
94 95

HABIB DAVANLOO MEETS CARL ROGERS

Abstract

This paper explores the potential integration of the person-centered 
approach (PCA), developed by Carl Rogers, with Intensive Short-Term 
Dynamic Psychotherapy (ISTDP), developed by Habib Davanloo. Despite 
the differences between the PCA’s non-directive stance and ISTDP’s 
directive and o)ten confrontational techniques, ISTDP is arguably most 
effective when it incorporates the relational components central to the 
PCA as well as the common factors. These factors—including empathy, 
congruence, and curiosity—are vital for fostering a conscious therapeutic 
alliance which, in turn, is essential for deep emotional closeness between 
therapist and patient. The authors argue that ISTDP can be practiced in 
a manner congruent with the core principles of the PCA, such as respect 
for patient autonomy and authentic connection, and which ultimately 
may enhance the efficacy of ISTDP interventions. However, achieving this 
integration presents challenges, as the emotional intensity and complexity 
of ISTDP may provoke anxiety in therapists, potentially leading them 
to employ techniques defensively, thereby compromising the person-
centered qualities of the therapeutic relationship and undermining the 
emotional closeness that is central to ISTDP. Ways that these challenges 
may be mitigated are discussed, including the balance between specific 
and common factors, a focus on the real relationship, and reflections on 
Davanloo’s admiration for his patients and the role of intuition in his work. 

Keywords: Intensive Short-Term Dynamic Psychotherapy, Habib Davanloo, 
Person-Centered Approach, Carl Rogers, the conscious therapeutic alliance, 
the real relationship, therapist resistance, Experiential Dynamic Therapies, 
humanism, integrative 
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Introduction

….the two extremes, encounter and technique, seem to 
be a matter of theoretical importance only. Live practice 
hovers between the extreme poles. Neither should be 
looked upon contemptuously or disparagingly....[How-
ever,] Technique, by its very nature, tends to reify what-
ever it touches…. Worshiping technique at the expense 
of encounter involves making man not only a mere thing 
but also a mere means to an end. [...] Seeing in man a 
mere means to an end is the same as manipulating him.
(Frankl, 1967, p. 80, brackets added)

The person-centered approach (PCA), developed by Carl 
Rogers, emphasizes the therapeutic relationship as key to 
fostering personal growth and change. Research consistently 
supports the PCA’s effectiveness across healthcare settings, 
demonstrating that the therapeutic relationship—particularly 
empathy—is a stronger predictor of positive outcomes than 
specific techniques (Norcross & Lambert, 2019; Elliott et al., 
2011). The PCA asserts that individuals possess an inherent 
capacity for self-actualization, and the therapist’s role is to cre-
ate an environment that supports patients to access these inner 
resources. Rogers (1957) proposed six essential conditions for 
effective therapy: (1) psychological contact between patient and 
therapist, (2) patient incongruence or distress, (3) therapist 
congruence (genuineness), (4) unconditional positive regard, 
(5) empathic understanding, and (6) the patient’s perception of 
the therapist’s empathy and positive regard. A key feature of the 
PCA is non-directiveness, wherein the therapist refrains from 
directing the treatment, instead empowering patients to make 
their own choices. 

Furthermore, the PCA emphasis on the therapeutic relation-
ship and core qualities such as empathy and congruence align 
directly with the common factors approach in psychotherapy 
whereby non-specific elements—such as the quality of the 
therapeutic relationship, patient expectations, and therapist 
qualities—significantly contribute to successful outcomes - 
regardless of the specific approach (Wampold & Imel, 2015). 

In contrast, Intensive Short-Term Dynamic Psychotherapy 
(ISTDP), developed by Habib Davanloo, is an emotion-fo-
cused and highly directive form of psychotherapy. ISTDP aims 
to quickly process unconscious emotional conflicts through 
pressure, confrontation, and unlocking repressed memories 
and emotions. It o)ten involves actively challenging a patient’s 
maladaptive defenses to create an emotionally charged envi-
ronment that facilitates breakthroughs of unconscious mate-
rial (Davanloo, 1990). Unlike the PCA, ISTDP employs specific 
technical interventions to help patients confront and overcome 
emotional barriers that hinder their progress and well-being.

Despite what may sound like divergent sets of principles 

on the surface, PCA principles are in fact ideally situated to 
enhance ISTDP praxis. On the one hand, ISTDP’s directive 
approach to challenging patient defenses sits in contrast 
with the PCA’s non-directive and unconditional positive 
regard dictates. Looking more closely, however, several ele-
ments of ISTDP align closely with PCA values, particularly the 
“conscious therapeutic alliance.” These elements emphasize 
mutual agreement, empathy, and respect for patient auton-
omy, which will be explored in greater detail.

In fact, emphasizing the aspects of the PCA which overlap 
with ISTDP may be pivotal to overcoming or at least mitigating 
some of the risks inherent in such a technique-heavy model. 
This is especially true for those in the early stages of learning 
and applying the complex technical details of ISTDP, particu-
larly the dramatic “unlocking of the unconscious,” which can 
make ISTDP therapists vulnerable to becoming overly thera-
pist-centric.

