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Principles of Therapist Self-Disclosure From the Perspective of Inner Humanism Therapy 

Talk by Martha Heineman Pieper, Ph.D. 

 

The topic of today’s talk is the issue of therapist self-disclosure as understood from the 

theoretical viewpoint of Inner Humanism, which is the psychotherapy based on the psychology 

and philosophy of mind, Intrapsychic Humanism. It's a long talk, but mainly because I have 

included a lot of clinical material (very well disguised of course!) to illustrate the guidelines I 

hope to convey.  

If you take one thing away from today, I hope it will be that therapist self-disclosure is a 

powerful technique that should never “just happen.” In contrast to most other psychotherapies, 

Inner Humanism does not take an ideological stance toward therapist self-disclosure – Inner 

Humanism neither prescribes it nor proscribes it – but rather tailors therapist self-disclosure to 

the specifics of the therapist-client relationship. 

We can all agree that self-disclosure that uses the power of the therapeutic relationship 

to solicit sexual gratification, financial gain over and above the set fee, or any other material 

contributions by the client to the well-being of the therapist or the therapist’s family is unethical, 

and always represents a failure of self-regulatory control on the part of the therapist. Therapists 

who are struggling with these impulses need therapeutic help for themselves. 

Less flagrantly unethical, because usually outside of therapists' awareness, but still 

ethically problematic, are self-disclosures that satisfy therapists' personal needs: for example, to 

be liked, admired, loved, or, even, disliked or hated. It is now widely recognized that the entire 

issue of therapist self-disclosure is an ethical issue as well as a therapeutic one because of the 

potential for therapist self-disclosure to harm clients. Hopefully, my remarks today will illuminate 

some of the ways in which we can achieve the highest ethical standards by minimizing our 

personal, that is, non-therapeutic, motives for self-disclosure and maximizing our effectiveness 

at using self-disclosure only in the service of helping our clients.  
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I am going to focus on the two types of therapist self-disclosure: discretionary and non-

discretionary. Non-discretionary self-disclosure comes from life events that affect the therapist, 

such as pregnancy, serious illness, retiring, moving, etc., as well as from the manner in which 

therapists present themselves and their offices, and also from information about the therapist 

that clients find online or elsewhere. 

The bulk of our time will be spent on the discretionary type of self-disclosure, because 

that is the issue that most of us struggle with – name, what do we do when the client asks us 

questions such as: Where did you go to college? How are you going to vote? Are you married? 

Do you have children? Can you recommend a good book, a dentist, a school for my child? What 

were your parents like? How do you feel about me? Have you ever had my problem/treated 

clients with my problem? And so on. 

My plan is to divide our time as follows: I will offer a brief overview and history of the 

topic of discretionary therapist self-disclosure; then I will offer a new and different way of 

thinking about discretionary therapist self-disclosure based on the psychology of Intrapsychic 

Humanism and it’s therapeutic approach, Inner Humanism. Then I will discuss in detail helpful 

and unhelpful aspects of specific types of discretionary therapist self-disclosure: for example, 

instructive, inspirational, conversational, cautionary, non-sexual displays of affection, sharing 

feelings about the client, and so on, and also some common non-discretionary types of therapist 

self-disclosure – illness, pregnancy, marriage, leaving one’s practice, and so on. I will also 

spend a little time on issues of discretionary self-disclosure that are specific to children and 

adolescents as well as to psychotic and borderline clients.  

Starting with Freud’s writings in the early era of the professionalization of the practice of 

psychotherapy, the topic of what the therapist should intentionally reveal of her personal life to 

the client has been a topic of interest in the professional literature. Until the late 1950’s, the 

discussion nearly always adopted a uniformly restrictive stance. Nineteen-fifty-eight saw the 
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advent of Sidney Jourard’s innovations in which the therapeutic potential of therapist self-

disclosure was formally recognized. Jourard’s work initiated a growing literature on this topic. 

In most other therapies, discretionary self-disclosure is not truly discretionary because it 

is regulated by ideology, specifically by the therapeutic modality practiced by the therapist. 

Yalom says, “More than anything else, the nature/degree of therapist self-disclosure 

differentiates the various schools of therapy.” 

Before turning to the approach to self-disclosure taken by Inner Humanism, I will give 

you a brief history and overview of self-disclosure in other modalities in order to highlight the 

contrast with Inner Humanism. 

Freud’s ideas about therapist self-disclosure partook of the medical and social milieu of 

the latter half of the 19th century. The new paradigm of boundary as practiced in aseptic surgery 

for the prevention of infection was a powerful model for the maintenance of a strict emotional 

boundary between therapist and client. 

From Freud on, psychoanalytic practitioners have strongly advised against therapist self-

disclosure as posing an unacceptable interference with the therapeutic action. Therapist self-

disclosure is thought to be harmful because it shifts the focus away from the client onto the 

therapist, thereby violating Freud’s two rules of therapist neutrality and therapist abstinence. 

Psychoanalytic theory conceptualizes therapeutic action as consisting of the interpretation of the 

transference. The transference, in turn, consists of the client projecting conflicts, ideas, and 

fantasies onto the therapist so as to create a structural transference neurosis, which Freud 

defined as a recapitulation of the client’s particular infantile neurosis. For this to occur 

successfully the therapist is to refrain from self-disclosure in order to remain a mirror (a blank 

screen). Freud said, “Analytic treatment should be carried through, as far as possible, under 

privation – in a state of abstinence.” 

Psychoanalysts have largely continued to be regulated by Freud’s emphasis on avoiding 

self-disclosure, which they see as likely to retard the treatment process – both by contaminating 
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the client’s transference and, also, by stimulating the therapist’s own transference and 

countertransference to the client. With the advent of ego psychology as described in Anna 

Freud’s The Ego and the Mechanisms of Defense, and Heinz Hartmann’s concept of the 

“Primary Autonomous Apparatus,” some analysts have relaxed Freud’s stance of abstinence 

and adopted a less restrictive attitude toward self-disclosure. They may also advocate self-

disclosure in the form of sharing their countertransference experience with the client. For 

example, the analyst may tell the patient that he is boring the analyst in order to recreate a 

childhood conflict. Again, the focus here almost always remains on the general question of 

whether or not the technique of self-disclosure is valuable, rather than on the specifics of 

whether, when, or how to use it with a particular client at a particular moment in treatment. 

In recent times, the psychoanalytic literature has reflected an increased interest in the 

treatment of clinical conditions other than the “transference neurosis,” that is, the application of 

psychoanalytic psychodynamic principles to the broad clinical syndrome of “character 

disorders.” An example is Heinz Kohut’s work on what he called Narcissistic Personality 

Disorders. While he substituted the notion of a narcissistic transference for a transference 

neurosis and on occasion said that therapists “reluctantly” might be forced to comply with the 

client’s “childhood wish” that therapists be less abstinent, Kohut fundamentally agreed with 

Freud’s proscription against self-disclosure as an interference with the workings of the therapy. 

Kohut discusses the harmful “abrogation of analytic work implicit in the notion of a ‘corrective 

emotional experience’” as well as in “educational measures and….other activities from the side 

of the analyst.” Kohut insisted that the “true analytic aim” is achieved in a setting of “analytic 

abstinence.” In general, psychoanalytic psychotherapies continue to frown on therapist self-

disclosure as non-therapeutic. 

In contrast, starting with Sidney Jourard in 1958, there is a movement that, like 

psychoanalytic approaches to self-disclosure, is ideological but that differs in promoting 

therapist self-disclosure as a technique for advancing the therapeutic process. Jourard, himself, 
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introduced the construct of “self-disclosure.” He observed that clients benefited from their own 

disclosures, which led him to conclude that therapist disclosure would beget increased client 

disclosure. He thought clients would achieve authentic disclosure if the therapist took the “risky 

lead” and offered disclosures herself. In direct contrast to Freud’s conceptualization of the 

therapist as a mirror or blank screen, Jourard suggested that therapists adopt a position of 

“transparency.” 

Jourard’s lead was followed by a number of non-psychoanalytic therapeutic modalities, 

including Carl Roger’s Client Centered Therapy and the Human Potential Movement founded on 

the principle of self-actualization and most associated with Abraham Maslow and Kurt 

Goldstein, who among others have propagated the school of Humanistic Therapy (not to be 

confused with Inner Humanism). These modalities adopt a more optimistic view of human 

nature in contrast to the psychoanalytic emphasis on a conflict-laden dynamic unconscious and 

psychic determinism. As a result, they advocate therapist self-disclosure as therapeutically 

beneficial and ethical. 

For example, Carl Rogers viewed the individual as having an innate capacity for both 

self-understanding and also for generating healthy self-directed behavior. The therapist’s job is 

to nurture the client’s innate tendency toward healthy healing by creating a therapeutic 

relationship characterized by “congruence.” When there is congruence, the therapist’s 

involvement is without “sham” or “façade” or a “professional front.” Rather, the therapist freely 

expresses her visceral feelings about the client and is willingly transparent in the relationship. 

The Humanistic therapy of Maslow and Goldstein is similar in that congruence is a 

central principle along with the therapist’s responsibility to practice both unconstrained honesty 

as well as an authentic self-disclosure. Humanistic therapy views self-disclosure as an ethical 

necessity because authentic self-disclosure promotes the goodness associated with being 

faithful to one’s humanistic ideals. The therapist’s authentic self-disclosure achieves this 
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therapeutic goal by nurturing the client’s own trust, openness, authentic self-knowledge and 

capacity for intimacy. 

Cognitive-behavioral theory generally recommends therapist self-disclosure as an 

important and useful technique. Cognitive-behavioral therapists see self-disclosure as an 

effective tool for facilitating client change by: providing feedback on the interpersonal impact 

made by the client on the therapist; enhancing the client’s positive motivation and expectations; 

strengthening the therapeutic bond; normalizing the client’s reactions; reducing the client’s 

fears; and modeling effective ways of functioning, such as coping strategies and problem-

solving techniques. 

