal conflict.(Abdullah, 2009, p. 47) 

2. The Sexual Drives 

Now, this is where it gets a bit more controversial. Freud used the term sexual in a much 

broader sense than we do in everyday conversation. For him, it referred to any activity that 

produces bodily pleasure, not just genital stimulation. He used the term libido to describe 

the energy associated with these drives — and in time, he extended it to cover the energy 

involved in almost all forms of psychological activity: thinking, imagining, remembering, and 

so on. 

Initially, Freud believed that all human motivation could be traced back to this sexual 

energy. People, he thought, behave in ways aimed at maximizing pleasure — especially of the 

kind associated with these instinctual impulses. But of course, society doesn’t allow for full 

gratification, so the individual has to navigate between internal urges and external rules. 

From this tension, personality develops — as a kind of compromise. Every person’s character, 

then, becomes a unique way of balancing libidinal satisfaction and social restraint. 

But Freud didn’t stop there. Around 1920, he introduced a major revision to his theory. After 

observing behavior that didn’t seem explainable by the pleasure principle or libido alone — 

especially in trauma and compulsive repetition — he proposed the existence of a second 

fundamental drive: the death drive, or Thanatos, to stand alongside the life drive, or Eros. 

Thanatos was meant to explain destructive behavior — not only aggression toward others, but 

also self-destructive tendencies, regression, and the compulsion to repeat painful or 

destabilizing experiences. It has its own source of psychic energy, and while it doesn’t operate 

in the open as clearly as Eros, it’s just as deeply rooted. 

So in Freud’s later model, personality is shaped not only by the push toward pleasure, growth, 

and connection, but also by this darker counter-force — a drive toward silence, stillness, 

undoing. And again, the individual finds their own way to manage the tension between the 

two.(Abdullah, 2009, p. 48) 

2.2 Personality Dynamics 

Freud viewed behavior as the result of interaction between competing psychic forces. Drives 

were seen as internal pressures — partly biological, partly psychological — and their 

interaction produced what he called psychic energy. 

There are two opposing groups here: 

 Eros (life instincts) — tied to love, connection, self-preservation 

 Thanatos (death instincts) — tied to aggression, repetition, and destructiveness 
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These aren’t just metaphors. Freud considered them primary motivators of behavior, rooted 

in biology but expressed in complex psychological ways. (Abdullah, 2001, p. 88) 

A-3. The Structure of the Psychic Apparatus (Freud’s Topographical Model) 

Early in the development of his theory, Freud proposed what’s known as the topographical 

model of the mind — dividing mental life into three basic regions: the conscious, the 

preconscious, and the unconscious. These weren’t anatomical parts of the brain, of course, 

but functional systems — a kind of conceptual map of how mental processes operate. 

1. The Conscious (das Bewusste) 

This is the part of the mind we’re directly aware of — what Freud called the tip of the 

iceberg. It includes everything the person knows they’re thinking or feeling in a given 

moment. Immediate thoughts, perceptions, decisions, sensory awareness — all of this is in the 

conscious realm. But Freud noted that only a small fraction of our total mental activity is 

actually conscious. Most of what shapes our behavior, he argued, lies below the surface. 

2. The Preconscious (das Vorbewusste) 

This one’s a bit in-between. The preconscious contains thoughts, memories, and feelings that 

aren’t currently in awareness but can be easily brought into consciousness if needed. Think 

of it like a mental waiting room — material that isn’t at the front of your mind but is 

accessible. When someone says, “The name is on the tip of my tongue,” they’re referring to 

something sitting in the preconscious. 

Freud saw this zone as a kind of gatekeeper between the conscious and unconscious — it 

filters material, allowing some things through, while keeping other things buried. 

3. The Unconscious (das Unbewusste) 

Now this is where things get more complex — and frankly, more interesting. For Freud, the 

unconscious was not just a passive storage system. It’s dynamic, alive, in conflict. It houses 

repressed desires, traumatic memories, drives, and impulses — particularly those related to 

sex and aggression — that the conscious mind finds too threatening to acknowledge. 

And even though we can’t access this material directly, it still affects us. It leaks out in 

disguised forms — dreams, slips of the tongue, symptoms, repetitive behavior, even 

memory lapses. Freud argued that the unconscious follows a logic of its own: it doesn’t care 
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about time, morality, or even physical reality. It’s not rational, and it’s not bound by cause and 

effect. It simply wants what it wants — driven by the pleasure principle. 

Bringing unconscious material into awareness — that’s essentially the goal of psychoanalysis. 

But it’s not simple. The contents of the unconscious resist access. They don’t just rise up 

voluntarily. That’s why Freud developed techniques like free association, dream analysis, and 

transference interpretation — to bypass the usual defenses and allow deeper material to 

surface in safe, symbolic form.(Abdullah, 2001, p. 89) 

2.4 Personality Structure: Id, Ego, and Superego 

Freud didn’t develop his ideas about personality structure in a vacuum;like much of 

psychoanalysis, it came directly out of clinical observation, especially with neurotic patients 

— those suffering from internal psychological conflict rather than organic illness. Over time, 

Freud began to notice that many of the thoughts and emotions his patients expressed simply 

couldn’t be explained by their conscious awareness. Their behaviors, reactions, even speech 

patterns were often contradictory, out of sync with time and context, or just... strange. 

This convinced him that there had to be deeper levels of mental functioning — levels 

operating below conscious awareness. He’d already proposed his earlier topographic model 

(conscious, preconscious, unconscious), but eventually he realized he needed a more dynamic 

explanation for how mental forces interact. That’s when he introduced the structural 

model, which breaks the psyche into three interacting systems: the id, the ego, and the 

superego. 

1. The Id (das Es) 

The id is the most primitive part of the mind — entirely unconscious, and present from birth. 

It’s the reservoir of instinctual drives: sexual, aggressive, and otherwise. It contains 

everything inherited, everything repressed, and everything unformed or chaotic in the psyche. 

The id doesn’t know right from wrong, doesn’t recognize time, logic, or social rules. It’s 

governed solely by the pleasure principle — it seeks immediate satisfaction, regardless of 

consequences. It’s driven by the body's biological needs, often raw and overwhelming. These 

drives can, under the right conditions, fuel creative or even heroic achievements. But when 

unregulated, they can also lead to destruction or antisocial behavior. 

Freud emphasized that the id is not inherently evil — it’s amoral, not immoral. It simply 

wants. And unless something keeps it in check, it will act. 



25 
 

2. The Ego (das Ich) 

The ego develops out of the id, but it’s shaped by contact with the external world. It forms as 

the infant starts to engage with reality — through perception, thought, memory, and bodily 

sensation. The ego’s job is to mediate: between the wild demands of the id, the rules of the 

external world, and the internal values of the superego (which we’ll get to in a moment). 

The ego operates according to the reality principle. It delays gratification, when necessary, 

plans, reasons, and generally tries to maintain psychological stability. It’s also in charge of 

voluntary movement and decision-making. 

Interestingly, Freud noted that not all of the ego is conscious. In fact, parts of it remain 

unconscious, especially those involved in defense mechanisms, like repression. So the ego 

isn’t entirely rational or transparent — it too has its blind spots. 

3. The Superego (das Über-Ich) 

Finally, there’s the superego — essentially the internalized moral voice. It develops during 

early childhood as the child identifies with parents and authority figures, adopting their 

values, rules, and standards. It acts as a kind of inner judge, often harsh and unforgiving. 

The superego consists of two subsystems: the conscience (which punishes misbehavior with 

guilt) and the ego ideal (which rewards good behavior with pride). It doesn’t just oppose the 

id — it often stands in direct conflict with the ego as well, demanding perfection and strict 

adherence to internalized norms. 

Freud described it as the internalized parent — a psychological structure that reflects the 

“shoulds” and “should nots” of the child’s environment. It can become a major source of 

anxiety when the ego is caught in the middle — trying to satisfy the id without offending the 

superego or violating reality.(El-Meligy, 2009, pp. 129–130) 

Note 1 – On the Relationship Between the Three Structures of Personality 

When Freud spoke of the id, ego, and superego, he didn’t mean to suggest they were separate 

compartments or physical spaces in the brain. They’re not actual regions — they’re 

theoretical constructs, labels for different psychological operations that interact with each 

other constantly. 

These systems are best understood as dynamic forces — each with its own logic and goals — 

operating in tension but ideally in balance. In a healthy psyche, their principles don’t conflict 
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destructively. Instead, they collaborate, or at least coexist under the guidance of the ego. The 

ego takes on a kind of regulatory role — it doesn’t dominate, but it negotiates. A well-

functioning ego is able to mediate between the urgent demands of the id, the strict moral code 

of the superego, and the constraints of external reality. 

They can be thought of as: 

 The id as the biological foundation of personality 

 The ego as the rational psychological manager 

 The superego as the internalized voice of society and ethics 

When the ego successfully balances the pressures from these three directions — inner 

instinct, social conscience, and reality — the person is more likely to experience mental 

health and internal stability.(Abdel-Khaleq, 2015, p. 331) 

Note 2 – A Comparative Snapshot of the Three Systems 

Let’s quickly compare the three psychic agencies using Freud’s basic distinctions: 

Aspect Id Ego Superego 

Nature Biological, instinctual Psychological, 

reality-oriented 

Social 

Core 

Contribution 

Instinctual drives (e.g., 

libido, aggression) 

Sense of self, 

mediator 

consciousness 

Time Orientation Present and immediate Present-focused Anchored in the past 

(parental/familial rules) 

Level of Mind Entirelyunconscious Conscious and 

unconscious 

components 

Largelyunconscious, 

partlyconscious 

GuidingPrinciple Pleasureprinciple Reality principle Morality, virtue, 

idealism 

Main Goal Seekpleasure, 

avoiddiscomfort 

Adapt to reality, 

maintain balance 

Good vs bad 

Note 3 – Some of Freud’s Dream Symbols 
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In Freud’s dream theory, dreams are a disguised expression of unconscious desires — mostly 

unacceptable wishes pushed out of awareness. He identified common symbols in dreams that 

often substitute for repressed thoughts or drives. 