The therapist’s agenda and eagerness to facilitate an emo-
tional breakthrough can easily override the importance of 
meeting the patient where they are and ensuring that the 
patient’s agenda drives the treatment, in contrast to the other 
way around. This is especially risky for patients who are 
inclined to please others, who may superficially comply with 
the therapist’s direction without genuine engagement. While 
such compliance may have been a creative adaptation in child-
hood, a therapist who colludes with this behavior by push-
ing an agenda that the patient has only superficially bought 
into will surely create untoward and iatrogenic responses. 
For example, in challenging a patient’s defenses using pres-
sure, clarification, and confrontation, an ISTDP therapist may 
help the patient to access repressed memories and emotions. 
The risk, however, is that confrontational interventions may 
be administered and/or experienced as controlling, lack-
ing empathy, and without regard for the specific needs of the 
patient in that moment. The question, then, is how to com-
bine ISTDP’s directive techniques with PCA’s core relational 
qualities; in other words, how can a therapist maintain a per-
son-centered stance while using directive, pressure-laden, 
and confrontational methods, so that both sets of principles 
are preserved ?

We will outline a detailed consideration of integrating 
these two sets of principles when practicing ISTDP, drawing 
on theory, research, and our own clinical knowledge . We will 
discuss details of the key themes related to this integration, 
including consideration of the challenges and complexities of 
ISTDP praxis while foregrounding PCA principles. We maintain 
that emphasizing person-centered principles within ISTDP 
practice may in fact reduce the risks inherent to an otherwise 
technique-heavy form of therapy. 

Emotional Closeness and the Conscious 
Therapeutic Alliance
We argue that emotional closeness is crucial to ISTDP’s success, 
and that this hinges on the relational elements as described 
by Rogers. The conscious therapeutic alliance in ISTDP—a 
clear agreement between therapist and patient that prioritizes 
patient autonomy—embodies core person-centered values. 
However, fostering this conscious alliance in ISTDP treatment 
can be challenging, particularly in cases where the alliance 
is only possible a)ter the patient has undergone challenging 
interventions. Therapists must be mindful of their approach to 
ensure that directive techniques strengthen rather than under-
mine the therapeutic bond. However, when practiced skillfully, 
ISTDP’s interventions can enhance, rather than diminish, the 
person-centered qualities of psychotherapy.

Balancing these two approaches requires skillful navigation 
to ensure that interventions enhance, rather than compromise, 
the therapeutic relationship. For example, when a patient pres-
ents with entrenched defenses, the ISTDP therapist must find 
ways to confront these barriers to facilitate emotional engage-
ment while preserving the patient’s sense of being fundamen-
tally accepted. Navigating this balance becomes particularly 
precarious when patients perceive even the most delicate con-
frontation as invalidating, risking a rupture in the therapeu-
tic alliance. However, by guiding the patient to confront and 
move beyond these defenses, the ISTDP therapist ultimately 
demonstrates a deep regard for the patient’s true self and their 
autonomy—since it is the maladaptive defenses that under-
mine the patient’s autonomy. Davanloo puts it this way, “…his 
defenses… paralyzed his autonomy and function” (Davanloo, 
1990, p. 200). This process may not align with the traditional 
concept of pure, unconditional positive regard, but it reflects 
a profound commitment to the patient’s well-being and emo-
tional growth. Furthermore, from an ISTDP perspective, it can 
be recognized that a therapist can defensively remain “empa-
thetic and supportive” when what the patient truly needs (and 
what would actually be more empathetic) is a more confronta-
tional and challenging intervention.

Despite the complexities and differences between a strict 
person-centered approach and ISTDP, one component of 
ISTDP that aligns closely with the spirit of PCA is the conscious 
therapeutic alliance. Fundamentally, this alliance is based on 
a profound respect for the patient’s autonomy, aiming to cul-
tivate an environment of deep emotional engagement and 
authentic connection. When skillfully applied, ISTDP fosters 
a trusting therapeutic relationship in which elements of pres-
sure and confrontation are used not to diminish but to enhance 
the therapeutic bond and the patient’s autonomy, ultimately 
reinforcing the person-centered qualities of the therapy.

Balancing Specific and Common Factors 
The overlap between Rogers’ six conditions and the common 

factors framework underscores the importance of connection, 
empathy, and authenticity in driving therapeutic change. 
Indeed, within ISTDP, Patricia Coughlin has emphasized the 
value of integrating specific ISTDP techniques with common 
therapeutic factors, noting that “moderate use of specific factors, 
along with the common factors of empathy, safety, and curiosity, 
seem to yield the best results” (2017, p. 4). While research sup-
ports the importance of common therapeutic factors (Wampold 
& Imel, 2015), effectively integrating these within ISTDP prac-
tice requires a careful balance between directive interventions 
and maintaining a strong therapeutic relationship.
ISTDP’s focus on an active confrontation of patients’ mal-

adaptive defenses presents a unique challenge for balancing 
empathy with directive interventions. Unlike the PCA, where 
the patient sets the pace and direction of therapy, ISTDP o)ten 
requires the therapist to actively confront defenses while 
ensuring that patients do not perceive themselves as being 
under attack. This dual focus requires constant attunement 
to the patient’s tolerance of anxiety in order for the therapist 
to maintain a productive and stable therapeutic alliance.