Feminist Therapy is another modality that views therapist self-disclosure as a vital agent 

of therapeutic change. Self-disclosure is seen as congruent with the goals of maintaining an 

egalitarian relationship and of forming connections between the personal and the political. 

Feminist therapists also use self-disclosure to equalize the power differential between client and 

therapist; to decrease the client’s feelings of shame; and to transmit feminist values. 

There is also a recent offshoot of psychoanalysis, the dialectical-constructivist school of 

psychoanalysis, which encourages therapist self-disclosure as a way to avoid infantilizing the 

client. The client is held to behavioral standards of social responsibility within the therapeutic 

relationship. The therapist shares her personal reactions to the client with the client in order to 

provide the client with feedback about the extent to which the client is discharging her 

responsibility to maintain an appropriately sensitive relationship with the therapist. This 

approach assumes that the client will benefit most from an egalitarian relationship with a 

transparent analyst. 

I want to emphasize that for Jourard, Rogers, Humanistic Psychology, Cognitive-

Behavioral Therapy, Feminist Therapy, and the Dialectical-Constructivist school of 

psychoanalysis, therapist self-disclosure is ideological in that it is considered to be as beneficial 

as the mainstream psychoanalytic literature considers it to be harmful. So in most other 
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approaches, discretionary therapist self-disclosure is either prescribed or proscribed – there is 

rarely a detailed focus on how to tailor therapist self-disclosure to a particular client at a specific 

moment in treatment. 

I am going to offer another way of addressing the question of when to self-disclose, 

namely the therapeutic approach of Inner Humanism. The approach to discretionary therapist 

self-disclosure taken by Inner Humanism is not ideological – that is, it is neither uniformly 

proscriptive nor uniformly prescriptive – but rather it rests on the specifics of the therapist-client 

relationship. Self-disclosure that is appropriate for one client at a given time may be harmful to 

another client or, even, to the same client at a different time. 

Except for the prohibitions against unethical conduct and the necessity for housekeeping 

rules, such as fee schedules, appointment times, etc., there are almost no specific therapeutic 

interventions that are effective across the board, including self-disclosing or not self-disclosing. 

It is not that Inner Humanism doesn’t advance principles about when to disclose – it does, and I 

will describe them, but the application of the principles requires skill and experience because it 

cannot be done reflexively or automatically. As my supervisees are no doubt tired of hearing me 

say, therapy can never be “paint by numbers.” It is not always therapeutic to avoid self-

disclosure and it is not always non-therapeutic to make self-disclosures. 

The value of self-disclosure is determined by an accurate assessment of the client’s 

needs at a particular point in time in the treatment process. How to make this assessment is the 

challenge we all face and it is complicated by the fact that each of us has two sets of motives 

operating at all times – personal and caregiving. As I will discuss, ideally, when we are doing 

treatment, our caregiving motives are regulating our personal motives. If so, we will be very 

accurate in our assessment of the client’s need for either abstinence or self-disclosure on our 

part, which means that we will be taking the best possible care of our clients and doing our job 

at the highest ethical level. 
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I would like to turn now to the principles that we as therapists can use to make decisions 

about the merits of self-disclosure in a given moment. Because these principles rest on an 

understanding of therapeutic action as it is practiced in Inner Humanism, I will briefly discuss the 

nature of Inner Humanism treatment. Then I will lay out the conflicting motives for involvement 

that every client brings to therapy and describe how these affect therapists’ decisions about self-

disclosure. I will go on to identify motives within ourselves that we as therapists need to be 

aware of as we make decisions about whether to self-disclose, and, finally, I will use these 

points as the groundwork for laying out some general principles of self-disclosure. 

Inner Humanism treatment uses the psychotherapeutic relationship to strengthen the 

client’s constructive motives and to decrease the power both of the client’s self-destructive or 

self-defeating motives, and also of the client’s motives for a pathological type of pleasure 

(overeating, drinking too much, shopping to excess, etc.). 

As Inner Humanism treatment progresses, the therapeutic relationship is also the means 

to address the root cause of the client’s conflicts about making self-caretaking choices, namely, 

the confusion of unhappiness with happiness that occurred early in childhood and resulted in 

the presence of learned needs for unhappiness. 

Those of you who are familiar with the books Smart Love, Addicted to Unhappiness, and 

Intrapsychic Humanism know of our discoveries about the nature of psychopathology. I will take 

just a moment to recap those discoveries for the benefit of those who may be hearing about 

Intrapsychic Humanism and Inner Humanism treatment for the first time. One fundamental 

discovery, which has since been supported and borne out by many independent experimental 

studies, is that children are born loving their parents and believing that their parents love them 

and want the best for them. One byproduct of this is that all babies are born to love whatever 

care they get; that is, babies are completely unable to evaluate the quality of the care they get. If 

babies are responded to accurately according to their true needs, they equate those responses 

with happiness and grow up wanting more of the same happiness – they want others to treat 
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them well, and they want to give the gift of happiness to others as well as to themselves. They 

will have no needs for conflict, and no difficulty making good choices and pursuing them. 

On the other hand, if babies’ needs are not responded to accurately – for example, 

parents follow sleep doctors’ prescriptions to let children cry themselves to sleep or listen to 

advice that tells them to make their two-year-old share – then, because children are born with 

no choice but to love whatever care they get, they equate the unhappiness generated by these 

experiences with happiness, and they learn to need and want more of this unhappiness 

masquerading as happiness. As adults, they will unknowingly have incompatible motives both 

for genuine happiness and also for the unhappiness they have confused with happiness. Every 

client who comes to treatment comes because learned needs for unhappiness are robbing them 

of pleasure in some area of life – they suffer emotionally (for example, they are depressed, 

phobic, manic, self-critical), their relationships are unrewarding, they are not happy or are not 

effective at work, or they struggle to maintain their health and fitness at an acceptable level. 

The learned though unrecognized needs for unhappiness that every client brings to 

treatment make a client's progress erratic. The more a client moves in the direction of 

consistently following constructive motives, the more her unrecognized needs for unhappiness 

will press for gratification until the inevitable backsliding occurs. We call this backsliding an 

aversive reaction to pleasure. 

There are two kinds of consciousness, intrapsychic and interpersonal, and two 

corresponding kinds of happiness, primary and secondary. Intrapsychic consciousness is 

equivalent to inner well-being and the primary happiness it generates is the happiness of feeling 

loveable, loved, and loving. Interpersonal consciousness generates the secondary happiness of 

everyday activities – reading, running, socializing, eating, and so on. On the interpersonal level, 

learned needs for primary unhappiness are expressed as needs for secondary unhappiness, 

that is, they cause the problems in everyday living I just mentioned.  
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When clients enter treatment, their learned needs for unhappiness are invisible to them 

because long ago clients mistook the unhappiness they unknowingly seek for happiness. Either 

they don’t see how they are getting in their own way, or they know they are causing themselves 

unhappiness, but these self-defeating behaviors seem either deserved or inevitable. The 

invisibility of needs for unhappiness caused by the unrecognized confusion of unhappiness with 

happiness complicates clients’ requests for therapist self-disclosure. 

Inner Humanism therapy works because the therapist both supports the client’s wishes 

to experience genuine pleasure and, at the same time, helps the client to understand that many 

of her problematic behaviors have been in the service of gratifying heretofore unrecognized 

motives for unhappiness. This process becomes most transparent and amenable to change 

within the therapeutic relationship. For example, clients have a chance to see their relationship 

conflicts play out with the therapist and to realize that the resulting alienation they feel from the 

therapist is a loss that they don’t want to go on causing themselves. A common instance is the 

client who follows a session in which she shared a lot with her therapist by being very late to the 

next session or missing it entirely. While this gratifies the client’s needs for unhappiness in the 

form of distancing, at the same time the client experiences the loss of the pleasure of closeness 

and sharing that would have occurred if the client had had her full session. The engine that 

powers Inner Humanism therapy is that the client’s heretofore unrecognized needs for 

unhappiness become not only known, but also come to signify an avoidable source of loss. 

So, on the basis of this brief discussion, I hope it is clear that when a client asks a 

therapist for personal disclosure, this request can stem from one of two motives: a motive for 

the unrecognized unhappiness of pursuing alienation from the therapist, or a motive for genuine 

closeness with the therapist. Alienation from the therapist can take two quite different forms, 

depending on whether it arises from motives for unhappiness in the form of dysphoria or 

motives for unhappiness in the form of a non-constructive type of pleasure. 
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When a request for self-disclosure comes from dysphoric motives, the revealed 

information will make the client feel consciously worse. An example is the college student who 

was struggling with incompletes and bad test scores. Therapist and client had been working 

together to help the client take better care of himself in school. One day, after he had managed 

to get an important assignment in on time, a real accomplishment, the client asked the therapist 

what grade point average he had had in college. When the therapist replied, “4.0,” the client 

became morose and said, “Well, that’s something I will never achieve.” The next day he 

overslept and missed a test. Clearly it would have been better had the therapist realized that the 

client’s motive for asking him about his grade point average stemmed from an aversive reaction 

to pleasure and had the purpose of making the client feel bad (a motive for alienation). If he had 

made this perception, rather than make the requested self-disclosure, the therapist might have 

said something along the lines of, “I think that question may have the goal of finding something 

to feel badly about at a moment when you have so much to feel good about.” 

Sometimes clients may ask for self-disclosure as a way of feeling a social rather than a 

therapeutic closeness to the therapist (as a way of gratifying motives for non-constructive 

pleasure) and, therefore, they miss out on the real intimacy that comes from a therapeutic 

relationship in which negative as well as positive feelings are welcome and helpful. 

