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The ending of treatment brings with it unique challenges. Traditionally, different
therapeutic approaches have emphasized distinct aspects of the termination process.
Insight-focused approaches emphasized the therapeutic relationship and retrospection,
whereas symptom-focused approaches emphasized therapy goals and prospection. In
this paper, we present an integrative model for treatment endings, which unites the
different approaches’ emphases and identifies four main challenges for the end phase.
Specifically, we argue that as termination nears, therapists need to actively assess and
address (a) the progress and consolidation of gains achieved in therapy, (b) the
maintenance and generalization of those gains in the future;, (c) the celebration of the
meaningful relationship alongside resolution of ruptures that may have occurred in it,
and (d) the acceptance of the impending separation between therapist and patient. We
argue that these four challenges map onto two axes. One axis is temporal, and helps
distinguish tasks focused on reviewing or reflecting on the past from ones devoted to
planning and anticipating the future. The other axis is substantive, and helps distinguish
tasks focused on the therapy’s goals from ones centered on the therapeutic relationship.
We conclude the paper with a discussion of the model’s implications for clinical
practice, training, and research.

Keywords: psychotherapy termination, CMRA model, relapse prevention, rupture

resolution, clinical training

In endings, things which were once active
and living cease to exist. This makes most end-
ings hard to handle, as any person who had
undergone a relationship dissolution or even,
more simply, had to bid someone close farewell,
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knows. Here, we will consider the specific and
unique complexities of endings in psychother-
apy.

Gelso and Woodhouse (2002, p. 346) defined
the termination phase of psychotherapy as “the
last phase . . . during which the therapist and
client consciously or unconsciously work to-
ward bringing the treatment to an end,” and
estimated that it takes up approximately 17% of
the length of therapy. As psychotherapy is both
an intrapersonal growth process and an inter-
personal relationship, its ending is a formidable
and multifaceted task, requiring attention to
both therapy goals and the therapeutic relation-
ship. Both of these aspects are about to end—at
least in their present form. With both processes
in mind, the therapist and the patient will need
to consider what happened during the therapy—
that is, the past, but also what is to happen after
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therapy ends—that is, the near and the more
distant future.

In this paper, we set out to present an inte-
grative conceptual model for the ending phase
of psychotherapy and a set of pragmatic ideas
for therapists approaching this phase. We pro-
pose a model which aims to capture much of
what occurs in the ending phase, as well as to
suggest how it can be used to ensure that ther-
apists take an active role in attending to those
things which have yet to occur.

The Importance of the End Phase of
Psychotherapy

In cognitive psychology, the recency effect
describes a tendency of a person to remember
the last items in a series better than other items
(Ebbinghaus, 1908, p. 96). This effect may very
well be applicable to psychotherapy, with the
end phase of treatment having a pronounced
influence on the patient. Indeed, later sessions
often leave a particularly strong imprint on the
patient’s memory, and what happens over the
course of termination often colors patients’ ther-
apy experience and the way in which they per-
ceive treatment in its entirety.

The end phase of treatment is significant not
only due to its timing, but also because it is
charged with unique content and intense emo-
tions. As the psychoanalyst Martin Bergmann
pointed out, “In real life, only death and hostil-
ity bring a libidinal relationship to an end. The
kind of termination psychoanalysis demands is
without precedent” (Bergmann, 1997, p. 163).
Whether positive or negative, termination is re-
lated to intense emotions among patients (Knox
et al., 2011). And just like with recent informa-
tion, people tend to better remember emotion-
ally charged information (Holland & Kens-
inger, 2010).

But whereas recency and emotional salience
are present in any ending, the ending of psycho-
therapy can prove important for a third and
unique reason. In contrast to most endings of
relationships, in which the decision about (and
the coping with) the breakup tends to occur in
solitude, therapy termination can be a joint re-
flective (as well as emotional) process. The pos-
sibility to discuss, process, and accept the end of
a therapeutic relationship in dialogue with the
therapist-partner is a rare opportunity. It differs

sharply from many other endings, in which such
dialogue is entirely absent or even impossible.

Existing Models for Termination

Useful guidance for handling treatment ter-
mination can be found in both symptom-
oriented and insight-oriented approaches to psy-
chotherapy. In broad brush strokes, the former
can be said to emphasize processes regarding
therapy goals. For example, many symptom-
focused (e.g., cognitive-behavioral therapy
[CBT], interpersonal psychotherapy) treatment
manuals conclude with “relapse prevention”
modules (e.g., Ledley, Foa, & Huppert, 2006).
These modules, which offer guidance for the
culminating sessions of therapy, are designed to
help the patients in maintaining treatment gains
(e.g., in substance abuse, Irvin, Bowers, Dunn,
& Wang, 1999). Typically, therapists are en-
couraged to review with patients (or, more of-
ten, “clients”) what has been learned in therapy,
to help them set reasonable expectations, and to
impart and instill coping strategies to be used in
difficult future situations (Ledley et al., 2006,
pp. 72-74).

Approaching the end phase in this manner
suggests a focus on therapy goals, in which the
treatment is viewed as a learning process and
the termination is thought to be an opportune
time for summarizing what has been
learned—as well as for planning for the future.
However, an exclusive focus on these goals in
the end phase leaves unattended other, possibly
equally important, aspects—ones tied to the
therapeutic relationship.

An emphasis on the therapeutic relationship
is (again, in broad brush strokes) often the do-
main of insight-oriented approaches to therapy.
For example, psychoanalytic writers have ar-
gued that endings are inevitably experienced as
interpersonal losses (for review, see Gelso &
Woodhouse, 2002). According to the termina-
tion-as-loss model, clinicians should help pa-
tients who are undergoing treatment termination
to experience, in full, the emotions that arise,
emotions which are thought to replicate ones
related to earlier experiences of interpersonal
loss.

Alongside this loss, patients often experience
termination as a normative or positive transition
and growth process. In that sense, termination
may be thought of as resonating with patients’
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earlier experiences of growth and independence
(e.g., rapprochement, Mahler, 1966). Notably,
such termination experiences still highlight the
significance of the therapeutic relationship it-
self. Approaching the end phase of treatment
with this emphasis leads therapists to assign the
therapeutic relationship a central role in
therapy—and therapy termination—processes.