When effectively implemented, ISTDP integrates directive 
techniques with common therapeutic factors, aligning with 
many—but not all—PCA principles. For example, ISTDP ther-
apists may clarify and challenge a patient’s rationalizations to 
help them confront painful emotions. While such confronta-
tions can move the patient beyond entrenched defenses, they 
also carry the risk of alienation if not handled carefully. Con-
versely, overemphasizing PCA’s non-directiveness can lead 
to stagnation, particularly for patients needing clear guid-
ance or pressure to overcome defenses. Thus, balancing these 
approaches ensures both progress and respect for the patient’s 
autonomy. By integrating directive interventions with rela-
tional qualities, the ISTDP therapist supports the patient in 
confronting defenses while maintaining an empathic and 
respectful stance. This approach ensures that the therapeutic 
process remains both effective and deeply humanistic.

Hickey (2017) characterizes Davanloo’s ISTDP as an 
approach marked by inherent empathy and an absence of 
therapist domination, emphasizing a highly attuned rela-
tionship without a predetermined agenda. This highlights the 
importance of maintaining flexibility and empathy through-
out the therapeutic process, allowing the therapist to remain 
responsive to the patient’s unique needs. Whether this depic-
tion accurately reflects Davanloo’s consistent practice is open 
to debate, but Hickey seems to assert that this was at least his 
aspirational goal. Similarly, Schmitt (2024) underscores the 
importance of emotional warmth and partnership in the ther-
apeutic process. She notes that the intensity of the relationship 
between the therapist and patient is a critical factor for achiev-
ing successful treatment outcomes. This focus on relational 
closeness emphasizes that even in a technically demanding 
model like ISTDP, the human connection between therapist 
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and patient remains central. By helping patients confront and 
move beyond their maladaptive defenses,  ISTDP therapists 
demonstrate a profound commitment to their well-being and 
growth, even if this process may not always align with a purely 
supportive stance.

To reiterate: to achieve this balance between confrontation 
and genuine relational closeness, it is critical to emphasize 
the conscious therapeutic alliance, which serves as the foun-
dation for both  ISTDP and PCA principles. In this regard, it is 
important to revisit Davanloo’s conception of the conscious 
therapeutic alliance to underscore how its components overlap 
with the relational qualities central to the PCA. Deborah Leb-
eaux (2000) provides a detailed description of the conscious 
therapeutic alliance, which highlights the essential elements 
needed for effective therapy:

The conscious therapeutic alliance consists of an explicit 
agreement between therapist and patient on the goals 
and the therapeutic task, as well as a felt sense of part-
nership and confidence in the ability to have therapeutic 
success. … The patient must also feel that the relation-
ship with the therapist is genuine, that the therapist is 
interested in the patient. …Without the conscious ther-
apeutic alliance, however, no unconscious therapeutic 
alliance is possible.… The most common elements that 
make up the conscious therapeutic alliance for any form 
of psychotherapy include the following factors: first, the 
therapist and patient agree on the goals of the treatment, 
including a mutual understanding of the problem areas 
to be treated, and what a successful outcome would be; 
second, the patient experiences the therapist as oper-
ating in the best interests of the patient.…The patient 
must have a clear understanding of the therapeutic 
task, especially the intrapsychic focus of the treatment. 
The patient must understand and clearly grasp that the 
“road map” to freedom is through experiencing his or 
her inner thoughts and feelings at the deep unconscious 
level (Lebeaux, 2000, pp. 40-41).

The effective integration of these elements that constitute both 
the conscious therapeutic alliance and the spirit of the PCA is 
not without challenges. Less skillful application of ISTDP that 
does not focus sufficiently on the conscious therapeutic alliance 
can result in the PCA components of the model being lost. We 
believe that one common reason for the loss of person-centered 
principles and genuine emotional contact and engagement with 
the patient is the emotional intensity and complexity inherent 
in  ISTDP. This intensity and complexity o)ten provoke anxiety 
in the therapist. This anxiety may lead the therapist to rely 
too heavily on technical interventions as a way of managing 
their own anxiety, thus using  ISTDP techniques in a ritualistic, 
defensive manner. When this occurs, the therapy risks becom-

ing overly rigid and technical, distancing the therapist both 
from their own centered presence as well as from the patient’s 
emotional experience, thus weakening the emotional contact 
essential to a healing relationship and to effective treatment.

This rigidity o)ten stems from an attachment to a manual-
ized version of  ISTDP, where techniques become a defensive 
barrier between the therapist and the patient. Such therapists 
may fall back on scripted lines or rigid interventions, working 
on the patient rather than with them (Osimo, 2012). While pro-
cedural knowledge is vital, problems arise when techniques 
take precedence over the person, transforming therapy into a 
mechanical, impersonal process driven by the therapist’s own 
neurosis (Reher-Langberg, personal communication, 2017). 
Mahoney and Marquis (2002) described this as the “tyranny 
of technique,” where methods eclipse the human connection. 
As Mahoney (2003) emphasized, “the art of human helping 
will not be found in specific words or meticulously repeated 
rituals unless those words and rituals reflect something deeper 
than their own surface structure” (p. 168). Allen Kalpin (1993) 
puts it this way, “…the therapist must be highly attuned to his 
or her own emotional reactions to a patient, and not be sitting 
behind a wall of intellectual analysis and planning. The ther-
apist must not use the therapeutic principles as a defense…” 
(p. 25). Ultimately, while technique is essential to  ISTDP, it 
must not overshadow the deep emotional engagement that is 
the heart of effective therapy.

