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ABSTRACT

The article explores the therapeutic relationship within the framework of
intersubjective constructivist psychotherapy, placing particular emphasis on the
metaphor of the two therapists. The authors illustrate how the therapist must
integrate two complementary roles: the front-facing therapist, directly engaged
in communication with the patient, and the back-facing therapist, who processes
meanings and procedures based on theoretical knowledge and emotional
insights. This model reflects the complexity of therapeutic work, which requires
a balance between empathic understanding, self-awareness, and technical
awareness. The therapeutic relationship is described as a safe intersubjective
space where the patient can reconstruct an integrated sense of self through the
recognition and legitimization of their dissociated experiences. The authors also
emphasize the importance of affective attunement and a holistic approach to
foster transformative change.
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That the fundamental factor determining the outcome of psychotherapies is the
therapeutic relationship is now a commonly shared view both in the scientific literature and
across major psychotherapeutic models. Although various approaches may differ, at least
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partially, in how they define its specific aspects, the essential components of the therapeutic
relationship are commonly described as the set of interpersonal dynamics and emotional
interactions that develop during the course of treatment within the setting. The setting
represents a highly particular space, different from any other in “ordinary life” that precisely
because it is limited in time and place, it can, if properly managed, be experienced as a safe
and trustworthy context in which the patient may explore and confront personal difficulties
together with an emotionally attuned other who is there with them.

During psychotherapy training, learning how to manage the therapeutic relationship is one
of the most challenging skills to acquire, as it involves not only a knowing how to do but also
a knowing how to be, that is, an attention simultaneously directed toward oneself and toward
the self-in-relation-to-the-other. A major difficulty that often arises in early experiences with
patients stems from the common tendency to focus on solving the patient’s problems and
reducing their suffering, while constantly wondering, “What should I do or say to be a good
therapist?”. This focus narrows the therapist’s attentional field to what is happening in the
relationship. Attention in mainly focused on oneself and one’s performance, limiting the
ability to listen to and understand the other not only in terms of explicit communication but
also with regard to the implicit meanings conveyed through tone of voice, prosody, and micro-
and macro-body movements. It is essential that the deductive processes involved in
constructing an understanding of what is happening are not narrow and linear, based on
highly selective attention focused on isolated aspects, but instead take into account
information gathered at different moments. Only in this way does it become possible to
achieve an integration of these elements and a holistic view of the patient, broader and more
open to potential changes.

The Therapeutic Relationship in the Intersubjective Constructivist
Perspective

The understanding of the therapeutic relationship from an intersubjective constructivist
perspective is described in detail in Modelli di psicoterapia (Cionini, 2013, pp. 181-184). We
will therefore limit ourselves to summarizing more briefly - and in bullet points - what has
already been written in that text, and then focus on the ‘metaphor of the two therapists,” which
is the main subject of this contribution. The fundamental aspects can be summarized as
follows:
the sharing of the conceptualization of transference and countertransference processes,
following intersubjective psychoanalysis (Atwood & Stolorow, 1984). These are no longer
viewed as projections of the past, but as phenomena of the present, co-created within the
ongoing, dynamic flow of communication between therapist and patient, and serving as a
valuable source of information about the implicit transactions occurring within the
relationship.

The concept of the relationship as that phenomenon created within the setting, in what Martin
Buber (1947) defined as The Sphere of Between that is, within the dimension of the “We”, an
intersubjective space that belongs neither to the I nor the Thou, but solely to the relationship
itself, in terms of complementarity.

The notion that the therapist must be constructed by the patient, over the course of therapy
and at a pace suited to the patient’s possibilities as a true attachment figure, a kind of secure
base in the sense of Bowlby (1988). The patient will tend to reproduce, within this relationship,
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the patterns of meaning attribution and the emotional experiences that characterize “in the
present” the relationships with their attachment figures.

The awareness that the therapist is not a neutral observer of what takes place in the setting,
since they participate in and co-determine it through their own subjectivity. It is therefore
essential that the therapist maintain constant attention to the feelings and action tendencies
evoked in them by the patient and to their effects on the interactive regulation of the
relationship (Safran & Muran, 2000). The therapist must therefore be sufficiently self-aware
and mindful of their own affective-emotional dynamics in order to be able to distinguish how
much of what they are feeling, in the here and now of the relationship, can be attributed
primarily to their own stereotyped ways of constructing experience, and how much to what is
occurring within the We of the relationship.