In practice, many experienced therapists in-
tegrate both therapy goals and therapeutic rela-
tionship aspects in the end phase. For instance,
a recent study polling 65 expert therapists iden-
tified with six distinct treatment approaches,
spanning the range between insight-oriented
and symptom-oriented ones, found more simi-
larity than differences in their reported termina-
tion behaviors (Norcross, Zimmerman, Green-
berg, & Swift, 2017). In our view, this practice
calls for a unified trans-theoretical language for
the end phase of treatment. It is with such a
language in mind that we present the consoli-
dating (C) therapeutic gains, maintaining (M)
them, resolving (R) therapeutic relationship is-
sues, and accepting (A) the separation (CMRA)
model, which we hope can serve as an integra-
tive, clear, compact, and applicable model for
treatment termination.

The CMRA Model

In beginning our quest to develop a com-
mon and trans-theoretical language for the
end phase of therapy, we first turned to the
existing, though relatively small, theoretical
and empirical literature on this topic. Quite
consistently, this literature (including major
reviews spanning close to two decades; Bar-
nett, MacGlashan, & Clarke, 2000; Joyce,
Piper, Ogrodniczuk, & Klein, 2007; Kramer,
1990), points to three tasks that are unique to
the end phase: the assessment of accomplish-
ments, their generalization, and the resolution
of issues in the therapeutic relationship.

It struck us that these three tasks can actually
be mapped onto two dimensions or axes: one
reflecting the temporal focus of the task, and the
other reflecting its substantive domain, that is,
the focus on therapy goals versus the therapeu-
tic relationship. The temporal axis is centered
on the present, and ranges from reviewing or
reflecting on the past to planning and anticipat-
ing the future. The substantive axis ranges from
a focus on the therapy goals and tasks to a focus

on the therapeutic relationship, that is, patient-
therapist bond and alliance.

These axes provide a framework for under-
standing the three challenges mentioned in the
literature, which we refer to as consolidation,
maintenance, and resolution. Consolidation re-
fers to work that has a past temporal orientation
with a substantive focus on therapy goals (e.g.,
an assessment of what has been accomplished in
therapy). Maintenance refers to work that has a
future temporal orientation and is also focused
substantively on therapy goals (e.g., reviewing
ideas for the future implementation of stress-
reduction skills). In contrast, resolution refers to
work that is temporally oriented toward the
past, but focused on the therapeutic relationship
(e.g., dealing with ruptures). Importantly, when
looking at the intersection of the two axes, a
fourth challenge— one which has received little
attention to date—emerges. Specifically, this
challenge (which we term acceptance of the
separation) involves work that is future-oriented
with the therapeutic relationship in focus.

Consolidating therapeutic gains (C), main-
taining them (M), resolving therapeutic rela-
tionship issues (R), and accepting the separation
(A) are the patient’s challenges and thus should
serve as the focal points for the therapeutic
work from the therapist’s point of view. To
refer to the model, we use the initials of each
challenge, which together spell out CMRA
(pronounced ‘“camera”; Figure 1).

It is worthwhile to situate our model by com-
paring it with the aforementioned existing mod-
els of termination suggested by symptom-
oriented versus insight-oriented approaches.
Traditionally, symptom-oriented treatment ap-
proaches such as CBT have emphasized the
therapy goals aspect, particularly the present
and future, typically summarizing what was
learned and preparing for relapse prevention.
This suggests that much of the work conducted
in the end phase of such treatments would fall
under the rubric of the maintenance challenge,
which borrows mainly from symptom-focused
approaches and often goes unacknowledged by
insight-oriented ones. In contrast, insight-
oriented approaches, such as psychodynamic
therapy have emphasized the therapeutic rela-
tionship aspect, and particularly the present and
past, typically attending to the emotional (and
usually negative) experience of the termination,
and to its similarity to other, earlier, losses. This
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Therapy goals oriented

Consolidate

Recognizing gains (e.g., insights and
tools), fulfilled and unfulfilled goals;
Reviewing progress, assessing the delta
of change, and jointly building a
coherent narrative.

Maintain

Tapping into strengths, fostering
self-efficacy, resilience, and external
sources of support; anticipating
relapse and planning its prevention.

Past-oriented

Resolve

Mutually addressing strengths
and difficulties in the
therapeutic relationship.
Creating a narrative of
therapeutic bond. Inviting
patient’s perception of
therapist. Taking responsibility
for ruptures, and recognizing
termination as a rapture

substantive axis

Temporal axis

palualio-aining

Accept

Accepting the partialness of the
therapeutic relationship. Processing
varied emotions, mindfully reacting
to difficult emotions, practicing
gratitude. Discussing treatment as
ending vs. relationship that never
ends. Fostering faith in the lasting
contribution of treatment and in
remaining a secure base (e.g., open
door policy)

Therapeutic relationship oriented

Figure 1.

suggests that much of the work conducted in the
end phase of such treatments would fall under
the rubric of the resolution challenge, which
borrows mainly from insight-oriented ap-
proaches and often goes unacknowledged by
symptom-oriented ones. Finally, the two re-
maining challenges—consolidation and accep-
tance do not have the same clear association
with one therapy approach or another. Instead,
both symptom-oriented and insight-oriented ap-
proaches offer wisdom regarding these chal-
lenges. Below, we detail each of these chal-
lenges.

Consolidation

The first challenge, consolidation of treat-
ment accomplishments, revolves around the
therapy goals domain and is focused toward the
past. When engaging with this challenge, pa-
tients evaluate their treatment gains: what has
been learned, what has changed, and what
hasn’t. In doing so, patients are invited to recall
the reasons they turned to therapy and the goals

CMRA Model and Keywords of Termination Challenges.

set at the beginning of the journey. These ob-
servations, ideally conducted as a dialogue be-
tween the patient and the therapist, are aimed
toward recognizing gains, nongains (i.e., goals
which were not achieved), and possibly even
losses. Such recognition requires a mental con-
trasting between patients’ past and present
selves. To facilitate this process of packing and
storing the therapeutic achievements, these
should be labeled and defined, a process which
is best repeated multiple times. Successful con-
solidation is evident when patients feel owner-
ship over the transformation they made, become
familiar with their accomplishments, and can
describe the process they went through in ther-
apy, deeply and fluently, at least to themselves.