To prevent this overshadowing, it is crucial for the  ISTDP 
therapist to work on their own anxieties and resistances 
against emotional closeness. This will increase the odds that 
the therapist will be able to keep the therapeutic relationship 
and the conscious therapeutic alliance at the core of their clini-
cal work. By doing so, they can utilize the more pressure-filled 
and confrontational  ISTDP interventions from a grounded and 
undefended state of mind, which allows for an integration of 
the directive techniques of  ISTDP without sacrificing the con-
nection, empathy, and authenticity that are fundamental to 
person-centered therapy. Ultimately,  ISTDP, when skillfully 
applied, can offer a unique and powerful blend of directive 
interventions and deep empathic connection, allowing for 
optimal therapeutic results (Coughlin, 2017). 

We will dedicate the rest of this paper to elaborating on the 
problems associated with an excessive focus on techniques 
that become a substitute for genuine relating and emotional 
contact with the patient, and how this violates what we see as 
the therapeutic prime directive both in  ISTDP and the PCA. 
We will begin by describing in more detail why  ISTDP can pro-
voke so much anxiety in therapists, and then expound on the 
risk of using techniques defensively to manage that anxiety. 
Next, we will deepen our analysis of the areas where  ISTDP and 
the PCA overlap, particularly in relation to connection, empa-
thy, authenticity, and autonomy. This analysis will also cover 
the “real relationship” and the o)ten-overlooked dimensions 

of  ISTDP that involve the therapist’s genuine affection and 
admiration for the patient—similar to Carl Rogers’ concept 
of unconditional positive regard and “prizing.”

 
Why the ISTDP Therapist May Become Anxious 
Change is universally frightening, and with it comes the anxiety 
of stepping out of one’s comfort zone. As a result, people o)ten 
resist change. Imagine a patient who avoids emotional pain by 
adopting a dismissive, nonchalant demeanor, gazing out the 
window while commenting on the therapist’s perceived incom-
petence. Imagine addressing these behaviors immediately and 
honestly, highlighting how they not only create difficulties in 
relationships outside of therapy but also hinder therapeutic 
progress. The reader can likely sense how this kind of direct 
honesty could be anxiety-provoking for the therapist.

As we have alluded to, therapists’ unresolved emotional con-
flicts, along with their anxieties about engaging in an intense, 
emotionally intimate process, make  ISTDP practitioners vul-
nerable to certain mistakes. These o)ten include an overem-
phasis on technique, driven by a personal need to succeed in  
ISTDP. When therapists focus excessively on techniques to 
manage their own anxiety, the therapeutic relationship can 
become “therapist-centric” and “technique-forward,” lead-
ing to a loss of genuine emotional contact.

This highlights why it is essential for  ISTDP therapists to 
address their own unresolved issues and seek ongoing super-
vision. As Nat Kuhn notes: “The problems of misalliance that 
we all run into especially as we learn  ISTDP… are very real, 
and every trainee needs to learn to deal with them” (N. Kuhn, 
EDT-List, May 8, 2022). However, we should note that while 
this developmental trajectory is anecdotally recognized within 
the  ISTDP community, there is no published research confirm-
ing that it is steeper than in other approaches. Thus, although 
many of the principles we discuss apply across modalities 
(Norcross & Lambert, 2019; Wampold, 2015), our focus here 
is on the tensions between technique and emotionally intimate 
relating in  ISTDP.

Consistent with the person-centered approach, we empha-
size a prime directive that prioritizes an experiential con-
nection with both the therapist’s and patient’s inner experi-
ences. Take, for instance, the previously mentioned patient 
who exhibits nonchalant, distancing behaviors. A therapist 
following this prime directive would be attuned to their felt 
responses—concern for the patient, annoyance at the self-de-
feating behavior, or an understanding of the behavior’s com-
municative function: the feelings induced in the therapist may 
convey something of what the patient has experienced. They 
might recognize that if these behaviors provoke irritation in 
the therapist, they likely do the same in others, contributing to 
the patient’s isolation and suffering. The therapist knows that 
as long as these behaviors persist, little progress can be made, 

yet also acknowledges that the patient has the right to impede 
their own progress. By pointing out how the distancing behav-
iors hinder treatment, the therapist ensures that the patient 
makes a more informed choice while maintaining a stance of 
empathy, respect for autonomy, and a genuine connection. 
Schmitt (2024), also describing the importance of the afore-
mentioned therapeutic stance and the common factors, puts it 
this way, “...a close relationship between patient and therapist 
is required. A therapist who is free from anxiety is needed who 
is able to create a climate of freedom, equality, and emotional 
closeness. …Positive feelings towards the therapist and trust 
in the therapist who is not anxious have a strengthening effect 
on the will to change” (p. 137). 

