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ABSTRACT

Objective: To explore the benefits and problems with the use of e-mail as an adjunct to face-
to-face cognitive behavioural psychotherapy for patients with chronic psychiatric disorders.

Methods: The study involved 4 patients (2 men and 2 women, aged 21–31) with a history of 
chronic psychiatric disorders. All patients met diagnostic criteria for various combinations of 
affective disorders and anxiety disorders and all met the criteria for social phobia. Two patients 
also suffered from one or more personality disorders. Patients initially received face-to-face 
treatment after which e-mail was added as an adjunct treatment modality.

Results: The results of the study demonstrated that e-mail can be an effective supplement 
to face-to-face therapy for patients with complex psychiatric disorders. E-mail may be used 
in different ways, and these can be varied depending on the specific needs of each patient. 
The particulars of how the use of e-mail functioned in each of the cases are discussed. 

Conclusions: E-mail may contribute positively to therapy especially for patients that express 
an interest in the use of this type of technology and those that have problems concentrating, 
expressing themselves verbally, or have high levels of anxiety in face-to-face settings. A good 
working alliance should always be established prior to the introduction of e-mail in therapy, 
in order to reduce the chance of misunderstanding occurring.

BACKGROUND

Although face-to-face therapy is the cornerstone of psychiatric treatment, not all 
patients benefit fully from this form of treatment. In particular, patients with con-
centration or memory problems, emotional inhibition (like anxiety and shame), or 
impulsiveness or rigidity, may find it difficult to participate in face to face treatment. 
In addition, patients who have problems travelling, e.g. due to long distances, may 
also not be able to fully participate and benefit from this form of treatment1,2. With 
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advances in information and communication technology, the question inevitably 
arises as to whether these technologies could be used to improve the quality of treat-
ment for certain groups of patients.

One possibility is e-mail3,4. Using e-mail to write about emotional experiences 
could have a positive effect on mental health, in the same way as has been shown for 
other types of writing5. It has been suggested that e-mail, as an adjunct to face-to-
face psychotherapy, may increase the therapeutic alliance, increase compliance, and 
give greater flexibility and opportunity to access cognitive resources and reflect on 
feelings and attitudes as well as on the content of therapy2,6,7. Using e-mail may also 
allow for more precise interventions8. One study that conducted therapy completely 
without face-to-face contact suggested that some patients suffering from panic disor-
der may favour e-mail therapy in preference to face-to-face therapy9. Other reports 
on the use of e-mail as an adjunct to face-to-face therapy have indicated that e-mail 
can improve communication between therapist and patient and also suggested that 
some patients may favour e-therapy above conventional face-to-face therapy. Some 
have, however, expressed concerns regarding psychotherapy mediated by e-mail. 
One objection is that non-verbal aspects of communication which can be important 
to the therapeutic process may be lost in e-mail communication4,10.

Cognitive Behaviour Therapy (CBT) is a type of psychotherapy that has a strong 
emphasis on teaching patients about psychiatric problems and possible ways of 
resolving them. CBT is manualised, and has been proven efficacious for the treat-
ment of a range of psychiatric disorders, including anxiety disorders, depression, 
and eating disorders11.

Few studies have examined how CBT or other types of psychotherapy may be 
enhanced by e-mail communication between patients and therapists1,4. Qualitative 
and explorative studies may give important information regarding the use of e-mail 
therapy as a supplement to face-to-face therapy including its effects and whether 
different approaches are required for patients with different diseases. In this study, 
we examine the role of e-mail as an adjunct intervention to face-to-face therapy 
for patients with chronic psychiatric disorders. In particular we aim to explore the 
particulars of how the use of e-mail functioned in each of the cases.