Given these premises, it is important to emphasize that, insofar as the therapist has
undergone an adequate period of personal work—both individually (personal psychotherapy)
and within the training group—their sensations and emotions (the countertransference
dimension) do not represent an obstacle but, on the contrary, potential sources of
understanding and sharing; an essential component of the relationship as a tool for change.

But in what sense, and how, can it be said that the therapeutic relationship represents the
primary instrument of the change process? To answer this, we must briefly look back at how
personal identity develops over time, beginning with the earliest interpersonal relationships.

The Confirmation of One’s Identity through Early Attachment Relationships:
The Affective Attunement

Research in Infant Observation (e.g., Beebe & Lachmann, 2002, 2014; Stern, 1985, 1998;
The Boston Change Process Study Group, 2010; Trevarthen, 1993; Tronick, 2007)
demonstrates that the co-creation of intersubjective experience begins from the very first
moments of life, through affective attunement between the infant and caregivers. The
synchronization processes between mother and infant constitute an early form of
communication already present during the prenatal phase, from about the fifth month of
pregnancy, mediated by hormonal changes in the mother’s body in response to stress, by her
tone of voice, heartbeat rhythm, and physical contact at least when fetal movements begin to
be felt (Santaguida & Bergamasco, 2024).

For an integrated sense of self to develop, the interactions between the infant and their
attachment figures must be coherent and meaningful, and the infant must feel recognized and
validated in their uniqueness and subjectivity. Emotional and affective experiences can then be
organized within a sense of unity and coherence of the Self, enabling the formation of a personal
identity, more or less integrated over time. (...) The lack of confirmation by attachment figures
of a child’s emotional states - especially intense ones - can lead the child to perceive certain
aspects of themselves as unacceptable, as they are neither welcomed nor represented in the mind
of the other, leading him to disowning his own affective states, to mistrust them and not represent
the reality of one’s own experience (Cionini, 2018).

The capacity of the child, and then of the adult, to make meaning of affective states, to
reflect on them, and to feel them as belonging to the self can thus be significantly
compromised, leading to the dissociation of unrecognized or unconfirmed states of the Self.

Dissociated memories are felt as not belonging to oneself because they are present only as
illegitimate sensations, sources of shame, not translatable into declarative terms, and
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accompanied by the feeling that there is something wrong with oneself as a person. These
dissociated parts of the Self have independent access to awareness, they cannot be activated
simultaneously, and thus cannot enter explicit conflict, since conflict presupposes the
coexistence of both parts (Bromberg, 1998, 2006, 2011). Some parts of the Self may function
effectively in everyday life, while others remain disconnected from consciousness. Dissociation
does not imply erasure of disconfirmed experiences from memory, but rather an emptying of
emotional content and a more or less temporary inability to reactivate them at the level of
awareness (Stern, D. B., 2003). Nonetheless, emotional contents remain stored in implicit
memory, influencing behavior and shaping ways of constructing present experience, even
without conscious awareness.

The Therapeutic Relationship as an Instrument of Change

As previously noted, the patient reactivates toward the therapist - as an attachment figure
-the expectations shaped within early relationships. Thus, the therapeutic relationship
becomes a potential field, an open space, within which it is possible to co-create the conditions
for a new and different intersubjective experience, distinct from those previously lived with
early attachment figures. During moments of meeting (Sander, 2006; Stern, 2004) and
emotionally intense moments (Beebe & Lachmann, 2002), a mutual recognition and sharing of
the patient’s sensations and needs can take place, allowing the patient to reconnect with the
dissociated states of the Self, legitimizing and confirming them.

When the therapist perceives and reflects the patient’s dissociated parts - mainly through
implicit attunement - these aspects become alive and real within the therapeutic relationship.
The validation of the truth of the subjective experience of dissociated states thus becomes the
core objective of therapy. In more advanced stages of treatment, contact with dissociated
sensations, beyond their validation, can stimulate associative processes that link modes of
being and feeling in the present to episodic memories and traumatic past events, so as to be
able to recognize them in their affective-emotional significance and acknowledge them in their
subjective reality.