This process—in which the patient’s progress
in therapy consolidates into a story—is a tool
stemming from the narrative approach (White
& Epston, 1990). According to this approach,
narratives can help give shape to previously
amorphic experiences (Morgan, 2000)—as the
therapeutic journey might be in many patients’
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eyes. Therapists who wish to guide their pa-
tients through the process of consolidating treat-
ment accomplishments can help them formulate
a coherent narrative of their experience in ther-
apy, one that is centered on their own agency.
Beyond making the patients’ experience more
accessible posttherapy, such narratives have
been linked to patients’ subjective well-being
and ego development (Adler, Skalina, & Mc-
Adams, 2008).

Consolidation of therapy gains, and specifi-
cally, the formation of a coherent narrative
about them, is easier when therapeutic goals are
explicitly discussed, defined, and agreed-upon
in advance. This process—which typically in-
volves identifying specific problem areas and
working in a concerted way to reduce the dis-
tress associated with these areas—is customary
in symptom-focused approaches. Establishing
such goals, often measurable ones, makes it
easier for both patients and therapists to assess
the “delta”—that is, the degree of obtained
change that has taken place. It also facilitates
the discussion of any gains (or nongains). In-
deed, many protocols for short-term symptom-
focused work (e.g., CBT for social anxiety dis-
order; Ledley et al., 2006) culminate in a period
dedicated to reviewing and summarizing the
treatment process and the progress made within
it. This review typically leaves patients with a
feeling of accomplishment as well as a sense of
efficacy regarding their ability to handle dis-
tress.

Patients are likely to “package” past experi-
ences and to “store” knowledge they gain about
themselves in some implicit way whether their
therapist engages in a consolidation process or
not. However, these ‘“‘spontaneous” narratives
would naturally be colored by the patient’s
characteristic personality. For example, perfec-
tionists may discount any progress that is less
than perfect; patients with low self-esteem may
dismiss their role in the progress they made
during therapy. For this reason, it is important
that the consolidation process be conducted
jointly. This allows the therapist to steer the
narrative to some degree, and also gives the
therapist one (possibly final) chance to see
the patient’s mind in action—and to respond to
it in a therapeutic way.

The available evidence regarding active ther-
apist engagement with the consolidation pro-
cess supports its importance. For example, ex-

perienced therapists from diverse orientations
consensually identified support for their client’s
progress in consolidating gains of therapy as a
component of successful termination (Norcross
et al., 2017). Conversely, a separate sample of
therapists reported that the end phase of unsuc-
cessful therapy is often characterized by scant
review of the therapeutic process (Quintana &
Holahan, 1992).

To summarize, consolidation is a process
which is bound to occur as therapy comes to a
close, but one which is best conducted as a
dialogue between patient and therapist. Thera-
pists who remember that this dialogue can pos-
itively affect the patient’s perception of the en-
tire treatment (Knox et al., 2011) should
consider taking an active part in it. The narra-
tives that result from the consolidation process
can contribute significantly to patients’ personal
development (Lieblich, 2004) and to the pres-
ervation of their treatment gains (Adler et al.,
2008). As such, the consolidation process sets
the stage for engaging in the next challenge: that
of maintenance (Spence, 1982).

Clinical Example of Consolidation

Y., a 65-year-old man, survived a treacherous
war and suffered posttraumatic symptoms for
40 years without formal recognition by the ar-
my. He suffered alone, inflicting misery and
anger on his family and friends, who withdrew
and moved further away from him. Symptoms
intensified after his retirement. His severe dete-
rioration forced him to seek formal recognition
for his posttraumatic stress disorder (PTSD)
status from the army, and he entered short-term
day treatment. When termination approached,
he got frustrated and angry: “Why the hell did I
come here?” He was confused and couldn’t
acknowledge any gains. By working on the con-
solidation tasks, Y’s therapist helped him real-
ize how, prior to therapy, he had never stopped
to reflect on his trauma. Therapy was thus con-
ceptualized as this rare opportunity to stop and
reflect. Subsequently, when Y asked for “help
making sense of what we’ve been doing here,”
his therapist agreed: “You want the memory of
therapy to be different from other chaotic mix-
tures of memories you have.” In the final ses-
sions, Y was able to adopt a new perspective on
his progress:



not to be disser

gical Association or one of its allied publishers.

o}
=}
[
7]

solely for the persone

This document is copyrighted by the American Psycholo

2]
[}
Q
%]

=

390 SHAHARABANI SAIDON, SHAFRAN, AND RAFAELI

Ilook at myself, at how I was—abandoned and lonely,
with no routine, apart from my spouse, distant from my
children, with no friends. They always said I'm closed-
off and violent . . . I never knew why I stopped being
the nice young man I used to be. Now I have a name
for it: PTSD. For 40 years, I didn’t want to look back.

The therapist then pointed out that this act of
looking back—so new to the patient—helps
create a temporal dimension: “For years, you
went AWOL from your current life—in order to
survive it.” In summarizing the treatment pro-
cess, Y noted that he felt like he had learned that
“talking brings relief,” and that he now wanted
to talk more “—and not only with you.” He
reclaimed his responsibility for the relationship
with his children and relatives, saying:

I’'m going to remember this one thing you told me—
that it’s a challenge to talk rather than act, it’s a
challenge to let people know how I am. Now I feel up
to this challenge. I was never a draft dodger, but now
I feel like I'm finally recruited for the right mission.

Maintenance

The second challenge, maintenance of treat-
ment accomplishments, also revolves around
the therapy goals domain but is focused toward
the future rather than the past. This challenge is
actually made up of two parts. The first, main-
tenance, is essentially synonymous with relapse
prevention. The second, generalization, in-
volves the effort to foster additional posttherapy
growth and expansion of treatment gains. Both
maintenance and generalization are aimed at
strengthening the patient’s sense of hope and
self-efficacy. They can be considered a success
when patients exit therapy with the necessary
tools (and with sufficient readiness to use these
tools) to address, on their own, both risks for
relapse/recurrence and opportunities for further
growth.

Of course, successful maintenance and (to an
even greater extent) generalization can be tall
orders. As recognized by Freud and many oth-
ers, even “solved” conflicts may reawaken
(Freud, 1937; Kogan, 2007, p. 43). Indeed, the
stability of therapeutic achievements is often
less than perfect, as reflected in the high fre-
quencies of relapse seen quite frequently in
psychotherapy follow-up studies (e.g., Steinert,
Hofmann, Kruse, & Leichsenring, 2014). Still,
consumers (i.e., our patients) are understand-
ably interested in services that will garner sus-
tainable results. In effect, patients often wonder

(and sometimes ask): is there a warranty on my
achievements? Will my gains last or dissipate?