METHODS

Four patients (2 men and 2 women, aged 21–31) were recruited to the study by their 
therapists at a psychiatric outpatient clinic. All patients had finished high school, 
were single and at the onset of the study were on some form of disability allowance 
due to their psychiatric problems. Each had been in different types of psychiatric 
treatment for a period of 1 to 5 years prior to joining the study, and two patients had 
previously been hospitalised for mental disorders. Permission to carry out the study 
was obtained from the Regional Ethics Committee as well as from the Norwegian 
Social Sciences Data Services. All patients gave written informed consent. 
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Patients were initially systematically assessed with diagnostic instruments, includ-
ing the Mini International Neuropsychiatric Interview12, the Structured Clinical Inter-
view for DSM-IV (Diagnostic and Statistical Manual of Mental Disorders, 4th Edition) 
personality disorders13, and the Beck Depression Inventory14. At the start of the study 
period, all patients met diagnostic criteria15 for various combinations of affective 
disorders and anxiety disorders. All met the criteria for social phobia. Two patients 
also suffered from one or more personality disorders. As the focus of the study was 
to examine the details of how e-mail could be used with this group of patients rather 
than to systematically examine therapeutic progress, a decision was made not to collect 
further patient data. This decision was also supported by the fact that as the study was 
small and qualitative it would not be possible to make any statistical analyses regarding 
therapeutic progress. Hence, psychometric data is not reported in this study. 

The first phase of the study (without e-mail) was from April 2004 to Febru-
ary 2005. In phase two (February 2005–October 2005), e-mail was added as an 
adjunct treatment modality. Prior to being admitted into the study the patients were 
informed that e-mail would be introduced following a first phase. During the first 
phase, patients were given CBT in a face-to-face setting for 45 minutes per session, 
weekly or every two weeks, depending on the needs of each patient. As the condi-
tions and needs of the patients varied considerably, a general CBT approach was 
chosen, and the techniques used were in each case adapted to the specific needs of 
the individual patients. Although a specific treatment manual was not followed, the 
treatment offered included but was not restricted to the following elements: 

 1. Story-telling and validation of emotions. The patient told his or her story, 
focusing on difficult thoughts and feelings and the therapist validated the 
patient’s emotional experiences.

 2. Goal definition. The patient and the therapist collaborated in defining the 
patient’s problems, resources, and desired changes.

 3. Working on core beliefs and assumptions by the patient about himself or 
herself.

 4. Problem solving and behaviour change. The therapist guided the patient in 
using specific techniques, in order to help him or her recognise different ways 
of understanding a critical situation, and thereby coping more effectively.

 5. Relapse prevention. Negative core beliefs were discussed and new situations 
and problems dealt with as they occurred.

E-mail communication was introduced in the second phase. It was used for most 
types of situations, but was supplemented with telephone and face-to-face interac-
tion in more serious crises1,4. While there were, prior to the initiation of the study, 
ideas and plans regarding how e-mail could be used as an adjunct to face-to-face 
therapy, the actual use of e-mail in this setting evolved as the study progressed. 
This exploration of the use of e-mail was consistent with the qualitative design of 
the study chosen. After the introduction of e-mail, the frequency and duration of 
the face-to-face sessions varied considerably between the cases, as the use of e-mail 
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functioned differently for the different patients (these findings are described in more 
detail in the Results section). All e-mails were responded to promptly by the thera-
pist who was an experienced clinical psychologist with a specialisation in CBT.

Technical Equipment
All patients possessed and were familiar with the required technical equipment, a 
personal computer (PC) with Internet access, an e-mail account and a cellular phone. 
To address legal and ethical concerns and to preserve confidentiality, all participants 
used a programme for secure (encrypted) e-mail communication (PatientLink, Well 
Diagnostics).

RESULTS

Case 1
Patient A was in her early thirties. She had previously been a student, but ended her 
studies when she became ill and subsequently hospitalised. She had tried working, 
but had not managed to hold a job because of repeated crises. 

A was offered a comprehensive cognitively-oriented treatment focusing on tech-
niques for helping self-regulation (i.e. how to manage basics such as sleeping, eating 
and recreational activities), social phobia treatment, and network management. 
Initially, when she attended face-to-face sessions without e-mail, she often became 
very upset when dealing with difficult issues. This led to a strong urge to talk and 
subsequent difficulties for the therapist in structuring the session. She was well moti-
vated for treatment and eager to practice, and she quickly understood the essentials 
of self-regulation and CBT. 

Initially A used e-mail primarily when in crisis. She then wrote down her worries 
and tended to express feelings of hopelessness and anger. Writing appeared to have 
clear therapeutic benefits as she reported that just writing down her thoughts gave 
her relief, even before she got any feedback from the therapist. Moreover, writing 
made it easier for her to discuss her own thoughts and feelings (meta-cognition), 
and writing was a useful tool in helping her change (cognitive restructuring). 