Here are a few examples Freud offered: 

Dream Image SymbolicInterpretation 

Knife, umbrella, snake Phallic symbols (representing the penis) 

Box, oven, ship Womb or femalegenitalia 

Ladder, staircase Symbolic of sexual intercourse 

Water Birth, the maternalorigin 

Hairloss, tooth extraction Castration anxiety 

Moving leftward Moral transgression, sexualdeviation 

Playing with toys Masturbation (symbolicallyexpressed) 

Fire Bedwetting (symbolic guilt or anxiety) 

Theft or stealing Symbol of the father 

Falling Anxiety, fear of losing control 

 

Notes – Key Summary 

2.1 – Dynamic Psychotherapy: What Psychoanalysis Is About 

Dynamic psychotherapy — often referred to, in its classical form, as psychoanalysis — is not 

a brief or narrowly symptom-focused treatment. It is, rather, a long-term, in-depth 

psychological process concerned with accessing unconscious material that contributes to a 

person’s internal conflict and emotional suffering. Its aim is neither purely behavioral 

adjustment nor cognitive restructuring. It’s something more fundamental: a reworking of the 

psychological structure itself. 

The model rests on the assumption that unresolved experiences — often early, often 

emotionally charged — are repressed or kept out of conscious awareness because they’re 

painful or threatening. These repressed materials, though unavailable to the person’s reflective 



28 
 

mind, continue to exert influence. They affect moods, behavior, interpersonal patterns — 

often in repetitive or rigid ways that the person can’t fully explain. 

The analytic method begins with free association, where the patient is encouraged to speak 

without censoring thoughts or trying to organize them into a coherent narrative. At first, this 

can seem scattered or directionless. But over time, the associations begin to reveal patterns — 

symbolic content, recurring themes, resistances. It is through this process that unconscious 

material starts to become accessible. 

The therapist’s task is to facilitate this process, not through advice or direction, but by 

listening in a particular way — not only to what is said, but also to what is avoided, repeated, 

or emotionally charged. Interpretation, when used appropriately, helps the patient 

understand unconscious dynamics that are being enacted in their present life, including those 

that emerge in the therapeutic relationship itself. 

Which brings us to transference, a central concept in psychoanalytic treatment. As therapy 

unfolds, the patient inevitably begins to re-experience past relational dynamics within the 

therapeutic dyad. The therapist becomes, in effect, a stand-in — unconsciously — for figures 

from the patient’s history. These patterns are not invented; they are repeated, often with 

remarkable emotional intensity. Rather than disrupting this process, the therapist works within 

it, using it as a live channel through which deeper insight can occur. 

This process is not linear. Gaining insight is important, but what matters more is the working-

through — the gradual, repeated integration of new understanding, until the person is no 

longer driven by what was once unconscious. Ideally, this leads to a more stable sense of self, 

greater affective range, and more adaptive ways of relating. 

Although classically associated with individual work, these principles can also be applied in 

group therapy, where relational dynamics are distributed across members. The group 

becomes a kind of emotional laboratory in which unconscious roles, projections, and 

identifications can emerge and be examined in real time. 

Ultimately, dynamic therapy is defined less by a specific set of techniques and more by its 

orientation: an enduring commitment to exploring the unconscious foundations of 

experience, and to facilitating psychological transformation from the inside out.(Al-Dessouki, 

2008, p. 494) 

2.2 – Psychoanalysis 
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There’s a point worth clarifying here — and it tends to come up even with students who’ve 

been exposed to clinical theory for a while. Psychoanalysis is often mistaken as being 

synonymous with psychotherapy as a whole. That’s not quite accurate. It is, without question, 

one of the foundational forms of psychotherapy, but not all psychotherapy is psychoanalytic, 

and the terms shouldn’t be used interchangeably — though they sometimes are, even in 

academic writing. 

Technically, psychoanalysis refers to more than a treatment approach. It’s first a theory of 

personality — one that centers on the role of unconscious processes, internal conflict, and 

early developmental experiences in shaping the self. But it also operates as a method of 

investigation — a way of uncovering the hidden determinants of thought, emotion, behavior 

— especially those that don’t readily present themselves in conscious experience. 

And of course, it’s a clinical method. As a therapy, it’s built around specific procedures — 

free association, interpretation, exploration of transference, attention to resistance — all with 

the aim of helping the patient access, articulate, and eventually work through unconscious 

material. That process can take time. It’s not symptom-focused in the short term. It’s meant to 

restructure personality, not just relieve distress(Al-Dessouki, 2008, p. 495). 

2.3 – Core Principles of Freud’s Classical Theory 

(as outlined by Woods, 1995) 

 Freud’s classical theory is based on the idea that much of what drives human thought 

and behaviour lies outside conscious awareness. At the centre of this theory are 

instinctual drives, particularly sexual and aggressive ones, which Freud believed to 

be the primary source of psychic energy. These drives aren’t simply momentary 

impulses — they form the energetic basis of mental life. Everything from daydreams 

to defence mechanisms can be traced, in Freud’s view, to the tension between these 

underlying forces. 

 He also proposed that psychological development follows a sequence of psychosexual 

stages, where the libido — that is, psychic energy — becomes focused on different 

areas of the body over time. These stages are: 

 oral, 

 anal, 

 phallic, 
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 latency, 

 andgenital. 

 Another important aspect of Freud’s theory is the idea of two fundamental drives: 

Eros, or the life instinct, and Thanatos, the death drive. Eros is linked to survival, 

connection, and sexuality. Thanatos, by contrast, relates to aggression, repetition, and 

a kind of unconscious pull toward stasis or self-destruction. These two drives often 

operate simultaneously — even within a single act — and much of human conflict, 

internal and external, reflects their tension. 

 Freud placed significant weight on the first five years of life, which he saw as 

decisive for personality development. Early experiences — especially those involving 

caregivers — set the foundation for the ego’s structure and defences. Patterns 

established during this early period often become the templates through which later 

experiences are filtered. 

 In terms of mental structure, Freud began with a topographical model consisting of 

three levels: 

 the conscious, or what we’re actively aware of, 

 the preconscious, which holds accessible but currently inactive material, 

 and the unconscious, which contains repressed content — memories, desires, conflicts 

— that can’t be accessed without specific psychological work. 

 Later, he developed the structural model — the well-known division of the psyche 

into id, ego, and superego: 

 The id is the reservoir of instinctual drives. It operates on the pleasure principle, 

unconcerned with logic or reality. 

 The ego develops to mediate between the id and the external world. It follows the 

reality principle, trying to manage demands in a way that avoids internal chaos or 

external punishment. 

 The superegointernalises parental and societal rules. It judges, prohibits, punishes — 

and contributes heavily to the feeling of guilt. 

 When these systems are in conflict, which they frequently are, the ego employs 

defence mechanisms. These are mostly unconscious strategies that reduce anxiety 
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by distorting or denying aspects of reality. Common defences include repression, 

projection, isolation, rationalisation, and reaction formation. Not all are 

pathological — sublimation, for example, involves redirecting instinctual energy 

into creative or socially valued work and was viewed by Freud as one of the more 

adaptive outcomes. 

 He also believed that unresolved internal conflicts and excessive repression can 

give rise to psychological symptoms. These symptoms often express — in 

disguised form — something the psyche cannot fully process. The goal of 

psychoanalytic therapy, then, is to help bring these unconscious elements into 

consciousness, allowing them to be examined and eventually integrated.(Al-

Dessouki, 2008, p. 495) 

2.4 – A Note on Developmental Stages and Fixation 

(based on Mohammad, 2004, p. 69) 

It's important to point out — these psychosexual stages Freud described aren’t sharply divided 

in real life. They’re not self-contained compartments. In reality, they overlap. Development, 

in this framework, is fluid, and the transition from one stage to the next isn’t simply automatic 

— it depends on a certain balance being achieved. 

Now, Freud argued that healthy progression through these stages requires what he called 

moderate gratification — neither too much, nor too little. If the child experiences either 

extreme — overindulgence or deprivation — that can lead to what he termed fixation. That is, 

the libidinal energy becomes anchored to that particular stage. 

Later in life, especially under stress or internal pressure, the individual may regress — slip 

back psychologically to the stage where that fixation occurred. The ego, in effect, seeks a 

return to an earlier developmental position because the current one feels too threatening or 

unmanageable. And this, Freud believed, was a central mechanism behind many 

psychological disturbances. Fixation, then, isn’t just a developmental hiccup — it’s a 

structural vulnerability that can resurface later, often without the person understanding why. 

2.5 – Freud on the Analyst’s Role in Restoring Psychic Balance 

(Zahran, 2001, p. 213) 
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Freud was quite direct about what psychoanalysis ought to aim for — and what the analyst is 

actually doing. He believed that the primary task of the therapist is to help the patient restore 

balance between the three components of the personality: the id, the ego, and the 

superego. 

This involves identifying and making conscious the unconscious conflicts that are at play — 

not just within the id, but also those generated by the superego’s demands and the ego’s 

defences. The therapist doesn’t just interpret isolated symptoms; they work to bring these 

internal dynamics into awareness, to loosen their grip, and to allow the ego to function 

more freely. 

Freud also emphasised that unresolved childhood conflicts — especially those related to the 

Oedipus complex (or Electra complex, in the female case) — often sit at the root of neurotic 

suffering. He considered these early relational dynamics to be the nucleus of neurosis. That’s 

why, for him, therapeutic success depended on the patient eventually reaching — and 

emotionally processing — the childhood memories associated with those dynamics. 

2.6 – Conditions for Recognising a Therapeutic Technique 

According to Huber, for any psychological treatment method or technique to be formally 

recognised — especially within clinical practice — several conditions must be met. These 

aren’t just bureaucratic hurdles; they’re safeguards to ensure scientific credibility and clinical 

usefulness. 

First, the technique must be grounded in a scientifically validated theory of personality 

and psychopathology. In other words, it can’t be based on personal intuition or vague 

philosophy. It needs to be linked to a coherent theoretical framework that has been tested and 

peer-reviewed. 

Second, it should be standardised — meaning its procedures are clearly defined — and its 

effectiveness must be measurable. There has to be some way to evaluate outcomes. That 

might be through clinical trials, empirical studies, or even well-designed case series. But the 

point is: its efficacy shouldn’t rest solely on anecdotal success. 