Reconnecting with the dissociated memories of one’s past allows one to recall the feelings that
led to the construction of a self-image in terms of malice, guilt, and shame, in relation to not
having felt welcomed and validated by attachment figures. This process helps the individual make
sense of current symptoms and disturbing sensations, experienced as “absurd” or
“incomprehensible,” within present-day relationships. (...) Hence, what may be most
transformative is the possibility of seeing oneself reflected in the therapist’s eyes, being
intersubjectively recognized and confirmed, as did not occur in early relationships, so that the
sensations of the not-me state can be legitimized and become representable as parts of the Self
(Cionini & Mantovani, 2016, p. 58).

The Metaphor of the Two Therapists

The set of processes that the therapist must engage in while relating to the patient is
multiple and extremely complex, involving both implicit and explicit forms of knowing,
concerning both the patient and the therapist’s own internal experience.
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The set of processes that the therapist must engage in when relating to the patient is
manifold and highly complex, involving both implicit and explicit knowledge, both regarding
the patient and themselves.

What we have called the metaphor of the two therapists is an image meant to illustrate how,
in order to manage this complexity, different parts of the therapist must be simultaneously
active and tightly coordinated, integrating multiple processes keeping as much as possible in
mind both their own resources and the patient’s limitations and potential for change at every
stage of the therapeutic process.

We propose to imagine that, in conducting the session and in relating to the patient, the
therapist must dissociate into two parts/two roles that we define as the therapist in front (which
we will call T1) and the therapist behind (which we will call T2), who are in continuous
dialogue with each other. The first, T1, is the part that interacts directly with the patient -
through voice and body - while the second, T2, interacts only with himself, drawing upon
acquired knowledge regarding the patient’s characteristics and problems, as well as the
therapist’s theoretical background and procedural experience.

To better illustrate this metaphor, Figure 1 depicts three moments representing how the
two therapists strive to remain in reciprocal and continuous contact, coordinating their
specific functions throughout the therapeutic process.

In general terms, how can we describe the competencies that each of the two must bring
into play, in their continuous and mutual interaction, during the conduct of the session?

The first moment (M1) is when the therapist in front, allowing themselves to be permeated
by the patient’s communications, must make choices, focusing their attention on those
messages which, among all those received, have felt most meaningful and significant. An image
that we find particularly consistent with our representation of the therapist in front, in this
initial phase of conversational interaction, is the one offered by Hammer (1990) when,
describing his way of positioning himself with the patient, says: “my mental posture, like my
physical posture, is not one of leaning forward to pick up clues but of leaning back to let the
mood, the atmosphere come to me, to listen for meaning between the lines, to hear the music
behind the words; when one allows oneself to be carried along by the affective rhythm of the
patient’s session, one can perceive its tone and subtleties”.

SOR=0

Figure 1

Simultaneously (M2), the therapist in front and the therapist behind must interact,
coordinating their respective competencies in order to try to construct the meanings of what
has just occurred in the setting and to set a goal regarding how to continue the interaction with
the patient, taking into account their needs and possibilities at that specific moment.
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Therapeutic conversation is not only language and the alternation of speaking turns, but
also the ensemble of non-linguistic processes. Body posture, prosody, and gestures are vital
aspects of conversation that convey implicit meanings which, for this reason, are perceived as
more authentic and more truthful than words themselves (Cionini, 2015).

In the moment (M3), it is the therapist in front who (after taking, if necessary, the time
needed to construct their response) continues the interaction with the patient through words
(chosen and spoken with a specific prosody), facial expression, and body movements.

But, going into greater detail, let us see how the fundamental competencies and tasks to
which both therapists must simultaneously attend can be described and differentiated, starting
from T2.

The Therapist Behind

The therapist behind must keep in mind all the knowledge and understanding acquired
over time concerning the patient, gathered through the initial narration of the patient’s life
story, the subsequent professional construction (Cionini, 1996, 2013), and the integrations
derived from what has occurred across previous sessions; in summary, the current
construction of the patient’s characteristics and of their way of making sense of their present
and past experiences.

First of all, starting from the understandings and sensations received by T1, they should ask
themselves questions. They must inquire into which meanings they believe they have
understood - or not understood - from what has just occurred in the bodily and conversational
interaction with the patient (M1), and, based on that internal response, consider how they
think or feel it might be appropriate to continue the conversational flow at that specific
moment (M2).