It was a clear positive effect of the use of e-mail that A did not have to wait for the 
next face-to-face session before she was able to express her feelings. Moreover, the 
use of e-mail had the benefit of helping both the patient and the therapist in structur-
ing their thoughts. They found that the use of e-mail was better than the use of plain 
paper, as the use of e-mail allowed more time for reflection and systematisation. 
Another benefit of the use of e-mail as compared with plain paper, was the capac-
ity to respond to the patient’s comments and concerns by using colours in the text, 
thus emphasising issues of particular importance. The therapist also used e-mail to 
sum up sessions, which offered further possibilities for clarification and discussion. 
A gradually learned to understand her feelings as natural and meaningful signals. 
As treatment advanced, she used e-mail in a more reflective manner, describing her 
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feelings and reflecting on their origin and on how various problems could be solved 
in a constructive way. Gradually, A’s autonomy increased and her need for face-to-
face sessions gradually decreased. At the final phase of the study, she communicated 
with the therapist only by e-mail. After half a year of comprehensive treatment, A felt 
sufficiently balanced to start in an occupational program. After another six months, 
she was coping well and in full time employment.

Case 2
Patient B was in her twenties. Despite a range of mental problems, she was able to 
finish high school, but at the time of entering the study was on disability allowance. 
She had received a combination of pharmacological and supportive therapy for sev-
eral years, as well as a period of group CBT before being admitted into the study. 

B received individual CBT as well as psychosocial skills training in a group16. 
After a while, she also received occupational and social training with personal 
assistants. Before the introduction of e-mail into her therapy, B did not seem to 
profit much from the individual CBT sessions. She had problems concentrating 
and was easily confused and overwhelmed. The therapist introduced the use of a 
PC as part of the therapy by exploring topics in writing during face-to-face sessions. 
For instance, B described a main topic, such as ‘I am afraid of going outdoors’. The 
therapist would then type the topic in large letters. This helped B and the therapist 
to focus and reflect constructively on the issue. Following the session, the therapist 
e-mailed B the text that they had created and focused on during the therapy. As B 
became more familiar with using the computer as a part of therapy, she was given 
assignments, such as e-mailing any worries to the therapist. She could also contact 
the therapist by e-mail if she experienced unexpected problems between sessions. 
The use of e-mail appeared to help structure B’s thoughts. Moreover, the use of e-
mail allowed the therapist to sort and discuss her worries systematically. In addition, 
this procedure made it easier for B to learn from the exchange, as she could read her 
lists of worries and the therapist’s responses repeatedly. While B clearly benefited 
from the use of e-mail in therapy, she needed weekly face-to-face therapy sessions 
throughout the study-period.

B was also offered family therapy. In order to keep her parents updated on the 
progress of her individual therapy, she showed them parts of her e-mail correspond-
ence with her therapist. B and her parents reported that seeing the interaction in 
writing increased their knowledge and understanding and also their support of B’s 
therapy. 

Case 3
Patient C was a male in his twenties who did not respond positively to traditional 
psychodynamic face-to-face treatment. He expressed a strong interest in com-
municating by e-mail and was therefore included in the study. In the first phase, 
he received face-to-face CBT, and in these sessions he expressed difficulties in 
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discussing his emotions. He avoided difficult issues, as they easily made him upset 
and triggered panic attacks and even resulted in him fleeing sessions. C was highly 
motivated to use e-mail as a part of his therapy, as he had previous experience with 
using e-mail and chat-rooms to talk to other patients with similar problems and 
found that these had helped him. He stated that working on difficult topics would be 
easier and less anxiety-provoking in the safety and comfort of his own home. 

C used e-mail to request appointments, to discuss therapy, and interestingly to 
send the therapist pictures of objects of emotional importance to him. Of particular 
interest was the fact that C was far better in expressing everyday worries and feelings 
and even more emotionally sensitive issues through the use of e-mail than he was in 
face-to-face sessions. The therapist used e-mail to validate C’s feelings, to perform 
guided discovery, and to aid C in practical problem solving. The therapist found that 
it was considerably easier to carry out and involve him in these activities by e-mail 
compared to face-to-face. After working with e-mail for a while, it became easier 
for C to discuss his emotions and work on difficult issues, and it also became pos-
sible for him to approach these emotions and issues even in face-to-face sessions. As 
therapy progressed, C was able to manage with gradually less frequent face-to-face 
sessions, and at the end of the study period he only required face-to-face sessions 
every two months.