A client who had always had difficulty expressing anger or dissatisfaction in her life as 

well as in her therapy was just beginning to trust the therapeutic relationship enough to let the 

therapist know about her angry or dissatisfied feelings. The therapist had missed the previous 

session because she had had the flu. Rather than express the anger she had been feeling 

about the missed appointment every moment since the previous day, the client asked very 

chattily if the therapist had seen a particular show on TV the night before. The therapist said she 

had. The client asked if the therapist liked the show and felt very happy to hear from the 

therapist that she did. The client then spent a good part of the session talking about the plot and 
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characters of the TV show. She felt very close to the therapist and happy that she and the 

therapist shared an involvement in the show. 

But the pleasure of this closeness was actually in the service of ignoring and 

suppressing the negative feelings the client was feeling about the missed session. If the client 

could have brought those feelings into the relationship and gotten help with them, the closeness 

she felt would have been genuine and therapeutic. If the therapist had been aware both of her 

own mixed feelings about being ill and having to cancel the client’s appointment, as well as of 

the client’s feelings about the therapist’s illness and cancellation, she might have resisted the 

impulse to answer the question about the TV show and said something like, “I know we missed 

our session yesterday and I have a feeling you have got important things on your mind that are 

hard for you to talk about today – maybe we should try to get to those first if possible?” 

When a client’s request for self-disclosure is in the service of genuine motives to 

increase the mutuality of the therapeutic relationship, the interaction feels very different than 

when the request is driven by motives for distance and isolation from the therapist or by motives 

for non-constructive pleasure with the therapist. An example is a client who was in the grip of an 

aversive reaction to pleasure. He had committed himself to losing weight after being told that his 

cholesterol and blood pressure were dangerously high. The day before his appointment, he had 

been to a wedding and had completely gone off his diet, eating everything in sight. He came to 

his appointment and talked for a while about something that had happened at work that day. 

Suddenly he said, “I’m avoiding telling you something and I guess I should talk about it. Last 

night at the wedding I really lost it – I must have eaten enough fat to get my cholesterol back up 

40 points. I feel like a total failure and stupid to boot. Here my life is at stake and I act like that.” 

He was silent for a few minutes and then said, “I bet I know what you are thinking – you are 

really disappointed in me.” The therapist said, “Actually, I was thinking that you are being awfully 

hard on yourself for what is an inevitable moment of backsliding. I can hear a part of you trying 

to convince yourself to give up rather than go forward.” The client smiled and said, “Well, you’re 
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right, I was trying to tell myself that I should just give up and that you thought it was hopeless, 

too – but that would really be dumb! Thanks.” The result of the therapist’s self-disclosure of his 

thoughts was that the client realized that the therapist didn’t share his self-critical feelings and 

that there was another, much more forgiving and constructive perspective he was missing. As a 

result, the client was able to go back to his diet and his motives for genuine care-getting 

intimacy were strengthened. 

I would like to re-emphasize that whether or not to make a self-disclosure depends on 

your assessment of the client and of where the client is in the treatment process. For example, if 

the client just discussed were to come in two weeks later berating himself for having gone off his 

diet and then again asked the therapist what she was thinking, the therapist might well decide at 

that point not to discuss her thought processes. She could well conclude that reassuring the 

client once again that she did not share his self-critical view would be used by the client in the 

service of trying to put those self-critical feelings to one side rather than facilitating his ability to 

share the extent to which they still plagued him. In that case, the therapist might say something 

like, “Having answered that question for you not too long ago, I think the most important thing 

right now is how hard it is for you to believe that I would feel differently than you do when you go 

off your diet, and, even more, how hard it is for you to get some distance from your own critical 

voice. I’m glad you’re sharing that and bringing it to our relationship.” 

In general, it’s a useful rule of thumb not to make the same self-disclosure multiple 

times. Even if a self-disclosure was called for the first time, the second time clients ask it is 

usually because they couldn’t allow themselves to believe the answer the first time; they want to 

hear the answer again in order to have a reason not to bring in a feeling or thought that runs 

counter to it; or, without realizing it, they want to use the answer as a trigger for self-criticism, 

and so on. When the same self-disclosures are made repeatedly, whether they be discussions 

about the therapist’s personal life, the therapist’s thoughts about the client, discussions of books 

or politics, etc., the therapeutic relationship will take on a social coloration. As in the example 
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above, faced with repeated requests for self-disclosure on the same subject, the therapist 

should gently help the client to think about the motives underlying the request rather than simply 

gratifying it. As you will see, almost every principle has an exception, and this rule of thumb 

does not necessarily apply to children and adolescents, as I will discuss further on. 

In Inner Humanism treatment, we distinguish between client communications that have 

process meaning and those whose significance is content only. The process meaning of a 

communication relates solely to the conflict between the client's motives for genuine care-

getting intimacy with the therapist and the client's motives to avoid this intimacy and to pursue 

learned needs for unhappiness. The content meaning of the client's communication 

encompasses all other significance of that communication besides the process meaning. 

The distinction between content and process meanings rests on the significance any 

association has in relation to the therapeutic goal that the client increasingly acquire the 

capacity and desire for stable involvement in the mutuality of the caregiving relationship, which 

signifies an increasingly stable motive to pursue constructive pleasure and to avoid self-

imposed unhappiness masquerading as happiness. This distinction is dynamic in that it is 

person- and situation-dependent. So another way of describing when to respond to a client’s 

question with discretionary self-disclosure is when the process meaning of the request for 

therapist self-disclosure is in the service of increased mutuality, that is, of genuine relationship 

pleasure. 

An example is a client who had great difficulty ever acknowledging that he needed help 

or actually reaching out for help. He had come to treatment only because his girlfriend had said 

she wouldn’t marry him otherwise. His treatment hours tended to be filled with descriptions of 

work or activities that had no emotional content at all. Then one night he got a call telling him 

that his mother had been diagnosed with terminal cancer. Almost without thinking, he had 

picked up the phone and called the therapist to tell him the distressing news. 
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The next session, the client talked about his mother’s situation and, with about fifteen 

minutes left in the hour, he began to describe in detail annoying calls he had been getting from 

local newspapers and funeral homes. He said this was the last straw and he was going to get 

on the national “do not call” list, something he had been intending to do for some time. He asked 

the therapist if he had signed up for that. The therapist understood that the process meaning of 

this request for self-disclosure was, “I bet you are really annoyed that I called you last night and 

wish that I didn’t have your number or couldn’t call you.” As a result, the therapist didn’t answer 

the question, but instead said, “I wonder if you are worried that I was as unhappy that you called 

last night as you feel when strangers call you.” The client said, ‘Yes, I am really sorry and I give 

you my word I will not call you again – it must make you really angry when you get calls from 

clients after a long day.” It was clear to the therapist that he should respond to the client’s 

implied question about how the call had made him feel. If the therapist didn’t share his true 

feelings, the client would go on believing that the therapist had been upset with him and 

probably would never have called again. The process meaning of the client’s request that the 

therapist tell him whether he was on the do-not-call list was his struggle between his motives for 

care-getting pleasure (his hope that the therapist had not minded his call) and his motives for 

isolation, that is for unhappiness (his unrecognized hope that the therapist resented his call). 

The fact that the client was reaching out to the therapist for help with this conflict meant to the 

therapist that he should disclose his feelings. He said, “On the contrary, I was happy for you that 

you were able to call me and tell me that you were upset – it seems to me a sign that we have 

been doing some very good work together.” The client looked quite surprised and said nothing 

more about the call. But a few weeks later, when his mother died, he was able to call his 

therapist without having a self-critical reaction. 

In general when assessing whether a given self-disclosure is in a client’s best interest, it 

is often helpful to think about the client’s character structure. For example: is the client inclined 

to be skeptical, withdrawn, or trustful. Also it is important to note how the client has responded 
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to the therapist’s self-disclosures in the past. An example of using self-disclosure to help a 

withdrawn client is as follows. This client had great difficulty talking and spent most of the 

therapy hours in silence. The therapist would ask if the client could share anything of what he 

was thinking, but the client always shook his head. The therapist recognized that the client’s 

inability to talk represented an aversive reaction to the pleasure of having made a commitment 

to come to therapy to try to get help for himself, yet the therapist also knew that the client was in 

no way ready or able to hear this interpretation. First, the client had to be helped to feel more 

comfortable in the hour, because the danger was that the discomfort he felt at his inability to 

communicate would drive him out of therapy altogether. In the client’s fifth session, after about 

fifteen minutes of silence had passed, the client volunteered that he had gone to see the 

Chicago Cubs play the day before. He asked the therapist if he was a Cubs fan. In this instance, 

because the question was in the service of helping the client to feel more comfortable and to 

become more able to communicate, the therapist said that in fact he was a fan. The therapist 

volunteered that he had seen the game on TV and how close it had been and how exciting it 

must have been to be there in person. The client agreed, and went on to describe some of the 

plays. This interchange marked a gradual shift in the balance between the client’s motives for 

isolation and distance and his motives to involve himself in the treatment process. He was able 

to spend more of the treatment hour engaged with the therapist, who for a while felt it was 

therapeutic to help the client to talk about experiences in his life by making conversational 

responses. Gradually, the therapist was able to limit the amount of self-disclosure and increase 

the focus on the client’s own thoughts and feelings. 

An example of a client whose character structure was such that self-disclosure would not 

have been therapeutic is the man who entered treatment seemingly with no sense that the 

therapist was anything but a new and good friend. He called the therapist by his first name, was 

very chatty, and filled the hour with discussions of his handball games, reports he was doing for 

work, restaurants he liked, and so on. The therapist was aware that the client’s aversive 
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reaction to the pleasure of coming for help was taking the form of denying to himself that he was 

in a treatment relationship in which the therapist was a professional whose expertise the client 

didn’t possess himself but needed. When the client said, “So, what is your take on the 

presidential election,” the therapist concluded that self-disclosure would fuel the client’s 

defensive belief that they were simply having a social relationship. He said, “I’m sure it would be 

enjoyable to talk about that with you, but I’m still trying to get to know you and if I am going to 

really be of help to you, I would like to hear more about your thoughts and not intrude my own at 

this point.” The client looked quite surprised and then irritated. He said defensively, “I am just 

curious to know what you think.” The therapist replied, “I can understand that, but our most 

important goal is to help you to be happier and to have the life you want, and for now I am going 

to ask you to trust me when I say that answering that question would not be in your interest at 

this time.” The client said he would go along with the therapist’s decision and that he certainly 

was there to try to feel better. 