Third, the technique must be clinically justified. That is, its use should be appropriate only 

when there is an identifiable psychological disorder or significant emotional suffering. It’s not 
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enough that a method seems interesting or promising — it has to respond to a real therapeutic 

need. 

And finally, such a technique must be administered by qualified professionals. That 

includes proper training in both the method itself and the broader field of mental health. The 

practitioner has to have enough grounding to apply the approach ethically and effectively, and 

to adapt it where necessary without losing clinical precision. 

These criteria, taken together, are intended to prevent the misuse of loosely constructed or 

untested methods — and to keep the focus on treatments that are both responsible and 

grounded in sound psychological science(Huber, 1993, cited in Zerouali, 2014, p. 310). 

2.7 – An Overview from the American Psychological Association 

Just to give a sense of the scope we’re dealing with — the American Psychological 

Association has, at last count, identified and classified more than 130 distinct therapeutic 

techniques. That number alone reflects how diversified the field has become. It also 

underscores the importance of clear standards for evaluating and validating therapeutic 

approaches — especially as more modalities continue to emerge across clinical, cultural, and 

interdisciplinary contexts(Khaldi, 2015, p. 65). 
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Lecture Three: The Technique of Free Association 

Outline of the Lecture 

 Introduction 

1. The Technique of Free Association 

2. Key Observations 

Introduction 

The techniques or procedures employed by a therapist to influence a patient’s behaviour are 

usually shaped by their theoretical orientation. So naturally, the methods used within 

behavioural approaches differ significantly from those seen in psychoanalytic, Gestalt, or 

other models. That said, across schools of psychotherapy, there are several core techniques 

that tend to show up again and again — regardless of the framework. These shared tools aim 

to help the client readjust to life’s demands, build the internal resources they need, and 

ultimately make genuine therapeutic progress. 

Freud developed a set of such techniques early on — procedures that continue to form the 

foundation of dynamic therapy today. While some methods have evolved or been adapted 

over time, the essence remains. Among these are: free association, emotional catharsis, 

transference, and interpretation, among others. 

1. Free Association (Unstructured Verbal Flow) 

Free association, or what’s sometimes called "unstructured verbal flow," is one of the core 

methods in classical psychoanalysis. The basic idea is simple, at least on the surface: the 

patient is encouraged to verbalise every thought that comes to mind — freely, spontaneously, 

without censoring or editing. Nothing is too trivial, too strange, too inappropriate. The patient 

is asked to say it all, even when it seems nonsensical or embarrassing. But, of course, that’s 

much harder than it sounds. 

As Abbas (2005, p. 175) notes, many patients struggle with this in the beginning. That’s not 

surprising. The unconscious contains forces that resist disclosure, especially when it comes to 

material the patient feels ashamed of, guilty about, or simply uncomfortable facing. So, while 

the instruction might be to "just say whatever comes to mind," the internal resistance to doing 

so is often quite strong. 
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For the analyst, the role here isn’t just passive listening. There's a particular type of attention 

involved — what Freud called evenly suspended attention, or what some call floating 

attention. In practice, this means the analyst avoids focusing too narrowly on any one part of 

the narrative. Instead, they remain open, receptive, attuned both to what the patient is saying 

and to their own internal reactions — which are often stirred by the patient’s associations. 

This kind of listening allows the analyst to catch what might otherwise go unnoticed: themes, 

contradictions, symbolic language, emotional undercurrents. It also helps the analyst avoid 

imposing their own interpretations too quickly. As Abbas puts it, the analyst listens both to the 

patient's affect and ideas, while also staying mindful of the reverberations within themselves 

(Abbas,2005, p. 175). 

The material that emerges through free association — including dreams, fantasies, slips of the 

tongue — serves as raw data. It’s not just about content but the unconscious processes behind 

the words: the defences, the symbolic substitutions, the emotional distortions. And when the 

patient manages to let go of their internal censor, even briefly, they begin to give the analyst 

access to these deeper layers. 

In that sense, free association becomes the main pathway for uncovering unconscious 

meaning. It allows the psyche to move — albeit clumsily at times — toward insight. The 

patient may speak of unrelated things, repeat themselves, or circle back. But all of that, in 

psychoanalytic thinking, is meaningful. The distortions are the material. 

As Ghaleb (1982, p. 226) reminds us, the analyst must attend not only to the content of 

what’s being said but also to tone, inflection, hesitation, avoidance, and even silence. All of 

these are part of what’s being communicated. And the analyst must maintain neutrality — 

avoiding overt reactions, suggestions, or judgements — so as not to interrupt the patient's 

internal unfolding. 

1.1 – Verbal Language: The Link Between the Unconscious and Speech 

At the heart of the technique of free association lies a fundamental idea: that there is a deep, 

though often obscured, connection between language and the unconscious. But what does 

this really mean? 

Humans are in constant communication with others. In speaking, we transmit messages — not 

only to inform or explain, but also, sometimes unconsciously, to express who we are. This 

self-expression isn’t always straightforward. In fact, much of what we say is shaped by 
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internal tensions — the tug-of-war between what we want to reveal and what we feel we must 

hide. 

So when someone speaks, it’s not just the conscious mind at work. There's often another layer 

— the unspoken, the avoided, the subtly hinted at. A person might say one thing while their 

body, or their tone, or their silence, says something else entirely. Freud once put it this way: 

“The lips are silent, but the hands chatter.” 

In this sense, verbal language is only part of the story. Non-verbal expression — facial 

gestures, posture, silences, pauses, slips — often carry more emotionally charged material. 

And the two channels don't always line up. What one declares, the other may try to cover. 

These contradictions, these moments where communication doubles back on itself, are 

essential to psychoanalytic listening. 

What’s happening here is what some theorists call emotional ambivalence — a push-and-

pull between the desire to speak and the need to conceal. This becomes particularly intense 

when the patient gets close to repressed content, those personal truths that have been buried, 

often since childhood. 

Now, where else might this unconscious material show up, beyond the spoken word? 

Severalplaces: 

 In early memories, especially those from childhood, which often hold emotional 

residues of our inner history. 

 In the themes and symbols of ordinary speech, including cultural myths, stories, or 

even casual expressions that carry traces of past experiences or personal meanings. 

 In the many distortions of language: slips of the tongue, forgetfulness, hesitations, 

compulsive speech acts — all of which might be interpreted, carefully, as clues to 

deeper psychic realities. 

 And, finally, in the body itself. The unconscious leaves traces — inscribed not only in 

speech but in the face, in muscular tension, in gesture. The body oftenrevealswhat 

speech conceals. 

This is why verbal language — even when seemingly neutral — holds such significance in 

psychoanalytic practice. It's a gateway. A space where the self tries to articulate itself, even 

when the speaker isn’t fully aware of what they’re revealing. And for the therapist or analyst, 
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paying close attention to language becomes a way of reading both the surface and the depth 

of the person’s experience(Fayed, 2003, p. 338). 

1.2 – Reading the Unconscious Through Verbal Language 

(Adapted from Abbas, 2005, p. 180) 

To make sense of unconscious content as it appears in speech, the clinician has to go beyond 

just listening to the words. What matters is how things are said, when they are said — or not 

said — and what these patterns might reveal. Several aspects of the patient's language offer 

important entry points: 

(a) The Form and Structure of Speech 

The analyst pays close attention to the structure of language: is the discourse cohesive? Are 

ideas logically connected, or do they fragment? Are there sudden shifts, digressions, or 

contradictions? Things like hesitations, silences, or verbal overload can all signal underlying 

psychic tension. Does the patient seem confident, or do they speak in a withdrawn or tentative 

manner? Signs such as repetition, insistence, or awkward gestures — like nervous laughter or 

rushed hand movements — may suggest emotional undercurrents not yet accessible to 

consciousness. 

(b) Content and Themes 

Which topics come up most often? Are certain themes revisited frequently, while others seem 

deliberately avoided or glossed over? What is central, and what is relegated to the margins? 

Content analysis isn't just about what's being discussed, but why these themes, and why now. 

(c) Symbolic Tone 

Language isn't always literal. It can be empty, overly rational, emotionally flat, overly 

compliant, or, conversely, highly symbolic or emotionally charged. The analyst listens for 

how balanced the speech is between idea and affect — is it more intellectualised, or does it 

resonate emotionally? A disconnect here might point to repression or other defences at work. 

(d) Consistency Between Form and Content 

There’s diagnostic value in whether the style of language matches the substance. When a 

patient speaks calmly about something clearly traumatic, or becomes emotionally reactive 

when describing something seemingly minor, this mismatch is worth exploring. The same 

goes for a verbal expression that conflicts with gestures or tone — the body may be telling a 

different story. 



38 
 

In all of this, the analyst must track the dialectic between verbal and non-verbal 

expression. Often, what the patient cannot express through words emerges through their 

posture, facial expressions, or behaviour. The key is not to separate these modes of 

communication but to consider how they interact — how the spoken word may reveal or 

conceal, and how the unsaid may appear elsewhere. 

(e) The Speech–Silence Dynamic 

Sometimes, what matters most is not what’s said, but what’s held back. Silence isn’t neutral 

— it can speak volumes. It may indicate resistance, shame, withdrawal, or even protest. Freud 

famously referred to silence as a form of discourse in its own right. It’s not always a refusal to 

communicate; often, it’s part of the message. 

(f) Latent Drives and Motivations 

Within the interaction of speech and gesture, or in the tension between silence and disclosure, 

unconscious motives begin to emerge. The analyst listens for the drives — wishes, fears, 

conflicts — that are woven through the patient's narrative, often without their awareness. 

(g) Excessive Emotional Speech 

Sometimes, a patient may speak fluently — too fluently — about something emotional. It can 

sound like openness, but it might also be a kind of displacement: one topic is being used to 

avoid another, more threatening one. The patient may be verbalising in excess to keep 

something else — something more emotionally raw — at bay. 

