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The aim of this study was to identify, categorize, and develop a 
conceptual frame of mentalization-based interventions used by 
experienced child and adolescent psychodynamic therapists. Two 
experienced therapists selected 14 sessions that represented their 
work during the first year of treatment. Sessions were transcribed 
and segmented to identify interactional units for coding. QDA 
Miner software was used to facilitate data analysis. A systematic 
qualitative, inductive/deductive approach was followed starting 
from categories identified in the literature, but also including 
newly emerging categories and interventions. Seven sessions were 
double coded to stabilize the coding tree and a “member check” 
was completed where therapists rated their own transcripts. A 
total of 24 mentalization-based techniques were identified, inclu-
ding 17 additional techniques. A conceptual framework organi-
zing all observed mentalization-based interventions is proposed. 
The findings of this study provide a framework for studying 
techniques that may enhance the capacity to mentalize, and that 
could be features of therapeutic practice across a range of moda-
lities of psychotherapy. (Bulletin of the Menninger Clinic, 80[4], 
281–315)
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Mentalizing as conceptualized by Fonagy, Gergely, Jurist, and 
Target (2002) can be understood as an imaginative mental ac-
tivity involved in understanding others and predicting their be-
haviors in terms of their internal subjective motivations, and 
seeing oneself and the impact of one’s behaviors from the out-
side. Mentalizing, although falling under the general rubric of 
social cognition, and overlapping with concepts such as Theory 
of Mind (ToM) and emotional understanding, is considered spe-
cifically relevant in the context of close attachment relationships 
where a more nuanced understanding of others, oneselfand the 
impact of one’s behaviors on others is likely particularly impor-
tant for adaptive functioning. Among psychotherapists, there is 
a rapidly growing interest not only in mentalization-based treat-
ments (MBT), but also in thinking about how psychotherapy 
generally, regardless of orientation, addresses and facilitates the 
capacity to mentalize.

In recent years, there has been a proliferation of MBT adap-
tations for a range of adult psychological difficulties, and there 
is evidence of the efficacy of MBT for adults and adolescents 
with borderline personality disorders (Bateman & Fonagy, 
2012; Fonagy et al., 2014; Rossouw & Fonagy, 2012). Further-
more, studies that have attempted to explore mechanisms of 
change have produced preliminary evidence that both MBT and 
psychodynamic therapy facilitate mentalizing, which may help 
to explain the observed improvements in symptoms and person-
ality functioning. For example, there is evidence that MBT for 
parents with substance dependence develop mentalizing about 
themselves and their relationships with their children (Such-
man, DeCoste, Leigh, & Borelli, 2010) and that psychody-
namic treatments, such as transference-focused psychotherapy, 
improve mentalizing about past attachment relationships (Clar-
kin, Levy, Lenzenweger, & Kernberg, 2007). Allen, Fonagy, and 
Bateman (2008) suggest that enhancing mentalizing may be a 
common process factor inherent to all effective treatments. Fur-
ther empirical investigation is needed, but there is preliminary 
evidence that promoting mentalizing may be a common feature 
of both psychodynamic and cognitive-behavioral child treat-
ments (Goodman, Midgley, & Schneider, 2016) as well as MBT 
and play therapy (Goodman, Reed, & Athey-Lloyd, 2015). 
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Furthermore, expanding evidence regarding the relationship be-
tween child and adult psychopathology, social cognition, and 
mentalizing has contributed to the development of cognitive-be-
havioral therapies aimed, for example, at facilitating emotional 
understanding in the context of anxiety disorders (Southam-
Gerow & Kendall, 2000) or limiting rumination in the context 
of depression (Hankin, Wetter, Cheely, & Oppenheimer, 2008). 

Relative to research on MBT with adults, research on mental-
ization-based interventions for adolescents and especially chil-
dren is lagging behind, despite research showing that child and 
adolescent psychopathology may be associated with difficul-
ties in mentalizing specifically (Ensink, Bégin, Normandin, & 
Fonagy, 2016; Sharp, Croudace, & Goodyer, 2007; Taubner & 
Curth, 2013) and social-cognitive deficits more generally (Rey-
na, Chapman, Dougherty, & Confrey, 2012; Steinberg, 2008). 
From a developmental perspective, there is evidence that social-
cognitive capacities such as ToM and emotional understanding, 
as well as mentalization, develop in the context of children’s at-
tachment relationships with adults interested in their subjective 
experience, who treat them as someone with a mind, and where 
they have the opportunity to learn about their own minds and 
those of others through conversations where mental states and 
emotional experience are talked about and explained. While 
there is evidence that even very young children are sensitive to 
the reactions of others, the ability to articulate their own feel-
ings and consider the internal motivations behind the behav-
iors of others emerges more slowly as language skills develop 
(Fonagy & Target, 2000). There is evidence that around the age 
of 8, mentalization takes on a more adult character and children 
begin to be able to think about themselves and their relation-
ships with attachment figures (Ensink et al., 2015; Wellman & 
Lagattuta, 2000). 

Some children have few opportunities to develop mentalizing 
capacities, either because their parents themselves may have dif-
ficulty mentalizing or because the parents have mental health 
problems or overwhelming social problems that prevent them 
from engaging with their children in ways that will help the chil-
dren develop these capacities. As a result, some children may 
experience pervasive mentalization deficits. Subsequently, fail-
ures in mentalizing appear to increase vulnerability to develop-
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ing depressive symptoms and externalizing behavior difficulties 
(Ensink et al., 2016). Alternatively, children who face challeng-
ing life events or who have particularly difficult temperaments 
involving sensitivity and aggressive emotional reactivity likely 
require additional help to develop a capacity to mentalize that 
could enable them to integrate these temperamental factors. For 
example, mentalization regarding trauma appears to be partic-
ularly important for adaptive functioning for individuals who 
have experienced childhood abuse and neglect (Berthelot et al., 
2015; Ensink et al., 2015). In sum, emerging evidence is consis-
tent with clinical observations that many children and adoles-
cents need help from therapists to develop mentalization and 
socio-cognitive capacities. 