The answer to these questions is, of course,
case specific, and requires a discussion of the
particular patient’s unique vulnerabilities and
obstacles. In this way, therapists (who rarely
offer explicit warranties) can at least create a
framework or a support structure to help pa-
tients hold on to (and maybe expand on) their
gains.

Both maintenance and generalization are fu-
ture-oriented challenges. In engaging with
these, therapists need to facilitate a process in
which patients voice their wishes, dreams, am-
bitions, and plans—but also acknowledge their
worries, concerns, or insecurities, thus antici-
pating future bumps in the road. The framework
for tackling these posttherapy risks and oppor-
tunities involves the integrated use of the fol-
lowing therapeutic actions: (a) emphasizing the
patient’s strengths, (b) turning to realistic as-
pects of the patient’s external world, and (c)
preparing for future use of therapeutic tools. We
will delineate each of these in the following
paragraphs.

Emphasizing the patient’s strengths is a ther-
apeutic action that has its roots in ultrabrief
therapy. This approach highlights the impor-
tance of patients’ existing knowledge and mo-
tivation to deal with their difficulties (e.g.,
Bloom, 2001), while connecting them to their
naturally existing inner sources of strength (e.g.,
Cameron, 2007). As such, it is conducted with
an explicit awareness of the imminent termina-
tion—and with an eye toward the “day after.”

An emphasis on strengths also capitalizes on
the recency effect (described earlier). Focusing
on patients’ strengths specifically at the end of
therapy helps imprint these strengths in their
memory. Patients’ deep understanding of their
inner resources is reinforced by this imprint,
making these resources more accessible for
maintaining or generalizing achievements fol-
lowing treatment.

A second therapeutic action involves turning
to realistic aspects of the patient’s external
world. This action has its roots in the systematic
approach to psychotherapy. The latter approach
posits that the patient’s real-life environment
merits considerable attention, as it has substan-
tial power to help maintain achievements or
conversely, to undermine them. In systemic
therapeutic writings about termination (e.g.,
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Smith, 2002), therapists who approach termina-
tion are encouraged to shift their attention from
the patient’s inner world, their internal suffer-
ing, or the patient-therapist relationship, toward
the realistic supports and hindrances that can be
anticipated in the patient’s external world.

Environmental factors, such as social sup-
port, can have fateful consequences—poten-
tially buffering against or pushing toward re-
lapse after treatment (e.g., Norman et al., 2005).
In empowering patients to handle their familial
and social environments well, therapists and
patients may review issues that had already
been handled (hopefully, in a fruitful manner) in
therapy or outside of it. They may also recog-
nize sources of support and encouragement that
exist in the patient’s world—ones for which a
sense of gratitude and appreciation is called for.
But they should also be prepared to discuss
issues that have not been handled previously
and that may pose future difficulties.

The third therapeutic action involves deliber-
ately preparing for future use of therapeutic
tools. This action has its roots in symptom-
focused approaches. Indeed, cognitive-behav-
ioral therapists distinctly engage in addressing
relapse prevention in the end phase more than
therapists from other approaches (Norcross et
al., 2017), often to good effect. In CBT, patients
and therapists practice various behavioral and
cognitive tools throughout treatment, with the
intent of helping patients assimilate these so that
they can be easily accessed and implemented
outside of therapy. However, this action can be
taken in any therapeutic approach, as long as
therapists can identify “take-home points™ that
are worth naming, defining, and highlighting.

Indeed, insight-focused psychotherapy ap-
proaches often have their own version of this
therapeutic action. In particular, they too can be
thought of as making use of various tools—such
as the exploration and analysis of feeling and
thinking patterns, or of acting (out) in therapy or
outside of it. As termination approaches, in-
sight-oriented therapists will want to impart
these tools—again, identifying those take-home
points that merit naming, defining, and high-
lighting. In earlier, classic traditions of psycho-
analysis, such imparting would often occur im-
plicitly as when the therapist’s interpretations
during the end phase demonstrate to the patient
how to deal with painful emotions, by reflecting
and understanding oneself (Schafer, 1973). In

contrast, recent psychoanalytic writings suggest
more explicit ways in which the therapist can
recognize and highlight successful self-analysis
by the patient. As some relational psychoana-
lysts suggest, “It may be helpful for the analyst
to remark as termination approaches that this
ability is what the patient will use, after termi-
nation, to solve problems and to right herself”
(Craige, 2009, p. 110).

To summarize: as termination unfolds, ther-
apeutic work has the potential of instilling hope
and self-efficacy in patients. In due time, pa-
tients’ sense of ownership of their new states of
mind and of their ability to implement therapeu-
tic tools may contribute to their resilience. Pa-
tients who are able to reflect on their gains and
who truly take home the intended take-home
points become less dependent on the continued
guidance and affirmation of their therapists.
Such independence can be thought of as an
indicator of successful maintenance and gener-
alization, that is, of a well-internalized thera-
peutic process.

Clinical Example of Maintenance

N., a 33-year-old male accountant sought
treatment in a community outpatient clinic be-
cause of frequent panic attacks and a marked
fear of leaving his house which had begun in the
preceding 4 months. N declined medication,
and began cognitive-behavioral treatment for
panic disorder and agoraphobia. Although psy-
choeducation and interoceptive exposure were
helpful, N became restless, and even angry with
his therapist when they began to build a list of
activities for in vivo exposures. He was reluc-
tant to practice activities in which he might
experience severe anxiety, and after two ses-
sions in which the dyad discussed possible ex-
posure activities, N declared that he does not
feel this kind of therapy suits his needs, and
announced his intention to leave treatment. A
short discussion revealed that his decision was
final. The therapist told N that she understands
his fear, and respects his decision to terminate.
She also argued that even if the treatment as a
whole was not a success, a final session devoted
to joint reflection on their work could be of
value. In this final session, it became clear that
N was depressed and hopeless regarding his
situation, but insisted that the anxiety that he
would undoubtedly have to experience if the
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exposure plans were to continue was more than
he was willing to endure. A joint review of their
work revealed that the interoceptive exposure
exercises had helped N distinguish between nor-
mal physiological arousal, anxious arousal, and
full-blown panic. In light of this realization, N
responded positively to the therapist’s sugges-
tion that he might be able to return to his daily
athletic workout (which he had eschewed since
the panic attacks began). He also agreed that it
would be worthwhile for him to continue prac-
ticing interoceptive exposures at home. The
therapist encouraged N to take on these goals,
which would help maintain the (partial) gains
made in therapy, and might even extend these
gains further by reducing panic-related anxiety
symptoms, and improving N’s mood and func-
tioning. At the end of the termination session, N
thanked the therapist, saying, “Even though this
type of treatment wasn’t for me, I feel a bit
more hopeful now. I'll give these things a
chance.”