While he clearly was feeling the loss of not being able to relate to the therapist in a social 

manner, at the same time he was starting to realize that perhaps the therapist could offer him 

something different and more helpful than he got from his friends and also that the therapist was 

a professional who was not going to be dissuaded from his own views of what was best for the 

client. The treatment had gotten off to a good start. 

Another aspect of discretionary self-disclosure that I would like to touch on in this 

general discussion is the nature of the therapist’s response when she decides self-disclosure is 

indicated. When the therapist makes a self-disclosure, it can be difficult to keep in mind that 

while this response is, by definition, a social form of communication (the therapist is talking 

about herself), the content and form of the response must still be regulated by therapeutic aims. 

For example, let’s assume the therapist decides it is in the client’s interest to answer a 

question about whether the therapist had seen a movie the client had seen. Whereas in a social 

context the therapist might naturally go on to detail her reactions to the movie, in a therapeutic 
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context, the therapist would know that volunteering her reactions to the movie might both 

interfere with the client’s comfort in sharing her own opinions, and also divert the discussion 

from the client’s reason for associating to the movie in the first place. So in a therapeutic, as 

opposed to a social, context, the therapist might share that she had seen the movie in order to 

make it easier for the client to talk about it, but it would be very unusual for her to volunteer her 

own opinions about the film. She would want to hear the client’s thoughts about the movie in 

order to understand the process meaning of why the client was associating to it. 

In general, then, it is better for therapists to keep self-disclosures short and to the point 

and not to volunteer more than they are asked. In addition to not wanting to short-circuit the 

client’s associations, the client is also paying for the time and, even though she asked the 

therapist to respond to a personal question, she might understandably feel a loss if the therapist 

used up a lot of her time answering. 

Another helpful way of deciding whether a given self-disclosure is therapeutic is to keep 

in mind the distinction between caregiving and personal motives. As I mentioned earlier, 

everyone, including therapists, have both personal motives and caregiving motives. Caregiving 

motives are motives to meet the developmental needs of children or adult clients. Personal 

motives are all other motives, for example, to get enough exercise, have enjoyable social 

relationships, to take vacations, and so on. In treatment, the therapist’s personal motives should 

appear only in the structure of the treatment, for example, what days and hours the therapist 

works, the fee, when she takes vacations, etc. Sometimes personal motives are also introduced 

when the therapist gets married, gets pregnant, retires, moves to another city, etc. But in the 

actual treatment hour, the therapist's responses should be regulated entirely by caregiving 

motives. 

For example, if it is the day after a presidential election and the therapist is elated 

because her candidate won and is dying to talk about the victory and what it will mean for the 

country, that wish is a personal motive and has no place in the therapy process. If the client 
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never introduces the topic of the election, the therapist should not bring it up and, even if the 

client refers to it, the therapist should talk about it only in ways that will be helpful to the client. 

To illustrate, even if a client asks the therapist whom she voted for, the therapist cannot simply 

take that as an opening to talk about a subject that is very much on her mind but, instead, must 

decide whether even that much information will interfere with or facilitate the client’s 

constructive, self-care-taking motives. 

While this decision process sounds straightforward, in my experience therapists’ own 

personal motives are often quite invisible to them and may be mistaken for caregiving motives, 

especially when it comes to self-disclosure. For example, one therapist felt he was taking good 

care of clients when he responded to their requests about what restaurants to go to, what 

movies to see, how to get ahead at work, whom to date or not to date, and so on. He did not 

realize that his pleasure in giving advice was coming from his personal motives, including the 

motive to have an enjoyable social conversation, the motive to hurry the therapy process along 

by not waiting for his clients to have their own decision-making process, and his own personal 

conflicts about caregiving intimacy, which led him to dilute that intimacy with social 

conversations. As a result, he gave advice when asked, and did not tailor his responses to 

individual clients. 

This was especially non-therapeutic for one woman, who had had a very intrusive father 

who always told her what to do. Her pattern of relating to men was always to downplay her own 

competence and let them run her life, but underneath, this dynamic caused her tremendous 

resentment. She related to the therapist in the same way, asking his advice on what software 

program to use to reconcile her bank accounts, what restaurants to take a business client to, 

where to go on vacation, etc. The therapist happily answered these questions out of his 

personal motives to give advice. The client appeared delighted with the help. Soon, however, 

the client began to say that she had gotten so much from her treatment that she thought she 

was ready to stop. 
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At this point, the therapist brought the client into his supervision. His supervisor showed 

him that, rather than strengthening the client’s constructive motives, which was the object of the 

therapy, his advice-giving was coming from his personal rather than from his caregiving motives 

and was strengthening the client’s belief both that she was incompetent to make decisions for 

herself and also that people would want to have a relationship with her only if they could “boss 

me around.” 

As a result of his supervision, the therapist began relating to the client very differently. 

The next time the client asked for his input, the therapist was able to share with her that without 

realizing it he had been responding to her unhelpfully by giving her so much advice. He saw 

now that he had not been helping her with her feelings of inadequacy and her belief that others 

would only be interested in her if she constantly looked to them for guidance. The client 

disagreed and said that his advice had been very useful and was just what she wanted from her 

therapy, but then she began to associate to a lunch she had just had with a friend who had 

suggested that her outfit was a bit dated and had offered to go shopping with her for more 

becoming clothes. The client had thought that her suit looked very nice and she was crushed by 

her friend’s remarks. The therapist responded, “And I’m afraid you may have felt that my advice 

has been burdensome as well.” The client said nothing, but didn’t deny the statement either. 

Over the next few months the treatment got back on track as the focus shifted to the real issues 

with which the client needed help. 

When therapists are being regulated by their personal motives, they can be misled into 

making many types of non-therapeutic self-disclosures. One such therapist had a client who had 

been struggling with her relationship with her two-year-old. She constantly got into power 

struggles with him and would ask her therapist for help with her inability to keep her equilibrium 

when he cried because he couldn’t have what he wanted. In one session, she attacked the 

therapist for not being more helpful saying, “I have tried everything you suggested and nothing 

has changed. I just don’t think you’re helping me all that much – In fact, I wonder if you have 
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ever had anything to do with difficult children – Do you have children and if so, did you ever 

have these kinds of problems?”  The therapist reacted with personal motives, namely, feeling 

stung by the attack and wanting to defend himself. He said, “Actually I have three children and 

all of them went through the terrible twos. I have a lot of experience with this, and I really think 

that I can help you.” 

In effect, by offering a self-disclosure driven by personal motives, the therapist shut off 

the client’s negative feelings, which from a caregiving point of view he should have made 

welcome. If he had responded from his caregiving rather than his personal motives, he might 

have said something like, “I can hear how frustrated you are feeling. I know that there is a part 

of you that is trying to tell you your efforts are in vain and that I am not helping, but that part of 

you is robbing you of the good feelings of how hard you have worked to improve your parenting. 

Eventually, your efforts will pay off.” 

I would like now to describe a few additional general principles for assessing whether 

self-disclosure is in a client’s interest before I turn to a discussion of specific types of self-

disclosure. 

I cannot emphasize too often or too strongly that the advantages or disadvantages to 

clients of therapist self-disclosure can only be determined by an accurate assessment of the 

client’s needs at a particular point in time in the treatment process. Making this assessment 

correctly is the challenge and is our focus today. 

As we have seen, every client comes to treatment with different sets of motives. Learned 

motives for unhappiness include motives for dysphoric experiences (depression, anxiety, self-

criticism, various degrees of physical injury, relationship conflict, etc.) and motives for pleasure 

that lead to unhappiness (overeating, overexercising, unprotected sex, etc.). At the same time, 

every client retains the motives for genuine care-getting pleasure with which she was born. 

Those motives for genuine, pain-free, stable inner well-being are what we call the non-fixated 

motives a client brings to treatment. 
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Another way of thinking about whether to make a self-disclosure is how it fits with the 

therapist’s job of strengthening the client’s non-fixated motives for genuine, constructive 

pleasure, and also of not strengthening the client’s fixated motives for learned unhappiness in 

the form of dysphoria or pathological pleasure. The difficulty and the reason that therapy is 

never a routine enterprise is that a response that strengthens one client’s non-fixated motive for 

genuine care-getting pleasure might strengthen another’s fixated motive to bring about 

experiences of unhappiness. Discriminating between the client’s fixated and non-fixated motives 

is one of the hardest skills for therapists to learn. 

To illustrate: One client came to treatment with a family background in which his parents 

were successful professionals who were emotionally and physically unavailable. They were 

almost never home, left the client in the care of indifferent babysitters, and, when they were 

around, they were emotionally withdrawn and uninterested in the client, who they expected to 

be quiet, well-behaved, and as little bother as possible. Not surprisingly, as an adult the client 

struggled with relationships. He found it very difficult to reach out to people because he was 

certain that the other person would find him boring or, worse, repellant, and would reject him. 

When he entered therapy, he reacted to the therapist in much the same way. He treated him 

with great respect and kept his distance. Even after he had been in treatment for six months he 

never presumed that any type of closeness existed between them. Rather, he assumed that the 

therapist saw him out of duty and that duty was the reason the therapist didn’t reject him. This 

client’s fixated motives were telling him that the relationship with the therapist was purely 

formalistic, commercial, and objective. One consequence was that he was convinced that the 

therapist would never allow the client to know him behind the professional façade. He could not 

imagine that the therapist could like him and want to help him because of the person he was 

and not just because he was a paying client. 