Case 4 
Patient D was a male in his early twenties and was given CBT combined with a 
network oriented approach. In the first phase, when only face-to-face sessions were 
offered, D missed some appointments when he did not feel like travelling to the 
clinic. He usually said little during sessions and preferred the therapist to focus on 
psychoeducation. However, as D was quite passive during the sessions, the therapist 
was uncertain to what degree he had understood the cognitive model and whether 
he was able to make use of the model. The therapist suspected that a high level of 
stress and anxiousness and lack of concentration made it difficult for D to express 
his thoughts during face-to-face sessions. However, when e-mail was introduced, it 
became clear that D had understood the cognitive model and also that he was able to 
make use of it. The main reason for lack of a treatment effect in the face-to-face ses-
sions was identified as D’s lack of ability to concentrate in this setting. The therapist 
helped D prepare for face-to-face sessions by asking him to e-mail a short text about 
a problematic issue prior to the consultation. While the therapist acknowledged 
receipt of the e-mail, the main work was done during the face-to-face sessions, as D 
was able to make use of his e-mailed text as a point of departure for further discus-
sions with the therapist. In this way, D was better able to participate in the face-to-
face sessions, and was also more in control of the content and direction of therapy. 
Attempts were made at reducing the frequency of face-to-face sessions. However, it 
became clear that he needed face-to-face sessions when in crisis. At the end of the 
study period, D still needed face-to-face sessions every two weeks. With e-mail as a 
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therapeutic adjunct to face-to-face CBT, D’s condition gradually improved, and he 
subsequently started in occupational rehabilitation.

DISCUSSION

The 4 cases in this study demonstrate a range of issues pertaining to the use of e-mail 
as an adjunct to face-to-face therapy for psychiatric treatment. Based on the cases 
and our clinical experience with e-mail in psychotherapy, we would like to focus on 
the following points which we believe may be of particular importance to the use of 
e-mail in clinical practice: 

• Benefits of written communication as a part of therapy 
• Structuring therapeutic e-mail interaction
• Advantages over paper-based writing
• Implications for the therapist-patient relationship 
• The consequences of lack of face-to-face interaction

In addition we will also briefly discuss two other points that may be of concern 
to practitioners: liability and reimbursement. 

Benefits of Written Communication as Part of Therapy
Prior studies5,16 have suggested that writing may be a useful part of therapy. Through 
writing, particularly when dealing with highly emotional issues, patients may vent 
feelings, experience emotional relief, distance themselves from problematic issues 
or see issues from a different perspective6. The process of writing as part of CBT 
involves the patient describing concrete problematic situations, feelings, automatic 
thoughts, and behaviours. Many patients also benefit from writing down their life-
stories. The actual process of writing the e-mail may itself be therapeutic. This was 
illustrated by patient A who expressed considerable relief just by writing down her 
thoughts. Our study also indicates that e-mail communication may be a particularly 
valuable adjunct to face-to-face therapy in patients, suffering from high levels of 
social anxiety and lack of concentration, e.g. patient D.

A key benefit associated with using e-mail is the fact that patients may write in 
the safety of their own homes, whenever they want and as much as they want. They 
are also not bound by the limited time of a usual session or restricted by the thera-
pists’ questions, or disturbed by their presence. As a consequence patients may more 
easily follow their inner mental dialogue, rather than be distracted by a real dialogue. 
Having put down their thoughts on a computer, patients may send the material as 
e-mails to their therapist, who can help by reading and responding to their ideas and 
thoughts. Validation is a central part of therapy and balancing it with suggestions 
for change is important, particularly in complex cases17. With the use of e-mail, the 
process of validation can be performed more carefully, as the therapist has more time 
to consider the matter at hand as well as the possibility of reflecting on options for 
interventions and providing more conscious and explicit responses.
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Structuring Therapeutic E-mail Interaction
The use of e-mail in therapy creates new possibilities for structuring interactions. 
Situations with strong negative emotional loadings represent a crucial challenge 
in CBT. With e-mail, a patient can send the therapist a lengthy story recounting 
an important event and the therapist has the advantage of reading the entire story 
before responding. This offers a better opportunity to identify and respond to issues 
of particular relevance in the ongoing therapy. Moreover, letting the patient tell the 
entire story before responding allows the patient to work on and to more independ-
ently apply skills acquired in therapy.