Observe the structure of the patient’s verbal communication in the immediately preceding
conversational turn. For example, when the patient recounts an emotionally significant
episode from their recent or distant past, does the narration have descriptive characteristics
that allow observation of temporal links between external and internal events as they were
constructed moment by moment? Or, conversely, is the narration structured mainly through
the use of semantic labels or in the form of scripts (which prevent a clear understanding of its
meaning), thus making a re-narration (like a slow-motion replay) necessary, moment by
moment? Only in this way can it become possible for the patient to see themselves in the
episode, in the third person, and for the therapist to build an image of the narrated context
that allows them to enter, even visually, into the person’s history.

Which processes of meaning construction is the patient activating at this moment? To offer
only some examples: in their way of narrating, do they tend to distance themselves from their
emotional experiences, attempting to avoid excessive involvement and maintain a sense of
control? Are they speaking about themselves and their experiences in the third person, in a
generic way, minimizing their own feelings? Are they mainly using analogical reasoning
and/or irony, sarcasm, or humor to reduce emotional involvement? In other words, are their
experience construction processes primarily distancing? Or, conversely, are they using
communication that is emotionally charged, amplifying both positive and negative affects, also
through voice inflection and facial expressions? Do they express concern and a need for
reassurance and closeness? Do they show difficulty in organizing their narrative according to
the chronological sequence of events? Do they tend to engage the therapist by reducing
physical distance, leaning the body forward? In other words, are their experience construction
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processes primarily involving? Or have broad amnesias emerged within their autobiographical
memory regarding generally early life periods or, on the contrary, are they describing events
or traumatic experiences in a flat, affectless manner? Is their narrative frequently fragmented
and confused, showing difficulty in coherently connecting their experiences? Are they
speaking of sensations of detachment from reality with images such as “feeling inside a bubble
or separated from the world as if by a foggy glass”? While reconstructing traumatic memories,
have they expressed the fear that they might have invented them? In other words, do their
experience construction processes reveal a predominantly dissociative structure?

As McGilchrist states:

“At the level of experience, the reality we know is a synthesis of the work of the two cerebral
hemispheres, each endowed with its own way of understanding the world - its own ‘point of view’.
[But at the same time] this synthesis will rarely be symmetrical, and the world of which we
actually have experience, in phenomenal terms, at any given moment, is determined by the
hemisphere whose version of the world ultimately becomes dominant”, (McGilchrist, 2009, p. 44;
our translation from Italian edition)

another question that becomes important to ask, based on the characteristics of the narrative
and the overall set of bodily movements and expressions of the patient, is whether it is possible
to hypothesize that, at that moment in the session, the narrating hemisphere is predominantly
the left or the right one>

It is equally important to ask whether, while listening to the patient, the attention of T1, and
now of T2, has focused on specific aspects of the narrative which, when extrapolated from their
context, lead to excessively rapid construction of explanatory hypotheses connected to some
form of labeling; in other words, whether, out of a personal need for certainty, listening is
occurring mainly through the left hemisphere, which tends to engage in processes of
abstraction capable of re-presenting only conceptual copies of what already exists in the mind;
or, conversely, whether the right hemisphere is predominantly active, which can tolerate
uncertainty, to apply a broader and more flexible attention, and to construct possible solutions
by leaving them open while evaluating alternatives.

2McGilchrist (2009), as well as Schore (2019), emphasize that the two hemispheres, by virtue of their
different ways of directing attention to the world, construct fundamentally alternative versions of reality,
although both endowed with their own aura of authenticity and value.

In brief (and admittedly oversimplifying):

The left hemisphere can be described as the thinking brain, highly verbal and analytical, particularly
involved in conscious processing and in the intentional regulation of emotions, especially social
emotions. It is the dominus of cognitive strategies, holding a close-up and narrow focus on details that
allows it to map the world through the analysis of causal relationships among things and to construct
experience through more explicit, linear rational reasoning. It is specialized in the process of abstraction,
which it performs by extracting things from their context in order to categorize them. It is more self-
focused and oriented toward its own goals.

The right hemisphere directs a broader attention to the world and is capable of shifting more flexibly
from one task to another, performing frame shifts, and keeping different aspects of a problem in mind
in the search for a holistic perspective. Dreams, music, poetry, art, metaphor, and other creative processes
originate in the right hemisphere. It plays a fundamental role in the expression of emotions. It can both
analyze and utilize, in relationships with others, the nonliteral aspects of language, facial expressions,
vocal prosody, and bodily posture. Self-awareness, empathy, understanding others, and intersubjective
processes in general largely depend on the resources of the right hemisphere. At the same time, it is
responsible for implicit and automatic processes of evaluating one's internal state and bodily activation.
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In tuning in to and trying to understand the patient and their affective state, has T1 also
maintained an external gaze, keeping in mind the possibility of a collusive risk? Do the
sensations experienced during listening belong to what has just occurred within the We of the
relationship, or have they been influenced by personal needs and vulnerabilities (of which they
are not sufficiently aware) that were activated due to a perceived familiarity between their own
issues and those of the patient?