In the 1980s, Fonagy started elaborating a developmental 
model in which psychopathology is linked to failures in the 
developing understanding of minds, emotions, and others, 
from infancy onwards (Fonagy, Steele, Steele, Moran, & Hig-
gitt, 1991). Subsequently, he observed that psychotherapy with 
children included a dimension of what Anna Freud referred to 
as development help (Midgley, 2012), a form of psychological 
support in developing basic mentalizing around psychological 
reactions. This type of focus is also present in other psycho-
therapy approaches, notably Paulina Kernberg’s adaptation 
of the object-relations approach (Kernberg & Chazan, 1991) 
in which the therapist provides information that may help the 
child to understand his or her own reactions much like a good 
parent might think about the child’s reactions and explain by 
placing them in the context of common human reactions to 
certain emotion-eliciting interpersonal events or intrapersonal 
conflicts. In addition, child therapy may enhance reflective pro-
cesses through opportunities to play and through work in the 
transference (Fonagy & Target, 2000). 

Subsequently, Ensink and Normandin (2011) elaborated a 
mentalization-based therapy for sexually abused children, and 
Zevalkink, Verheugt-Pleiter, and Fonagy (2012) reinterpreted 
psychoanalytic psychotherapy from a mentalization perspec-
tive. Furthermore, a recent qualitative study using the Child 
Psychotherapy Q-Set suggests that MBT and psychodynamic 
play therapy approaches share key features (Goodman et al., 
2016). Given that play is a precursor of mentalization (Fonagy 
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& Target, 1996; Tessier, Normandin, Ensink, & Fonagy, 2016), 
play therapy may be particularly important for facilitating men-
talizing. Fonagy (2000) suggests that the therapist can facili-
tate mentalizing by commenting on the mental content of the 
play characters, the child’s behavior, or play. The therapist can 
identify mental states underlying the child’s behavior or play, or 
verbalize the wishes or intentions of the play characters, signifi-
cant others in the child’s life such as parents, or reflect on the 
uniqueness of the child’s mental world. However, the focus of 
play therapy is to help the child to elaborate his or her subjec-
tive experience and restore healthy self-development. Therefore, 
enhancing mentalization may be a by-product of play therapy, 
whereas in MBT the focus may be more explicitly on mentaliza-
tion. 

To date few studies have focused explicitly on identifying 
techniques used by child therapists that address mentalization. 
Identifying techniques aimed at developing the capacity to men-
talize in child psychotherapy—whether the treatment is mental-
ization based, cognitive–behavioral, or psychodynamic—is an 
important first step to eventually being able to compare the use 
of such techniques across different kinds of therapies and exam-
ine which techniques appear to be the most effective for differ-
ent types of problems. The aim of this pilot study was therefore 
to identify, categorize, and conceptualize interventions aimed 
at promoting mentalization used by psychodynamic child psy-
chotherapists employing an integration of mentalization-based 
approaches (Ensink & Normandin, 2011) and object relations 
approaches (Kernberg, Weiner, & Bardenstein, 2000; Norman-
din, Ensink, Yeomans, & Kernberg, 2014) with children and 
early adolescents (aged 8–13 years old). 

Method

Participants and procedure
The participation of two experienced child and adolescent psy-
chotherapists was solicited. The therapists were asked to select 
work with a child or young adolescent patient aged 8–13. Ther-
apy sessions from 1 year of treatment were videotaped, and the 
therapists were asked to select five sessions from the beginning, 
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middle, and final period of therapy that they considered most 
representative of their work. These sessions were transcribed 
verbatim.

The patients were a 10-year-old boy and a 13-year-old boy. 
The type of psychopathology was not specified by the research-
ers, but both of the patients met criteria for oppositional de-
fiant disorder. The 10-year-old boy had comorbid encopresis 
and attention-deficit hyperactivity disorder (ADHD), as well 
as symptoms of self-harm. He had a history of trauma, having 
witnessed his father’s death from a heart attack when he was 4 
years old. He was placed in a government facility during treat-
ment because his mother was depressed and her devaluing and 
punitive reactions to his oppositional behaviour contributed to 
an escalation of aggression. The 13-year-old boy had aggres-
sive outbursts at school and was at risk for being expelled. He 
also had violent outbursts with his mother, once threatening her 
with a knife. He oscillated between angry outbursts and resent-
ful, silent withdrawal and refusal to participate in family inter-
action, suggesting the presence of personality problems.

Data analysis plan 
In view of the exploratory nature and objectives of this pilot 
study, the “Framework approach” was followed using a com-
bined deductive/inductive analysis (Pope, Ziebland, & Mays, 
2000; Ritchie & Spencer, 2002). The framework analysis ap-
proach reflects the original accounts and observations of the 
people studied (therefore remaining both “grounded” and in-
ductive), but starts deductively from preset categories (Pope et 
al., 2000), in this case based on a review of the relevant lit-
erature and pilot observations of some of the child therapy ses-
sions. Using PsycNET and EBSCOhost, we identified a total of 
10 pertinent manuals, chapters, and published articles referring 
to mentalization-based intervention for children and adoles-
cents (Ensink & Normandin, 2011; Fonagy et al., 2014; Ingley-
Cook & Dobel-Ober, 2013; Laurenssen et al., 2014; Lindqvist, 
2013; Midgley & Vrouva, 2013; Ramires, Schwan, & Midg-
ley, 2012; Rossouw & Fonagy, 2012; Terradas & Achim, 
2013; Verheugt-Pleiter & Zevalkink, 2008). The book chapter 
“Mentalization-Based Treatment for Adolescents With Border-
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line Traits” (Fonagy et al. 2014) describes mentalization-based 
techniques in detail in order to be used for coding purposes. 
Although Verheugt-Pleiter and Zevalkink’s book describes child 
psychoanalytic treatment from a mentalization perspective, it 
was decided not to use it because the mentalization techniques 
were not sufficiently differentiated from psychoanalytic tech-
niques or described with sufficient clarity for coding purposes. 
Furthermore, to be coherent with the MBT adult framework, 
the MBT manual for adults, Mentalizing in Clinical Practice 
(Allen et al., 2008), was used as a second source. On this basis, 
seven main MBT techniques were selected as the starting point 
for coding. They were defined as: (1) supportive and empathic 
interventions, (2) clarification and elaboration techniques, (3) 
mentalizing the transference techniques, (4) basic mentalizing 
techniques, (5) stop, rewind, and explore, (6) transference tracer 
comments, and (7) interpretative mentalizing. These techniques 
were organized under a central theme referred as the Mentaliz-
ing Stance Principle (MSP). All interactions between the thera-
pist and the patient were coded. 