1.3 – Bodily Expressions: When the Body Speaks What Words Cannot 

(Adapted from Abbas, 2005, p. 181) 

There’s something undeniable about the way the body holds and reflects psychological 

experience. You can often sense a person’s emotional state — not just through what they say, 

but in how they move, how they sit, what their face does when they fall silent. The psyche, in 

many ways, inscribes itself into posture, expression, gesture — sometimes more honestly than 

speech ever could.A patient may be unable — or unwilling — to speak about fear, but their 

face might flush, or their hands tremble. Sadness might not be verbalised, but it appears in the 

heaviness of the shoulders, or in the way the eyes fail to meet yours. Anger, too, may show up 

as clenched fists, tight lips, a jaw held too firmly. 

2 – Key Observations 

2.1 – On Analytic Treatment: What It Seeks to Uncover 
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At its core, psychoanalytic treatment — particularly in its classical Freudian form — is an 

attempt to bring repressed material from the unconscious into conscious awareness. 

What’s being retrieved isn’t just memory in the neutral sense. It’s memory charged with 

affect, often stemming from early childhood, and buried because of conflict or pain. 

2.2 – How the Technique Emerged: From Hypnosis to Free Association 

It’s worth recalling that Freud didn’t invent psychoanalysis in one leap. His early work, under 

the influence of Breuer, began with hypnosis — a method where the patient would, under 

suggestion, recall suppressed experiences. But Freud began to notice the limits of that 

approach. Patients might retrieve a memory, but without understanding how or why it was 

connected to their suffering. 

So he moved away from hypnosis and developed free association as a more open-ended, 

language-based alternative. The idea was to let the mind wander — and through that 

wandering, to uncover patterns, fixations, contradictions. This shift marked the beginning of 

what Freud came to see as the "talking cure": a method grounded in listening to how people 

speak, what they repeat, what they avoid, and how symptoms symbolise deeper conflicts. 

He also realised something else: symptoms often function as symbolic expressions of 

repressed desires and early traumas. The job of the analyst was not to suppress the 

symptom, but to help the patient uncover the meaning behind it — usually by tracing it back 

to earlier experiences and unconscious dynamics. 

2.3 – What Psychoanalytic Therapy Aims to Do 

Freud’s therapeutic vision was ambitious. He believed that psychoanalysis could restructure 

the personality — not just relieve symptoms, but help the person become more whole. That 

meant fostering the ego’s capacity to manage inner conflict, reality demands, and unconscious 

impulses — all while maintaining a sense of internal cohesion. 

A few central aims shaped this process: 

 Rebuilding the personality along healthier lines, through understanding rather than 

control. 

 Modifying maladaptive behaviours and defences through symbolic interpretation. 

 Allowing repressed desires to be expressed in more adaptive, socially acceptable 

ways. 
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 And — perhaps most importantly — understanding how early experiences shape 

current functioning, even when the patient is unaware of the connection. 

This approach doesn’t deny the present, but it insists that the past lives within it — and that 

meaningful change often requires a reckoning with that past. 

2.4 – Strengths and Weaknesses of the Analytic Approach 

(a) Strengths: 

Psychoanalysis is often praised for its depth. It doesn’t simply target symptoms — it goes 

after causes. That makes it particularly useful for people struggling with longstanding 

emotional conflicts, identity issues, or relational difficulties. It also provides a framework for 

understanding complex psychological phenomena that other approaches may overlook — like 

unconscious resistance, transference, or internalised parental figures.In many cases, it can 

foster a profound shift in how the person sees themselves, their past, and their relationships. 

It can bring about not just relief, but psychological growth — integration, emotional insight, a 

renewed sense of coherence. 

(b) Limitations: 

But it’s not without its drawbacks. It’s often a long and costly process, requiring regular 

sessions over extended periods of time. Not all clients are suited for it — especially if they’re 

in acute crisis or need more structured interventions. And from a training standpoint, it 

demands significant clinical experience and deep theoretical grounding — it’s not 

something one practices lightly or by half. 

2.5 – A Note on “Freedom” in Free Association 

It’s worth saying: the freedom promised by free association is rarely total. The patient remains 

within the analytic frame, and that frame itself exerts pressure — expectations, anxieties, 

even fears of judgment. So while the instruction is to “say whatever comes to mind,” internal 

censorship persists, especially early on. Shame, uncertainty, the fear of being misunderstood 

— all of these act as filters. 

The analyst’s task, then, is to understand what’s being said and what’s being held back. 

Gradually, by building trust and modelling curiosity, the analyst helps the patient lower those 

internal defences, allowing more unconscious material to surface and be worked through. 

2.6 – Resistance: The Unconscious Fight Against Change 
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A key principle in psychoanalysis is that even when the patient wants to change, parts of the 

psyche resist it. These aren’t just conscious objections — they’re unconscious processes that 

cling to the status quo. Freud called this resistance. It’s why free association doesn’t flow 

easily. Why some memories never arrive. Why the patient may suddenly go blank, change the 

subject, laugh off something painful. 

The analyst doesn’t confront resistance head-on, but rather interprets it, tracks it, helps the 

patient recognise how and why it shows up. Because without understanding resistance, no real 

insight can take root. 

2.7 – The Analyst’s Role in Observing and Intervening 

In the practice of free association, the therapist listens with more than just ears. They notice 

tone, gesture, hesitation, slips of the tongue, emotional cues. A sudden change in tempo. An 

abrupt silence. Even a passing joke might signal something significant. 

Sometimes, the analyst may gently intervene — encouraging the patient to linger, or asking a 

question to open space. Other times, they simply observe. Freud spoke of the analyst having a 

“third ear” — a kind of listening that extends beyond language, attuned to what lies between 

the lines. 

This kind of listening is at the heart of psychoanalytic work. It’s not just hearing — it’s 

decoding. 

 

 

 

 

 

 

Lecture Four: The Technique of Emotional Catharsis 

(Also referred to as Emotional Discharge or Abreaction) 

Lecture Outline: 

1. Definition of Emotional Catharsis 
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2. Methods of Emotional Catharsis 

3. Types of Emotional Catharsis 

4. Psychological Benefits 

5. Some Models of Emotional Catharsis in Clinical Use 

1. Definition of Emotional Catharsis 

Catharsis, in the therapeutic sense, refers to the emotional release or discharge of psychic 

material that has been held in — often unconsciously — and becomes charged with emotional 

intensity. It’s the process through which the patient is encouraged (or sometimes simply 

allowed) to express their pent-up feelings — grief, fear, rage, frustration, etc. — in a safe and 

supportive setting. 

This kind of expression functions as a psychological relief, a way of loosening the internal 

pressure caused by repression. If these tensions remain unexpressed for too long, they can 

lead to internal collapse — anxiety disorders, breakdowns, or even dissociative states. 

Emotional catharsis, then, acts like a pressure valve. When the individual starts talking — or 

crying, or drawing, or remembering — they begin to feel some of the tension shift. 

Importantly, catharsis often takes place in a therapeutic environment that fosters attentive 

listening, emotional acceptance, and the absence of judgment or moralizing. It’s crucial that 

the person does not feel shamed for their emotions — otherwise, the very mechanism of 

catharsis can be blocked. 

Free association, expressive writing, drawing, body movement — all these can become tools 

for emotional release when facilitated by a clinician who knows how to hold space and guide 

gently. 

Note: As Zahran (2005) points out, emotional catharsis can be inhibited by difficult feelings 

such as guilt, shame, disgust, or fear. In those moments, the ego may activate defense 

mechanisms — denial, reaction formation, undoing, and others — to avoid facing the painful 

material. That’s why the analyst or therapist must create a holding space where the patient 

feels safe enough to begin opening up. 

2. Methods of Emotional Catharsis 

People encounter emotional stress all the time. Some events are mild and manageable. Others 

— sudden losses, prolonged pressure, interpersonal conflict — can become overwhelming. If 
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not addressed, this accumulation can lead to clinical conditions like depression, obsessive-

compulsive symptoms, chronic anxiety, or burnout. 

Catharsis isn't just something that happens in therapy. With sufficient self-awareness, 

individuals can also engage in self-regulated emotional release — ways of helping 

themselves process tension. Below are a few techniques that have been observed to support 

this process. 

 Prayer or spiritual invocation: For many, turning inward toward the divine or 

toward spiritual grounding allows for a kind of emotional letting go. There’s a comfort 

in naming your pain — even privately — and asking for relief. 

 Writing: The act of writing down thoughts and emotions — even if just for one’s own 

eyes — can serve as a powerful outlet. It gives form to the formless. Many patients 

report a shift in emotional intensity just from seeing their inner turmoil externalised on 

paper. 

 Affirmations and self-dialogue: Some individuals find it helpful to speak aloud 

affirming phrases like “I am strong,” or “This pain will pass.” It may seem small, but 

vocalising one’s resilience can counter inner hopelessness, especially in acute states of 

distress. 

 Physical movement or exercise: Walking, dancing, running — these aren’t just for 

physical health. They also help the body metabolise emotion. After all, emotions are 

physiological, too. 

 Forgiveness — of self or others: Emotional catharsis doesn’t always involve tears or 

talking. Sometimes, it's the quiet decision to let go of anger that clears space inside. 

 Drawing or visual expression: Particularly with children, who often lack the verbal 

tools to process complex emotions, drawing becomes a substitute language. But even 

for adults, creative expression can open surprising emotional doors. 

 Crying: One of the most classic and direct forms of catharsis. Crying has biological 

effects — it regulates stress hormones — and, when allowed, often leads to a palpable 

sense of relief. 

 Sleep and rest: While it may not always be considered a cathartic tool per se, sleep is 

undeniably part of the recovery process. It helps reorganise emotional material, 
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consolidate memory, and restore the capacity for reflective thought.(Fahmi, 1978, p. 

348) 

3. Types of Emotional Catharsis 

Here are a few common types that appear across clinical practice: 

 Group-based Emotional Catharsis: 

This approach is typically used when individuals have undergone a shared traumatic 

event, especially one that threatened their safety or disrupted their life trajectory in a 

meaningful way. It's not just about talking — the process requires structured 

facilitation, preparation, and a trained team that understands group dynamics and 

trauma responses. The presence of others who have “been there” often gives the 

patient a sense of solidarity, which can intensify and validate the emotional release. 

 Individual Cathartic Sessions: 

Some clients may not benefit from, or may even resist, group settings. In such cases, 

one-on-one cathartic work is more appropriate — it allows for a more tailored, 

emotionally safer environment, especially for those whose trauma history involves 

shame, secrecy, or interpersonal mistrust. 