Resolution

The third challenge, resolution of issues in
the therapeutic relationship, revolves around the
therapeutic relationship domain and is focused
toward the past (i.e., on the history of the pa-
tient-therapist relationship). When engaging
with this challenge, patients and therapists em-
bark on a candid discussion of their relation-
ship, in which they review events, moments,
and issues that were meaningful to the patient,
and allow the celebration of their points of
compatibility while acknowledging—and striv-
ing to resolve—the road bumps or ruptures.
This review contributes significantly to creating
a comprehensive therapy narrative (Bauer &
McAdams, 2004) and should take place along-
side consolidation (i.e., the first challenge de-
scribed earlier).

It is customary for insight-focused ap-
proaches to engage in this process of resolution.
In particular, brief relational treatment (Safran,
Muran, Samstag, & Stevens, 2001) views rup-
tures in the therapeutic alliance as any tension
or breakdown in the collaborative relationship
between patient and therapist (Safran & Muran,
2006). Brief relational therapy, along with its
associated alliance-focused training provides
therapists with specific interventions to recog-
nize and address such ruptures, and there is

evidence indicating that repairing ruptures in
the therapeutic alliance is related to positive
outcomes (Safran, Muran, & Eubanks-Carter,
2011). Even in treatment methods that do not
focus on alliance ruptures throughout treatment,
the approaching termination may provide an
opportunity to address events that occurred ear-
lier in therapy, and bring resolution prior to
separating.

Most insight-oriented therapies expect both
patients’ and therapists’ interpersonal issues to
find their way into the therapeutic relationship,
almost inevitably (Davies, 2005; Marx & Gelso,
1987). Reviewing the relationship should give
the patient an opportunity to disentangle these
issues, as they are reflected in whatever mean-
ingful events linger on in the patient’s memory.
To do so, both parties should share their expe-
rience while actively listening to the other’s
interpretation of the same events. Often, this
will culminate in one or both taking responsi-
bility for their role in the event itself—and for
its resolution. Such interactions grant patients a
meaningful experience of the “other”—that is,
of someone who is a subject taking interest in
their experience, while also taking responsibil-
ity for their own role.

Although mutual, resolution is not symmet-
rical. For example, though therapists too may
have lingering memories or difficulties from the
course of the relationship, they frequently will
not have good reason to disclose or discuss
these issues, especially ones that have not been
an explicit part of therapy up to to this point.
Instead, this process focuses on addressing the
patient’s experience, though this is done in a
mutual manner. Specifically, therapists attend to
their patients’ experience and to the potential
disparities between the two parties’ experience
in the events discussed. For example, a patient’s
memory of their therapist’s attention drifting off
in a certain session may be brought up. The
therapist should, ideally, take responsibility for
his or her role in this faux pas, but also take the
opportunity to examine the patient’s idiosyn-
cratic reaction (e.g., self-recrimination in some
patients [“T must be really boring”], or paranoia
in others [“I can’t trust anyone”], etc.).

Such memories may come as a surprise in
some therapy relationships, or may echo con-
versations that have already happened previ-
ously. Either way, therapists may learn that they
behaved hurtfully or that (previously unac-
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knowledged) ruptures had occurred in the ther-
apeutic alliance. The end phase of therapy pro-
vides one last opportunity for mending these
ruptures and providing closure.

Resolution work also provides a chance to
see the patient’s handling of real-life—and of-
ten quite emotional—interpersonal interactions.
In certain therapy relationships, and probably
more so in symptom-focused approaches, this
may be the first time in therapy in which emo-
tional material of this sort is even approached.
When successful, this work provides an oppor-
tunity for growth. Patients who are able to have
a direct and frank conversation about the ther-
apeutic relationship are likely to feel some sense
of accomplishment over how both they and their
therapists were able to withstand—and possibly
even benefit from—the experience of interper-
sonal tension, staying in the relationship, con-
fronting therapeutic ruptures, sharing responsi-
bility, and creating a shared interpretation. If
successful, both parties can feel that they man-
aged the end period—together.

The end phase isn’t just an opportunity to
discuss past ruptures—it is also, at least in some
cases, a breakup or rupture in its own right. For
example, termination is often forced on both
parties because of outside circumstances, or
may result from a patient’s one-sided decision
to bring the therapy to a close. Even though
these terminations pose different sorts of chal-
lenges, it is important for therapists to strive and
provide a climate of comfort that fosters an
open discussion about the termination itself. In
such cases, specifically, therapists should ac-
tively initiate open, respectful engagement in
the resolution process (Craige, 2009; Frank,
2009; Gabbard, 2009), and go beyond the mere
discussion of the decision to terminate. Other-
wise, therapy is more likely to end abruptly with
conflict and disagreement as the lingering feel-
ing (e.g., Olivera, Challid, Gémez Penedo, &
Roussos, 2017).

Many treatments do reach their end without
sufficient work on therapeutic interpersonal res-
olution (Fortune, Pearlingi, & Rochelle, 1992;
Roe, Dekel, Harel, & Fennig, 2006). This insuf-
ficient attention may come about in two differ-
ent ways. At times, patients (or worse yet, ther-
apists) fail to disclose their intent to terminate
until very late in the game, leaving therapy
without a chance to adequately address the top-
ic. But even in more adequately planned termi-

nations, or ones in which therapists correctly
recognize the signs of their patients’ intent, res-
olution work may fall by the wayside. Thera-
pists may deny warning signs, or have difficulty
coming to terms with the imminent separation
(Novick, 1997).