During one session, the client was talking about his parents and how cold they had 

been. Suddenly, he asked the therapist whether his own parents had been warmer and, if so, 
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how the therapist could possibly understand how badly the client’s childhood relationships were 

affecting him. The therapist realized that this request for self-disclosure was actually coming 

from the client’s non-fixated motive to see the therapist other than through a self-critical haze, 

that is, to see the therapist as someone who was not holding himself aloof from the relationship 

and treating the client like a bug under a microscope, and who did not look down on the client 

for needing his help, but rather who was willing to let himself be known by the client. As a result, 

the therapist responded, “My parents were warmer than yours, but that is a good thing because 

it gave me a model for relationships that I can now use to help you. Because my parents were 

more responsive, I can really understand the loss you had and the effect it had on you and I can 

help you reconnect with your optimistic and positive feelings about relationships. For example, I 

know it took a real effort for you to ask me about my parents – I know it’s been difficult for you to 

think about our relationship as being more than a one-way street.” 

The therapist accurately recognized the opportunity presented by the client’s expression 

of a non-fixated motive for genuine care-getting relationship pleasure. From this point in the 

treatment, the client had more frequent moments in which he could share with the therapist 

assumptions about the therapist that he had never before questioned and get feedback that 

surprised him. As a result, his relationships outside of therapy began to change for the better 

because his assumption that others would not be interested in him and would reject his 

overtures was less overwhelming. 

I want to emphasize that this is not re-parenting – that as therapists we need to respond 

to the client’s non-fixated motives but that those motives change over time. It is possible that 

later on in the treatment process, this client might make a request for self-disclosure that would 

actually be coming from fixated motives for learned unhappiness and the therapist would need 

to recognize that transformation and respond accordingly. 

An example of a request for therapist self-disclosure that is in the service of fixated 

motives for learned unhappiness was made by a client who constantly made himself miserable 
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by thinking about how much better off other people were. He felt that his job was not as 

interesting and paid less than the jobs of many of his friends, he compared his children’s 

accomplishments unfavorably with the children of his friends, he felt oppressed by minor health 

problems that he was unrealistically convinced were not shared by most people his age, and so 

on. What he didn’t realize was that this focus on perceived deficits kept him from feeling good 

about the positive aspects of his life (he had a good marriage, his children adored him, he had 

lots of friends, and so on). He had begun to make real strides in recognizing the extent to which 

he was preventing himself from being happy and as a result began to value his sessions more 

and look forward to them. In one session, the client asked his therapist if her parents had been 

as harsh and cold as his parents. Fortunately, the therapist realized that this request was 

coming from the client’s fixated motive to make himself feel bad by comparing himself 

negatively to others. The therapist, therefore, decided against making the self-disclosure that his 

parents had not been as harsh, and said instead, “I would be happy to answer that, except that I 

think that there is a part of you looking to make yourself feel badly by comparison, and it’s that 

impulse that I think we need to look at. You were just saying you had been looking forward to 

coming today, and I think asking this question is in the service of trying to remove the good 

feelings you have about our work together.” 

In addition to thinking about whether a client’s request for self-disclosure is coming from 

fixated or non-fixated motives, another treatment dimension that the therapist should always 

keep in mind is the nature of the process before the request for self-disclosure. For example, 

has the client been moving toward increased openness and does answering the question seem 

likely to further that progress or to strengthen the client’s reactive motives for backsliding? Has 

the client been under the influence of an aversive reaction to pleasure and, if so, will answering 

the client’s question help the client recover from the aversive reaction to pleasure or will the self-

disclosure push the client further into her isolation or alienation? 
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It can be difficult to keep in mind the process significance of the last few sessions when 

a client enters the room talking about a subject that seems entirely unrelated to the topics of the 

previous sessions. However, when therapists make the effort to keep in mind recent events in 

treatment that are meaningful to a client (for example, a rescheduled, missed, or canceled hour, 

an important leap forward in self-awareness, an increased knowledge of the importance therapy 

has for her, and so on) they will usually be well-rewarded by their increased understanding of 

their clients' associations and they will have a better knowledge of how to respond accurately to 

their clients' requests for self-disclosure. 

An example is a client whose therapist had just taken a two-week vacation. She came to 

the reunion session terribly upset by her suspicions that her boyfriend had cheated on her with a 

colleague while on a business trip. She described the evidence of the alleged infidelity (he 

hadn’t answered her calls to his cell phone at night but only in the morning, and he let slip on a 

previous occasion that his colleague was “a real looker,” etc.). She said she felt quite convinced 

that she had been betrayed and asked insistently whether the therapist agreed with her 

assessment. 

The therapist, who was aware based on past experience that the client was very reactive 

when he went on vacation with his family, realized that her question had a whole other layer of 

meaning, namely, “I think you betrayed me by going on vacation with your family, by forgetting 

all about me when you were on vacation, by wanting to be with them instead of me,” and so on. 

He knew that if he were to give his opinion, which was that it actually did sound as though the 

boyfriend had been unfaithful, his answer would also have the meaning to her that he was 

agreeing that he, himself, had betrayed her. So the therapist avoided the self-disclosure as not 

being in the client’s interest and said, “Right now, I think the most important thing is that you are 

not sure about how you feel about what he did or about him.” The client agreed that she was of 

two minds about it. She added that she had asked all of her girlfriends for their opinions and she 

felt even more confused when their opinions differed. This gave the therapist a chance to refer 
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back to the elephant in the room, his vacation. He said, “It must have been especially difficult to 

have all this going on when I was gone and we couldn’t meet.” The client said, “Yes! I felt like 

you betrayed me also by not being here.” By abstaining from self-disclosure, the therapist 

helped the client get at her feelings about his vacation, which were being covered over by her 

conscious upset with her boyfriend. 

Next, I will talk about the clinical ramifications of specific types of self-disclosure, such as 

giving advice, praise, or information, or sharing feelings about the client. I will also talk about 

self-disclosure with children and adolescents and borderline clients as well as touching on non-

discretionary forms of self-disclosure such as the therapist’s pregnancy, illness, relocation or 

retirement, etc. 

 

I would like to take a moment to review some of the principles I have advanced for 

deciding when self-disclosure is in a client’s interest, and then I will move on to consider specific 

types of self-disclosure. The overriding principle is that discretionary self-disclosure has to be 

client-specific and it should not occur unless it will facilitate the client’s constructive motives for 

true self-regulatory control over her life rather than motives for either dysphoric experiences or 

destructive positive experiences which stem from learned needs for unhappiness. I discussed 

the importance of identifying and distinguishing (1) whether the request for therapist self-

disclosure comes from motives for distance and isolation or from motives for genuine care-

getting pleasure; (2) put differently, whether the request comes from fixated or non-fixated 

motives. I also talked about the difference between the process and content communications of 

client requests for therapist self-disclosure and the importance of considering the specific nature 

of the client’s character structure; and I talked about the need to determine where the client is in 

the treatment process both in a large sense but also in terms of the last week, day, and, even, 

the last few minutes. 
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How a therapist responds to a client’s request for self-disclosure also depends on her 

own assessment of whether the impulse to respond comes from her own personal motives or 

from her own caregiving motives. If she does respond, she needs to be careful to respond 

therapeutically and not socially, that is to make sure the response is tailored to help the client 

and not to provide gratification for the therapist. If she decides that not responding is in the 

client’s best interest, it is crucial that the withholding be made gently and kindly. In other words, 

the therapist needs to make clear that the client did nothing wrong in asking for information and 

that the therapist would be happy to answer any question posed by the client if and when the 

therapist concludes that the answer would benefit rather than interfere with the client’s 

treatment. 

I would like now to turn to specific types of self-disclosure and some of the benefits and 

pitfalls they entail. Much discretionary therapist self-disclosure is in the form of instruction or 

information sharing, that is, it provides useful information to the client that the client might not 

otherwise know. An example is when the client asks the therapist if the therapist knows a good 

dentist, whether oral sex is safe sex, which computer is better, and so on. Because clients tend 

to feel positive about the help they are getting from their therapists emotionally, they tend to 

assume that therapists are the best people to help them with interpersonal dilemmas or 

questions as well. Therapists often fall into the trap of thinking that there is no reason not to 

answer basic instructional or informational questions, because these questions can seem 

neutral in nature. There are, however, a number of potential pitfalls associated with providing 

informational answers, and, like all self-disclosures, these answers should be given only after 

careful thought using the principles we discussed earlier. For example, the therapist is not in 

fact an expert on every topic, and may give an incomplete, misleading, or just plain wrong 

answer. The client then develops an iatrogenic (injury caused by the treatment process itself) 

conflict about whether to tell the therapist she thought the advice was not very good. 
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Sometimes, a client will blame herself when advice doesn’t work out and will experience 

a storm of self-criticism, which she may have great difficulty bringing into the treatment because 

it involves telling the therapist that her advice wasn’t good. An example is a client who asked the 

therapist to recommend a book to read on a long airplane trip. The trip had the added meaning 

that the client was going to miss a therapy session. The therapist suggested a book without 

referring to the missed session. The client hated the book and felt very disappointed in the 

therapist for causing him to spend the money and time on a book he disliked. He also began to 

wonder if the therapist really knew him as well as he had thought he did. Then he felt guilty and 

worthless for having these doubts. Fortunately, the client didn’t suffer in silence but told the 

therapist when he next saw him that the book had been a bad choice. The therapist immediately 

realized that the recommendation had been a mistake and said, “I’m sorry you didn’t like it. I 

think I missed the boat in another way as well – I think you were asking for something from here 

to take with you when you went on the trip and had to miss a session. If I had realized that at 

the time, we could have mourned the upcoming loss together, and talked about how our 

relationship always goes with you, which would have been much better than a book anyway.” 

Sometimes the request for information hides a conflict that remains obscured if the 

therapist answers. An example is a client who decided she wanted to begin online dating. 