 Family-based Catharsis: 

Here, the therapeutic work unfolds in the presence of family members. This is 

particularly effective when the emotional strain is relational or when the family 

system itself plays a role in the psychological conflict. Done well, it can foster mutual 

understanding, emotional repair, and a shared path toward healing. 

 Narrative Catharsis – Storytelling: 

Sometimes catharsis doesn’t come from deep analysis or dramatic disclosure. It 

emerges more naturally — as people recount stories of stress, loss, or fear to close 

friends, partners, or colleagues. Even when listeners haven’t lived through the same 

events, the act of telling one’s story — in a safe, familiar setting — can itself be 

powerfully relieving. It helps organize experience, and gives shape to emotions that 

had previously felt chaotic.(Saayma, 2005, p.129) 

4. Psychological Benefits of Emotional Catharsis 

Why does catharsis matter? Because holding everything in is rarely a long-term strategy. 

Over time, repressed emotion builds up like internal pressure — and when that pressure 
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reaches its limit, something breaks. Emotional catharsis allows for controlled release, before 

collapse. 

Some of the key benefits include: 

 Alleviation of internal repression, which helps prevent psychological “explosions” 

or the breakdown of personality structure under prolonged stress. 

 Release of emotional tension — often experienced as a kind of emotional “opening” 

or unburdening. 

 Reduction or disappearance of neurotic symptoms, especially when the emotional 

root of those symptoms is finally brought to light and discharged. 

 Lifting the psychological load — what psychoanalysis sometimes calls the “affective 

charge” tied to early memories, unconscious conflicts, or unresolved trauma. The 

psyche can only carry so much before it starts to crack under the strain. Catharsis 

gives the system breathing room. 

(Zahran, 2005, p.144) 

5. Some Models of Emotional Catharsis in Clinical Use 

Several structured models have been proposed for implementing catharsis, especially in 

trauma-informed settings. Here are a few of the more prominent ones, often used in crisis 

interventions and post-traumatic care. 

a. Mitchell’s Seven-Stage Model 

This widely used model walks the participant through a sequence of emotional unpacking: 

1. Introductory Phase – Setting goals, clarifying expectations, establishing 

confidentiality. 

2. Facts Phase – The patient recounts the actual event(s) in a descriptive way. 

3. Thoughts Phase – Exploration of thoughts and appraisals during or after the event. 

4. Reaction Phase – Expression of physical and emotional reactions to the incident. 

5. Symptoms Phase – Discussion of any physical or psychological symptoms that 

followed. 

6. Teaching Phase – Introduction of coping strategies and psychoeducation. 
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7. Closure Phase – Review of what has been shared and learned, preparing to end the 

session. 

b. The Multi-Stressor Catharsis Model 

This method is designed for situations involving multiple layers of psychological stress. It 

progressesthrough four stages: 

1. Opening the Session – Introducing the purpose, building rapport, initiating 

expression. 

2. Emotional Exploration – The client is encouraged to describe their emotional 

reactions to the event(s). 

3. Coping Strategy Identification – Discussion of both adaptive and maladaptive 

coping mechanisms. 

4. Post-Event Reflection – Wrapping up with a focus on present and future wellbeing. 

c. Dyregrov’s Eight-Phase Model 

Dyregrov’s model is more elaborate, often used in post-disaster mental health work. The 

eight stages are: 

 Orientation and Planning 

 Expectations 

 Decision-Making 

 Sensory Impressions 

 EmotionalResponses 

 Normalization 

 Adjustment and Coping 

 Termination 

Each step is structured to help the individual slowly transition from raw experience to 

processed reflection, often within a group context. 

d. Raphael’s Emotional Debriefing Model 
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This model, also structured around eight phases, focuses on trauma narratives and their 

meaning: 

1. Introduction 

2. Pre-Event Context 

3. Event Experience 

4. Positive Dimensions 

5. Negative Dimensions 

6. Social and Relational Aspects 

7. Emotional Articulation 

8. Emotional Release and Closure(Ahmed, 2008, p.107) 

 

 

 

 

 

Lecture Five: Transference and Countertransference 

Lecture Outline 

Introduction 

1. Definition of Transference 

2. Forms of Transference 

3. Definition of Countertransference 

4. Functions and Clinical Uses of Transference 

Introduction 

In any therapeutic setting — or really in any human relationship — there’s always a kind of 

mutual involvement. The therapist, no matter how skilled or experienced, is never a 
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completely neutral observer. That’s a useful ideal maybe, but in practice, the analyst brings 

their whole self into the room. Their own subjectivity is present, even if subtly, and it interacts 

with the subjectivity of the patient. Every response, every gesture — even silence — carries 

meaning and becomes part of what shapes the analytic field. 

The therapist can’t afford to overlook this. In fact, they need to be actively aware of how their 

own psychic material engages with that of the patient. It’s through this awareness — through 

reflecting on their own reactions and the unfolding interaction — that deeper understanding of 

the patient becomes possible. What we call transference is at the heart of this process. 

And here’s something important: everyone, consciously or not, brings their past into their 

present relationships. It’s not just memory — it’s lived history, emotional patterns, deeply 

rooted expectations. These don’t just sit quietly in the background. They surface, often 

powerfully, in the way one person relates to another. Transference is one of the ways the 

unconscious reveals itself — not in isolation, but in connection with the other. 

Historically, the term transference (or Übertragung in German) first entered psychoanalytic 

language in a clear and formal sense with Freud’s 1905 case study of Dora.  

Note 1:But the concept predates this. Its roots go back to the clinical work of Breuer and 

Charcot — especially Charcot, who had already noted, as early as 1895, the strange way in 

which certain emotional responses in patients seemed to repeat themselves within the 

therapeutic encounter, as if something from earlier life were being replayed. 

In fact, Freud, writing to his confidant Wilhelm Fliess in 1900, remarked — with some 

frustration — that the persistent unfinished nature of analytic work seemed to be tied to the 

force of transference itself. He was beginning to realize that what happened between patient 

and analyst wasn’t just background noise. It was the process. Or at least a major part of it. 

Definition of Transference 

Transference — sometimes referred to as displacement or projection — is the process through 

which unconscious emotions, desires, or early relational patterns are reactivated and 

redirected toward the therapist. These feelings are experienced as though they genuinely 

belong to the present therapeutic relationship, even though they originate elsewhere, typically 

from early childhood (Freud, 1905/1953). 

This projection isn't intentional; it operates beneath conscious awareness. In fact, it’s precisely 

because the patient is unaware of this displacement that transference holds such diagnostic 
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and therapeutic value. Through it, repressed drives and unresolved conflicts can resurface in 

ways that are observable and, eventually, analyzable (Abbas, 2005). 

The intensity of transference tends to be proportional to the degree of repression. The more 

instinctual energy is denied expression in consciousness, the more powerful its appearance in 

transference dynamics (Fenichel, 1945). As Lagache (1951) observed, when patients cannot 

recall, they often act — re-enacting earlier dynamics with the analyst much like a child 

unconsciously repeats interactions with parental figures. 

Fenichel (1945) emphasized this idea as well: the patient, in essence, misreads the present 

through the lens of the past. Transference thus becomes a kind of perceptual distortion — the 

patient relates to the analyst not as they truly are, but as though they were someone significant 

from their earlier relational world. 

Freud (1905/1953) himself suggested that transference is less a return to literal historical 

events and more a reactivation of unconscious fantasies (fantasmes) and prototypes. What 

surfaces is not necessarily a concrete memory but rather the emotional tone and structure of 

prior experiences. 

Note 2:Laplanche and Pontalis (1973) defined transference as a relational context in which 

repressed desires are revived and enacted in connection with a new object — typically, the 

analyst. This enactment is shaped by unconscious mechanisms like repetition and 

displacement. As a result, earlier psychic configurations resurface as though they were part of 

current reality. 

In this sense, the therapeutic setting becomes a sort of stage — not theatrical, but deeply 

affective — on which the patient relives, reshapes, and eventually works through inner 

conflicts that may never have had full expression until now. 

Note 3: Freud’s Early Observations on Transference 

Freud was particularly interested in the nature of the human relationship that unfolds between 

therapist and patient during the analytic process. One of his key observations was that patients 

often develop emotional reactions toward the analyst — sometimes affectionate, sometimes 

hostile — that seem, on the surface, unprovoked or out of proportion. The analyst, after all, 

has no prior history with the patient, no previous personal connection to explain such 

reactions (Fahmy, 1967, p. 349). 
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What Freud proposed was that these emotions are actually displacements — they belong not 

to the analyst, but to significant figures from the patient’s earlier life. The analyst, in effect, 

becomes a stand-in. These reawakened feelings, once directed toward parents or caregivers, 

are now projected onto the therapist. Freud termed this phenomenon transference, or more 

precisely in some contexts, emotional transference. 

This is part of what makes the therapeutic setting so uniquely valuable: it becomes a space in 

which deeply buried emotional patterns can re-emerge and be observed, interpreted, and, 

ultimately, worked through. Sometimes these patterns show up quite openly — a patient 

might voice boredom, anger, or even contempt. Other times, the signs are subtle — a missed 

appointment, sarcasm, or a sudden withdrawal may all serve as indirect expressions of 

transference that the analyst is trained to detect (Fahmy, 1967). 

Note 4: The Instinctual Basis of Transference 

The roots of transference lie in the realm of repressed instinctual energy — what Freud called 

libidinal drives. Not all desire reaches maturity or finds fulfillment in real-life relationships. 

Much of it remains unconscious, and some of it becomes locked into internal fantasy 

structures, or fantasmes, that shape the way a person experiences and repeats emotional 

dynamics (Abbas, 2005, p. 190). 

Because of this, we all carry within us certain stable templates — patterns of love, hate, 

longing, fear — that we unknowingly replicate. Transference is one of the primary ways these 

templates surface. The patient may unconsciously re-enact previous relational scripts — same 

emotional tone, similar relational positions — within the therapeutic frame. These repetitions 

aren’t accidental. They reflect something unresolved, something that wasn’t fully lived, or 

perhaps not even understood, when it first happened. 

This is why, in the analytic setting, transference is not just a distortion — it’s also a key. A 

gateway to the inner architecture of the patient’s emotional world. And understanding it can 

open a path toward meaningful psychic change. 