In summary, therapeutic work focused on
resolution may be elusive and difficult at times,
but serves a crucial role in the end phase. When
successful, resolution improves patients’ ability
to reflect on interpersonal issues in a dyadic
integrative way. Importantly, it can also resta-
bilize fragile therapeutic alliances or contribute
to strengthening already stable ones. Finally, it
provides patients with an invaluable model ex-
perience of going through a separation in which
they are seen and they see the other. They have
a chance to process this ending together with
“the other” (i.e., their therapist)—an experience
unlike that of so many interpersonal endings
and ruptures in life.

Clinical Example of Resolution

D., a 26-year-old student was graduating
from law school and moving back to her home-
town. Due to the move, she was ending therapy
after 13 months. She reported considerable im-
provement in the symptoms for which she had
originally sought treatment (mild depression
and alcohol abuse). As termination neared, the
therapist asked D to reflect on the work she had
done on the drinking issue. For the first time, D
shared with her therapist that it had been hard
for her to admit her drinking problem to the
therapist. She felt her therapist withdraw and
become disappointed with her about the drink-
ing. The therapist asked D to tell her more about
this experience. They tried to identify what
parts of the therapist’s behaviors gave D this
feeling. In reviewing their first conversations
about D’s alcohol use, the therapist recalled
feeling worried and concerned; together, they
explored how it was that these feelings came
across as disappointment, and realized that D’s
feeling of being a disappointment to her thera-
pist resembled her ongoing feeling of disap-
pointing her mother. Moreover, they noted how,
at times, it is hard for D to distinguish between
D’s own self-criticism and her feeling that she is
disappointing significant people in her life. In
reflecting on this resolution process, D noted
that her courageous disclosure about her feel-
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ings within the relationship ultimately enabled
her to feel accepted and helped.

Acceptance of the Separation

The fourth challenge, acceptance of the sep-
aration, also revolves around the therapeutic
relationship domain, but like the maintenance
challenge discussed earlier, is focused toward
the future rather than the past. When engaging
in acceptance, patients internalize that the ther-
apy relationship is actually ending. This can
evoke complex emotions on a spectrum ranging
from mourning or catastrophizing to celebrating
and welcoming the ending. The end phase calls
for making peace with whatever emotions may
appear. In it, patients and therapists can move
from the resolution process (in which they at-
tend to their actual experience together and to
its possible divergence from what had been
expected or wished for) to a more present and
future-oriented perspective, the acceptance of
the separation process itself: that is, to life with-
out the therapy relationship.

When acceptance of the separation succeeds,
sorrow, anger, or blame (toward their therapists
or themselves) do not take away from the sig-
nificance of the relationship or undermine the
therapy’s achievements. When patients fully ac-
cept termination, they may feel these feel-
ings—at the same time experiencing gratitude,
contentment, and satisfaction. A valuable lesson
is that a fully lived, vibrant future is one in
which the past “is not actually over” because
their internalized interpersonal experience will
continue affecting their lives. This perspective
may help patients accept and sustain the partial-
ness of the relationship. Accepting the end is, in
fact, a healthy reaction to feelings of loss
(Kiibler-Ross, 2005) or disappointment (Mann,
1973). It should be noted, however, that in some
cases, when treatment was successful, termina-
tion was mutually decided upon, and the patient
has the confidence that he or she will be able to
return to therapy if needed, the patient and the
therapist may be more engaged in celebrating
the excitement of termination, appreciating the
patient’s resilience, and being pleased with the
patient coming to the point of taking a leap or
“trying their wings.”

Two approaches provide particular inspira-
tion when thinking about the challenge of ac-
ceptance of the separation. First, the existential

approach to therapy has, at its heart, the recog-
nition of endings (including the end of therapy,
its partialness, and its limitations). According to
this approach, feelings that arise as endings
(e.g., a death) near (particularly, existential
dread) should not be interpreted away, but
rather be permitted to stand on their own, be
experienced, and be processed (Yalom, 2008).
For example, when a forced ending to therapy
leads a patient to engage in denial or bargaining,
and to experience anger or depression, the op-
portunity to express rather than dismiss these
will help the patient make peace with the antic-
ipated loss (e.g., Kiibler-Ross, 2005).

Second, innovative ideas about traversing the
challenge of acceptance of the separation also
come from acceptance and commitment therapy
(ACT), a third-wave approach to CBT. ACT
guides patients toward accepting the full array
of their emotions and experiences while clari-
fying and remaining committed to their own
important values and goals. For example, when
termination nears, an ACT therapist would as-
sist her patient with processing his emotions,
accepting them mindfully without being trig-
gered by them into mindless or fused action
(e.g., postponing the termination; Hayes, Stro-
sahl, & Wilson, 2012). In doing so, she provides
him with an opportunity to act according to his
preferred values, rather than react to (and be
pushed around by) his internal states, and par-
ticularly fear.

Identifying the complex and often contradic-
tory emotions that arise, and connecting them to
the separation, strengthens acceptance. For ex-
ample, disappointment may lead patients to ex-
perience pain and anger (either spontaneously
or through therapeutic work): “Is this all we
could do together?!” or “Can’t you stay in touch
with me?” At the same time, they may feel
satisfaction, wholeness, and gratitude for the
relationship they had built and for its contribu-
tion to their growth: “look at what we accom-
plished together!” or “I am ready to move on.”
Feeling grateful softens the envy, jealousy, and
guilt of recognizing loss (Klein, 2013) during
(and following) therapy. Gratitude also helps
patients embrace vulnerability (Brown, 2012,
pp. 117-128) and be open to discussing their
feelings of fear and pain regarding ending the
relationship. Often, therapist’s self-disclosure
regarding their own feelings facing termination,
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may enable patients to engage in this intimate
discussion (Frank, 2009; Shafran et al., 2015).