However, historically, this client had had tremendous conflicts about closeness. She had friends 

and a number of engrossing hobbies, and was actually very comfortable not dating. She 

assumed from the fact that the therapist had started wearing an engagement ring that the 

therapist had recently gotten engaged and felt that she must be missing the boat by being 

content with her single status. So she asked the therapist how to go about online dating and 

which services were best. The therapist gave the client lots of advice about the best way to 

pursue online dating without recognizing the numerous conflicts that lay just beneath the 

surface of the request for information, including the client’s conflicted reaction to the therapist’s 

engagement. 
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The client took the therapist’s answer as a mandate that she should get out and date 

regardless of her reservations. She tried to be a “good client” just as she had spent her 

childhood trying to please her overbearing parents by following their advice as closely as 

possible. The dating was a disaster because the client’s conflicts, still unrecognized and 

unresolved, led her to choose unavailable and emotionally abusive men. Each relationship 

ended unhappily and the therapist, who still didn’t understand the process, focused on the 

client’s attraction for choosing the wrong men as being the main problem. The client began to 

be more and more depressed and also developed symptoms she had never had before, such 

as suicidal thoughts. Feeling like a failure and convinced she couldn’t become the person the 

therapist wanted her to be, the client stopped her treatment. Fortunately, a good friend referred 

her to a different therapist who understood the client more accurately, helped her with her 

negative feelings about herself, and stayed away from giving her romantic advice. The client felt 

comfortable taking her time – in this case a long time – before she tried dating again, and when 

she did, she was more resilient and less conflicted. 

Even when a therapist gives sound advice, some clients are driven to disagree or find 

fault as an indirect way of expressing negative feelings about the therapist or as an aversive 

reaction to the pleasure of getting good help. The problem is that because the execution of the 

advice occurs outside the treatment session, the therapist has no direct knowledge of what 

transpired and cannot counter the client’s negative conclusions or help the client realize her root 

motive to feel dysphoric – as the therapist could if the client’s negative feelings related to an 

interaction that took place during the therapy hour. 

An example is a client who asked for a referral to a medical specialist. It so happened 

that the therapist knew an excellent doctor in this specialty, who was not only competent, but 

was also very kind. The therapist felt confident making the referral. She was quite surprised 

when the client returned from her appointment extremely upset. She said the doctor had been 

haughty and dismissive and couldn’t understand why the therapist would refer her to someone 
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so awful. The therapist knew of no instance in which patients had found this doctor anything but 

warm and considerate and thought it likely that the client was having an aversive reaction to the 

pleasure of taking her advice and getting help, but she had no access to specific data that would 

allow her to make that interpretation. In hindsight, she realized that the client had used the 

advice to gratify her fixated motives to feel alienated from the therapist. As a result, the therapist 

recognized that the best way to help the client in the future would be to abstain from advice 

altogether.  

There are, of course, times when advice advances rather than retards the therapeutic 

process, which is why an accurate assessment of the client and the treatment process is so 

crucial. For example, there are clients who are extremely uncomfortable with the knowledge that 

they have significant emotional problems that they cannot solve by themselves. These clients 

often enter treatment seeking advice for relatively minor and straightforward problems, such as 

difficulty sleeping, the desire to lose a few pounds, or help leaving a relationship that isn’t 

working. If the therapist determines that refusing the client's urgent requests for advice will 

convince the client that treatment isn’t meeting her needs and, thereby, will cause her to leave 

without the more profound help she really needs, the therapist will conclude that advice is 

warranted. 

However, the therapist should be careful that the advice doesn’t become the treatment 

itself, but rather is seen by the therapist as a means to reach the goal that the client will 

eventually get help with the deeper issues that are causing the surface problems and will go on 

causing problems if they are not addressed. The therapist should always ask the client what her 

view is before giving advice and, if the client accurately assesses the problem, the therapist can 

simply endorse her conclusion. If the client is mistaken or cannot come up with a solution, the 

therapist should keep the advice-giving to a minimum, which hopefully will stimulate the client to 

take the advice further on her own. As the client’s conflicts come out in response to the advice 

(for example, she can’t follow through even though she wants to) the client’s more general 
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troubles will begin to be apparent to her, and she will be more comfortable bringing them into 

the treatment process and working on them. 

Another example when advice can be therapeutic is when a client has been in treatment 

for a long time and has developed a good working relationship in which the client is comfortable 

expressing both positive and negative feelings. In this instance, the client may turn to the 

therapist for advice about an important decision knowing and trusting that the therapist knows 

the client better than anyone else and certain that the therapist has the client’s best interests at 

heart. So long as the therapist is certain that there are no contraindications, such as the ones 

described earlier, to giving advice, and also that the therapist has explored the client’s thinking 

about the decision, there is often no reason why the therapist cannot give advice in this form:  

“Based on what I know about you, for the following reasons I think you might be happier 

choosing x. What do you think about that?” 

Related to informational self-disclosure is conversational self-disclosure, that is, self-

disclosure in the form of social give and take. Conversational self-disclosure has the function of 

helping the client who tends to have difficulty talking and who feels great discomfort at long 

silences. It is sometimes necessary and useful in the beginning of treatment. There are clients 

who will break a long silence with a sentence, such as, “Your office has a nice view,” or “The 

traffic was bad today.” They then become silent again. It may be therapeutic for the therapist to 

respond conversationally in order to give the client a chance to volunteer a bit more information. 

For example, the therapist might say, “I think there is a big convention in town – maybe that is 

what held you up. It must have been frustrating, especially since we missed some of our time 

together.” 

Again, it is crucial that the therapist distinguish between her own personal and 

caregiving motives and accurately assess the client’s needs. There are clients who are 

comfortable with long silences and therapists who are uncomfortable with them for personal 

reasons. In that situation a therapist could actually interfere with the client’s ability to acclimatize 
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herself to the treatment process by acting on her own personal discomfort and making 

conversation. 

If therapists do decide it is in the client’s interest to be conversational, they need to be 

careful not to run afoul of a client’s deeply held religious, moral, or political sensibilities. 

Therapists should make every effort to make their end of the conversation neutral and not to get 

drawn into expressing ideas about controversial subjects that might alienate the client and 

convince her that the therapist will never be able to understand her. 

As the treatment continues, there are obviously going to be some conversational 

moments, if for no other reason than that clients need space to prepare themselves for or to 

recuperate from a particularly strenuous period of pursuing motives for constructive pleasure 

rather than learned motives for unhappiness. As long as the therapist concludes that the 

conversational interlude is just that and does not signify that the client is avoiding the work of 

therapeutic mutuality in some thoroughgoing manner, there is no reason not to participate in the 

conversational interlude. Again, however, the limitations discussed above apply, namely the 

conversation should not be viewed as a social exchange by the therapist, but should be tailored 

to the specific therapeutic needs of the client. 

A common and seemingly innocuous form of therapist self-disclosure is what I call 

inspirational, that is it is of the form, “I’ve been there and gotten through it and you can too.” I 

gave you an example earlier of a therapist who answered a question about whether he had 

children who were difficult out of a personal motive of defending himself. 

Erroneous inspirational self-disclosure is often the result of therapeutic ambition, in that 

the hidden purpose of the inspirational remark is exhortation. Therapeutic ambition refers to 

the effort to get the client to move forward by ignoring the client’s internal conflicts rather than by 

taking the time to let the client experience and work through them. This is why inspirational self-

disclosure is usually not a good idea – the client gets the message that she should be able to 

succeed as the therapist did and should not be experiencing ambivalence, backsliding, and so 
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on. The old conflicts continue to plague the client, but she feels she cannot bring them into the 

treatment relationship without admitting that she is more defective than the therapist, who got 

past them with ease. The client’s self-criticism increases and she feels worse, even while, 

interpersonally, she may temporarily be doing better. In general, then, it is better to avoid 

responses that begin with words like, “I used to have that problem (or a similar problem) also 

but…” 

A related and equally problematic type of self-disclosure is what I call cautionary self-

disclosure, that is, it is in the form “Don’t do as I did.” This is also usually not helpful to clients, 

who have entered treatment at least partly because without wanting to, they act in ways that are 

not in their best interests. So when their therapist tells them that she did something they did or 

are contemplating and it didn’t work out, the implication is that the client should be able to avoid 

the same mistake. 

But this thinking overlooks the fact that the strength of the client's learned motives for 

unhappiness may prevent her from avoiding the mistake. If the client goes ahead and makes 

the mistake, she then feels doubly bad – she has let herself down and she has also done what 

the therapist made clear she was not to do. The client often responds by hiding the fact of her 

misstep from the therapist, with the result that the therapist’s self-disclosure has strengthened 

the client’s fixated motives for alienation and isolation. 

Even when a client is able to heed her therapist’s cautionary advice and avoid a mistake, 

she may be unclear whether she is trying to please herself or the therapist, and that ambiguity 

may cause trouble down the road. An example is a client who stayed with her boyfriend 

because her therapist told her, “I once broke up with someone who irritated me in the same 

way, and I always regretted it. I could have worked it out with him if I had just talked to him 

about the problem. Perhaps you should try that first.” From that point on, each time the 

boyfriend upset the client, she would reproach the therapist by saying, “The only reason this is 

happening is that you told me to stay with him!” 
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Cautionary types of self-disclosure are usually only appropriate when clients are risking 

their health or safety. For example, a client who had always had trouble staying fit had for the 

first time been able to follow a consistent exercise plan. His aversive reaction to pleasure took 

the form of an irresistible impulse to buy a motorcycle. The client had a history of becoming 

dissociated while driving his car and getting into fender benders and the therapist was very 

concerned that the client would seriously injure himself on a motorcycle. He mentioned his 

concern, but the client ignored him and said he would be fine – he added that he had an 

appointment that day with a salesman. The therapist said, “I’m going to share something with 

you: Unfortunately, I have known a number of people who have been killed on motorcycles – 

usually it’s not even their fault – a car ran into them. One of these was my nephew – I really 

don’t want the same thing to happen to you, and I hope you will reconsider and at least put the 

purchase on hold for a while so we can discuss it further.” The client looked quite startled and 

was silent a moment. Then he said, “I hear you and I appreciate your concern for me. I will wait 

a while before deciding.” 