Finally, T2 must also evaluate - based on the calibration of the threat (Cionini, 2013) - what
might be most useful for the therapist in front to return to the patient in the next
conversational turn, and how to do so: with silence, a question, an affirmation, an association,
an image, or a metaphor? With which words, which prosody, and which body posture?
Beyond what will be explicitly expressed, which implicit messages does T2 consider useful for
T1 to convey, in the present moment of the relationship, through their subsequent
communication?

The Therapist in Front

As we have already stated, the therapist in front is the only one who can interact directly
with the patient, choosing to respond (in M3) in different ways according to the specific
characteristics of the person in front of them, the stage and progress of the therapeutic process,
what has just occurred in the interaction, and the sensations that have arisen from listening to
the patient’s words and observing their body. All these aspects have just been evaluated (in M2)
together with the therapist behind. On this basis, the therapist in front can decide what they feel
may be most useful to return to the patient, taking into account the patient’s needs and
possibilities at that particular moment.

Considering what has been previously noted about the two hemispheric modes of
constructing experience, an emotionally attuned therapist (T1 + T2), in order to construct a
global image of what is occurring within the intersubjectivity of the relationship, should, in
each of the three described moments, activate the broader and more expansive attentional
mode of the right hemisphere, as in contrast to the narrow, detail-oriented focus of the left
hemisphere.

At the same time, however, they must also keep in mind that each session has its own
specific characteristics, and that the goals it may be appropriate to set, both from one session
to another and from one moment to the next, can differ according to what the patient has
brought as the focus of that session. Going into greater detail, we can therefore attempt to
provide a few examples of prototypical moments within a session in which, based on the
reflections arising from the interaction between T1 and T2, the therapist in front may decide
to act in different ways.

At the beginning of the session, when the patient is introducing a theme in a generally orderly
and comprehensible way, T1 should place themself in listening, avoid asking questions too
early (which can possibly be asked at later moments), and focus attention on that/those part(s)
of the narrative that appear particularly significant and that could be brought up again in
subsequent conversational turns.

When moments of intersubjective connection (Sander, 2006) and emotionally intense
exchanges (Beebe & Lachmann, 2002) arise within the relational dynamic of the session, T1
must allow themselves to be permeated by the sensations conveyed through the patient’s words
and body, allowing themselves to feel and come into contact with the patient’s affective state.
They should then reflect back to the patient, primarily through the body, and, when helpful,
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also through words, the sensations they are experiencing that appear attuned. In these
moments, language should be primarily evocative and imaginative, using as few words as
possible and employing a prosody that conveys the therapist’s presence and understanding.
In a more advanced phase of the therapeutic process, when the relationship has been stably
established within a context of greater interpersonal safety, if T1 realizes that the patient is
revisiting traumatic autobiographical memories while diverting attention away from
emotional pain and recounting them in a detached tone with a diminished awareness of their
internal state, they may consider the possibility of helping gently the patient to reconnect with
the right-hemisphere memories, using various conversational modes (see Cionini &
Mantovani, 2016). For example, they can help the patient maintain first-person contact with
the dissociated sensations that are emerging by mirroring back the very words or phrases just
spoken. They can pause, inviting the person to pause as well, focusing on the sensations being
experienced in the here-and-now of the setting, encouraging them to refrain from
rationalizing explanations. They can also help the patient maintain and develop contact with
these sensations by using associative questions that allow connections with traumatic past
memories to surface, or through metaphorical or imaginative interventions - possibly assisted
by closing the eyes - to facilitate imaginative immersion in the reactivated situations or
feelings. The fact that the therapist in front directly perceives the dissociated parts of the
patient’s Self allows for their recognition, rendering them alive and real within the relationship,
enabling their reactivation and mentalization. As mentioned earlier, the process of
reconnecting with dissociated sensations, beyond its confirmatory function, often triggers,
automatically, the surfacing of episodic memories related to early traumatic events. These may
have already been recounted at a descriptive-semantic level in earlier phases of therapy but can
now be recognized and accepted in their subjective truth and emotional-affective significance.
What matters is not so much, or not only, the account of traumatic past events, but the being
able to relate them to the sensations experienced toward oneself—that is, to what those events
implicitly told me about myself as a person and about what I could or could not allow myself
to desire, to feel, and so on.