Forms of Transference 

The way a patient positions themselves toward the analyst often has its roots in unconscious 

parental images — traces of earlier emotional conflicts, attachments, or traumas. Essentially, 

the patient’s present stance is informed by the role they once played within the family system. 

That role, and the feelings bound up with it, get projected onto the analyst. 
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Hence, the patient typically does not perceive the therapist as a real, separate individual. 

Instead, the therapist is seen as an echo or reflection of certain childhood fantasies. 

Sometimes this involves identifying the therapist with the image of a father, mother, or sibling 

figure, viewed either positively or negatively. It may also manifest as a projection of the 

patient’s own sexual or aggressive impulses, which were never fully acknowledged. 

Freud highlighted how the patient’s relationship to parental figures is re-enacted within the 

transference. Here, we see all the push and pull of instinctual conflict. He distinguished two 

main types: positive transference and negative transference. The first involves tender feelings, 

while the second reflects more antagonistic or hostile emotions. 

 Positive Transference can take the form of overwhelming erotic attraction, or a gentler, 

more childlike adoration. It might also present as an idealized friendship, or even a 

crude sexual fixation. In all such cases, the patient is essentially reliving part of their 

libidinal history, only now directed at the therapist. 

 Negative Transference, on the other hand, stems from more adversarial or persecutory 

relational patterns. Feelings of suspicion, resentment, or distrust emerge — fueled by 

older fantasies and beliefs about being controlled, rejected, or harmed (Abbas, 2005) 

Note 6: 

Transference is a repetition or reactivation of the past. It is a kind of distortion in time, where 

drives, emotions, and defenses that were once linked to a past figure are now transferred to a 

present one. It is an unconscious phenomenon and can be experienced in the form of 

emotions, instinctual drives, fears, obsessive illusions, attitudes, images, wishes, and defenses 

against those emotions and drives. (Dossouqi, 2010, p. 492). 

Countertransference – A Working Definition 

It’s not uncommon for the therapist to experience emotional responses that aren't quite part of 

the “official” therapeutic framework. These reactions — which may seem disproportionate or 

oddly specific — are often rooted in the therapist’s own unconscious history. We call this 

countertransference. It's when the therapist, maybe without fully realizing it, starts responding 

to the patient not just as a professional would, but with feelings that actually belong elsewhere 

— from their own past relationships or unresolved inner dynamics. 

Now, there are a couple of ways analysts are trained to handle this. One is through personal 

analysis. Most schools of psychoanalysis insist the therapist goes through their own analytic 
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process — not just as a formality, but because without some insight into their own 

unconscious material, they’d struggle to distinguish what's “theirs” from what belongs to the 

patient. The second way is supervision. Ideally, therapists regularly present their cases to a 

supervisor — someone who can help them spot when they’re slipping into 

countertransference and talk it through before it starts interfering with the treatment. 

In practice, what this looks like is —for example, a patient reminds the therapist (without 

meaning to, of course) of someone significant from their earlier life. It might be a parent, a 

rival, a sibling. The therapist may suddenly feel overprotective, defensive, irritated, or even 

unusually admiring — and if they’re not aware that these feelings are coming from their own 

internal world, it can affect the neutrality of the process. For instance, they might avoid a 

particular topic, become too accommodating, or, the opposite, too confrontational. That’s the 

danger with countertransference — it clouds the space of analysis if it’s not being worked 

through.(Tawfiq, 2006, p. 101) 

Functions of Transference 

There’s more than one way to approach the function of transference in psychoanalysis, but 

broadly speaking, the views tend to fall into two main camps. 

First — and this is a position seen quite often — transference is regarded as a form of 

resistance. That is, a kind of defense mechanism that emerges precisely when unconscious 

drives are on the verge of surfacing. Instead of allowing these drives to become conscious, the 

psyche redirects them toward the analyst in symbolic form. In this view, transference serves to 

block insight — it’s a way for the unconscious to keep its material hidden, even while 

appearing to engage. 

But then, there’s a second — and, for many, more clinically productive — way of looking at 

it: transference, rather than just being resistance, actually offers the analyst an opening. It 

allows the unconscious to reveal itself, not directly, of course, but through displacement — 

through repetition, emotional tone, symbolic enactment. In this framework, transference 

becomes a key tool in accessing repressed material. The patient, often without intending to, 

starts to replay core relational patterns from early life. They reveal their object relations — 

whether affectionate or hostile — and the defenses they’ve built around them. The analyst, in 

turn, can begin to trace back to the early conflicts, the fixations, the internalized figures that 

continue to shape the patient’s present.(Abbas, 2005, p. 196) 
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Lecture Six 

Interpretation Technique 

Outline: 

– Introduction 

– 1. Interpretation Technique 

Introduction: 

It is both reasonable and expected that the psychoanalyst—or, more broadly, the 

psychotherapist—will assist the patient in recognizing and making sense of the emotional 

traumas and the unconscious or even partially conscious conflicts that manifest in various 

areas of the patient’s life. One of the key means by which this is done is through 

interpretation. 

1. Interpretation Technique: 
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At certain points during therapy, some material comes up—memories, thoughts, or emotional 

reactions—that simply doesn’t speak for itself. That’s where interpretation comes in. It’s 

about helping the patient grasp what isn’t immediately clear, or put differently, making sense 

of what was left unsaid or misunderstood. Sometimes it’s about filling in gaps, catching 

what’s been forgotten, or drawing out the deeper meaning behind something that, on the 

surface, might seem minor or even random. In other words, it is reading between the lines.  

For it to work, interpretation needs to be solid—it should be coherent, rooted in theory, and 

most importantly, said in a way that the patient can actually understand. That includes the 

language used. Not jargon for its own sake, but something that resonates with the patient’s 

lived experience. 

Now, not all interpretation is verbalized. Sometimes the therapist just notices something and 

keeps it to themselves—for now. That kind of internal or “silent” interpretation can be equally 

important, especially in shaping how the therapist approaches the broader treatment plan. 

Interpretation might touch on a number of areas—how the patient interacts with the therapist, 

what comes up during free association, presenting symptoms, behavioral patterns (past and 

present), how they behave in and outside of sessions, how they relate to others, and so on. 

Life goals, values, lifestyle… it’s all relevant. The therapist uses interpretation to help the 

patient shift perspective: to see old experiences differently, to feel differently about 

themselves, to behave in new ways. It's also central in helping patients work through inner 

conflicts, reduce anxiety, open up their thinking, and re-engage in the therapy process. 

Sometimes it’s even about showing the patient that progress is possible—that something is 

changing. 

A good interpretation tends to have a perceivable effect. Maybe the patient becomes less 

anxious, less defensive. Maybe they approach a problem with a bit more clarity. Or they bring 

in new material, a fresh angle. That said, not all interpretation helps. A partial one, one that’s 

only half-right, can be confusing. And a flat-out wrong interpretation can actually do 

harm.(Zahran, 2001, p.193) 

It’s worth emphasizing: the quality of an interpretation depends heavily on the amount—and 

the kind—of information the therapist has. It takes experience and clinical judgment to sift 

through the patient’s material and make connections that are both accurate and meaningful. If 

the interpretation is based on too little, it’s just guesswork. The point is to link everything 

back to the patient’s overall personality and their actual lived context. Patterns in their life, 
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their environment, the relationships that shaped them. And ideally, you try to explain as much 

as possible using as few speculative assumptions as possible. 

There’s also the question of timing. When should you offer an interpretation? That depends. 

You’ve got to sense whether the patient is actually ready for it—ready to hear it, absorb it. A 

premature interpretation, especially if the therapist is in a hurry to see progress, can backfire. 

It might scare the patient off, trigger resistance, or make them feel misunderstood. 

Some interpretations need to be returned to over time. The patient might not be ready to take 

them in all at once. And that’s fine. Often, these are emotional truths more than cognitive 

ones—they need to be processed not just intellectually, but emotionally. 

Another thing: interpretation has to fit. Not too deep, not too shallow. It has to meet the 

patient where they are. And you don’t drop a whole bunch of interpretations at once. It should 

be done in small steps. In doses. And even how the therapist moves or speaks—are received 

as interpretations too, whether intended or not.(Zahran, 2001, p.194) 

 

 

 

 

 

 

 

 

Lecture Seven 

PsychotherapiesInspired by Psychoanalysis – PIP 

Les psychothérapies d’inspiration psychanalytique 

Lecture Outline: 

 Introduction 

1. Definition of psychotherapies inspired by psychoanalysis 
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2. Proponents of the psychodynamic approach 

3. Characteristics and distinguishing features compared to classical psychoanalysis 

4. Phases of treatment 

Introduction: 

Freudian psychoanalysis in general—and classical analytic therapy in particular—have faced 

waves of crises and internal rifts, varying in intensity and in the degree to which they diverged 

from the framework Freud had originally laid down. Out of these tensions emerged what 

came to be known as psychoanalytically inspired psychotherapies (or psychodynamic therapy, 

which is the more commonly used term nowadays). 

Psychodynamic psychotherapy spans a wide array of practices. Some of these are viewed by 

authors as adaptations or evolutions of classical psychoanalysis itself, while others have taken 

on a more directive tone and structure. These methods originally developed in response to the 

specific clinical needs of patients with severe or limiting conditions. This umbrella term 

includes long-term therapies, short-term formats, and psychoanalytic treatments adapted for 

children. 

The distinction in duration is often tied to the nature of the client population, as several 

comparative studies have illustrated. 

Defining Psychoanalytically-Inspired Psychotherapies 

Therapies inspired by psychoanalysis are essentially a broad family of therapeutic models that 

rely, in one way or another, on Freud’s foundational theory of the mind. These approaches 

were expanded and reworked by different analysts over the 20th century, and they still lean on 

the same core assumptions—about unconscious conflict, internal drives, childhood 

experience—but they don’t operate within the strict structure of classical analysis. 