While we have raised concerns about being therapist-cen-
tric and technique-forward, it is crucial to recognize that view-
ing technique and the therapeutic relationship as inherently 
opposing forces is ultimately a false dichotomy. Ideally, tech-
niques should not be employed to manage the therapist’s 
anxiety but rather as tools for forming a healing connec-
tion— “ways of being together” (Frederickson, 2013, p. 8). 
However, this does not negate the fact that therapists can use  
ISTDP techniques defensively, which may overshadow genuine 
connection. For this reason, it is warranted to discuss how an 
overly technical focus can indeed undermine authentic emo-
tional contact with the patient. Since we are emphasizing the 
problems associated with rigidity and excessive focus on tech-
niques, in the interest of balance we wish to briefly refer to the 
reverse problem: insufficient discipline and inadequate proce-
dural knowledge. Flexibility must coexist with discipline and 
structure. Though we do not address the problems of insuffi-
cient technical mastery in this paper, we recognize that this can 
also be problematic. In the words of Allen Kalpin (1993), “A 
deep grasp of metapsychology along with a high level of tech-
nical mastery is required to give order to one’s perceptions, and 
to provide tools for successful intervention” (p. 27). 

We have discussed the key areas of overlap between  ISTDP 
and PCA, including the importance of the therapeutic rela-
tionship and the elements that foster it: connection, empathy, 
authenticity, and autonomy. These foundational elements are 
essential in creating an effective therapeutic bond, regardless 
of the techniques employed. Having laid this foundation, we 
now turn to a concept that encapsulates the essence of both 
approaches: the real relationship. It represents these core 
relational qualities and offers a pathway to genuine therapeu-
tic engagement that transcends specific methods.

 
The Real Relationship
The real relationship refers to an authentic, empathetic, and 
mutually respectful connection between therapist and patient. 
It is characterized by the therapist’s genuineness, congruence 
between internal experience and outward expression, and a 
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commitment to understanding the patient on their own terms. 
The real relationship allows for two separate individuals main-
taining a strong bond even in the face of differences. The ther-
apist prioritizes the patient’s needs while fostering emotional 
closeness, keeping theories and techniques in the background. 
The real relationship involves openness, acknowledging thera-
pist fallibility (or therapist non-defensiveness), and respecting 
the patient’s autonomy and right to self-determination, align-
ing closely with Rogers’ principles (1959, 1961, 1980). 

Lewis Aron (1996) presents ideas about an egalitarian ther-
apeutic relationship characterized by mutuality, which also 
captures what we mean by the real relationship. Aron refers 
to a therapeutic dyad where both the therapist and the patient 
influence each other and contribute to the unfolding process. 
He emphasizes the importance of the therapist’s openness and 
willingness to be affected by the patient, creating an environ-
ment of genuine dialogue. This mutual openness fosters a 
more authentic and connected relationship, which, in turn, 
facilitates deeper self-understanding and transformation for 
the patient. Aron acknowledges that while there is asymmetry 
in the roles of therapist and patient, the concept of mutuality 
allows for a dynamic interplay in which the analyst’s influence 
is not purely objective or removed but instead is part of a liv-
ing, evolving relationship. While Aron highlights the aspect of 
the real relationship that involves mutual influence, Ferruccio 
Osimo, a clinician trained by both Habib Davanloo and David 
Malan, underscores the element of the real relationship that 
pertains to a transparent and genuine presence. Osimo writes 
about the need to “take care of the real relationship” and urges 
therapists to “renounce hiding oneself behind the therapist 
role” (Osimo, 2012, p. 47). This sentiment mirrors Carl Rog-
ers’ statement during the renowned ‘Gloria’ interviews, where 
he expressed his desire for the patient to see him transparently, 
without pretense.

 Our understanding of the real relationship also aligns with 
Ralph Greenson’s definition, which emphasizes “genuineness 
and realism” (1967, p. 217), mirroring Osimo’s emphasis on the 
therapist’s transparent and authentic presence. Charles Gelso 
(2011), expanding on Greenson’s ideas, describes the real rela-
tionship as “the personal relationship existing between two or 
more persons as reflected in the degree to which each is gen-
uine with the other and perceives the other in ways that befit 
the other” (p. 12). All of these ideas together underscore the 
importance of authenticity and perceiving each other as they 
truly are—as free from distortions as possible.