For acceptance of the separation to go well,
two conditions must be met. First, therapists
themselves need to believe that the treatment
they had offered was valuable, even if it was
limited. When therapists believe in the treat-
ment they had offered, they convey an implicit
message to their patients that the best had been
done. Such reassuring messages help patients
adaptively process separation. Of course, ther-
apists often experience disparities between their
(initial) hopes for a treatment, and the actual (or
perceived) progress made in the treatment. In
response, they (like their patients) may feel
frustration, disappointment, or anger. It is im-
portant to remind therapists that, even as such
frustration occurs, it is usually inadvisable to
engage in last ditch efforts to “make up” for the
disappointing progress. The ending of therapy is
not the right time to offer new interpretations,
introduce new psychoeducation, or (worse yet)
“grade” patients on their progress (e.g., Nof,
Leibovich, & Zilcha-Mano, 2017). Even when
therapy is perceived as incomplete, therapists
should resist the urge to play “catch up” and
instead, should engage with their patients in the
process of acceptance of the separation. To do
so, they will need to first accept the termination
internally. In such moments, it may be useful to
remember that half of those who turn to therapy
can be sufficiently helped in a few sessions, and
many others need only 14-20 sessions to expe-
rience significant change (Anderson & Lambert,
2001; Wolgast, Lambert, & Puschner, 2004;
Wolgast et al., 2005).

A second condition for successful acceptance
of the separation is the patient’s confidence that
their therapist will continue to be their therapist,
even when therapy itself is over. This idea—
that the work is done, but that it could resume if
needed, and that “once a therapist, always a
therapist”—is consistent with the attachment
theoretical viewpoint. Specifically, a good ther-
apeutic relationship (like a good parental one)
embodies the idea of a “secure base” (Farber,
Lippert, & Nevas, 1995). Patients can venture
out of this base, knowing that when needed, it
will be there, awaiting their return.

A common therapeutic practice which helps
make this secure base very explicit is therapists’
invitation to return to therapy when needed
(Marx & Gelso, 1987; Quintana & Holahan,

1992)—that is, therapists’ expression of an
“open-door” policy. This policy, customary
within ultrabrief approaches, is now common
among therapists from a variety of treatment
orientations (e.g., Norcross et al., 2017), with
patients also reporting that they were offered
such an option (Olivera et al., 2017).

An open-door policy conveys the therapist’s
validation for the patient’s mature ability to
recognize their own needs and difficulties, and
to be sovereign about if (and when) to resume
therapy. This fosters a sense of independence
and security within patients (Cameron, 2007).
From a developmental perspective, it grants le-
gitimacy to a process of stepping away and
coming closer within the relationship (akin to
the rapprochement phase; Mahler, 1966). It may
also alleviate some of the patient’s mourning
regarding termination. Often, mourning stems
from the loss of the relationship, rather than the
discontinuation of sessions (Quintana, 1993); an
open-door policy disentangles the two, and
helps clarify that the relationship itself is not
entirely over (Craige, 2009; Frank, 2009). This
can help patients and therapists focus on what
is, in fact, over—namely, this particular chapter
in their relationship and in their lives.

To summarize, saying goodbye while engag-
ing in an intimate emotional discussion about
separation is both the cause and the result of
accepting the end. When therapists come to
terms with the limits of therapy and patients
come to terms with the limitless therapeutic
relationship, they are ready for this challenge.
An open, candid successful discussion can also
help patients look at other relationships and
opportunities in their lives with less idealization
and more acceptance. Despite being the last
challenge described, acceptance of the separa-
tion is the primary challenge. Its success is the
key to fully facing the other challenges of con-
solidation, maintenance, and resolution.

Clinical Example of Acceptance of the
Separation

J., a40-year-old woman was in therapy for 18
months, and had progressed significantly. For a
couple of weeks, J changed or canceled sessions
in the last minute. When her therapist asked her
about this sequence of events, she announced, “I
achieved my main goal in therapy, so my mo-
tivation has decreased.” Termination was mutu-
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ally decided upon and as the therapist described
possible work toward termination, J seemed to
have a strong emotional reaction to the idea of
accepting the impending separation. She said it
is easier to just disappear than to experience the
separation fully, or to grapple with the un-
wanted emotions that this separation brings up.
Abruptly ending relationships with significant
people was a familiar pattern for J, who used to
close herself up emotionally while minimizing
the importance of the other (in this case, the
therapist) and of the relationship (in this
case, the therapeutic relationship), in order to
function well. The therapist’s encouragement to
engage with the acceptance process enabled J
to identify and express many novel feelings.
Once termination was clearly imminent, J’s
gratitude became mixed with a sense of guilt
and anger toward the therapist. These emotions
were familiar to her from other instances of
separation and other interpersonal changes, but
J felt that for the first time she was able to linger
and fully experience them, and to do so together
with her therapist rather than alone. As a result,
her emotions became clearer, she could some-
how name them, and be less threatened by their
emergence. In the final session, J shared with
her therapist her fear that saying goodbye means
she will not be able to come back to therapy if
needed. The therapist suggested that her “slam-
ming the door” habit led to experiences that
created this fear. He assured her that therapy
doors stay open and that she is welcome to
return whenever she wishes.

The Therapist’s Active Role in the End
Phase

The four formidable challenges of the end
phase are a compelling reason for both patients
and therapists to adopt an active mindset in this
phase. However, both parties may experience
difficulty with saying goodbye and thus avoid
this phase altogether or shorten its duration.
This may be why one in five endings are labeled
by therapists as premature discontinuation
(Swift & Greenberg, 2012)—or in other words,
as a missed opportunity for effective termina-
tion processes. We argue that, despite potential
hardships, it is the therapist’s critical responsi-
bility to take an active role in the end phase, to
be sensitive to possible issues dealing with ter-
mination and to respond appropriately to what

emerges in the therapeutic relationship in regard
to that, as soon as termination is on the table.

Therapists who actively engage in the termi-
nation work suggested by the CMRA model
need to convey the following invitation to their
patients:

Now that we are reaching the end, we have an oppor-
tunity to assess and consolidate your gains in therapy,
to think about ways to maintain them in the future and
apply them to situations we haven’t explored until
now. This is also an opportunity to think about our
relationship, to celebrate things which worked well and
resolve things that didn’t; and of course to experience
and accept the different emotions that arise from say-
ing goodbye.

Certainly, the specific language used to convey
this message, as well as the content of the
consolidation, maintenance, resolution, and ac-
ceptance processes, will depend on the thera-
pist’s particular beliefs, and should incorporate
only those techniques or interventions (e.g.,
open questions, interpretations, psychoeduca-
tion) which “fit” with the therapy conducted up
to that point. With rare exceptions, the end
phase would not be the ideal time to introduce
entirely new ways of working together.