This point is illustrated by the case of patient A when she was in an advanced 
therapy phase and had been showing good coping skills for a while. During the 
first 80 percent of her e-mails she had been expressing strong feelings of helpless-
ness, anger, and even hopelessness. However, under the process of narrative and 
reflective writing, as a consequence of the mood-stabilising skills she had been 
taught in therapy, the mood of her e-mails eventually lightened. It is important to 
consider that if she had been expressing such strong negative affect in a face-to-
face session as opposed to an e-mail, the therapist probably would have responded 
prematurely, disturbing A’s autonomous process of problem solving. This may indi-
cate that contact by e-mail may be especially appropriate in the later phases of  
CBT treatment.

The use of e-mail between sessions may be carried out in different ways. For 
instance, when the patient sends the therapist an e-mail, the therapist may vary the 
type of response, depending on their evaluation of how critical the situation is. If 
there is no ongoing crisis, the therapist has the advantage of being more informed 
when meeting the patient in the next session, thus allowing for a more effective use 
of the face-to-face session. If the patient is experiencing a minor crisis, the thera-
pist may coach the patient by e-mail between the face-to-face sessions, focusing on 
how to cope with the problem at hand in an effective way. To obtain information 
in a written format may be an advantage in a crisis. The problematic issue may be 
described more precisely, and the patient may read the therapist’s responses as often 
as they want. If the situation is judged as being very acute, the therapist may call 
the patient or invite the patient to an emergency face-to-face session, if the matter 
cannot be handled by e-mail communication alone. 

Advantages Over Paper-based Writing
The use of a computer and e-mail offers a range of pedagogical advantages compared 
to traditional face-to-face therapy supplemented by hand writing. In particular the 
analysis of more complex relapses which lead to crisis17, appears to be more easily 
done on a computer than directly on paper. In these cases, both the patient and the 
therapist focus on the screen. Either the therapist or the patient can do the typing. 
As in the case of patient A, different colours can be used to mark important issues 
or connections, and the language (dialect) can be adjusted to a personal style. Some 
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patients report that the whole setting induces an atmosphere of co-operative work. 
The screen inspires them to look at the critical scene as if it were a film, whilst main-
taining an emotional distance. Using writing as an external therapeutic approach, 
patients reported that they could detach themselves, and see the situation in a new 
and clearer way, compared to “just talking about it” face-to-face with the therapist, 
which often provoked shame and fear. After the session, the patient is able to receive 
the document that is the outcome of the session by e-mail, allowing for continuous 
reflection and further work on the same document at home. Patient B appeared to 
profit substantially from this procedure. Another good opportunity for drawing on 
the pedagogical advantages of using a PC, is by giving feed-back to the patient by 
e-mail. For instance, the therapist, drawing on the patient’s text, may create tables 
(as in an ABCD-analysis). Other devices may also be used in order to emphasise 
important points, such as preparing posters with “my resources”, that the patient 
may print and put on their wall.

Another point worth emphasising is that in traditional CBT patients are often 
asked to write down their life history on a form or as a letter, whereas the therapist 
usually gives his or her feedback by talking to the patient in the session. Using 
e-mail, the therapist may work on the life-story document in different ways, for 
example by writing validating commentaries in between, thus strengthening the 
therapeutic relationship, or by writing commentaries in the margin, making sug-
gestions for further work, or by colour-marking different parts of the text to reflect 
the same cognitive schemas or core-beliefs. 

Use of E-mail and Implications for the Therapist–Patient Relationship:  
Reduced Formality and Increased Transparency
Traditionally, therapy is offered in an office and within a particular time-frame, 
thus providing clear frames and boundaries for therapy and also underlining the 
therapist’s formal authority. The use of e-mail is not restricted to a particular loca-
tion or time, and the therapist has to establish his or her own frames and boundaries 
and authority10,18. This may require a larger effort on the part of the therapist, but 
appears to make the interaction more formal and, in a sense, more on equal terms. 
It may indeed be regarded as somewhat paradoxical that written rather than verbal 
communication facilitates informality and equality. Moreover, by demonstrating 
how interaction can be carried out in a less formal setting, the therapist may be a 
good role model for the patient. The negotiation of frames and boundaries and the 
lack of formalities may contribute to a more truly interactional type of therapy, as 
the therapist and the patient must both contribute in working out how e-therapy 
should be performed. 