QDA Miner software, version 4 (Provalis Research, Montreal, 
Canada), was used to facilitate data analysis. Initially, the seven 
intervention categories were identified on the basis of the litera-
ture review. These categories were subsequently adapted based 
on ideas emerging from the data, with some of them grouped 
together and others expanded. One preestablished technique, 
namely stop and rewind, was not observed. Different passages 
of therapy session transcripts were subsequently associated with 
the different categories. At the end of this inductive process, 24 
interventions or categories were identified and grouped under 
one general theme and three subthemes. Overall, 969 passages 
extracted from the therapy sessions were coded.

As recommended by Thomas (2006), different verification 
strategies were used to contribute to scientific rigor. First, as 
suggested by Miles and Huberman (1994), different catego-
ries were defined in order to facilitate the interpretation of the 
session transcripts. These descriptions contributed to the stan-
dardization of the codification process. New categories were the 
subject of discussion among the researchers, with four meet-
ings held to discuss the main emerging codes. Second, as recom-
mended by Thomas (2006) to “stabilize” the coding tree, the 
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clarity of categories was verified. Seven session transcripts were 
coded by a second rater. Differences were identified and descrip-
tions were clarified. Third, a “member check” was completed 
with both therapists (Thomas, 2006). They were informed of 
the research objective and the preliminary categories that had 
been developed, and they were each asked to review one of their 
coded therapy sessions to evaluate agreement between thera-
pist coding and researcher coding. The rater and the therapists 
were in agreement on 90 of 99 passages, and feedback from the 
therapists confirmed that the categories were clear and compre-
hensive.

Results

The final conceptual framework with the 24 mentalization-
based techniques identified in the coding process is illustrated 
in Figure 1. The figure specifies when the categories were pre-
established (P) in the literature; when they were preestablished 
but modified (M) based on emerging ideas; and when they were 
emerging from the analysis (E), that is, emerged out of the anal-
ysis. 

The mentalizing stance principle
The mentalizing stance principle was the central theme unifying 
all the techniques and giving coherence to the whole conceptual 
framework. In general terms, the mentalizing stance principle 
refers to the therapist’s orientation toward the internal world of 
the patient. Allen et al. (2008) suggest that in order to restore 
and consolidate the patient’s capacity to mentalize, the therapist 
has to adhere to the mentalizing stance principle for the dura-
tion of the treatment. 

1. Supporting mentalizing stance interventions
During the coding process, it became evident that some inter-
ventions used by both therapists were not directly mentaliza-
tion-focused interventions, but were evidently important for 
introducing the idea and stimulating the mentalization stance 
in therapy. They were thus included in the coding tree and cat-
egorized and organized under the supporting the mentalizati-
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on stance interventions theme. At the final stage of the coding 
process, four categories were grouped under this theme. Figure 
2 illustrates the conceptual framework of the four mentaliza-
tion-based techniques that were organized under the supporting 
mentalizing stance intervention theme.

Therapeutic framework interventions. Therapeutic frame-
work interventions refer to all interventions where the thera-
pist explains, discusses, and explores the therapeutic frame with 
the patient. Issues such as rules, the work plan, the limits and 
the engagements of the therapist and the child or the adoles-
cent are addressed. Therapists used this type of intervention in 
almost all sessions (adolescent therapist, 9 out of 15 sessions; 
child therapist, 13 out of 13 sessions). This intervention is used 
to set limits, clarify some therapeutic rules, address trust and 
confidentiality issues, and establish the conditions to work with 
the patient and explore the patient’s mental state. For example, 
when the therapist was speaking about how feedback would be 
given to parents, she said:

Figure 2. Section 1 of the conceptual framework: supporting 
mentalization stance interventions.
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Therapist: They have to know a bit what we will do together, what 
I will conclude (results). But I’ll tell you in advance what I will tell 
them and we will have time, you and me, to discuss it and it won’t 
be about things that we have not discussed together. Other than 
that, the details of what happens here will stay here…. 

Supportive and empathic interventions. This intervention 
is used to facilitate trust that the therapist understands and is 
“neutrally” on the child’s side and to develop the therapeutic 
alliance. At any stage in the therapy when the patient is emo-
tionally dysregulated and struggling to mentalize, the therapist 
returns to this empathic stance to attempt to regulate the height-
ened affective arousal (Fonagy et al., 2014). This intervention is 
an active process, and active questioning may be used when nec-
essary, with the therapist checking that he or she has understood 
what the patient has said, validating his or her point of view 
and being in contact with the patient’s emotional state. This 
type of intervention was used by both therapists in almost all 
sessions (adolescent therapist, 11/15, and child therapist, 9/13) 
in line with the observation that an empathic stance is a central 
component of the mentalizing stance. An example of the thera-
peutic use of this technique can be observed in the following 
extract where the adolescent therapist empathically highlights 
the adolescent’s courage in sharing his feelings during an earlier 
joint session with the patient’s parents (rather than resorting to 
his usual strategy of sullen retreat) when they talked about an 
embarrassing incident where he was unable to complete a sum-
mer camp because he could not fit in and he asked his parents 
to come and get him after a few days: 

Therapist: I found you courageous for being able to explain how 
you felt in the meeting with your parents … and for … tolerating 
… that meeting … staying present. You didn’t … you didn’t sink 
down in your chair, you didn’t fall asleep. You took a risk to tell 
them how you felt, and I had the impression it helped them to un-
derstand your reaction and it helped to resolve the situation.

Exploration and clarification technique. This is an active 
technique where the therapist asks questions with the aim of 
making sense of the patient’s difficulties so that problems be-
come clear and triggers are understood. This technique was 
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used by both therapists in the majority of sessions (adolescent 
therapist, 15/15, and child therapist, 12/13). For the adolescent 
therapist, this technique was the intervention most frequently 
used (28.9%), and it was the fourth most used intervention for 
the child therapist (10.7%). Here is one of the several passages 
where the adolescent therapist explores and tries to clarify an 
interpersonal context presented in therapy:

Therapist: How is it going at home? …

Adolescent: Fine…

Therapist: Ah, yeah?