Another type of self-disclosure involves the therapist sharing her feelings about the client 

with the client. The feelings can be negative (anger, irritation, etc.) or positive (admiration, 

affection, etc.). Positive shared feelings sometimes take the form of non-sexual displays of 

affection in the form of hugs. There are many schools of thought that advocate this kind of 

therapist transparency with the client as offering feedback, reality testing, etc. From the point of 

view of Inner Humanism, however, this type of self-disclosure is very problematic. 

In instances when the therapist is feeling negatively about the client, these feelings are 

always coming from the therapist’s personal motives and should never be shared with the client. 

Rather, the therapist has some internal work to do to understand why her personal motives, 

which are causing the irritation, anger, dislike, disapproval, etc., are regulating her caregiving 

motives, when it should be the other way around. 
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I cannot emphasize enough that when a therapist’s caregiving motives are in control, 

she will view the client’s criticisms, complaints, backsliding, missed appointments, failure to 

progress, etc., as expressions of problems the client brought to treatment that the therapist is 

trying to help her with and not as behaviors that are personally offensive to the therapist. When 

these behaviors are viewed through the perspective of the therapist’s caregiving motives, they 

will stimulate the therapist to reflect on the most helpful response to the client, and not to focus 

on her personal reactions, which she may be aware of, but which she will have no need to act 

on. 

It should be clear that the principles of Inner Humanism are in conflict with those 

therapeutic modalities that advocate sharing negative feelings with clients to give them “reality 

testing” or to hold them to socially appropriate forms of relating within the treatment relationship. 

When therapists share negative feelings about the client with the client, they are in essence 

attempting to control the client rather than to help the client to improve on her own through the 

painstaking process of coming to perceive the superiority of genuine care-getting pleasure over 

the familiar pleasure produced by learned needs for unhappiness masquerading as happiness. 

In other words, the client hears the therapist saying, “I don’t like you when you do this.” In order 

to be liked by the therapist, the client will try to change her behavior. If she does, she will feel 

resentful and manipulated, and if she can’t, she will feel she has failed or disappointed her 

therapist and will become more isolated and less able to share thoughts and feelings. 

 In contrast, when a therapist’s responses remain regulated by caregiving motives, the 

client who is negative or critical will get the message that the therapist doesn’t change toward 

her when she is feeling angry, but remains just as motivated to help her as when she is feeling 

positively about the treatment process. 

Whether and when therapists should share positive feelings about the client with the 

client is a little more complex. The only positive feelings that are ever therapeutic are in 

response to a client’s newfound ability to act in a genuinely self-caretaking way – that is when 
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the client acts from non-fixated motives. An example is a client who tended to act impulsively in 

ways that got her into trouble. Rarely if ever was she able to bring her impulses into the 

treatment ahead of time or even to think that would be helpful. Then she got a big promotion at 

work and decided to “celebrate” by going for a long run. She knew that her running shoes had 

lost their resilience and that she needed new ones, but she decided that she deserved the run 

because of the promotion so she ran ten miles in her old shoes. As a result, one knee became 

so inflamed that she had to take a break from running. 

When she came for her session and told her therapist what had happened, she 

commented, “I can see that I was having a reaction to feeling happy about the promotion – what 

I should have done was to come in here and share my concern about what I might do to myself 

in reaction to the promotion – then maybe I would have thought to tell you I was going running in 

my old shoes.” The therapist responded by sharing her feelings with the client –  “That is a 

terrific perception – I am happy for you that you could have it.” Notice that the therapist’s 

positive feelings are about the client not about herself (she didn’t say, “I am happy you could 

have that perception,” which would have made the client’s progress be about the therapist 

rather than about the client”). 

I am not implying that when a client has a big success, for example, the client gets into 

the college of her choice, passes her medical boards, etc., that the therapist should not 

congratulate her. That is different, however, than sharing positive personal feelings, such as, 

“I’m proud of you,” which would not be appropriate. Again, responses like that make the client’s 

success be about the therapist, rather than about the client and stem from the therapist’s 

personal motives. 

The rule of thumb on sharing positive feelings, then, is, make sure the feelings are about 

the client and not the therapist and that they focus on real gains the client has made. Therapists 

need to be very careful that positive feelings are not shared as a way of exhorting the client to 

make more progress, or to keep the client from sharing critical feelings about the therapist. An 
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example is the client who said to the therapist, “I feel as though I am not getting anywhere in 

here – I don’t feel that differently from when I started.” The therapist responded, “Actually, I am 

so impressed with your progress – you are really doing wonderfully.” The client smiled and 

looked pleased, but her negative feelings had gone unrecognized and she had lost the chance 

to understand them. I should add that the therapist had also lost the opportunity to consider 

whether there was anything to the client’s complaint and to reevaluate her own work. 

There is another category of self-disclosure of positive feelings that is physical rather 

than verbal, namely non-sexual displays of affection in the form of hugs. While once in a while a 

client who has been through a very emotional positive or negative experience (has had a baby, 

has just heard that a parent died, etc.) may give the therapist a hug, these occurrences are rare 

and should always be initiated by the client. When therapists initiate hugs or make them a 

regular part of the therapy process, these physical displays of affection interfere with the 

therapeutic process by giving the client the message, “You should arrive (or leave) feeling good 

about me and our work together.” The client who knows that a hug will begin or end every 

session does not have the freedom to really explore and share negative feelings. So while 

manifestly hugs are a sign of closeness, in reality they are coercive and distancing. 

Another type of discretionary self-disclosure is related to life traumas of the therapist that 

aren’t obvious (the death or serious illness or accident of a friend or close relative, a spouse’s 

loss of a job or alcohol problem, the therapist’s own major life change or decision). In general, if 

the trauma is of a magnitude that the therapist feels she is so affected by it that the client will 

realize something is wrong, it is better to cancel the therapy hour than to keep it and involve the 

client in the problem. Telling clients that you are in the midst of a traumatic event and sharing 

the details gives them the message that they need to be taking care of you, which completely 

alters the tilt that should exist in the treatment relationship. Moreover, those clients who were 

expected to take care of the emotional and/or physical needs of one or both parents often feel 

resentful and upset at having to “take care” of their therapist, even if the care simply means that 



 38 

they feel they can’t discuss what was on their minds because of what their therapist is going 

through. This resentment and upset may stimulate clients’ severely self-critical feelings in 

reaction to their inability to respond comfortably and in a caretaking way to the person who has 

been taking emotional care of them for so long. Clients may not feel they can share this storm of 

self-criticism with the therapist and so they are forced to cope with it by themselves. 

Other clients who are uncomfortable in the client role and feel diminished by their need 

for help may respond to the therapist’s revealed difficulties by falling back into the “parental” role 

that feels more comfortable than the client role. This role reversal can be difficult to undo and 

may set the treatment back quite a bit. It is almost never therapeutic for the therapist to reveal 

her personal problems, struggles, and difficulties to a client. If this does happen, it is important 

within a session or two to say something to the client like, “I realize that I was telling you about 

my troubles last session and I am sure that was in some ways difficult for you. I want you to 

know that I am available again to hear all of your feelings, including whatever feelings you had 

about my sharing my own troubles.” 

One strategy by which therapists manage to prevent the intrusion of personal upset into 

their caregiving commitment is to control the timing of an uncomfortable disclosure until they 

feel ready to respond with caregiving rather than personal motives to clients’ reactions. For 

example, a therapist who was going through a messy and conflictual divorce kept her wedding 

ring on in her office long after she had stopped wearing it elsewhere, because she did not feel 

ready to respond in a caregiving way to clients who would notice the absence of the ring and its 

meaning. 

I would like now to turn briefly to the issue of discretionary self-disclosure with children 

and adolescents and psychotic and borderline clients. The approach to self-disclosure with 

these clients is a little different, but ultimately rests on the same general principle of tailoring the 

degree of self-disclosure to a particular client at a particular time. 
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Because they are cognitively and emotionally immature, children and adolescents 

cannot entirely divorce their therapist from their parents and from those adults with whom they 

have social relationships. To some extent a therapist will always be a parent and a friend to a 

child and adolescent. To that extent, then, the child and adolescent will not understand if the 

therapist refuses to respond to a request for self-disclosure. The goal with children and 

adolescents is to make the self-disclosure neutral enough that it doesn’t interfere with or derail 

the child or adolescent’s train of thought. 

Children and adolescents often ask the therapist if she has read a book, seen a movie, 

heard a song, and so forth. The therapist should almost always answer this question. When 

asked what she thought about one of these, say a movie, the therapist should do her best to 

leave lots of room for the child to feel comfortable sharing her own opinions. For example, the 

therapist might say, “I thought it was interesting – what was your take on it?”  Most children and 

adolescents will then launch into a discussion of their own views. 

In other words, not responding to a request for self-disclosure with children and 

adolescents will likely bring the treatment process to a screeching halt while the child or 

adolescent tries to absorb this very odd and seemingly rude behavior. Making a neutral 

response simply helps the child to talk about whatever was on her agenda in the first place. 

Obviously, if children or adolescents ask questions about other clients, the therapist can say 

that she can’t really talk about other clients just as she wouldn’t talk about them with anyone 

else. 

Self-disclosure can also be a way to help grammar school and high school clients 

become comfortable with the treatment process. Older children, who tend to be reticent with 

adults in general, may feel extremely uncomfortable in the first sessions of treatment. If that 

discomfort is allowed to become too overwhelming, they may simply refuse to continue. Self-

disclosure is one technique for helping older children settle in to treatment. 
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For example, one extremely shy and withdrawn boy came to his first session wearing a 

Chicago Blackhawks hat. All attempts on the therapist’s part to get him to talk about what 

brought him to therapy were met with “I don’t know” and uncomfortable silences. After the 

silence continued and the boy seemed increasingly uncomfortable, the therapist commented 

that he recognized that the boy was wearing a Blackhawks hat and that the game the previous 

night had been very exciting, thereby disclosing that he had seen it. The boy agreed and began 

to discuss the team’s chances for winning another Stanley Cup. Gradually, the discussion 

broadened out to include other activities the boy enjoyed, and at the end of the session he left 

with a smile, saying, “See you next week.” 