This perspective aligns with Davanloo’s emphasis on 
addressing and undermining “transference resistance” 
(1990), which involves distortions of the therapist’s role 
due to unresolved emotional conflicts from past relational 
experiences. Transference can be conceived of as the “unreal 
relationship,” while Davanloo’s focus on emotional closeness 
between therapist and patient suggests that he considered 

realism essential for therapeutic progress. Davanloo empha-
sized the importance of a relatively undistorted connection 
between therapist and patient. His views on realism are evi-
dent when he writes about the conscious therapeutic alliance, 
emphasizing the patient’s willingness to “tell the truth, even 
when it is painful” (1990, p. 2), and the therapist’s commit-
ment to understanding “exactly what the patient experi-
ences” without accepting “evasions and half-truths” (p. 4). 
Davanloo elaborates:

Undoing the omnipotence is closely linked with the 
deactivation of the transference. Many patients have a 
strong tendency to transfer to the therapist the role of 
someone from the past. The aim is to emphasize and 
bring the patient back into the reality of the task and to 
avoid getting involved in the patient’s transference. As 
the therapist’s major task is to mobilize the unconscious 
therapeutic alliance against the resistance, he must at all 
costs avoid getting into the position of implying that the 
purpose of the interview is for him to change the patient, 
rather than for the patient to change himself. The ther-
apist’s task is to avoid getting into the position of being 
omnipotent and a figure of the past. (2000, p. 238)

Davanloo’s emphasis on realism reflects his belief that true 
healing emerges as the veil of distortion is li)ted, allowing for 
an unfiltered, genuine emotional closeness between patient 
and therapist.

While aspiring to realism is critical, it is essential to acknowl-
edge that such an approach carries inherent risks. For instance, 
the emphasis on being the sole bearer of “truth” may lead to 
unintended idealization of the therapist, positioning them 
as an infallible authority and thereby fostering arrogance or 
self-deception. The therapist must balance striving for objec-
tivity with a recognition of their subjective limitations, ensur-
ing they do not assume privileged access to an ultimate truth 
beyond their own perspective (Rogers, 1961, 1980; Stolorow 
et al., 2002). This balance is particularly important when 
attempting to deconstruct transference or move toward an 
authentic connection—what Davanloo referred to as “undo-
ing omnipotence.” This understanding ties into the real rela-
tionship: both the patient and therapist must be seen as auton-
omous individuals with their own perspectives, without one 
assuming superiority.

As we previously noted, the real relationship also involves 
recognizing that both the patient and therapist have the right 
to their own views and opinions. This respect for subjectivity 
ensures that the therapist does not fall into the trap of believ-
ing that they possess privileged access to the truth. Instead, 
they must maintain a balanced stance, inviting genuine dia-
logue. Irwin Hoffman (1992) argues that there are contexts 
where therapists should freely express their convictions, 

even when they contrast with those of the patient: “Analysts 
can now ‘speak their minds,’ including expressing convic-
tion about their points of view, even sometimes when they 
clash with those of their patients” (p. 287). In line with Hoff-
man’s assertion, we propose that the real relationship does not 
require that the therapist agree with the patient but instead 
calls for thoughtful openness about differing views—always 
inviting differences of view, never demanding agreement. 
This is consistent with Rogers’ (1959) emphasis on the thera-
pist being congruent. Gelso’s historical review of the concept 
elaborates that the real relationship includes “the authen-
tic being of the analyst, his or her personality and behavior” 
(2011, p. 19). Davanloo demonstrates this element of genuine-
ness in his transcripts, such as when he clarifies his position: 
“If you move to avoidance, we are not going to get there, and 
I hope that your decision is that we get there” (1990, p. 253). 
However, genuineness should not be conflated with indis-
criminate self-disclosure. Gelso (2011) instead describes it 
as “controlled openness” (p. 39).

Regarding how a therapist can be genuine while remaining 

restrained in self-disclosure, we agree with Greenberg (2002) 
that this apparent contradiction can be resolved within the 
context of the therapeutic relationship—where the therapist’s 
role is to prioritize the patient’s best interests. For example, 
sharing that the therapist has also experienced anxiety or 
depression may not benefit the patient, and withholding such 
information does not diminish the therapist’s genuineness if 
it is done in the patient’s best interest.

The real relationship framework emphasizes the patient’s 
autonomy—always regarding, supporting, and protecting it 
(Ryan et al., 2011). This stance allows for two separate minds 
to coexist, with neither being an extension of the other. The 
therapist, therefore, communicates messages such as: “I don’t 
need you to be different from the way you are.” The therapist 
might also express, “You may see things differently from me, 
and that is perfectly fine.” Similarly, the therapist may recog-
nize and accept, “You may not be as concerned about the things 
that concern me, or as encouraged by the things between us 
that encourage me. You may feel very differently than I.” The 
therapist can share their perspective with curiosity: “Here is 

how it looks to me, but what about you?” When faced with an 
impasse, the therapist might say, “I am not sure I can help you 
very much as long as you do X, but that doesn’t obligate you 
to change. I am willing to sit here with you to see if something 
will shi)t in terms of the impasse we seem to find ourselves in.” 
A critical component of these messages is that they must be 
demonstrated through the therapist’s behavior rather than 
merely stated. Anyone can say these words, but what truly 
resonates with the patient is a therapist who embodies these 
attitudes through their way of being. All of these messages 
ultimately convey: “I don’t need you to be an extension of me. 
There is room for you the way you are in our relationship. You 
are not required to agree with me or please me to have a rela-
tionship with me.” When the patient experiences this kind of 
relationship, it communicates unconditional positive regard 
(Rogers, 1959) and indirectly undermines defensive compli-
ance and defiance – and thus fosters genuine healing.