Adolescent: [Silence]

Therapist: What is going fine?

Adolescent: Fine… at home?

Therapist: Hmm? What is going well? What do you find that goes 
well?

Adolescent: Everything. Except my brother. 

Therapist: In what way … do you want to say more? 

In this section, the adolescent is then able to clarify with the 
help of the therapist how he becomes impatient and enraged 
with his younger brother and acts sadistically toward him. The 
adolescent is able to share the underlying resentment he feels for 
having to babysit his brother, which in turn is linked to feeling 
resentful because his parents spend little time with him so that 
he feels neglected. 

Psychoeducation. This technique is used to provide informa-
tion to help the children understand normative aspects of their 
reactions that they may otherwise consider only as bizarre or 
problematic (e.g., that it is normal to get angry when they are 
humiliated and want to defend and protect themselves; or that 
it is not unusual for them to struggle with sexualized behav-
iors after abuse or to have enjoyed, for example, the attention 
they got from an abuser, and to feel very guilty about that, and 
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to explain that their physiological reaction was not under their 
control). In fact, the technique is often used to help the children 
develop an awareness of and recover their thinking about their 
reactions in a way that helps them understand the normative 
aspect where they are trying their best to find a solution to a 
particular problem. Psychoeducation may also be invaluable to 
help the children develop a way of thinking about an abusing or 
mentally ill parent and abuse in a way that makes it clear that it 
is wrong to do that to children, and that is was the adult and not 
the child who did something wrong, but without demonizing 
the parent. For example, in the section below the child therapist 
explains the importance of expressing and mentalizing difficult 
emotions (angriness and stress) to others (mother):

You will tell her? I mean of course it is for you to decide if you 
want to tell her or not, but it seems it will be important to find a 
way of saying it that mom will understand how it makes you feel. 
Sometimes when we are really angry, it is difficult to talk and ex-
plain things so that the other person can understand.

This technique was principally used by the child therapist (ado-
lescent therapist, 2/15, and child therapist, 5/13). The coded 
frequency was low in all therapy sessions (adolescent therapist, 
0.9%, and child therapist, 1.6%). 

Figure 3. Section 2 of the conceptual framework: basic mentalizing 
techniques.
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2. Main mentalizing techniques

The second category of the coding tree includes four essential 
mentalization-based interventions used by the therapists with 
the aim of directly stimulating the mentalization capacity of the 
patient during the therapy sessions. Five subcategories emerged 
from this coding process. 

Figure 3 illustrates the second conceptual framework section 
with all mentalization-based techniques that were organized un-
der the “basic mentalizing techniques” theme. 

Exploring mental states. This is one of the fundamental tech-
niques used with the aim of enhancing mentalization directly 
and is centered on the therapist’s capacity to continually ques-
tion internal mental states in order to understand the immediate 
reality. This questioning stance may concern both the patient 
and the therapist. Allen et al. (2008) emphasize the importance 
of using curiosity and adopting a “not knowing attitude” to-
ward the thoughts and emotions of the patient, and a nonjudg-
mental curiosity and an attempt to activate a similar interest in 
the patient toward his or her mental states and motivations. The 
exploring mental state technique was used by both therapists 
in relation to self, others, and relationships. The self-category 
refers to interventions where the therapist inquires about the 
patient’s mental state or mind. The others-category refers to in-
terventions where the therapist aims to promote the capacity 
of the patient to understand others in term of mental states. Fi-
nally, the relationship-category makes reference to interventions 
where the therapist supports the patient to think about how 
people and their mental states have impacts on the other. The 
self-category was used by both therapists in almost all sessions 
(adolescent therapist, 13/15, and child therapist, 12/13) and 
was used frequently by both therapists (11.8% child therapist, 
14.8% adolescent therapist). Here is one of the several passages 
where the adolescent therapist adopts a “not knowing attitude” 
toward the thoughts and emotions of the teenager, explores his 
mental state, and aims to stimulate the patient’s curiosity:

Therapist: This is surprising—you are not proud of yourself even 
when you have generally good grades? [Said with a quizzical and 
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playful tone] So I am curious. How does that work? You were ex-
pecting more?…

Adolescent: Sometimes yes….

Therapist: Why? Because you worked hard? ….

Adolescent: Yeah ….

Therapist: Yes. Okay. So in that sense, you are disappointed?

Some interventions used by the therapists focused on making 
the child and adolescent recognize a lack of coherence in the 
mentalization process of the adolescent (incoherence explain-
ing and describing his and others’ mental states). For example, 
this can be observed when the patient changes his opinion 
completely toward an event without any apparent reason, or 
presents contradictory explanations, accounts, goals, or desires 
without appearing to be aware of the contradiction. When this 
happens, the therapist can point out this lack of self-coherence 
by highlighting the opposite points of view that the patient has 
exposed. To illustrate this technique, the section below shows 
how the child therapist raises awareness of a lack of self-coher-
ence by highlighting how the child is reacting in opposite ways 
toward a similar situation (lending toys):

Therapist: I am surprised because sometimes you put a big sticker 
on your door, which says “if you touch, I am going to kill you,” 
and other times, you are ready to share everything....

Child: Well, yes….

Therapist: Sometimes, you protect a lot, a lot, a lot, and sometimes 
you don’t protect at all and you are ready to share even your most 
precious things. That’s why it took me by surprise a little bit…. 

This type of intervention was an emergent subcategory and was 
observed only in the child therapy sessions (3/13). The code fre-
quency was very low in all therapy sessions (0.5%). 

In some sessions, the therapists can also use their own ex-
periences as a model to help the child or adolescent to mental-
ize. At the simplest level, the therapists may express their own 
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emotional response to something to help the patients recognize 
the feeling too. This type of intervention was principally used 
by the adolescent therapist (adolescent therapist, 3/15, vs. child 
therapist, 1/13). The code frequency was 0.9% for the adoles-
cent therapist and 0.2% for the child therapist.