At times, during the conversation, both T1 and T2 may find themselves in a situation where
they ask or are asked questions for which neither we nor the patient are able to provide
answers. In these moments or phases of the therapeutic process, it becomes particularly
important to allow oneself to remain within the explanatory vacuum, to stay within the
confusion of the moment, connected to both one’s own and the patient’s “destabilization. To
allow oneself to work within this vacuum also facilitates the patient’s capacity to tolerate not
having immediate answers and to accept the possibility of staying in that uncertainty together
with the therapist, temporarily setting aside the explanatory frameworks typically relied on
throughout their life (which have become part of their common sense). This means accepting
the challenge of exploring, in a new way, an apparently empty territory (which is in fact often
too full of things not belonging to oneself), emptied of previous constructions that have proven
unviable (Casini, 2017).

When the patient is predominantly attuned to the left hemisphere while speaking and
presenting their issues in session, the question that T1 and T2 must ask themselves is whether,
when, and how it might be appropriate to attempt to facilitate a shift from left to right,
respecting the patient’s difficulties in doing so and taking into account their timing and needs.
However, for this transition to occur, it will likely be necessary to wait for further progress in
the therapeutic process as well as for a greater consolidation of the sense of safety within the
relationship.
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When, after a more or less extended period of “intense sessions”, the patient appears
disconnected from the topics and experiences of previous encounters (for example, claiming
to remember nothing of the issues addressed), and our feeling is that they are “alking about
nothing, T2 and T1 must ask themselves whether it might be appropriate to attune to the
patient’s need for a pause, to stop for a moment or for an entire session or, conversely, whether
it would be preferable to jointly evaluate the possibility of reintroducing some of the
unresolved topics.

Finally, when the patient presents a practical problem related to their current life and explicitly
seeks advice, to the extent that the issue is assessed as significant and emotionally salient for
them at that moment, it may at times be useful to temporarily suspend the therapeutic process
in order to provide concrete assistance regarding the matter at hand.

Conclusions

From an intersubjective constructivist perspective, the therapeutic relationship and the
setting are conceived as a space in which change can be promoted by accompanying the person
toward a new state of equilibrium and a greater freedom to sense themselves, to feel, and to
move in the world with themselves and with others. The symptom that is brought into therapy
can thus acquire a coherence that allows the person to attribute value to their own sensations
and needs, to be who they are, and to feel what they feel without fearing the loss of significant
others.

In the more advanced phases of the process, the goal becomes that of helping the patient
to develop insight what may have been experienced as excessively painful and problematic in
their early relational experiences with attachment figures, and how, in order to protect
themselves from such painful sensations, the person may have constructed particular ways of
being and feeling that continue to influence, in the present, their way of construing experience.
By avoiding the use of nosographic labels and rigid diagnostic categorizations, the therapist
aims to understand the other holistically, in their complexity and specificity, their way of being
in the world.

After a therapeutically meaningful affective relationship has been established - one that
allows the person the degree of closeness they feel able to tolerate from moment to moment -
the therapist seeks to mirror and validate the sensations experienced by the patient during
emotionally intense relational moments, in order to co-create the conditions for an
intersubjective experience that is new and different from those the person has had with past
and present attachment figures.

This process requires in the therapist the ability to balance emotional understanding with
careful attention to the patient’s needs, maintaining an empathic attunement that supports the
construction of an integrated sense of self.

The metaphor of the two therapists offers a useful image for addressing the complexity of
this work, which requires the coordination of different competencies. In brief, the primary
task of the therapist in front is to listen to the patient while attending to the meanings between
the lines, whereas the task of the therapist behind is to pose questions about what they believe
they have grasped before offering back, through words, prosody, and bodily expression, what
they consider helpful at that moment.

Acquiring the competencies necessary to coordinate all these processes entails the
development of an experience that is continuously evolving, one that becomes part of the
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therapist’s professional repertoire not only after a period of training in a Specialization School,
but also through subsequent years of clinical practice and supervision.
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