We are not aware of any writings by Davanloo that explic-
itly address the real relationship, but several of his transcripts 
and commentaries demonstrate an application of the con-
cept. In “The Case of the Teeth-Grinding Woman” (1978), 

Davanloo highlights careful attention to the patient’s life, a 
commitment to truly understanding the patient’s internal 
frame of reference (Rogers, 1959), and sensitivity to themes 
around compromised autonomy. Davanloo demonstrates this 
through frequent reflections capturing the patient’s essential 
message, open-ended questions seeking clarity and elabo-
ration, and empathic responses when the patient describes 
mistreatment by her husband. For example, when the patient 
shares how her husband accuses her of starting arguments 
and upsetting everyone, Davanloo responds, “He says that?” 
(1978, p. 172), ensuring that he captures and empathizes with 
her experience. This type of empathic understanding and sen-
sitivity to autonomy aligns with the real relationship and the 
person-centered therapeutic stance. Davanloo also implicitly 
addresses these ideas through his emphasis on “emotional 
closeness,” undoing compliance/defiance, and undermining 
transference resistances (1990). This emphasis highlights his 
appreciation of the real relationship.

Thus, the real relationship—characterized by congru-
ence, transparency, mutuality, therapist non-defensiveness, 
and equality—forms the foundation for effective therapeu-

“The real relationship framework emphasizes 
the patient’s autonomy—always regarding, 

supporting, and protecting it”
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tic work, and integrates values of both  ISTDP and the PCA. 
This integration allows therapists to create a more empa-
thetic, human connection while maintaining the structured 
approach necessary for addressing deep-rooted defenses, ulti-
mately enhancing therapeutic effectiveness and fostering gen-
uine emotional transformation. By balancing directive tech-
niques with person-centered values, the therapist can ensure 
that interventions are delivered within an atmosphere of trust, 
safety, and genuine partnership. In doing so, this integrated 
approach supports the therapist’s ability to maintain an emo-
tionally close and realistic connection with the patient—allow-
ing the patient to experience the therapeutic process not as a 
power struggle, but as a journey toward mutual understand-
ing and personal growth. This alignment between  ISTDP and 
PCA ensures that both emotional vulnerability and structured 
intervention are balanced, thereby enriching the therapeutic 
experience for both parties. Further exploration into how 
these two approaches can be practically combined could pro-
vide valuable insights for therapists seeking to balance direc-
tive interventions with a deeply person-centered ethos. Such 
a balanced approach not only honors the patient’s autonomy 
but also empowers therapists to support profound change in 
a genuinely collaborative way.

 
Davanloo’s Prizing, Tenderness,  
and the Role of Intuition 
Davanloo o)ten emphasized that the heart of his work in Inten-
sive Short-Term Dynamic Psychotherapy (ISTDP) was the 
emotional connection and collaboration between patient and 
therapist (M. Skorman, personal communication, June 16, 
2016). Jim Schubmehl, who trained with Davanloo for 35 years, 
also affirmed that Davanloo consistently stressed the impor-
tance of genuine affection and admiration for his patients in his 
oral teachings (personal communication, October 16, 2023). 
According to Skorman, Davanloo’s teaching videos from the 
1970s and 1980s clearly demonstrated this sense of collabo-
ration and warmth, a sentiment we can confirm from our own 
viewing of some of these recorded sessions.

At times, Davanloo would show trainees video sessions, 
not to demonstrate specific techniques, but rather to assess 
whether the trainees could emotionally respond with ten-
derness and compassion for the patients. According to Skor-
man, Davanloo did this to ensure that trainees had the req-
uisite emotional capacity, and to cultivate it further. It was a 
reminder that  ISTDP is fundamentally about the therapeutic 
relationship and the emotions shared between therapist and 
patient, not solely about technique. In Skorman’s view, it was 
crucial to Davanloo—and thus to  ISTDP—that patients per-
ceived the therapist’s empathy and positive regard, closely 
aligning with Rogers’ conditions for effective therapy, such as 
empathy, unconditional positive regard, and the patient’s per-

ception of these qualities (Rogers, 1959, p. 239). The respect, 
affection, and admiration that Davanloo felt for his patients 
essentially reflected what Rogers (1959) described as uncon-
ditional positive regard.

Although there are no explicit publications from Davanloo 
that address these views, they are demonstrated in his filmed 
sessions and during his training of therapists in his core super-
vision groups. He also conveyed these ideas indirectly through 
his published transcripts. As Skorman noted, “So much of the 
essence of Davanloo’s work seems to have gotten lost—the 
admiration and affection part—it somehow got ‘techniqued’ 
away. The technique was secondary for Davanloo; it came 
from his intuition, which I think is an invitation to all of us 
to use our intuition” (M. Skorman, personal communication, 
June 16 , 2016).

Davanloo himself highlighted the role of intuition in his 
work: “I have worked out standard types of intervention 
adapted to each move on the patient’s part. These interven-
tions have o)ten been reached intuitively” (1990, p. 3). Accord-
ing to Skorman, even when Davanloo employed challenging or 
confrontational methods, the genuine emotional connection 
with the patient was never lost; rather, it formed the founda-
tion of the entire therapeutic endeavor (M. Skorman, personal 
communication, 2012–2021).