Mentalizing trauma. This intervention is used to help the 
children put the traumatic experience (which may otherwise re-
main stored predominantly only as visual and affective memo-
ries) into words and help them represent it in words (Ensink & 
Normandin, 2011). Given that children need help to mental-
ize new, upsetting experiences, especially experiences that are 
so far outside of the norm that basic mentalizing developed in 
the context of everyday normal life does not apply and is not 
particularly useful, basic elaboration with the therapist is en-
couraged so that key elements of the traumatic experience are 
addressed. This is especially for guilt feelings and feelings of be-
ing to blame based on the children’s erroneous beliefs that they 
caused or deserved the accident or abuse, or an unrealistic sense 
of responsibility and feelings that they should have been able to 
do something to help the person or could have done something 
to avoid the event. Often an element of psychoeducation is also 
used in elaborating the trauma because children may feel that 
their reactions are bizarre or that they are the only one who 
reacts in that way or blame themselves unrealistically for abuse. 
This is an active technique, in which the therapist asks several 
questions with the aim of helping the child and adolescent to 
develop a coherent narrative of the traumatic experience and 
avoid potential confusions and attribution of responsibility to 
the self (Ensink & Normandin 2011). In the following example, 
the child therapist supports the child to mentalize the trauma 
by helping him put the traumatic experience into words and ad-
dress possible feelings of responsibility:

Therapist: Someone had a heart attack and was taken away by the 
ambulance? [talking about a play character]

Child: Yes, that happened to my father, I don’t quite know how it 
happened.

Therapist: Oh yes?
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Child: Do you want me to show you?

Therapist: Yes, and maybe show me and tell me a little what hap-
pened so that I can understand.

Child: Okay … I will show you and make the movement. It is like 
that and then you die [child acts like someone who falls down and 
clutches his chest, gasps for breath, and then stops moving] Yes, 
right in front of me…. I said to the police, “No, it wasn’t my fault, 
he fell like that by himself.”

Therapist: So you knew it wasn’t your fault…. I imagine that you 
probably felt quite confused … and scared…. seeing your father 
fall down and not moving. Perhaps not knowing what to do? And 
then the police coming?

Child: Yes, I did not even know the telephone number … I dialed 
perhaps 639…. Me, I wanted to dial 911, but I dialed 639.

Therapist: So you tried your very best to call for help, but you 
could not, you did not know the number, because you were only … 
how old at the time?…

Child: I was very young … I was 4 years old…. I was too young.

Therapist: Yes, you tried your best even though you were so little. 
I understand. And then the police did come and you said that your 
father fell like that himself; what do you mean by himself?

Child: That it was not my fault.

Therapist: How could it have been your fault?

Child: It was not my fault.

Therapist: I understand and of course it was not your fault…. But 
did you notice how quick you are to make sure that they did not 
think that it was your fault? And how quickly you responded again 
now that it was not your fault…? Nearly as if a part of you is still 
worried, even though you know it was not your fault.

This technique was observed in one of the child therapy sessions 
and the code frequency was 0.5%.
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Elaboration technique. This intervention was generally used 
after the therapist has explored and clarified the patient’s diffi-
culties. The therapist may help the patient by reflecting on how 
the therapist imagines that someone might feel who is in the 
particular situation the patient describes, but without telling the 
patient what he or she is feeling. Careful elaboration makes it 
possible to uncover deeper feelings that may not be apparent; 
for example, the adolescent or child may appear angry, but un-
derlying this there may be a sense of guilt, humiliation, or fail-
ure (Fonagy et al., 2014). The following example shows how 
the child therapist elaborates a difficult experience (a fight) and 
attempts to focus on the child’s affects:

Therapist: And he laughed at you….

Child: And he was with his little gang. I wasn’t even scared of his 
little gang….

Therapist: You mean that when there are people that make com-
ments that bother you, it makes you want to punch them and so-
metimes you do it....

Child: Yeah... There’s nothing that can stop me from doing it.

Therapist: So when he laughed at you and perhaps you felt a bit … 
humiliated … and you kind of wanted to show him you were not 
afraid of him? 

This type of intervention was used in the majority of child 
therapy sessions (10/13) and was also used by the adolescent 
therapist (4/15). The coded frequency was relatively low for 
both therapists (adolescent therapist, 3.8%, and child therapist, 
4.6%). 

Mentalizing the transference technique. When mentalizing 
the transference, the aim is to gradually mentalize the therapeu-
tic relationship between patient and therapist as the therapist 
reflects with the patient on the here-and-now interaction be-
tween them (Fonagy et al., 2014). The therapist supports the 
patient to think about how each affects the other, how their dif-
ferent perspectives are affected by their interactions and by their 
thoughts about the other’s mind, feelings, or thoughts. 
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In the example below, the adolescent therapist uses a “not 
knowing attitude” to explore how the teenager perceives her 
as therapist and what kind of relationship he thinks they may 
have:

Adolescent: Personally, I don’t think that you are here to scold 
me….

Therapist: Oh well. It has changed a bit since last week…? [Thera-
pist says this with a smile and slightly playful tone to indicate that 
she is inviting a more playful reflection]

Adolescent: Last week, it’s not really that I thought that you were 
going to scold me… it’s like….

Therapist: That I was like a schoolteacher, a school principal…?

Adolescent: Oh yes, a school principal. Now, I would see you as a 
principal.

Therapist: Now… today, I am a school principal?

Both therapists used this technique in almost all sessions (ado-
lescent therapist, 15/15, and child therapist, 11/13). The code 
frequency for the adolescent therapist was 18.2% and for the 
child therapist was 4.1%. 

Transference tracer comments were also used quite frequent-
ly, especially by the adolescent therapist (adolescent therapist, 
7/15, and child therapist, 1/13), and the code frequency for the 
adolescent therapist was 3.8% and for the child therapist was 
0.2%. These comments are in general followed by, or used in 
conjunction with, mentalizing the transference interventions to 
address the patient-therapist relationship issues. This technique 
is generally used early in the therapy session to highlight pat-
terns of relating (or not relating) to the therapist that the child 
or adolescent presents, but without overheating it (Fonagy et 
al., 2014). For example, the adolescent therapist in the section 
below highlights a strategy of avoidance used by the teenager by 
gently drawing the adolescent’s attention to the way he tends to 
do something rather than be disturbed by trying to relate: 
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Adolescent: Do you have Skype? [Pointing to the therapist’s laptop 
that she uses to record the sessions]….