Like children and adolescents, psychotic and borderline clients often feel rebuffed and 

upset when therapists don’t respond to a request for self-disclosure, and they usually lack the 

emotional space to understand that withholding an answer can be in the service of taking care 

of them. As with children and adolescents, with the borderline or psychotic client it is better to 

make a neutral self-disclosure that supports the client’s commitment to the treatment process 

while at the same time it interrupts the client’s flow of associations as little as possible. 

Sometimes the self-disclosures themselves can be helpful as models. An example is the client 

who came to his session enraged at his boss, who he thought had criticized him unfairly. He 

was ready to quit even though he needed the job and would have difficulty finding another one 

as good. In reality, the boss had simply asked him to print a report on better quality paper before 

the boss shared it in a meeting. The client experienced the request as a global condemnation of 

his work. He asked the therapist if she had ever been put down by her boss. The therapist 

replied, “I felt that way about a supervisor I had when I was in training, but I decided to stick it 

out because I needed the degree to have the career I wanted.” The client nodded and said, 

“Well, maybe that’s what I will do. I do need the job. He sure is a jerk though!” 

Of course there are clients who will experience this kind of response from their therapist 

as manipulative or as setting a standard too high for them to reach. With those clients, a 
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therapist might just respond to the question of whether she had ever felt treated that way with a 

simple “Yes.” As always, deciding when and how much self-disclosure is in a client’s interest is 

challenging and client-specific. 

 

Now I would like to spend a little time discussing non-discretionary types of self-

disclosure. Non-discretionary forms of self-disclosure pose very different problems from 

discretionary self-disclosure because the issue is not whether to disclose but how, when, and 

how much. 

One common type of non-discretionary self-disclosure is the pregnancy of the therapist. 

As a general rule, the best approach is to let the client bring it up. Clients experience the 

therapist's pregnancy in relation to their own childhood (number of siblings, sibling spacing, 

sibling order, etc.); to their life situation (they have children too, want them but haven't been able 

to conceive, have had miscarriages or children who died, or don't want children at all), and so 

on. Also, of course, the pregnancy may re-stimulate traumas of abandonment. When clients 

raise the issue directly, it is usually best to respond succinctly to their concerns. 

For example, some clients may limit their questions to whether and when the therapist 

will return to work, while others may want to know details such as the due date, sex of the baby, 

whether the therapist has other children, etc. More challenging for the therapist is the best 

approach when clients don't ask directly, but when their associations clearly point to their 

awareness of the pregnancy. For example, one client began talking about her sister-in-law who 

was pregnant but didn't want to tell people because she had suffered a miscarriage and was 

superstitious that it would happen again if she made her condition public. The therapist 

understood this association to mean that the client thought she was hiding her pregnancy from 

her and decided that since she would have no choice but to discuss it at some point, she would 

use this opportunity to confirm the client's perception. She said, "And perhaps you have noticed 

that I am pregnant and are worried that I don't want to discuss it with you." When the client 
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agreed, the therapist responded that she hadn't wanted to interfere with the important issues the 

client was bringing to the relationship by inserting her own situation, but that she was available 

to talk about it and answer any questions the client had. The client looked relieved and went on 

to ask numerous questions. 

Marriage is similar to pregnancy, but simpler, because there is usually not the threat of 

an imminent, protracted treatment interruption. In this situation, too, it is generally preferable to 

let the client raise the issue. Therapists who are taking time off for a wedding or going on a 

honeymoon, might simply say they are taking a vacation. If the therapist returns with a ring and 

the client doesn’t seem to notice, the therapist can assume the client isn’t ready to hear about 

the marriage. When clients do bring it up, therapists should adhere to the principle of keeping 

self-disclosures as neutral and minimal as possible, and also should keep in mind the meaning 

the marriage is likely to have for particular clients. 

The nature of the therapy relationship is such that by definition clients are not going to 

be happy for their therapist the way a close friend would be and they are sure to worry that 

because their therapist is married, she will not have the same interest in them, will be less 

available, will leave or cut back on their practice, and so on. One client whose therapist had 

gotten married and gone on a honeymoon began talking about how one of her friends had 

started a new relationship and how put out the client was because the client rarely answered 

her calls or made plans with her any more. She said, “What am I to her now, chopped liver?”  

The therapist commented, “I wonder if my marriage is making you worry that I will also be less 

available to you – for example, if you can still call me if you have an emergency – and the 

answer is yes, you are welcome to call me just as before." 

Therapist illness can lead to another non-discretionary type of self-disclosure. If 

therapists have an illness that will not affect the client (they have just learned that they have 

diabetes, but it is manageable and there will be no visible signs), it is better not to make the self-

disclosure for the reasons we discussed above when we talked about traumatic life events, 
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namely therapists don’t want to unintentionally give clients the message that they need clients to 

take care of them instead of vice versa. In the case of an obvious medical problem, for example, 

the therapist has a broken leg, therapists can acknowledge the problem and reassure the client 

that they are getting good medical care, but they also need to make clear that they don’t need to 

spend a lot of time discussing the injury. Clients will want to know that their therapist is going to 

be all right, but they won’t benefit from hearing all the details of the horrendous night the 

therapist spent in the emergency room. 

Perhaps the most challenging type of nondiscretionary self-disclosure is when the 

therapist decides to retire, move, or significantly reduce her practice. When to share this 

information with a client and how much to say about the reasons depends as always, on the 

client and on where the client is in the treatment process. As a general rule of thumb, if a 

therapist will be closing their practice, it is best to give a client six months to a year of notice, 

and at the time of the announcement to say that she will try to find a therapist for the client that 

the client will like and feel comfortable with. 

The hardest thing for the therapist in this situation is to appropriately share her personal 

motives (that she will be closing her practice), while continuing to respond with caregiving 

motives to the client's upset, and, at the same time, to manage her own personal feelings of 

guilt or sadness without imposing them on the client. Some clients react with anger, others by 

turning on themselves and becoming depressed, others bury their upset feelings and appear 

understanding and, even approving. Each of these responses poses a challenge for the 

therapist. When clients are angry, it is crucial not to be defensive. One therapist who was 

moving to a different city responded to an angry client by saying, “Actually, it wasn’t my choice – 

my wife got a good teaching job at a university and I have to follow her.” This response silenced 

the client, who never again felt comfortable expressing her angry feelings until she entered 

treatment with a different therapist. 
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When clients respond to the news that their therapist is leaving by becoming extremely 

depressed or seeming to lose the gains they have made in treatment, it is hard not to respond 

personally in the form of guilt. When the therapist focuses on her own feelings of guilt, however, 

she has removed her caregiving focus from the client. Saying something like, “I am so sorry, I 

know we were doing great and this is really going to be hard for you – I feel very badly about 

doing this to you,” also makes it difficult for clients to feel comfortable bringing their upset 

feelings into the treatment relationship – in response to hearing about the therapist’s guilt, they 

feel as though they need to take care of and reassure the therapist. One client responded, “Oh, 

that’s OK. I know I’ll be fine – and it’s not your fault, you have to live your life.” Again, it wasn’t 

until she got into treatment with someone else that the client realized how few of her feelings 

about the departure she had been able to share with the first therapist, and, as a result, how 

unsatisfying the last months with her had been. 

Perhaps the most difficult client is the one who reacts from the beginning with 

understanding and empathy. Therapists who are already feeling bad about the loss they are 

causing clients, may take these kindly responses at face value, thereby cementing them. They 

may say something like, “It’s so nice to hear how well you are handling this and how 

understanding you are – you have come such a long way.” The problem with this response, of 

course, is that it tells the client that the therapist really does not want to hear about any negative 

feelings that may be lurking under the surface. 

Before concluding, I would like to briefly mention a relatively recent form of non-

discretionary self-disclosure, namely information about their therapist that clients find on the 

internet. Hopefully, therapists will not put private information on the internet that clients can 

access. Examples are Facebook postings of pictures of family vacations, hobbies, 

anniversaries, and so on. Nonetheless, we all leave tracks these days, and a Google search 

may well reveal information about the therapist that the therapist would not have chosen to tell a 

client. When the client brings this knowledge into the therapeutic relationship, as always, it is 
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important that the therapist respond with caregiving rather than with personal motives, for 

example, by asking the client how she feels about the information, what she thinks stimulated 

her to look for it, and so on. If the client uses the information to feel alienated from the therapist, 

as did one client who discovered to his dismay that the therapist was on a committee to elect a 

senatorial candidate that the client disliked, the therapist can help the client become aware that 

some part of him may have been trying to find something about the therapist he wouldn't like as 

a way of questioning the value of their work together. Obviously, it would not be beneficial to the 

client for the therapist to defend her choice of candidate in response to the client's negative 

feelings. 

 

CONCLUSION 

I would like to end this presentation by emphasizing that therapist self-disclosure is 

always a very powerful technique and that it should be viewed as a technique, that is, as a 

consciously intended act regulated by caregiving ideals, and not as something that either is 

never acceptable or as something that “just happens.” Before making self-disclosures, 

therapists need to consider whether they are coming from the therapist’s own personal or 

caregiving motives, whether the request they are responding to comes from the client’s fixated 

or non-fixated motives, what the process meaning of the request is, what has been going on in 

the treatment process that the client might be reacting to, and, most importantly, what effect the 

response will have on the client – whether it will advance or retard the client’s growing motive 

for stable self-caretaking in the form of unconflicted involvement in the treatment relationship 

and the ability to choose and pursue constructive motives generally. When therapists are able 

accurately to assess the indications and contraindications for self-disclosure, they will be 

adhering to the highest ethical standards and their clients will reap tremendous benefits. 