Even as late as 2015, Skorman recounted moments when 
Davanloo would make therapeutic decisions without fully 
understanding why. When Skorman asked about one of 
these interventions—“I see that that was the correct thing 
to do, but I don’t understand why you did it”—Davanloo 
responded, “I don’t know either. I can also see that that was 
the right intervention, but I don’t know why I did it. It must 
have been my unconscious” (M. Skorman, personal commu-
nication, March 6, 2023). Thus, even toward the end of his 
career, Davanloo o)ten operated intuitively, demonstrating 
that he was not rigidly attached to his techniques. If Davanloo 
himself was not attached to his techniques, it raises the ques-
tion of why contemporary practitioners should be. Impor-
tantly, much of what is o)ten referred to as intuition can be 
seen as the unconscious therapeutic alliance (UTA) rever-
berating in the therapist. Nat Kuhn writes about this phe-
nomenon: “things that ‘pop into’ the therapist’s head can 
o)ten have great therapeutic significance and should not be 
ignored” (Nat Kuhn, 2014, p. 331).

Having discussed the concept of the real relationship and the 
role of intuition, it is important to note that while the real rela-
tionship is a crucial ingredient in therapeutic change, we do not 
believe that it is sufficient by itself. Instead, it is a prerequisite 
for the key therapeutic task of helping the patient confront and 
process what they have previously avoided. When discussing 
intuition, it is important to clarify that we are not advocating 
an “anything goes” approach that disregards the importance 
of reason and evidence-based practice.

Conclusion

Undertaking a complex psychotherapeutic approach such as  
ISTDP is o)ten fraught with challenges. Because the therapist 
is the vehicle through which the psychotherapeutic treat-
ment is delivered, the therapist’s conflicts around emotional 
engagement add yet another layer of complexity. The therapist 
must navigate their own trauma history and unresolved issues 
while maintaining a focus on understanding the patient and 
acting in the patient’s best interest. The therapist must tolerate 
uncertainty and complexity while constructively responding 
to patient behaviors that range from criticism, adoration, and 
hostility to sexual advances and disappointment.

To mitigate these vulnerabilities,  ISTDP practitioners must 
place special emphasis on the elements that ensure that the 
model remains person-centered: genuineness, empathy, posi-
tive regard, the conscious therapeutic alliance, and meeting the 
patient where they are. It is essential to help patients differen-
tiate the therapist from past authority figures and address any 
barriers to engagement in a compassionate, conversational, 
and collaborative manner, as Abbass (2015) emphasizes.

While some may find it paradoxical to call  ISTDP “per-
son-centered,” we strive to practice and teach  ISTDP in pre-
cisely this manner. We are not purists, though we value under-
standing the core elements of  ISTDP, partially because that 
serves as a reference point for creative adaptations. Flexibil-
ity is only meaningful in relation to discipline and structure, 
and adaptations lose meaning without reference to the orig-
inal technique or process that is being adapted. It is within 
this dynamic interplay between discipline and flexibility that 
true therapeutic artistry emerges—where steadfast princi-
ples serve as the canvas for creative adaptations. We encourage 
trainees to adapt  ISTDP techniques in a way that integrates and 
resonates with their own therapeutic style. In our teaching and 
supervision, we have observed that encouraging an integrative 
approach—one that prioritizes the therapist and the patient 

relationship above a narrow fidelity to technique—anecdot-
ally improves treatment outcomes, reduces therapeutic mis-
alliances, and enhances therapist work satisfaction.

However, we want to be clear that embracing flexibility, inte-
gration, and adaptation does not equate to rejecting or devalu-
ing traditionalism. Some therapists pursuing  ISTDP training 
may prefer a more disciplined, traditional approach to  ISTDP. 
A failure to accept clinicians with these preferences, or assum-
ing that the more traditional stance necessarily involves ideal-
ization, would merely represent another form of rigidity. Such 
a viewpoint needlessly pits flexibility and adaptation against 
discipline and traditionalism.

We do not intend for this paper to inspire a separate move-
ment called “Person-Centered  ISTDP.” Rather, we hope it 
prompts therapists to reflect on how to balance  ISTDP tech-
nique with patient-centered principles. We have highlighted 
how an overemphasis on technique in  ISTDP can have detri-
mental consequences, while a naïve person-centered approach 
may risk colluding with a patient’s defenses or leave the dyad 
aimless without an effective focus. In such situations, a greater 
emphasis on a disciplined focus and the use of  ISTDP tech-
niques may be important. Ultimately, technique and per-
son-centered principles should not be viewed as antithetical 
but as complementary.

Malan (1979) once said that what was wounded in relation-
ship must be healed in relationship. Stripped to its essentials, 
psychotherapy is precisely that—two imperfect human beings 
working together to help the patient heal what was broken. If all 
goes well, the dyad will inevitably take wrong turns, find their 
way back, and eventually, as they work through the patient’s 
initial complaints, both therapist and patient will grow and 
learn from the process. In this way, the technical intervention 
which can be so crucial to therapeutic success can only ever be 
at the behest of an overarching human relationship. 
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