Therapist: If it starts again, we will put ourselves offline [talking 
about the computer program Skype, which seems to be activated] 
….

Adolescent: When I type, I try to make the Skype thing go up … 
make it explode.

Therapist: It’s still interesting to see how … you use many strate-
gies to avoid being disturbed ... by me.

Adolescent: No, it’s not a strategy…

Therapist: Sometimes it’s playing with balls, other times, it’s 
playing…

Adolescent: Other times it’s Skype....

Therapist: Other times it’s Skype….

Adolescent: Other times it’s sleeping.

Therapist: Have you … you notice that?

Adolescent: Well … yeah.

Interpretative mentalizing technique. The aim of the inter-
pretative mentalizing technique is to increase the mentalization 
capacity of the young person by stimulating exploration of al-
ternative perspectives, either in relation to the self, the others, 
or the relationships. After exploring and clarifying the patient’s 
point of view, the therapist may proceed to use this technique by 
proposing an alternative perspective to consider (Fonagy et al., 
2014). In the following example, the adolescent therapist chal-
lenges the patient’s point of view (about a fight) by proposing an 
alternative one (you hit him to protect yourself): 

Therapist: And do you want to know? Afterwards, I think … I 
understood that the famous incident where you hit someone … the 
serious … big case ... I asked myself the question, if there was a 
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link between the two … you know between the fact that this per-
son had probably provoked you by humiliating you and the only 
way you found at that moment, to stop the torture, was hitting 
him… . 

This technique was used by both therapists in almost all ses-
sions (adolescent therapist, 10/15, and child therapist, 10/13). 
However, the code frequency for the adolescent therapist was 
higher (12.3%) than for the child therapist (4.7%). 

3. Mentalizing the play context

This is the third category of the coding tree, and all mentaliza-
tion-based interventions used in the play context by the child 
therapist were organized under this theme. All the interventions 
described below have the aim of enhancing the child’s aware-
ness of mental states in themselves and in others by using play 
therapy techniques. Five main categories and three subcatego-
ries emerged from the coding process.

Figure 4. Section 3 of the conceptual framework: mentalizing the 
play context.
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Figure 4 illustrates the second conceptual framework section 
with all mentalization-based techniques (categories) that were 
organized under the mentalizing the play context theme. 

Drawing attention to the play process. The objective of this 
technique is to draw the child’s attention to the way he or she 
plays during the therapy sessions. This technique is used when 
the therapist notices a pattern of reacting or playing that is par-
ticularly relevant from a clinical point of view. For example, it 
may be particularly relevant to draw attention to dissociative 
reactions that the child may otherwise never have the oppor-
tunity to be aware of, or trauma-related sexualized behaviors 
that may put the child in danger outside the therapy context, 
or trauma-related hypervigilance to noises outside the therapy 
room that disrupts the child’s play and makes it difficult for the 
child to sustain engagement in play and developing play narra-
tives. This technique is an active process used to highlight po-
tentially problematic areas and/or help to mentalize about the 
child’s type of play. 

For example, in the section below the child therapist high-
lights the child’s need of being meticulous by describing his way 
of preparing the play scenario. The therapist is struck by the 
contrast between this careful preparation and the otherwise dys-
regulated behavior of the child, and wants to draw the child’s 
attention in this case to the evidence that he has this “resource,” 
because generally only his negative dysregulated behaviors are 
focused on. Although the therapist also suspects that there is 
something about the attention to detail that suggests that the 
child is overly careful and controlled and inhibits himself from 
spontaneously expressing himself, she decides to focus on the 
positive side of this behavior at this point: 

Therapist: When you prepare the room … I noticed that you were 
very focused, right? … You were very careful, you made sure that 
things were done properly and you corrected many small details ... 
Is it only here that you spend a lot of time taking care of things to 
make sure that everything is nice? Have you noticed that you are 
actually able to concentrate and take care of things and organize 
things carefully … I have the impression that you have this side of 
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you that is well organized that we see here, but it gets neglected 
and is hidden by the side that gets into trouble….

This technique was used by the child therapist in a few sessions 
(3/13). The code frequency was relatively low (1.3%).

Mentalizing the play narrative. The basis of this technique 
is to explore the themes and stories children present in play 
therapy and facilitate an exchange of ideas and thoughts about 
these stories. This means that the relationship between child 
and therapist is one of co-construction, sharing ideas and listen-
ing to each other to explore and understand the story that best 
supports the child in what he or she wants to say. By using this 
technique, therapist is stimulating the emergence of the child’s 
sense of internal coherence and self-organization. Furthermore, 
two types of mentalizing the play narrative interventions were 
identified, namely, clarifying and stimulating play and drawing 
attention on the lack of coherence and continuity.

In clarifying and stimulating play narrative interventions, the 
therapist asks questions with the aim of stimulating and elabo-
rating the meaning of the story the child is narrating during the 
play. This technique is the first step to understanding the play 
content that the child is presenting during the session and helps 
the therapist to make sense of what is going on. Additionally, 
this technique helps and encourages the child to elaborate the 
stories that he or she is presenting. In the following example, the 
child therapist explores and stimulates the child’s story through 
questions about one play character:

Therapist: Oh! You say that you’ve known him as a criminal for a 
long time? It’s not the first time you arrest him?

Child: No … not the first time, but now it is going to be the last, 
last time….

Therapist: It is going to be the last time? Why might that be?

Child: It’s as if it was the first and the last time that he stays in pri-
son. Until his death….

Therapist: Until his death?
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Child: Unless he makes big progress, but it would surprise me. To 
date, none of them have managed to get out of jail….

Therapist: Oh yes? He is worried about whether he can make pro-
gress and get out of jail … if there is hope? What could help him to 
make progress? Is there anyone there that can lend him a hand … 
help him a bit or is he all alone?

This technique was used by the child therapist in almost all ses-
sions (12/13) and the code frequency was 22.7%.