These therapies—sometimes grouped under the label psychodynamic—differ from Freudian 

analysis in terms of structure and flexibility. The goal is usually to help the patient gain 

insight—yes, to become more aware of what’s going on internally—but not necessarily 

through five sessions a week on the couch. The frame is lighter. Some techniques are still 

central: free association, emotional catharsis, interpretation, the analysis of transference. But 

here, the therapist tends to be more active, more present, and the process more adaptive to the 

patient’s needs. 
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In practice, psychodynamic therapy focuses on working through unconscious conflicts by 

helping the patient reflect on defense mechanisms, affective patterns, inner tensions—

whatever they might be—usually as they come to the surface in the relationship with the 

therapist. It's in that space, often interpersonally charged, that buried feelings, memories, and 

patterns can be lived out again, sometimes without the patient realizing it at first. 

Cochrane and colleagues defined this type of therapy as a sequence of sessions led by a 

trained therapist, ideally supervised, and based on a psychodynamic or psychoanalytic model. 

They describe it as involving several strategies—exploration, supportive work, and 

interpretive interventions among them. It might be less rigid than analysis, yes, but for the 

work to qualify as psychodynamic, it needs to include a sustained focus on transference. That 

is, it should consider how the patient’s unconscious emotional history plays out in the therapy 

relationship itself. Otherwise, you lose the analytic dimension that gives this kind of work its 

distinctive depth (Mokheimer& Rizq, 2015, p. 238). 

Proponents of the Psychodynamic Approach 

(Neo-Freudians and Related Thinkers) 

In the wider literature of psychology, you’ll sometimes encounter the term neo-Freudians. It 

typically refers to scholars who, while anchored in Freudian thought, eventually struck out in 

new directions. Some were Freud’s own contemporaries; others came along a bit later. The 

key thread is that they found a certain value in psychoanalysis but took issue with parts of 

Freud’s theory, particularly the heavier emphasis on sexual drives as the main engine of 

human behavior. Instead of rejecting the entire psychoanalytic system, though, they reshaped 

it—keeping what they believed worked and discarding or modifying the rest, ultimately 

creating their own distinct psychotherapeutic perspectives. 

Now, these neo-Freudians aren’t all the same. One group—figures like Alfred Adler, Carl 

Gustav Jung, and Otto Rank—cut ties with Freud in a fairly pronounced way, distancing 

themselves from his libido theory as the central explanation for mental disorders. Adler, for 

instance, focused more on individuality and the pursuit of power, whereas Jung explored the 

collective unconscious and archetypes. Rank had his own unique trajectory, highlighting the 

role of birth trauma and creativity, among other factors. 

There is also another subset of neo-Freudians who diverged less dramatically from Freud’s 

original ideas. They still recognized the importance of unconscious processes and early 

development, but turned their attention to social and interpersonal variables—areas Freud 
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tended to downplay. Karen Horney, for example, emphasized cultural and societal factors 

shaping personality. Erich Fromm brought in broader social critique, focusing on how society 

and history affect human needs. Harry Stack Sullivan zeroed in on interpersonal relations as 

the core framework for understanding mental health. 

Meanwhile, other analysts developed what we now know as ego psychology and object 

relations theory. Anna Freud and Melanie Klein come to mind. They each expanded on 

Freud’s work but concentrated heavily on the child’s developmental stages, defense 

mechanisms, and the mother–child relationship. Then you get thinkers like Donald Winnicott, 

who dealt with the “good enough” mother and the transitional object, and other theorists who 

examined non-sexual aspects of object relations and the ways the self emerges through 

relational contexts. (Kafafi et al., 2010, p. 137). 

Key Features of Psychodynamic Therapies – Compared to Classical Psychoanalysis 

Psychodynamic therapies—sometimes referred to as contemporary analytic approaches—tend 

to be more flexible in structure than Freud’s original model. And this flexibility shows up in a 

few important areas. 

First, session frequency and duration. Instead of the traditional four or five sessions a week 

you'd find in classical analysis, here it’s more like one or two. And the sessions aren’t as long 

either—typically 30 to 45 minutes.  

Then there's the therapeutic setting itself. Psychodynamic work is usually done face to face. 

So, the patient and therapist are in a kind of shared space—relational, responsive. It’s not the 

classic image of the analyst sitting silently out of view while the patient lies on a couch. Here, 

the therapist might speak more, might intervene when something needs clarification or when 

an emotional moment calls for support. It’s still rooted in free association, yes, but with a 

touch more interaction. Some call it “semi-directive,” though that depends on the style of the 

therapist. 

Treatment duration is another point of divergence. Psychodynamic therapy is time-limited 

compared to classical analysis. It might run for eight months, maybe a year or two.  

2. Therapeutic Aim 

The therapy aims to: 

 Reach into the unconscious but also address a conflict that is current and time-limited, 

or a story the client (examinee) narrates in the present. 
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 Help the client solve immediate problems and resolve conflicts or disorders without 

entering the full depth of classical analytic therapy. 

 Enable the patient to take hold of their unconscious life, in the sense of: 

o Reconciling with themselves. 

o Freeing the internal resources that have sometimes been repressed or stifled—

at times unknown altogether. 

o Guiding the patient to find a hidden meaning behind symptoms, for a better 

adaptive psychological process. 

o In other words, understanding the origin of a particular disturbance, so the 

patient can reach the best possible adaptive outcome through the disappearance 

of those conflicts. 

3.3. Therapeutic Interventions 

Therapist interventions are: 

 Early, active, and frequent. 

 Aimed at minimizingresistance. 

 Less strictly neutral, to avoid deep regression in the patient—thus preventing potential 

frustration and maintaining control over the spatial and temporal structure of therapy. 

 Designed to steer away from lengthy or intense transference. The therapist does not 

encourage the relationship to escalate into a full-blown transference neurosis (Kafali et 

al., 2010, p. 202). 

Beyond these modifications, the therapist still follows the same core rules of classical analytic 

therapy. Chief among these principles is: 

Benevolent neutrality. 

In most situations, because the patient invests the therapist (or psychologist) with a sense of 

absolute power, the patient expects quick answers to the questions unearthed by the clinical 

interview. Essentially, they want the therapist to hand them a solution. However, the key to 

solving these problems—and loosening the underlying conflicts—lies in the patient’s capacity 

to uncover what is knotted, fixed, or rigid inside them. It also depends on their willingness to 
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engage in the therapeutic relationship, which can be both encouraging and stimulating, yet 

painful and frustrating. That stance is what we call “benevolent neutrality.” 

Freud once compared the neutrality of the psychoanalyst to a surgeon’s approach: setting 

aside personal emotions (even compassion) in order to carry out the procedure according to 

professional guidelines. This rather strict interpretation led some of Freud’s followers to speak 

of “benevolent neutrality” instead, reducing the impression that empathy must be excluded 

entirely. In practice, it’s not about the therapist being either overtly kind or cold—it’s about 

empathic understanding, meaning the ability to step into the patient’s emotional world and 

grasp their feelings. 

Benevolent neutrality is thus a subtle, complex alliance that allows the patient to project their 

fears, fantasies, or conflicts, without the therapist being either too distant or too intrusive. This 

does not mean the therapist feels nothing for the patient. They are, in fact, attentive to what 

they experience internally during the session—perhaps irritation, sadness, or aggression—but 

they are careful about how and when to reveal it. 

Maintaining benevolent neutrality means avoiding both coldness and overfamiliarity in the 

therapeutic exchange. 

 The therapist is not permitted—following these principles—to disclose personal 

opinions or pass judgment during the session, nor to advise the patient directly on 

what to do. 

 Abstinence, strict confidentiality, and avoiding immediate advice or encouragement 

are central guidelines. 

 There should be no direct pronouncements of judgment or quick suggestions, hints, or 

solutions. 

 The method relies heavily on free association. 

These measures help preserve the therapeutic space so the patient can discover, rather than 

merely receive, the changes and insights needed for a more integrated and resolved psychic 

life. 

Now, as for the theoretical framework—this remains aligned with the foundations of classical 

psychoanalytic therapy. That is, the core concepts introduced by Freud and then expanded by 

later analysts throughout the 20th century are still very much at play here. These concepts 
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aren’t just historical artifacts; they continue to shape how psychodynamic clinicians 

understand psychic functioning and pathology. Let’sbrieflywalkthroughsome of the key ideas: 

 The Unconscious: This is perhaps the most defining construct in psychoanalysis. The 

unconscious isn’t simply what we forget—it's a structural dimension of the psyche that 

we know nothing about directly. It operates independently of conscious awareness and 

has tremendous influence over what we say, do, and even think. It's the wellspring of 

internal conflicts, of wishes and fears that get expressed in subtle and not-so-subtle 

ways. Such as slips of the tongue, forgetting names or appointments, failed actions, 

dreams, neurotic symptoms, psychosomatic conditions—these are all, in one way or 

another, signposts pointing back to unconscious material. 

 Sexuality: And here, Freud was very specific—not just adult sexuality, but childhood 

sexuality as well. It’s central to understanding psychic development and internal 

conflict. It’s not just about acts or desires, but about how the libido (psychic energy) 

becomes invested in people, ideas, fantasies over time. 

 Patient History: The patient’s unique life story—and especially their early childhood 

experience—remains critical. It's not just background detail. It’s what gives meaning 

to the person’s current suffering. Unpacking their early relational patterns often helps 

us understand the shape of their present-day symptoms. 

 The Symptom (or “the Symptomatic Presentation”): From a Freudian view, a 

symptom isn’t just something to get rid of—it’s actually a kind of failed attempt at a 

solution.  

 The Oedipus Complex: Freud saw this as the central organizing conflict of early 

development. It’s a key to understanding libidinal growth and personality structure. 

Through it, the child negotiates desire, prohibition, rivalry, identification… The stages 

Freud outlined—oral, anal, phallic, and genital—each reflect how libido evolves and 

how early conflicts get structured (Mokheimer& Rizq, 2010, p. 336). 

4. Phases of the Therapeutic Process 

4.1 – Clarifying the Origin and Autonomy of the Request 

Before anything meaningful can begin, the therapist needs to understand where the request is 

coming from—and whether it truly belongs to the person sitting in front of them. This is more 

nuanced than it sounds. Sometimes the individual comes willingly; other times, they’ve been 

referred—or even pressured—by a parent, a school official, a supervisor, a partner, etc.  
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4.2 – Setting the Frame: Time, Space, and Method 

Once the origin of the request is somewhat clear, we move toward defining the therapeutic 

frame. This includes laying out logistical basics—session frequency (usually once or twice a 

week), length (typically between 30 and 45 minutes), and setting (which should be consistent, 

private, and protected). But we’re not just setting a schedule—we’re introducing the patient to 

the “rules of the game,” so to speak. That includes how the work unfolds: the expectation of 

free association, the effort to link current difficulties with past experiences, and the idea that 

solutions aren’t imposed from outside but emerge—gradually—through the process itself. 