The focus and pace of termination therapeu-
tic work will often vary depending on patients’
personalities and diagnoses, on their previous
experiences in therapy (and in other separations/
endings), and of course on the strengths and
weaknesses of the particular therapy relation-
ship nearing its end. In some cases, patients will
spontaneously engage in one or more of the
CMRA challenges with their therapists. Thera-
pists should be attentive to such spontaneous
opportunities, encourage their patients when
this occurs, and help surmount any obstacles
which may arise along the way. One way of
doing so is to name the (spontaneous) work
underway, ensuring that the patient becomes
aware of it.

Patients may express their experience of the
“here and now” of separation through thoughts,
feelings, sensations, and/or actions. The CMRA
model helps therapists observe these expres-
sions and see them as windows into the way the
patient is handling each of the termination chal-
lenges. For example, a patient who brings up
memories of a romantic breakup may actually
be engaging, indirectly, with any of the four
CMRA challenges. In reminiscing about the
breakup, she may mention mistakes she would
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know how to avoid today, posttherapy; this
opens the door to a consolidation discussion.
She may express concern about her future dat-
ing life; this creates an opportunity to explore
maintenance. She may relive relationship rup-
tures she couldn’t discuss then, with her partner;
this may lead to resolution work. Finally, she
may describe the old hurt evoked by that break-
up; this creates a natural segue to acceptance of
the separation discussions. Of course, therapists
should be attuned to the possible presence of
any one of these themes—or to the possibility
that more than one is at work.

In certain cases, patients may avoid any ter-
mination-related discussion, keeping their
thoughts and feelings surrounding termination
to themselves. Others may be entirely detached
from such thoughts or feelings. In these cases,
therapists have a dual responsibility: they need
to react therapeutically to the avoidance or
detachment, but simultaneously act to ensure
that the challenges of termination are not es-
chewed. This is particularly important as a cor-
rective emotional experience for those patients
who tend to be more avoidant or detached.

In this active role, therapists must remember
that therapeutic alliance and collaboration with
patients are prerequisites for therapeutic
work—even at the end phase of therapy. For
example, strong alliance in the end phase of
therapy has been found to be associated with
better (therapist-rated) outcomes, both for the
phase itself and for therapy as a whole (Bhatia
& Gelso, 2017). One way for therapists to
strengthen the therapeutic alliance is by creating
joint goals for this phase with their patients,
using the guidelines of the CMRA model.

In summary, the expected variation in thera-
pists’ methods and patients’ reactions to termi-
nation, mean that each ending will be unique.
To prepare for their active role in this phase, we
encourage therapists to internalize the CMRA
model. Hence, throughout therapy and when
ending comes, they will flexibly and clearly
approach termination challenges.

Clinical, Research, and Training
Implications of the CMRA Model

We began our work on the CMRA model
with the realization that treatment termination

has received far too little theoretical or empiri-
cal attention. In reviewing the (limited) litera-
ture, we were struck by the distinct emphases of
different therapeutic orientations (e.g., insight
focused vs. symptom focused therapies). We
also noted how, despite those theoretical differ-
ences, recent research has found that experi-
enced therapists of different theoretical stripes
tend to engage in termination behaviors bor-
rowed from differing orientations, and to agree
on the utility of most behaviors, across theoret-
ical orientations (Norcross et al., 2017).

How should we understand this gap between
theory and practice? We take it to mean that,
with experience, therapists learn to approach the
end of treatment with an eclectic mindset, bor-
rowing interventions from different orientations
according to their patients’ needs. This process
is somewhat positive, but could be improved by
having a formal integrative model of treatment
termination, such as the one proposed here. A
formal model of this sort can help bring more
order even to the work of experienced thera-
pists, which may, otherwise, be a very idiosyn-
cratic “mix-and-match” process. Moreover, it is
crucial for the training and supervision of nov-
ice therapists, who have not yet gained the
necessary clinical wisdom through experience
to face one of the most challenging phases of
therapy. For both experienced and novice clini-
cians, the integrative stance of this model can
help assess the strengths of their “native” treat-
ment standpoint with regard to the end phase,
and then consider what benefits can be gained
from adopting other standpoints, presented in
this model, into their therapy style (or into work
with particular patients).

In developing our model, our intent was to
both draw on existing psychotherapy re-
search—and set the stage for greater research
attention to the topic of termination processes.
Indeed, we believe that the CMRA model lends
itself easily to empirical study. As a first step,
the feasibility of using the CMRA model as a
whole merits examination, as does the explora-
tion of the short- and long-term consequences of
this model to therapy training and to treatment
outcomes. Over time, we hope that research will
proceed toward a more fine-grained test of the
contributions of each CMRA aspect in optimiz-
ing the end phase in relation to the patient’s
experience, the therapeutic alliance, and, of
course, the treatment outcome.
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Enséiiales a decir adiés: El modelo de CMRA para finales de tratamiento

El final del tratamiento trae consigo desafios tnicos. Tradicionalmente, diferentes enfoques terapéuticos han enfatizado
distintos aspectos del proceso de terminacion. Los enfoques centrados en la perspectiva enfatizaron la relacion terapéutica
y la retrospeccién, mientras que los enfoques centrados en los sintomas enfatizaron los objetivos de la terapia y la
prospeccion. En este articulo, presentamos un modelo integrador para terminaciones de tratamiento, que une los énfasis de
los diferentes enfoques e identifica cuatro desafios principales para la fase final. Especificamente, argumentamos que a
medida que se acerca la terminacion, los terapeutas necesitan evaluar activamente y abordar (1) el progreso y la
consolidacion de los logros alcanzados en la terapia, (2) el mantenimiento y la generalizacion de esas ganancias en el futuro;
(3) la celebracion de la relacion significativa junto con la Resolucion de las rupturas que pueden haber ocurrido en ella; y
4) la aceptacién de la separacion inminente entre el terapeuta y el paciente. Argumentamos que estos cuatro desafios se
asignan a dos ejes. Un eje es temporal y ayuda a distinguir las tareas centradas en la revision o reflexion del pasado de las
dedicadas a la planificacién y la anticipacion del futuro. El otro eje es sustantivo y ayuda a distinguir las tareas centradas
en los objetivos de la terapia de aquellos centrados en la relacion terapéutica. Concluimos el trabajo con una discusion sobre
las implicaciones del modelo para la practica clinica, la capacitacion y la investigacion.

terminacion de psicoterapia, modelo CMRA, prevencion de replanteo, resolucion de ruptura, entrenamiento clinico
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