Therapists may also decide to draw attention to an apparent 
lack of coherence and continuity in the story enacted in the play 
of the child, and request clarification when they feel the child 
can benefit from becoming more aware of this incongruence. 
This may be used judiciously to bring more awareness around 
a theme that is central for the child and that the child struggles 
with. The therapist may gently nudge the child to elaborate fur-
ther to make the story more coherent. In the section below, the 
therapist helps the child to further elaborate the story and in-
vites the child to make it more consistent by drawing the child’s 
attention to the apparent lack of continuity in the story enacted 
in the play:

Therapist: Ah, the race took place? ...

Child: It is over….

Therapist: The race is finished? ....

Child: Yeah….

Therapist: Oh yes? What happened during the race? That was 
quick huh? I didn’t have the time to see, I think. I didn’t under-
stand that it was a race. What happened?

Child: Now it’s over….

Therapist: Okay … What happened before it ended?

Child: Now there is a highway….

Therapist: Okay, now it is highway … but the race, what happe-
ned? I was wondering if there was a winner?
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Child: No … no winner.

Therapist: Ah, so … now … does it mean that Bigfoot [the main 
play character] is without a race stadium? How does he feel about 
that? His stadium has been replaced by a highway? 

This technique was used by the child therapist in a few sessions 
(3/13) and the code frequency was 0.5%.

Mentalizing characters and relationships in the play context. 
The aim of this technique is to stimulate the mentalization ca-
pacity of the child by helping him or her think in terms of men-
tal states of the play characters and their relationships. In this 
way, the child and the therapist elaborate a mentalizing pro-
cess together during the play sessions. The therapist continually 
constructs and reconstructs an image of the characters of the 
child’s play in his or her mind to help the child to think in terms 
of mental states, by asking what and why the characters feel, 
think, or behave in a particular way during the play. Moreover, 
the therapist supports the child to think about the relationships 
between characters, for example, by asking about the impact 
of the behavior of the characters on the others. In the section 
below, the child therapist explores the character’s mental states 
and his relationships by questioning the reasons the monster is 
angry and by trying to understand the reason he becomes ag-
gressive: 

Child: Now, because of him, he is a bit mad [makes the dinosaurs 
fight]….

Therapist: Ah, he did not calm down, but you know, he did not do 
anything in the end....

Child: I know….

Therapist: People called him a monster, but it does not seem like he 
did anything wrong?

Child: No … but he never stops making grr, grr, grr (He makes th-
reatening gestures and angry noises).
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Therapist: What does he do? …

Child: Grr, grr grr, he jumps on it….

Therapist: Ah. Why did he do that? ...

Child: I don’t know. It’s a monster. You are dead [referring to the 
dinosaur]….

Therapist: Yeah, yeah ... maybe even monsters have good reasons 
to do things, but he [dinosaur]… We don’t even ask him why?

This technique was used by the child therapist in almost all ses-
sions (12/13) and was the second most frequently used interven-
tion she used. The code frequency was 12.7%. 

Mentalizing play situations. The aim of this technique is to 
draw the child’s attention to the themes he or she chose during 
the play sessions. This technique is used when the therapist real-
izes that the child’s play themes are particularly relevant from a 
clinical point of view. This technique is an active process where 
the therapist summarizes the main theme expressed in the play 
in mental state terms. For example, in the section below the 
therapist summarizes the theme of fear of being punished and 
put in a place that is dangerous and frightening when one does 
something wrong, a theme that is subjectively salient for the boy 
as social services are considering a placement in a type of youth 
detention center: 

Therapist: I also learned that we are better off not ending up in 
jail because it’s dangerous. So then it’s a bit frightening this idea of 
doing something wrong, because … if we do, we end up in jail… .

This technique was used by the child therapist in 3/13 sessions 
and the code frequency was relatively low (1.1%).

Interpreting play context. This technique is used when the 
therapist is reasonably clear about the play content and is con-
fident to infer what the child may have in mind during the play, 
based on the child’s behavior, emotional state, play content 
(e.g., characters, play scenarios, conflicts between characters), 
and the therapist’s clinical knowledge. This technique has to be 
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used with caution, adopting a “wondering” approach so that 
the child does not feel dismissed or forced to accept the thera-
pist’s point of view. For instance, in the section below the child 
therapist, in a very gentle and cautious way, suggests an alterna-
tive point of view for understanding the motivation of the play 
character. 

Therapist: …It seems like that the city’s big millionaire is a guy 
who makes a lot of effort so that people love him.… Maybe a bit 
like, everybody wants people to love them, eh? …

Child: Bzzzzzt. Bvuuut [car noise] … Yeah….

Therapist: Yeah. Except that, there are people who are sure that 
others love them and there are people who are really afraid that 
others don’t love them.… The city’s millionaire, I was wondering 
if we could say that he … he’s someone who really wants people to 
admire him and to love him …. Because sometimes, maybe he has 
doubts…?

Child: Hmhm….

This technique was used by the child therapist in the majority of 
sessions (9/13), but the overall coded frequency was relatively 
low (2.8%).
On some occasions, therapists used a technique that can be 
described as linking the play content with the child’s own life. 
This was only used when the therapist had a strong therapeu-
tic alliance and a good understanding of the child’s difficulties. 
It is used cautiously, considering that a core principle of play 
therapy is to stay within the medium of play when this is avail-
able. This intervention was sometimes used after the interven-
tion interpreting the play context, when it is deemed important 
to explicitly address something happening in the child’s life and 
where the stakes are sufficiently high to justify this. In the fol-
lowing example, the child therapist links what is happening in 
the play with the way the child reacts in real life to help the child 
understand his reactions: 

Child: Eee, he’s a man. He’s not a child… [They are talking about 
“the city millionaire”]
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Therapist: Oh!... but it seems like he feels very hurt and a little an-
gry and that makes him hurt other people, when … generally, not 
all the time, it’s because they are afraid … If I understand well, the 
game that you play, is it a bit similar to what you do too? …

Child: A bit…

Therapist: Perhaps sometimes you are hurt, afraid, or angry and 
want to hurt, but at other moments, you’re also a boy who wants 
to do great things, who can be generous, and who can also be 
calm. Might that be the way it is for you? …

Child: We can say that, yes….