This early phase—often referred to as the preliminary sessions—is when therapist and patient 

begin to sketch the outlines of the therapeutic relationship. The therapist gets a sense of the 

person’s history, defenses, symptomatic logic, emotional tone.  

4. The Therapeutic Alliance 

In clinical work, one of the cornerstones—some might say the actual engine—of 

psychotherapeutic progress is the therapeutic alliance. What we mean here is the trust and 

collaboration that must exist between patient and therapist. Without it, not much else moves. 

It’s not just about liking one another—it’s a deeper sense of emotional safety and mutual 

engagement. 

The therapist, ideally, conveys warmth, genuine concern, and the kind of empathic attunement 

that lets the patient feel heard. Not just listened to, but heard. This isn’t abstract—it’s felt in 

the small things: tone of voice, gaze, pacing. The patient, in turn, begins to experience the 

encounter as a space where they can speak openly, where their emotional reality won’t be 

dismissed or misunderstood. This is where therapeuticworkreallybegins (Ridouane, 2009, p. 

268). 

4.4 The Therapeutic Relationship and Process 

Now, for the process to unfold productively—and for the relationship to deepen—it’s not just 

about being nice or attentive. The space must be emotionally safe, yes, but also structured 

enough to support real exploration. 

 The interview room matters. It should be neutral, quiet. Free from external distractions 

or internal threats. The patient needs to feel secure to venture into vulnerable terrain. 

 The therapist’s listening isn’t passive. It’s observant, tuned in to speech and silences 

alike. How does the patient enter the room? Sit down? Gesture? There’s a kind of 

clinical attentiveness at play here that spans verbal and nonverbal registers. 
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In practice, this involves four levels of attentional focus: 

1. Looking at the patient: observing behavior, verbal content, tone, affect. 

2. Looking with the patient: entering, through listening, into their subjective world. 

Trying to seewhattheysee. 

3. Looking at oneself as therapist: tracking your own interventions—when and how 

you're steering the process. 

4. Looking within oneself: monitoring the emotions, fantasies, and countertransference 

responses that emerge during the session. 

The aim, always, is to create space for the patient to speak freely—to voice their emotions, 

conflicts, dreams, even fragments of thought. These elements, when allowed to surface 

without censorship, can begin to link to unconscious fantasies and patterns. 

Remember, these fantasiesaren’t idle daydreams. They are psychic scenarios where 

unconscious desire finds a stage. The therapist doesn’t interpret everything immediately. 

Interpretation comes later, if at all, and when it does, it must emerge from the flow of the 

dialogue, not be imposed on it. 

Even before that, though, the mere act of speaking—verbal expression itself—can be 

therapeutic. There’s something inherently healing in articulating what has remained inchoate, 

unspoken. The words organize the experience. (Ridouane, 2009, p. 270) 

Another point—clinical interviews aren’t about diagnosis alone. They’re about lessening 

emotional distress, helping the patient grasp what’s happening to them. That understanding, 

ideally, leads to more adaptive ways of living. 

Throughout, the therapeutic frame must be held. That includes regularity, confidentiality, and 

the basic rules of the encounter. It’s not just about interpretation. It’s also about containment. 

The therapist may intervene occasionally—asking a question, offering a reflection, using 

silence skillfully—but it’s all calibrated. Not to fill the space, but to open it. 

And because we’re working in a psychoanalytically informed frame, we’re always circling 

around the unconscious. We’re listening for past traces in present narratives. We’re tracking 

transference, even if we don’t interpret it explicitly. 
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It’s important here to differentiate. In full psychoanalysis, transference is central—it’s 

analyzed deeply and often. In psychodynamic therapy, especially in its brief or adapted forms, 

transference is acknowledged, sometimes even used, but not always analyzed in depth. The 

goal is to keep the focus grounded in the patient’s present functioning, not to reconstruct 

every psychic layer. 

Nonetheless, the therapist remains attuned. They notice the relationship dynamics, the shifts 

in tone, the emotional reverberations. And when the time is right, they may offer 

interpretations—or not. Sometimes, just witnessing is enough.(Ridouane, 2009, p. 274) 

Note 1 – Summary 

Psychotherapies inspired by the psychoanalytic method retain the theoretical foundation of 

classical analysis but have been adapted over time to allow for greater flexibility—especially 

in terms of session frequency. Typically, only one session per week is conducted. Another 

important shift concerns the treatment setting: the traditional analytic posture, where the 

analyst remains out of view, has often been replaced by a face-to-face format. This adjustment 

isn't arbitrary—it’s designed to reduce the intensity of transference phenomena and to keep 

the therapeutic focus grounded in the patient’s most immediate psychological concerns. 

These approaches also aim to minimize regression, particularly in individuals whose ego 

structure is either fragile or rigid. In these cases, pushing for deeper analytic work might not 

only be unproductive—it could destabilize the patient. That’s why this form of treatment is 

especially recommended for individuals struggling with anxiety disorders, personality 

disorders, psychosomatic symptoms, or so-called “borderline” states, where the psychic 

organization teeters between neurosis and psychosis(Zerouali, 2014, p. 313).  
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Lecture Eight  

Selected Models of Brief Psychoanalytic 

Psychotherapies 
Introductory Note 

The basic idea behind these approaches is fairly straightforward: the clinician actively 

employs focused techniques to address a central issue in a shorter time frame. These therapies 

are built around the notion of compressing the treatment timeline while still remaining 

grounded—at least loosely—in psychoanalytic theory and technique. The methods tend to 

center on a clearly defined problem and rely on more directive interventions. They're usually 

reserved for specific crisis situations or targeted psychological complaints where long-term 

analytic therapy isn't feasible—or frankly, necessary (Zerouali, 2014, p. 313). 

1. Some Key Models in Brief Analytic Therapy 

1.1 Focal Psychotherapy – Malan’s Model 

Malan’s approach starts from the premise that internal conflict—usually rooted in early 

childhood—is at the heart of the patient’s current difficulties. A vital phase precedes the 

therapy itself: the assessment. Here, the goal is to uncover the links between the current 
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conflict and a deeper, more primitive core conflict. Identifying early trauma, repeated 

relational patterns, or triggering life events allows the therapist to pinpoint what becomes the 

"focal conflict" of the work. Progress is largely dependent on how this conflict resurfaces in 

the transference relationship. The more clearly it plays out in the therapeutic dynamic, the 

more productive the work tends to be. 

1.2 Time-Limited Dynamic Psychotherapy – Mann and Goldman 

This model kicks off with two to four evaluation sessions where the clinician and patient work 

together to articulate the central issue and draft a therapeutic contract. They also set clear 

goals. Mann and Goldman incorporate traditional analytic techniques but within a highly 

structured timeframe—12 hours of therapy, broken down into weekly 30-minute sessions over 

24 weeks, or two sessions per week for six weeks.  

1.3 The Gilleron Approach 

This model focuses on short-term dynamic exploration, beginning with a series of semi-

structured clinical interviews. These early sessions aim to offer the patient a clearer picture of 

what psychological change might look like and how to get there. The outcome isn't always 

long-term transformation—it may simply be resolving the crisis that brought the patient into 

treatment or helping them formulate a clearer request for further work. 

1.4 Strupp and Binder’s Interpersonal Approach 

This model is strongly relational. It emphasizes narrative—how patients talk about their 

relationships—and breaks interpersonal dynamics into four strands: personal actions, 

expected reactions from others, actual reactions, and self-directed behavior.  

A Note on Standard Psychoanalytic Therapy 

Let’s briefly contrast with classical psychoanalysis. The backbone here is transference—

specifically, the projection of irrational feelings rooted in early relational conflicts onto the 

therapist. Freud described this as transference neurosis. As these feelings emerge, they often 

trigger anxiety, which in turn activates the patient's habitual defenses. Resistance appears—

silence, missed sessions, avoidance. And this resistance isn’t a nuisance; it’s data. It points 

toward the core conflict, the unresolved psychic material. 

The analytic work aims to gradually bring unconscious material to awareness and work 

through it. That takes remembering, repeating and some suffering. The endpoint, ideally, is 
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emotional autonomy: the patient no longer needs the analyst as a stand-in for unresolved 

parental figures and gains more flexibility in how they navigate internal and relational life. 

Technically, the structure is strict. The patient reclines on the couch; the analyst sits behind 

them, maintaining a neutral stance, refraining from giving advice or personal opinions. 

Sessions are timed—typically 45 minutes—and frequent, often three to four per week. 

 

 

 

 

 

 

 

 

Conclusion 

Some people find their psychological balance thrown off—often not because of a single 

cause, but due to a mix of overlapping factors. These can build up over time and lead to inner 

conflict, emotional strain, or behavior that no longer seems manageable. At that point, support 

becomes necessary—what we call psychological help, or more formally, psychotherapy. 

Psychotherapy itself hasn’t stood still. It’s changed a lot, especially in the last couple of 

decades. Research and clinical work have both moved forward, not just in terms of how we 

understand mental distress, but also in how we approach it therapeutically. Techniques have 

been refined, new forms developed, and older methods adjusted to fit different needs and 

contexts. 

That said, there isn’t—and probably never will be—one single method of psychotherapy that 

fits everyone or everything. Psychotherapy is rooted in theory. And different theories bring 

different tools. Each school of thought has its own approach, its own language, its own way of 

making sense of what people are going through. 

Among the earliest and most influential was classical psychoanalysis—founded by Freud. His 

ideas formed the base for an entire movement, and he drew from both his theory and his 

clinical practice to shape a set of techniques that are still in use today. These include things 

like free association, emotional catharsis, transference, and interpretation—tools used not 

for quick fixes, but to help individuals get to the root of their conflicts, make sense of their 

suffering, and move toward something like psychological integration. 
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