The use of e-mail can increase the transparency of the interaction, in the sense 
that the written interaction reveals and documents the therapeutic process. Although 
this obviously may have positive effects, as the process now is more controllable, it 
can also potentially increase the vulnerability of both parties. To minimise the risk 
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of this a good working alliance should be established prior to the introduction of 
e-mail in therapy, to avoid misunderstandings, both parties inadvertently offending 
each other or choosing strategies of self-protection and concealment instead of more 
constructive strategies that may lead to a positive outcome. 

The Lack of Face-to-Face Communication: Advantages and Disadvantages
Some patients clearly profit from not always having to meet their therapist in person. 
For instance, patients suffering from social phobia, such as Patient C find it easier to 
work on difficult and anxiety-provoking issues in the comfort of their own homes. 
On the other hand, the lack of face-to-face communication also involves some 
challenges. Implicit, non-verbal feedback, e.g. nodding the head or smiling, and 
sometimes more explicit feedback is typically given in face-to-face interaction and 
in traditional therapy. This feedback is important on a micro-level in the interaction 
as well as on a larger level, i.e. with respect to the working alliance19. When e-mail 
is used for therapy, the parties must be more conscious and explicit with regard to 
feedback, as everything has to be done in writing. 

Liability and Reimbursement
While liability is still a minor worry for Nordic therapists, therapists in other coun-
tries such as the USA have expressed concern regarding the legal ramifications of the 
use of e-mail in therapy4,20–22. It has been emphasised that practitioners using e-mail 
have the same ethical and legal responsibilities to their patients as they do during 
other encounters20,21. Issues of privacy and confidentiality that do arise, can at least 
in part be addressed through the use of appropriate encryption systems4. E-mail 
consultations are reimbursed in some countries and in some USA states, but this 
practice is not universal20,22. Concerns regarding liability and lack of reimbursement 
may be two of the key reasons why practitioners have been slow to introduce this 
technology into routine clinical practice22.

CONCLUSIONS

In the present study, we have demonstrated the various ways in which e-mail can 
function as a part of CBT and the potential benefits. Some of the benefits of using 
e-mail as an adjunct to face-to-face therapy are listed in Table 1.

Our research is qualitative and explorative and further work is required to quan-
tify the specific therapeutic effects of e-mail, preferably through randomised control-
led studies. Further work is also required to systematically examine the particular 
effects of different e-mail techniques. 

Despite concerns voiced by some authors4, regarding the appropriateness of 
performing e-therapy, the cases presented and discussed above suggest that e-mail 
may in fact be an effective supplement to face-to-face CBT. E-mail may be used as 
a supplement in different ways, varying on the specific needs of each patient. 
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However, this tool is not suitable for therapy with all types of patients or for all 
types of treatment. We believe it is a prerequisite for efficient therapy by e-mail that 
the patient and the therapist are well acquainted and have established a satisfactory 
working alliance. If patients are very ill, face-to-face therapy sessions may be more 
appropriate than e-therapy. For instance, patients that are suicidal need the direct 
and immediate attention and observation that can only be offered in a face-to-face 
setting. Another group of patients that may find it difficult to take advantage of 
e-mail in therapy, are those who have problems that prevent them from actively 
participating in psychotherapy, for example certain patients with severe depression, 
psychotic disorders, or dementia. People suffering with reading or writing problems 
are also likely to favour face-to-face therapy above e-therapy. 

Based on our experience with e-therapy for patients with complex psychiatric 
problems, we believe that e-mail should supplement rather than replace face-to-
face therapy. Although the need for face-to-face sessions may decline when e-mail 
is introduced, regular face-to-face sessions should be scheduled in order to secure 
the quality of therapy and uphold a good working alliance. E-mail appears to be 
particularly useful for patients who express an interest in communicating by e-mail, 
and who have problems concentrating, expressing themselves verbally, or have high 
levels of anxiety in face-to-face settings. 
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Table 1. Some benefits of using e-mail as an adjunct to face-to-face therapy

Using e-mail as an adjunct to face-to-face therapy may make it easier to:

– Vent feelings, obtain relief and perspective, overcome distance problems
– Be concrete and work with a patient’s life-story
– Concentrate and follow inner mental dialogue
– Structure and validate therapy
– Participate in therapy
– Work with emotionally loaded topics
– Reduce formality, increase equality and transparency
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