This technique was used by the child therapist in some sessions 
only (4/13), and the coded frequency was low (1%).

Discussion 

The aim of this exploratory study was to identify, categorize, 
and conceptualize mentalization-based interventions in the con-
text of psychodynamic psychotherapy with children and ado-
lescents, and then to organize this into a coherent framework. 
In total, 24 techniques were identified in the sessions that were 
coded. In addition to the seven well-known MBT techniques de-
scribed in key texts on MBT, 17 additional techniques emerged 
from the coding process. In terms of a coherent framework for 
organizing and conceptualizing mentalization-based techniques, 
all the interventions could be considered to reflect a mentalizing 
stance. This was then divided into three categories of interven-
tion: (1) supporting mentalization stance interventions, (2) the 
basic mentalizing techniques, and (3) the mentalizing the play 
context. 

The findings indicate that both therapists used an extensive 
range of mentalization-based interventions in all their therapy 
sessions. In addition to what has been described in the previous 
literature, which has mostly focused on MBT with adults, 17 
MBT techniques used in therapy with children and youth were 
identified during the coding process. Both therapists frequently 
used interventions aimed at exploring and clarifying affective di-
mensions, behaviors, and interpersonal reactions in the context 
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of the everyday lives of the young patients. The clarification and 
exploration technique may superficially appear to be a simple 
exploration of the child or adolescent’s experience, but it likely 
has a central function in helping patients clarify and elaborate 
their central difficulties by encouraging them to continue talk-
ing about difficult feelings, thoughts, interactions, and reactions 
that may be troubling or dangerous. Additionally, the clarifica-
tion and exploration techniques are also essential for the thera-
pist to elaborate a nuanced understanding of the patient and 
the exact nature of the problem. This may be particularly useful 
where patients do not themselves know what the problem is 
or how to put it into words, and it helps to give the therapist 
and the patient a clearer picture of exactly what the problem is 
and the actual behavior and emotional reactions that the patient 
may be struggling with. Exploration and clarification appears 
to be a widely used technique, and appears to be central in the 
process through which the patient and therapist develop a men-
talizing process together and co-construct an understanding of 
the problem (Fonagy et al., 2014). 

A further finding of this study was the “mentalizing trauma” 
category that emerged from the coding process. This technique 
was used on specific occasions by the child therapist to help the 
child put into words feelings and reactions regarding an impor-
tant trauma experienced by the child in order to arrive at a more 
adequate account of the traumatic experience and where trau-
ma-related impacts, including guilt feelings and mistrust, are 
put into words and addressed. Mentalization regarding trauma 
appears to be particularly important for the adaptive function-
ing of individuals who have experienced childhood abuse and 
neglect, especially when trauma-related affects such as aggres-
sion and fear are activated (Berthelot et al., 2015; Ensink et al., 
2015) and is a key component of effective treatments, for exam-
ple, with sexually abused children (Cohen, Deblinger, Mannari-
no, & Steer, 2004, Ensink & Normandin, 2012). Children who 
have faced traumatic experiences likely require additional help 
to develop a narrative about the trauma that can facilitate the 
realistic representation of these difficult experiences and their 
impact on the child (Allen, 2012; Fonagy et al., 2002; Shipman 
& Zeman, 2001). 
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An important finding of this pilot study was the identifica-
tion and elaboration of mentalization-based interventions used 
in play therapy. The child therapist used an extensive range 
of mentalization-based interventions, including eight different 
techniques aimed at enhancing the child’s mentalization capaci-
ties through play. Thinking about play therapy from a mental-
ization perspective appears particularly promising, and play 
therapy may be especially important for facilitating the devel-
opment of mentalizing in children. Play is theorized by Target 
and Fonagy (1996) to be a precursor of mentalizing, and there 
is preliminary evidence to support this (Tessier et al., 2016). The 
categories identified in this study are generally in line with pre-
vious observations that the play therapist works with the men-
tal content inferred from the child’s play and behavior (Bleiberg, 
Fonagy, & Target, 1997; Ensink & Normandin, 2012; Fonagy, 
2000; Goodman et al., 2016; Zevalkink et al., 2012). 

One preestablished category, the “stop, rewind, and explore” 
category was not observed in any of the therapy sessions coded 
for the study. Fonagy et al. (2014) describe this technique as a 
strategy that the therapist uses when, for example, adults or 
adolescents with borderline personality disorders lose control 
during the session and become nonmentalizing, with the thera-
pist helping the patient to rewind to the point where mentaliza-
tion was lost to help the patient explore and think about what 
happened. This technique may be specific to dealing with affect 
storms after interventions by the therapist, and it was likely not 
observed in this study because the patients did not present with 
this type of difficulty or it was not part of the repertoire of tech-
niques used by the two therapists who participated in this study. 

While the study methodology enabled us to confirm the use 
of previously identified MBT techniques and also identify ad-
ditional techniques addressing mentalization that may be espe-
cially relevant to working with children and young people, an 
evident limitation of the study is that the therapy sessions of only 
two therapists were examined. Both therapists considered that a 
mentalization-based framework was implicit in their work, and 
they also identified themselves as psychodynamic therapists, so 
that the interventions identified may not be representative of 
the full range of mentalization interventions used by therapists 
with other training. Further research is thus needed to identify 
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a comprehensive range of interventions used by MBT therapists 
with other clinical backgrounds. Furthermore, the type of dis-
order or presenting difficulties of the child and youth may also 
have had an impact on the interventions used by the therapists. 
Further research is needed, first to establish whether stimulat-
ing mentalization is central to a range of child and adolescent 
therapies, and then to evaluate whether such techniques are at 
the core of effective approaches. Finally, while the focus of this 
study was to identify mentalizing techniques, further work may 
also be necessary to examine whether there are techniques that 
cannot be adequately conceptualized in terms of mentalizing, 
and whether such techniques may contribute to therapeutic 
change through other pathways. 

In sum, a wide range of mentalization-based techniques were 
identified using a single-case naturalistic research methodology, 
indicating that this type of approach holds promise for increas-
ing our understanding of what experienced child and adolescent 
therapists do, with mentalization used as a unifying conceptual 
framework. 
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